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Abstract
Background: Newborn is considered to be tiny and powerless, completely dependent on

other for life within one minute of birth the normal new born adapts from a dependent fetal
existence to an independent one; capable of breathing and carrying on life process. The firs
hours are crucial because multiple organ system is making the transition from intrauterine tc
extra uterine functions. The care given immediately after birth is simple but important.
Objective: To assess Knowledge and practice of immediate newborn care among Midwives
in governmental health facilities at central zone, Tigray regional state, north Ethiopia, from
January- June, 2015.

Methods: An institutional based cross-sectional quantitative descriptive study design was
used for this study. Sample size was calculated by using sample correction formula anc
sample size was 150 midwives. In Central zone all woreda health facilities were included in
the study. Final study subject were selected using non probability convenience methods. Th
data was collected after pre-tested the questionnaire. Observation method was use
standardized checklist adopted from save the children international followed by interview.
The collected data was coded and entered to EPI-Info version 3.5.1 and data was exported
SPSS version 21.0. Finally, result was presented in texts, graphs and tables.

Result: Out of 150 samples size 147 were participated in the study making the response rats
of 98%. Of these, 59.9% midwives were working in health center, 99.3% were ethnicity of
Tigray and 79.6% were females. 23.8% respondents were in the age group of 25-29 and th
mean age of respondents was 34.1 years. Among the total participants, 99.3% of midwive:
were applied eye ointment to immediately born baby. The general knowledge of participants
on immediate newborn care was 17.7% good and 25.2% poor. Regarding immediate newbor
care practice 52.4% were practiced but remaining 47.6% of respondents were not practicec
Work environment was significantly associated with practice of immediate newborn care.
Midwives working in health center were 82% lower odds of newborn care compared to those
working in hospital (p=0.000, OR=0.18 (0.07, 0.43)

Conclusion and Recommendation:Most midwives have received in-service training on
immediate newborn care, even though the Study result showed presence of knowledge an
practice gap of care given to newborn baby. So it is necessary to strengthen in-service
training given to midwives on immediate newborn care periodically. Further study on

knowledge and practice of midwives regarding immediate newborn care is recommended.

Keyword: Knowledge, practice and newborn care

VI



CHAPTER -ONE: INTRODUCTION

1.1. Background of the study

Newborn is considered to be tiny and powerless, completely dependent on other for life
within one minute of birth. The normal new born adapts from a dependent fetal existence to
an independent one; capable of breathing and carrying on life process. Thus these first hout
are crucial because multiple organ system is making the transition from intrauterine to extra

uterine functions (1).

The birth of a baby is one of life’'s most wondrous moments. Few experiences can compare
with this event. Newborn babies have amazing abilities, yet they are completely dependen
on others for every aspect - feeding, warmth, and comfort. In the first hour or two after birth,
most babies are in an alert, wide awake phase. This offers a wonderful opportunity for parent:
to get to know their new baby (2).

The transition from fetus to newborn infant is the most dramatic physiologic change that
occurs in the human life span. The fetus that received all of its oxygen and nutritional needs
via the placenta must now use two entirely different, essentially dormant organ systems tc
meet these needs (3).The newborn begins to breathe and cry almost immediately after birtt
indicating the establishment of active respiration. Aeration of the newborn lung is not the
inflation of a collapsed structure, but the rapid replacement of bronchial and alveolar fluid by
air (4).

Although a good start in life begins well before birth, it is just before, during, and in the very
first hours and days after birth that life is most at risk. Babies continue to be very vulnerable
throughout their first week of life, after which their chances of survival improve markedly.

(5). Babies die after birth because they are severely malformed, are born very prematurely
suffer from obstetric complications before or during birth, have difficulty adapting to extra

uterine life, or because of harmful practices after birth that lead to infections (6).

Immediate care at birtis veryimportant. The care given immediately after birth is simple but

important. Remember that the baby has just come from the mother’s uterus. It was warm an



quiet in the uterus and the amniotic fluid and walls of the uterus gently touched the baby.
Immediate newborn care has ten steps.

Delay bathing of the baby for 24 hours after birth. Do neobove vernix and provide three
postnatal visits during at 6 - 24 hours, 3 days and 6 weeks. Clean the newborn of an HIV-

infected mother as recommended (7, 8).

Globally, the largest numbers of babies die in South-East Asia Region: 1.4 million newborn
deaths each year. Under-five deaths in the world have declined from 12.7 million in 1990 to
6.3 million in 2013. All regions have reduced the under-five mortality rate by more than half
since 1990 except sub-Saharan Africa. Of the 20 countries with the highest neonatal mortality
rates, 16 are in this part of the world: Nigeria (19%), Democratic republic of Congo (14%),
Ethiopia (8%), Tanzania (5%), and Uganda (4%)). Despite this great progress, 6.3 million
children died in 2013Sub-Saharan Africa and Souftsia together account for 4 oof 5
under-five deaths. 1 in 11 children born in sub-Saharan Africa stilldifese age five, nearly

15 timesthe average in high-income countries. Each year aveillion children who survive

birth asphyxia develop problems like cerebral palsy, and learning difficulties (5, 9, and 10).

The first 28 days of life represent the most vulnerable time for a child’s survival. Globally,
about 44% of underfive deaths occur during this period. For many babies, their day of birth is
also their day of death: 1 million neonatal deaths occur on the day ofabuititlose to 2

million occur in the first week of life (9, 11).

According to MAISHA program in Tanzania, 44 % in 2010 and 86 % in 2012 helps initiate
breastfeeding within one hour. End line performance on the immediate essential newborr
care steps was similar across levels of health care facility. However, in both years of the
assessment, lower-level health facilities were more likely than regional hospitals to promote
immediate breastfeeding (12).

According to a hospital base study in Khartoum, Sudan the immediate care of newborn is
performed for saving the newborn life so most of the study populations were received in
service training courses in the immediate care of newborn (93%), in spite of this; the study

populations had poor knowledge regarding care of new born at birth (50.6%) (1).



1.2. Statement of the problem

Although being newborn is not a disease, large numbers of children die soon after birth: many
of them in the first week (6). The healthy future of society depends on the health of the
children of today. The day of birth is the riskiest time for the baby. A child is about 500 times

more likely to die in the first day of life than at one month of age (5).

Care for baby around the time of birth and during the postnatal period is critical but coverage
is grossly inadequate. Global progress report reveals a remarkably high degree of variability
in the utilization and quality of services provided to pregnant women and their babies. One in
three babies (approximately 44 million) entered the world in 2012 without adequate medical
support. Coverage of postnatal care for the newborn is less than 50% in many countries wit
the highest neonatal mortality levels. While evidence shows that initiating breastfeeding
within one hour of birth reduces the baby’s risk of death by 44%, recent data show that less

than half of newborn babies (43%) worldwide receive the benefits of immediate breastfeeding

9).

Nurses’ knowledge for immediate care of newborn after birth was 43.5% good & 47.8% poor.
More than half (56.5%) respond poorly to mother’s questions and majority of them were have
poor knowledge regarding care provided for mothers and neonates before discharge. Howeve
the total knowledge score was good for less than half of them (48.2%). More than half of
nurses (52.6%) have a good knowledge and practice for hand washing, receive the baby ar
clean the airway, apply Apgar score, clump, sterile the cord, as well as put eye drop to the
neonate. Unfortunately majority and/or more than half of them were didn't administer Vitamin

K to the baby (69.5%) (13).

In Ethiopia 1 from 17 children dies before the first birthday, and 1 from 11 children before the
fifth birthday. Childhood mortality is higher in rural areas than in urban areas. The neonatal

mortality and post-neonatal mortality rate was 37, and 22 deaths per 1,000 live births (14).

Federal ministry of health is committed to achieve the Millennium development goal set by
United Nation to improve child health over the period 1990 to 2015. Ethiopia implemented

multiple high impact interventions to remove bottlenecks hampering access to safe childhooc



services like inadequate care at health facilities. Skilled attendance at birth is the mosi
important intervention in reducing childhood mortality (15). The standardized procedure for
providing Essential newborn Care is not commonly practiced. This has resulted in serious
consequences of unacceptably high neonatal morbidity and mortality in the first 24 hours of
life (8).

Even though Ethiopian government invests a lot of funds on maternal and child health, there
is still a number of neonatal morbidity and mortality. According to 2011 Federal Ministry of

health policy planning directorate health and health related indicators report in Tigray
regional state, there were 32,098 live births but unfortunately 11% (3,515) neonates and 0.29
(70) mothers were dead in the health facilities (16). In Ethiopia specifically central zone
Tigray regional state there is no clear information regarding the knowledge and practice of
midwives towards immediate newborn care. Therefore, the main aim of this paper will be to

assess the knowledge and practice of midwives towards immediate newborn care.

1.3. Significance of the study

Even though delivery is attended by diploma and degree midwives, the number of materna
and neonatal institutional death is still unresolved. According to 2011 Federal Ministry of

health policy planning directorate health and health related indicators report in Tigray
regional state, there were 32,098 live births but unfortunately 11% (3,515) neonates and 0.29
(70) mothers were dead in the health facilities (16).

Skilled professional care at birth is critical for the newborn baby as well as for the mother.
Knowledge and practice of health care provider is essential in improving the life of newborn
and reduces mortality and morbidity of newborn babies. Quality of care by midwives
immediately after birth will improve the health of subsequent life times, and benefits family
members from medical expense. Therefore the result of this study will be used as baselin
information to researchers for further study in the area, provide important information for
program managers and policy makers, provide pertinent information for curriculum designers
to make necessary amendment and guide governmental and nongovernmental healt

organizations to focus and train these health care providers.



CHAPTER-TWO: LITERATURE REVIEW

According to a cross-sectional questionnéiased survey in Panchkula district of Haryana,
India, (76%) of the study participants knew at least some complications that preterm’s are
prone to, including hypothermia, infection or hypoglycaemia. Even though 67% had heard

about skin to skin contact, only 57% of them knew how to do it and only 5% practiced it (17).

Essential newborn care tasks in the immediate post-delivery period include prevention anc
management of haemorrhage, thermal care, cord care, early initiation of breastfeeding, ey
care and recognition of when to refer. All personnel who have contact in the immediate post-

delivery period shall be trained in key tasks (19).

A retrospective chart review of referral hospital of Camen@mords from I January 2004

to 31" December2010 showed that the main causes of deaths were neonatal infections
(37.85%), prematurity (31.56%), neonatal asphyxia (16%), and congenital malformations
(10.54%) (20).

According to Mothers and Infants, Safe, Healthy, Alive (MAISHA) program in Tanzania,
there was not very much difference by level of health facility in all of the immediate essential

newborn care (12).

A descriptive non participatory observational research design at university hospital of EI-kom
minoufiya, Egypt Biosocial characteristics of studied nurses” The mean age were 26.18+6.1
more than half of them (57.1%) were have diploma education, (66.6%) of them were married
and about half of them (48.2%) have 1 — 5 years of experience (13).

2.1. Hypothermia and maintenance of warmth

According to MAISHA program in Tanzania, 42 % in 2010 and 77 % in 2012 immediately
places newborn on the mother's abdomen, 91 % in 2010 and 95 % in 2012 immediately drie
baby with towel, and 93% in 2010 and 93 % in 2012 discards wet towel and covers with dry

towel. Although the practice of placing the newborn skin-to-skin on the mother's abdomen



immediately following delivery increased from baseline to end line, mothers and newborns
often were separated in the hour following birth. While this study did not allow for a
quantification of this practice, newborns were often placed on the same bed with the mothel

but not skin-to-skin, or were taken away from the mother (12).

In Ethiopia according to the house hold survey from January 4-27, 2012, mothers reportec
that newborns were dried and wiped before delivery of the placenta for 63.2% of births, and
were wrapped for 82.3% of births. The immediate placements of the baby were in a newborr
bed/ table (38.3%) or on the mother’s chest (21.5%) for facility deliveries. 25.8% of facility
births, the newborn were placed in skin-to-skin position at some point following the delivery
and only 25.3% of births did the mother report that bathing of the newborn was delayed at
least 24 hours (21).

2.2. Initiation of early Breast feeding

Early initiation of breastfeeding provides the baby with colostrums; this offers the newborn
protection from infection, gives important nutrients, and has a beneficial effect on maternal
uterine contractions early contact (immediately after birth) between the mother and the baby
has a beneficial effect on breast-feeding. Breast milk provides optimal nutrition and promotes
the child's growth and development. By breast-feeding, a mother begins the immunization
process at birth and protects her child against a variety of viral and bacterial pathogens befor
the acquisition of active immunity through vaccination. Important factors in establishing and
maintaining exclusive breast-feeding after birth are: giving the first feed within one hour of

birth, correct positioning that enables good attachment of the baby, and frequent feeds (7).

In India after delivery, the practice of keeping the baby with the mother was followed by

(53%) respondents while the remaining kept the baby under a radiant warmer. All of them
practiced giving colostrums to the newborn baby as the first feed. At least one danger sigr
was told to the mothers at discharge by (83%) (18).

In Ethiopian according to the house hold survey 2012, only 52.1% of mothers reported that
their newborns were breastfed within the first hour after delivery, with similar proportions for
both home (50.2%) and facility (56.7%) deliveries. 44.5% of mothers reported that they

squeezed out the colostrums before breastfeeding the newborn; this practice was less commt



for facility births (30.4%) compared to home births (50.2). A smaller proportion of mothers
(12.4%) reported feeding their newborns food or liquid other than breast milk in the first two
days. Among those newborns that were given other foods, the most commonly reported by
mothers were plain water (32.7%), sugar water (25.1%), fresh butter (14.2%), and milk other
than breast milk (13.2%) (21).

2.3 Airway clearance and neonatal resuscitation

A pre-experimental study conducted at the trained nurses Association of India, showed
adequate knowledge and skill of health professionals is essential for improving the neonata
outcome. Training programmes is the key strategy in promotion of health care services. The
findings of the present study suggest the need for implementation of comprehensive training
programme on newborn resuscitation practice (NRP) to improve the practices of immediate
newborn care in labour room. Regular training of nurses may possibly have positive effect in

reducing undesirable health events especially in resource constrained settings (18).

According to MAISHA program in Tanzania, skills assessments of health care providers were
conducted and 45 % in 2010 and 37 % in 2012 Clears airway; stimulates baby; places
newborn on warm and clean surface, head in slightly extended position (all tasks correctly
performed), Places correct size mask covering chin, mouth, and nose; checks seal b
ventilating twice and observes chest rise, ventilating at 30-50 breathes/minute (all tasks
correctly performed) (12)

2.4 Prevention of infection and cord care

According to the study done in Haryana India, The need of vitamin K for the newborn was
known to (76%), while only (55%) practiced it. The main reason for not using vitamin K was
the absence of the drug in the Health Center (17).

According to the hospital base study in Khartoum, 83.3 % of nurse-midwives used sterile

scissor during cutting the cord, and 63.9 have Knowledge regarding infection prevention (1).



A study of MAISHA program in Tanzania, 100 % in 2010 and 2012 was cuts cord with clean
blade. High achievement in cord care and wrapping and drying of the infant was found at bott
baseline and follow-up. Universal adherence to cord cutting with a clean blade (sterile pair of
scissors) was seen in both 2010 and 2012. Delayed cord clamping increased over the tw
years, by 12% in regional hospitajs£ 0.0001) and 8% in lower level health facilitigs=<

0.03) (12).

Household survey in Ethiopia indicates, in home births the cord was most commonly cut with
a new razor or blade (88.3%) or a previously used razor (6.2%), while scissors were mos
commonly used for facility deliveries (65.8%). Although 72.6% of women delivering at home
reported that nothing was applied to the newborn’s cord after cutting, 21.0% reported that
butter was applied to the area. Women who delivered at a facility most commonly reported
that nothing was applied to the cord area (47.1%) or that they did not know whether any
substance was applied (40.3%) (21).

2.5. Knowledge regarding newborn care

According to pre-experimental study conducted at the trained nurses Association, while
comparing the nurses’ knowledge on neonatal resuscitation before and after administration o
an educational intervention it was observed that in all aspects of neonatal resuscitation nurse

had improved their knowledge after administration of an educational intervention (18).

According to the hospital base study in Khartoum, the immediate care of newborn is
performed for saving the newborn life so most of the study populations were received in
service training courses in the immediate care of newborn (93 %), in spite of this; the study
populations had poor knowledge regarding care of new born at birth (50.6%) (1).

According to a descriptive non participatory observational research design at university
hospital of El-kom minoufiya, Egypt, knowledge of nurse midwives towards immediate
newborn care was good (43.5%), fair (8.7%) and poor (47.8%).



2.6. Newborn care practice

The study done in Haryana shows the practices of the health care personnel who ha
undergone some special training courses were compared with those who have had no suc
training. No significant differences were found in any of the practices between the trained and

the untrained persons (17).

A descriptive non patrticipatory observational research design at university hospital of EI-kom
minoufiya, Egypt, shows 52.2% respond to mothers questions appropriately. Also, 69.5% of
respondents didn't prepare the newborn or their mother for discharge. However there is nq
significance differenc® > 0.05 between nurses’ knowledge and practices regarding newborn
and mother care after birth (13).

A hospital base study in Khartoum, showed that wipes the eyes and face when the head |
delivered (3.1%), after full delivery of the baby, dries the baby while assessing the baby's
breathing, if the baby not crying or breathing well within 30 seconds of birth calls for help,

clamps and cuts the cord, takes the baby to the table designated for steps for resuscitatic
(92.7%), If the baby breathing well, place him/her in skin-to-skin contact on the mother

abdomen and covers the body (93.8%), and Cuts the cord with sterile scissors between the
sterile clamps (1.8 %), taking care to cover the site with sterile gauze while cutting to prevent
splashes (65.6 %), Put the identification bands before cutting the cord (2.1%) and Average

performance of nurse midwives towards immediate care of newborn (41.1%) (1).

A hospital base study in Khartoum show that knowledge of study population regarding how to
practice the newborn care at birth is (50.6%), their skills towards immediate care of newborn
(40.1%), that may be due to lack of direct supervision or lack of hospitals protocols that
dealing with the newborn care at birth. The nurse midwives skills towards immediate care of
the newborn (40.1%) (1).



Conceptual Framework

Figurel. Conceptual framework prepared based on review of literature




CHAPTER-THREE: OBJECTIVE

3.1 General objective

To assess Knowledge and Practice of Immediate Newborn Care among Midwives in
governmental Health Facilities at Central Zone, Tigray Regional State, North Ethiopia from

January-June, 2015.

3.2 Specific objectives

To assess the knowledge of midwives on Immediate Care of Newborn.
To assess the practice of midwives on Immediate Care of Newborn.

To identify the relationship between knowledge and practice of midwives.

® ® & @&

To identify the relationship between practice and socio-demographic characteristics of

midwives.
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CHAPTER - FOUR: METHOD AND MATERIAL

4.1. Study area and period

The study was conducted in central zone, Tigray regional state, which is located 998 Km tc
the north of Addis Ababa, the capital city of Ethiopia and 220 km from Mekelle, the capital

city of Tigray Regional state. This zone is bounded by Eastern zone to the East, North wester

zone to the west, Amhara Regional state to the south and Eritrea to the north.

In Central Zone Tigray regional state there are twelve woreda and have a total of 54

governmental health centers and 6 hospitals among the 6 hospitals, one zonal, two distric
and the rest 4 are primary hospitals and 16 private health facilities which provide health care

services to the community. There are also a total of 210 midwives who provide delivery,

family planning, antenatal and postnatal (newborn) care.

The study was conducted from January — June, 2015.

ADMINISTRATIVE MAP OF TIGRAY REGION

Figure 2: Map of central zone, Tigray regional state
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4.2. Study design:

An institutional based cross-sectional descriptive study design was used for the study.

4.3. Population

4.3.1. Source Population:

All midwives who provided delivery and immediate newborn care in governmental health

facilities of central zone, Tigray regional state.

4.3.2. Study Population

Midwives in governmental health facilities of central zone Tigray regional state who provided

delivery and immediate newborn care during data collection time.

4.4. Sampling and Sampling Technique

4.4.1 Sample Size Calculation

A single population proportion formula was used to estimate the sample size and the
following assumptions were made: Proportion of knowledge and practice of midwives
regarding immediate newborn care 50% (p = 0.5), level of significancex59®(05), 95 %

confidence level (4/2 = 1.96) and absolute precision or margin of esfér(d = 0.05).

n= (Z®R)PP (1-P)
o

Where, n = sample size

p = proportion of knowledge or practice of health care providers (50%)
Z = standard normal distribution curve value for the 95% confidence interval (1.96)
d = the margin of error or accepted error
n = (1.96)* 0.5(1-0.5)
(0.0%)

n = 384 health care providers

The source population of the study area were 210 Midwives.

13



Since total study population were less than 10,000, sample size correction formula was use

to get the actual sample size (N=210)

nf=_ n_
1+n_
N
Where, nf= Final sample size
n= first calculated sample size
N = Source population
Nfinar =384/(1 +384/210)£36 health care providers

Adding a 10% allowance for a non-response rate, the total sample size was 1450136=

4.4.2. Sampling procedures

Central zone Tigray regional state has twelve woredas. All health facilities of the 12 woreda
were included in the study. Final study subject was selected using non probability
convenience methods. Those Midwives found working in the health facilities during data

collection time was included to the study until the sample size fulfilled.
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Figure 3: Schematic representation of sampling procedures in governmental health facilities

of central zone, Tigray regional state, north Ethiopia, 2015
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4.5 Inclusion and Exclusion criteria

4.5.1 Inclusion Criteria

» All midwives recruited by government who conducting delivery and newborn care
during data collection period at governmental health facilities.

» Midwives with educational qualification of diploma and above.

4.5.1 Exclusion criteria

» Midwives who work outside delivery and newborn care.
» Midwives students working for their practice

» Midwives who were giving free service
>

Midwives on annual leave and not available during data collection time.

4.6. Methods of Data collection

The data collection instrument (Structured questionnaire) was adopted accordingly from
different related literatures with required modification based on outcome variables and their
predictors. The whole checklist with some modification was developed from save the children
international care of the newborn training guide. The questionnaire had three parts, Part |-
questions of socio-demographic characteristics, Part 1l- 25 question related to knowledge ot
midwives on immediate newborn care and Part lll-Practice part of newborn care with 40
checklists. This checklist had adopted from save the children international and modified
according to Ethiopian context.

The English version questionnaire was translated to the local language Tigrigna and translate
back to English version by different individuals to ensure understandability, check for its

consistency. Both Tigrigna and English version questionnaire was used during data collection
After the development of the questionnaire and checklists, pre-test was done on 5% of the
sample population in a similar study area but separate health facilities for its clarity,

understandability, and completeness and midwives participated in pre-test was excluded fron

the actual data collection.
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Data was collected by 3 BSc Nurse and 2 BSc Midwifery that have experience of one year
and above on newborn and maternal care. They were trained intensively for two days on the
study instrument and data collection procedure. 2 BSc Nurse and the principal investigatot
were supervised, and assisted the data collectors. Supervisors and principal investigatc
collect filled questionnaires every day and check for consistencies and completeness. Thi
principal investigator was responsible for coordination and supervision of the overall data

collection process.

Observation and interview was conducted by the same data collectors. The observation wa
conducted by trained data collectors after written permission was obtained from each healtt
facilities and the knowledge and socio-demographic characteristics was asked after the
observation. The observation was conducted starting from preparation to delivery up to
discharge of the client from health facility and a single observation was used for all study

unites. Observation and interview continue until the required sample size was obtained.

4.7. Variables

4.7.1. Dependent variable

» Knowledge and practice of midwives towards immediate newborn care

4.7.2. Independent variable

Socio-demographic characteristics of respondents like:
Age

Sex

Religion

Marital status

Ethnicity

Educational level

Monthly income

Work environment

Work experience

SN S N v v v ¥y vv v X

In service training on immediate newborn care
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4.8. Data quality assurance

To assure quality of the data the following measures was undertaken: As much as possibl
attempts were done for questions to suite the local setting and were first prepared in Englisl
language and later translated to Tigrigna language and retranslated back by other translator
English to compare the consistenciwo week prior to the actual data collection,

questionnaire was pre tested on 5% of the sample on similar midwives in separate healtl
facilities of the actual data collection area but was in the same study area of central zone
Tigray regional state, other than the sampled population who are not part of the actual sampl

for its clarity, understandability, and completeness.

Data collectors and supervisors were trained for two days on the study instrument of both
interview and observation and data collection procedure. During the actual data collection
process, supervisors were cross checked the data collectors on the field randomly every de
for questionnaires consistency and completeness. Filled questionnaires were checked dail
The quality of observational data was ensured by adopting standardized checklists from sav
the children international with modification to the context of Ethiopia. Data collectors were

BSc Midwifery and Nurse that have experience of one year and above on newborn anc
maternal care. The data collector were not informed to midwives and starts to observe the
condition of care after taking written permission from each health facility managers. To avoid

observer bias strict training were given to data collector specifically to follow the checklist.

After data collection, each questionnaire was given a unique code by the principal
investigator. The principal investigator was prepared the template and entered data using EP
Info version 3.5.1. Five percent of entered data was re-checked by comparing the entere
data with the actual questionnaire. Frequencies were used to check for missed values ar
outliers. Any error identified at this time was corrected after revision of the original data using

the code numbers

4.9. Methods of data analysis

Data was checked for completeness and any incomplete information was excluded from the

entry. The collected data was entered in to EPI-Info version 3.5.1 computer software packag:
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and after the data was cleaned for inconsistencies and missing values and importan
amendment was done, data was exported to window based statistical package for socic
sciences (SPSS) version 21.0. Figures were constructed using Microsoft excel. Simple
frequencies were run to see the overall distribution of the study subject with the variables
under study. Odds Ratio with 95% Confidence Interval was used to ascertain the associatiol
between dependent and independent variable as appropriate. Bi-variate analysis was used
determine the association between different factors and the outcome variable. Multivariate
analysis or Logistic regression was used to identify the independent predictors of practice of
newborn care. Confidence interval of 95% was also used to see the precision of the study an
the level of significance was takenoat<0.05. Finally, result was presented in textsphgsa

and tables.

4.10. Ethical consideration

Ethical clearance and approval was obtained from the Ethical Committee of department of
nursing and midwifery, college of health science, Addis-Ababa University. Official letters
was obtainedrom department of nursing and midwifery to Tigray regional health bureau, and
then written permission was given to all woreda health bureaus of central zone and Hospitals
Each woreda health bureau was written official letter to each health facilities under their
control. Health facility managers gave written permission to MCH (maternal and child health)
department head. After explaining about the purpose, the pobsibédit of the study and
written permission was obtained from eaespondent before taking interview but written
permission from health facility without informing the respondent’s for the observation,
observational checklist was filled. Confidentiality was maintained in each level of the
response in this study.

4.11. Communication/dissemination of the research findings
The result of the study will be disseminated / communicated to Addis Ababa university school
of Nursing as hard and soft copy, Tigray regional state health bureau, Ministry of Health.

Furthermore; it will be presented on scientific conferend#éerent seminars, meetings,

workshops and disseminated through Publication in local and international journals.
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Operational definition of terms

Knowledge: Refers to the knowledge response of midwives to the structured questions on the
steps of Care given to immediately born baby, that is good knowledge when they responc
correctly to >75 % of the knowledge questions (>8 steps), fair knowledge respond to 51-74%
(5-8) and poor knowledge respond to <50% (<5).

Practice: Refers to the performance of midwives according to prepared checklist regarding
immediate Care of Newborn. Practicedmidwives perform the task at least 50% (Median)

of the checklists of practice of immediately born baby moidpbracticed if midwives perform

the task below 50% (median) of the checklists.

Immediate Care of Newborn It is the care given to the neonate following birth
within the delivery room like :clearing of airway ,providing warmth & prevention of
heat loss, initiation of breast feeding, protection from infections, early assessment of
neonatal condition and continuation of further care.

The following are the steps of immediate care which should be given to all babies at birth

Dry Baby: Immediately dry the whole body of immediately born baby including the head and
limbs, with sterile or clean and dry towel.

Evaluate Breathing: Check for immediately born baby to cry and if the baby does not cry,
check if the baby is breathing properly or gasping.

Clamping /tying the cord: If the baby does not need resuscitation, wait for cord pulsations to
cease or approximately 2-3 minutes after birth, and then place one metal clamp/cord tie Z
centimetres from the baby’s abdomen and the second clamp / tie another 2 centimetres fror
the first clamplftie.

Cutting the cord: Cut the cord with sterile scissors or surgical blade, under a piece of gauze
in between the two ties.

Keep the newborn warm Keep the baby warm by placing in skin-to-skin contact on the
mother’s chest and cover the baby’s body and head with clean cloth.

Initiate Early breastfeeding: breastfeeding the newborn baby within the first hour of
delivery and providing the baby colostrums or first milk of mother.

Place the newborn’s identification bandsPutting the identification bands or information of

the baby to separate him/her from another to avoid misshaping/exchange of babies in bus

delivery rooms.
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Weigh the newborn Place clean linen or paper on the pan of the weighing scale. Place the
naked baby on the paper/linen to measure the weight of the newborn baby.

Record: Putting or registering all observations, treatment, cares and actions provided for the
baby immediately after delivery in the registers/appropriate chart/cards.
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CHAPTER-FIVE: RESULT

5.1. Response coverage

Out of 150 conveniently selected midwives 147 participated in the study which gives a
response rate of 98%, of which majority of respondents 88 (59.9%) were from health centel

and 59(40.1%) were from hospitals.

5.2. Socio-demographic characteristics of study population

Out of 147 participant in the study, 117(79.6%) were females, 30(20.4%) males. Majority
35(23.8%) of the participants were in the age group of 25-29, followed by the age group 35-
39 and 7(4.8%) were 50 and above years and the mean age of respondents was 34.1 yec
Regarding their religion, Orthodox Christianity was the dominant religion consisting of
135(91.8%), followed by Muslims 12(8.2%). One hundred forty six (99.3%) of respondents
were Tigray, and the rest 1(0.7%) was Amhara by their ethnicity (Table-1).

Concerning educational status of respondents 122(83.0%) were diploma and 25(17%) wa
degree. A total of 88(59.9%) were working in health centers and 59(40.1%) were from
hospital and majority of respondents had work experience of 1-5 years 55(37.4%) followed by
6-10 years 24(16.3%) and 5(3.4%) had 31 and above years of work experience. Seventy tw
(49.0%) of midwives earned monthly salary of 1663-2383, 50(34.0%) were earned 2384-3104
and 1(0.7%) received between 4547-5267 Ethiopian birr (Table-1).
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Table-1: Socio-demographic characteristics of Midwives in governmental

facilities at central zone, Tigray regional state, north Ethiopia, 2015.

Variable Frequency (N=14) Percent
Age 20-24 24 16.3%
25-29 35 23.8%
30-34 14 9.5%
35-39 28 19%
40-44 24 16.3%
45-49 15 10.2%
50 and above 7 4.8%
Sex Male 30 20.4%
Female 117 79.6%
Religion Orthodox 135 91.8%
Muslim 12 8.2%
Ethnicity Tigray 146 99.3%
Amhara 1 0.7%
Educational Diploma 122 83.0%
Status Degree 25 17%
Work Hospital 59 40.1%
Environment Health Center 88 59.9%
Work Experience| 1-5 years 55 37.4%
6-10 years 24 16.3%
11-15 years 20 13.6%
16-20 years 21 14.3%
21-25 years 14 9.5%
26-30 years 8 5.4%
31 and above years| 5 3.4%
Monthly salary | 1663-2383 72 49.0%
2384-3104 50 34.0%
3105-3825 21 14.3%
3826-4546 3 2.0%
4547-5267 1 0.7%
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As shown from the pie chart belc(73(49.7%) ofstudy participants we married followed by
47(32.0%) single, 15(10.2%) widowed and the least percent 12(8.2%) of responder
divorced (Figure-4).

m Single

= Married

m Divorced

m Widowed

Figure 4: Maritalstatus of midwives in governmental health facililat central zone, Tigray
regional state, nortBthiopie, 2015.
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5.3. Knowledge of Midwives on Immediate Newborn Care

Regarding knowledge of midwives on umbilical cord cut and care 100% of participants were
used sterile scissor to cut the umbilical cord. Of this 146(99.3%) had knowledge of applying
nothing but 1(0.7%) had not knowledge to apply nothing on the cord rather wanted to apply
butter after cutting newborn baby’s cord. 100% of study subjects were knowledgeable to
weigh baby immediately after delivery and 100% had general knowledge on the advantage o
early initiation of breast feeding. Concerning knowledge on the advantage of first
milk/colostrums 143(97.3%) had general knowledge. 6(4.1%) of respondents were not
knowledgeable on the importance of colostrums or squeezed out colostrums before brea:s
feeding the newborn baby but 141(95.9%) midwives were knowledgeable to give colostrums
to immediately born baby. A total of 145(98.6%) of midwives had knowledge on
complication/problems of immediately born baby and nearly all 146(99.3%) of midwives had

knowledge to provide eye ointment to immediately born baby.

Among midwives who had participated in this survey, 126(85.7%) received in-service
training regarding immediate newborn care. Of these 59(46.8%) received one time, 46(36.5%
two times and 21(16.7%) of respondents were received in-service training above two times or
care given to immediately born baby. A total of 143(97.3%) of midwives had knowledge on
importance of giving vitamin K to immediately born baby and 146(99.3%) had knowledge on

Skin-to-skin contact.
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From the 10 steps of care given to immediately born baby knowledge of respondent midwives
were 137(93.2%) on cord cutting, giving vitamin K 136(92.5%), dry baby 131(89.1%),
122(83.0%) to deliver baby on to mother’s abdomen, and 127(86.4%) to use eye care an
apply TTC eye ointment, 98(66.6%) early initiation of breast feeding, 91(61.9%) use of skin
to skin contact. Small number of respondents 4(2.7%) had knowledge on recording,
63(42.9%) of respondents on assessing breathing and 81(55.1%) weigh baby (Table-2).

Table-2: Knowledge on immediate newborn care of midiwes at central zone Tigray
regional state, north Ethiopia, 2015.

Variable Frequency (N=147) | Percent
Knowledge of midwives on care given to immediately born baby

Deliver baby on to mother’'s abdomen 122 83%
Dry baby 131 89.1%
Assessing breathing 63 42.9%
Cord cutting and care 137 93.2%
Eye care and applying TTC eye ointment 127 86.4%
Early initiation of breast feeding 98 66.6%
Skin-to-skin contact with mother 91 61.9%
Giving vitamin K 136 92.5%
Weigh baby 81 55.1%
Record 4 2.7 %
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One hundred twenty one (83.4%) of respondents had knowledge on Asphyxia that is a
complications of newborn baby followed by hypothermia 84(57.9%) and 10(6.9%) had
knowledge on hypoglycemia as complication of newborn baby. A total of 81(55.9%) of
respondents were knowledgeable that clean cord cutting and care prevent complication o
newborn baby, and 70(48.3%) were mentioned that skin-to-skin contact with mother but 0.9%

answered use of incubator/warmer prevent complication of immediately born baby (Table-3).

Table-3: Knowledge of midwives on complication of immediately born baby and its
preventive methods at central zone Tigray regional state, north Ethiopia, 2015.

Variable Frequency (N=147) | Percent
Knowledge of Midwives on complication of immediately born baby

Hypothermia 84 57.9%
Asphyxia 121 83.4%
Infection 70 48.3%
Hypoglycaemia 10 6.9%
Knowledge of Preventive methods for complication of newborn baby

Deliver baby on to mother’s abdomen 53 36.6%
Assessing breathing 42 29.0%
Clean cord cutting and care 81 55.9%
Eye care and applying TTC eye ointment 55 37.9%
Early initiation of breast feeding 44 30.3%
Skin-to-skin contact with mother 70 48.3%
Giving vitamin K 26 17.9%
Weigh baby 11 7.6%
Oxygen administration 2 1.4%
Resuscitation 7 4.8%
Suction 37 25.5%
Use incubator/warmer 1 0.9%
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Eighty four (57.1%) of respondents had knowledge that skin-to-skin contact helped baby stay
warm, 64(55.8%) mentioned skin to skin contact with mother prevents hypothermia and
1(0.7%) help expel placenta and 1(0.7%) helped to contract uterus. If baby not cried
immediately after delivery, 136(92.5%) of respondents had knowledge to suck the airway
followed with call a help and start resuscitation 105(71.4%) and 3(2.0%) of respondents hac
knowledge of using burbing (Table-4).

Majority of respondents 110(74.8%) had knowledge to bath newborn baby after 24 hours of
delivery, 23(15.6%) of respondents counsels mother to wash baby at home after 24 hours ¢
delivery and 9(6.1%) of midwives wash baby before 24 hours of delivery but 5(3.4%) of
respondents did not know when to wash immediately born baby (Table-4).

Fifty seven (38.8%) of respondent midwives had knowledge that providing eye ointment to
newborn baby prevents eye infection followed by prevents from STI 23(15.7%) and 1(0.7%)
mentioned that eye ointment prevents dryness of eye, and 8(5.5%) had knowledge to prever
syphilis and used as prophylaxis (Table-4).
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Table-4: Knowledge of midwives on some important care given to immediately born

baby at central zone Tigray regional state, north Ethiopia, 2015

Variable

Frequency (N=147)

Percent %

Knowledge of midwives on advantage of skin-to-sk

in contact

Prevent hypothermia 64 55.8%
Help baby stay warm 84 57.1%
Bonding 40 27.2%
Help expel placenta 1 0.7%
Uterine contraction 1 0.7%

Knowledge of midwives on measures to be taken for baby unable to cry

after delivery

Suck the baby 136 92.5%
Call a help and start resuscitation 105 71.4%
Start cardio-pulmonary resuscitation 10 6.8%
Burbing 2.0%
Oxygen administration 4 2.7%
Knowledge on time of bathing for immediately born baby

Before 24 hour of delivery 9 6.1%
After 24 hour of delivery 110 74.8%
| do not know 5 3.4%
Counsels mother to wash at home after 24 hour 23 15.6%
Knowledge on the importance of providing eye ointment

Prevent eye infection 57 38.8%
Prevent blindness 12 8.2%
Prevent conjunctivitis 21 14.3%
Prevent dryness of eye 1 0.7%
Prevent from STI 23 15.7%
Prevent Gonorrhoea 2 1.4%
Prevent syphilis 8 5.5%
As prophylaxis 8 5.5%

29




The knowledge of participant midwives on advantage of early initiation of breast feeding was
prevention from hypoglycemia 97(66%) followed by enhanced bonding of mother and baby
53(36.1%) and 1(0.7%) mentioned that early initiation of breast feeding promote growth,
reduces pain of mother, help to have good IQ and 1.4% responded that stimulates lactatio
(Table-5).

Ninety one (61.9%) of respondents had knowledge on the advantage of colostrums that i
prevents newborn baby from infection and gives important nutrients to the baby 50(34%).
1(0.7%) of respondents had mentioned that colostrums helps for uterine contraction anc

19.7% responded that used as first immunization (Table-5).

Table-5: Knowledge of midwives on breast feeding atentral zone Tigray regional state,
north Ethiopia, 2015.

Variable Frequency N=147 | Percent
Knowledge on advantage of early initiation of breast feeding

Enhances bonding of mother and baby 53 36.1%
Prevents from hypoglycaemia 97 66%
Prevents from hypothermia 40 27.2%
Prevents infection 42 28.6%
Normal food for baby 27 18.4%
Promote growth 1 0.7%
Reduces pain of mother 1 0.7%
Stimulate lactation 2 1.4%
To have good 1Q 1 0.7%
Uterine contraction 11 7.5%

Knowledge on advantage of colostrums

Protection from infection 91 61.9%
Gives important nutrients to the baby 50 34%
First immunization 29 19.7%
Medication 2 1.4%
Uterine contraction 1 0.7%
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Among all participant137(93.2%)of respondents had knowledge to initiate breast fee
for newborn baby within one hour of delivery €9(6.1%)had knowledge of initiating bree
feeding afterone hour of delivery bL1(0.7%)did not know when to initiate breast feed
(Figure -5).
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Figure 5:Knowledge onime of initiation of breast feeding tonmediately born bal at

central zone Tigray regional stanorth Ethiopia, 2015
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Most respondents of this study had knowledge to place baby on mother's abdomen
141(95.9%) immediately after delivery followed by 4(2.7%) of respondents had knowledge to
place immediately born baby on separate and clean place and 2(1.4%) on incubator/warme
(Figure- 6).

1.4%

B Mother’s Abdomen
Clean and separate place/table

M Incubator/Warmer

Figure 6: Place where midwives keep baby immediately after delivery in governmental health
facilities at central zone, Tigray regional state, north Ethiopia, 2015.
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Knowledge of respondents on importance of vitamin K were, 76.9% mentioned 1
prevents from bleeding followed by used as clotting faby (12.9%) of respondents and
0.7% mentioned that it prevent from trauma, stop umbilical bleeding anddiarrhea
(Figure-7).
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Figure 7 Knowledge of Midwives on importance of vitamin K in governmental he
facilities of central zone, Tigray regional stenorth Ethiopia, 2015.
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A total of 17.7% of study participants had good knowledge on immediate newborn care and
25.2% had poor knowledge. The rest 57.1 % of respondent midwives had fair knowledge or

care given to immediately born baby (Figure-8).

B Good knowledge
M Fair knowledge

 Poor knowledge

Figure 8: Over all Knowledge of midwives on care of immediately born baby in governmental

health facilities at central zone, Tigray regional state, north Ethiopia, 2015.
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5.4. Practice of Respondent Midwives on Immediate Newborn Care

The result of this survey showed that 24(16.3%) of respondent midwives gave newborn care
under unclean delivery room, almost all 146(99.3%) of respondents were prepared cord tie
and clamp before delivery, but 98% of respondent midwives did not prepared baby
identification material. Even though 86.4% of midwives prepared suction devices, 27.9%

were not prepared neonatal ambu bag and mask (Table-6).

Table-6: Preparation of equipment by midwives to gie immediate newborn care in
governmental health facilities at central zone, central zone, Tigray regional state, north
Ethiopia, 2015.

Variable Frequency N=147 | Percent
_ Yes 125 83.7%
Delivery room clean
No 24 16.3%
. Yes 146 99.3%
Cord tie and clamp prepared
No 1 0.7%
Suction device prepared Yes 127 86.4%
No 20 13.6%
Neonatal ambu bag and maskKes 106 72.1%
prepared No 41 27.9%
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Among a total respondent midwives 100% were put on sterile glove before starting delivery
and newborn care and 115(78.2%) were not taken Apgar score witlindl%' minutes.

One hundred one (68.7%) of midwives were explained to mothers not to put anything on cord
after cutting, but 31.3% of respondents were not explained mothers not to put anything on
cord stump. 82.3% of respondents checked if the baby cried while drying it but 17.7% did not
performed the task completely.

Regarding practice of midwives on immediate newborn care, 111(75.5%) of respondent
midwives did not washes hands with soap and water, dries them with a clean dry cloth before
and after care and 94(63.9%) of respondent wiped the eyes and face of baby when the head
delivered but 103(70.1%) of participant midwives were not cleaned eyes of baby immediately
after birth with swab soaked in sterile water, using separate swab for each eye (Table-7).

Sixty three (42.9%) of midwives were not tied the cord one at two fingers from the baby’s
abdomen, milks the cord away from baby and places the second tie at two fingers from the
first tie and 48(32.7%) were not cut the cord after 2-3 minutes with sterile scissors or surgical

blade, under a piece of gauze in order to avoid splashing of blood (Table-7).

From all respondent midwives who faced baby not cried or breathing well within 30 seconds
of birth, 42(85.7%) were called for help, clamped and cut the cord, taken the baby to the table
designated for steps of resuscitation and 45(91.8%) used appropriate size of mask during nee

of resuscitation (Table-7).
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Table-7: Practice of midwives on immediate newborn care in governmental health
facilities at central zone, Tigray regional state, north Ethiopia, 2015.

Variable Frequency N=147 | Percent
Washes hands with soap and water, dried with a clean dry cloth before and after care
Midwives Perform task completely/correctly 36 24.5%
Unable to perform task completely/ task was not observed 111 75.5%
Wipes the eyes and face when the head is delivered

Midwives Perform task completely/correctly 94 63.9%
Unable to perform task completely/ task was not observed 53 36.1%

Clean eyes immediately after birth with swab soaked in sterile water, using separa

swab for each eye

Midwives Perform task completely/correctly 44 29.9%
Unable to perform task completely/ task was not observed 103 70.1%
Delivery surface covered with sterile dry towel

Midwives Perform task completely/correctly 135 91.8%
Unable to perform task completely/ task was not observed 12 8.2%

When baby not cried within 30 minute of delivery, called a help and prepared for step

of resuscitation

Midwives Perform task completely/correctly 42 85.7%
Unable to perform task completely/ task was not observed 7 14.3%
Use appropriate size of mask for neonatal resuscitation

Midwives Perform task completely/correctly 45 91.8%
Unable to perform task completely/ task was not observed 4 8.2%
Cord Tie

Midwives Perform task completely/correctly 84 57.1%
Unable to perform task completely/ task was not observed 63 42.9%
Cord cut with sterile scissor or surgical blade after 2-3 under a piece of gauze.
Midwives Perform task completely/correctly 99 67.3%
Unable to perform task completely/ task was not observed 48 32.7%
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Majority of respondent midwive145(98.6%) werammediately drie the whole body of
babyincluding the head and lim with a clean cloth/towel buit4(9.5%)of respondents were
not removedwet cloth used to dry the be. A total of 106(72.1% of respondents kept the
baby warm byputting ir skin-to-skin contact with mother and 198(6%) were covered the
baby’s body and head with clean cloth. From all particip52(35.4%) of midwivessucked

the aiwvay of baby after delive, that al midwives were performed away sucking for those
children’s in need of sucking and m 14598.6%) of respondents were administered vite

K to immediately born baby (Figt-9).
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Figure 9:Practice of midwives on immediate newborn care in governmental health fa

atcentral zone, Tigray regional state, north Ethiopia, .
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A significant number of respondent midwives 6(4.1%) were provided prelactal feeding to
newborn baby and 6(4.1%) were squeezed out colostrums before breast feeding the newbol
baby and a total of 142(96.6%) of respondents were initiated beast feeding within one hour o

delivery for newborn baby (Table-8).

Among all respondents who participated in this survey, 112(76.2%) were helped mother anc
baby get in to good position and attachment for breastfeeding and 135(91.8%) respondent

were kept mother and baby together in labor room (Table-8).

Table-8: Practice of midwives on feeding of newborrbaby in governmental health
facilities at central zone, Tigray regional state, north Ethiopia, 2015.

Variable Frequency N=147 | Percent
Provide prelactal feeding

Midwives Perform task completely/correctly 6 4.1%
Unable to perform task completely/ task was not observed 141 95.9%

Squeezed out colostrums before breastfeeding the newborn

Midwives Perform task completely/correctly 6 4.1%

Unable to perform task completely/ task was not observed 141 95.9%

Helps mother and baby to start breastfeeding

Midwives Perform task completely/correctly 112 76.2%

Unable to perform task completely/ task was not observed 35 23.8%

Initiates breast feeding within one hour after delivery

Midwives Perform task completely/correctly 142 96.6%

Unable to perform task completely/ task was not observed 5 3.4%

Helps mother and baby get into a good position and attaches for breastfeeding.

Midwives Perform task completely/correctly 137 93.2%

Unable to perform task completely/ task was not observed 10 6.8%

Mother and baby kept together in labour room

Midwives Perform task completely/correctly 135 91.8%

Unable to perform task completely/ task was not observed 12 8.2%
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One hundred forty six (99.3%) respondent midwives were applied one drop Tetracycline 1%
ointment to each eye of baby but 91(61.9%) of midwives were touched the tip of tube to eye
of baby. Even though 2(1.4%) of participants were washed baby within 24 hour of delivery,
majority 145(98.6%) of midwives were not washed baby until discharge. Out of this

113(76.8%) were counselled mother how to bath baby at home. The result of this survey als
showed that 143(97.3%) of midwives were weighed baby immediately after delivery. A total

of 55(37.4%) of participants were not done head-to-toe examinations and 121(82.3%) of

midwives were responded positively to mother’s question (Table-9).

Table-9: Practice of midwives on care of newborn bab and counseling of mother
related to immediate born baby in governmental health facilities at central zone, Tigray
regional state, north Ethiopia, 2015

Variable Frequency N=147 | Percent
Applies one drop Tetracycline 1% ointment to each eye

Midwives Perform task completely/correctly 146 99.3%
Unable to perform task completely/ task was not observed 1 0.7%

The tip of the tube does not touch the eye of the baby

Midwives Perform task completely/correctly 56 38.1%
Unable to perform task completely/ task was not observed 91 61.9%
Weighs the baby

Midwives Perform task completely/correctly 143 97.3%
Unable to perform task completely/ task was not observed 4 2.7%
Washes baby within 24 hours 2 1.4%

Not washed the baby until discharge 145 98.6%
Counsels mother how to bath baby at home

Midwives Perform task completely/correctly 113 76.8%
Unable to perform task completely/ task was not observed 32 21.8%

Head-to-toe examination

Midwives Perform task completely/correctly 92 62.6%

Unable to perform task completely/ task was not observed 55 37.4%

Responds to mothers question positively

Midwives Perform task completely/correctly 121 82.3%

Unable to perform task completely/ task was not observed 26 17.3%
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From all participants of this survey 146(99.3%) of respondent midwives were not placed
newborn’s identification band on the wrist and ankle of baby and a total of 138(93.9%) of
midwives were recorded all care given to newborn baby, the rest 9(6.1%) were not recordec
or partially recorded cares given to immediately born baby. Among the respondents
111(75.5%) were counseled mother on newborns danger sigh before discharge but 36(24.5%

were not counseled on newborn danger sigh before discharge.

Half of the respondents midwives were practiced care given to immediately born baby
according to the checklists used to asses’ practice of midwives on immediate newborn care
(Table-10).

Table-10: Practice of midwives on immediate newborrcare in governmental health
facilities at central zone, Tigray regional state, north Ethiopia, 2015

Variable Frequency N=147| Percent
Practiced 77 52.4%
Not Practiced 70 47.6%
Total 147 100%

In Bi-variate analysis only work environment was highly associated with practice of
midwives on immediate newborn care. Variables which have p-value less than or equal to O.:
in Bi-variate analysis were selected as a candidate for the multivariate analysis. The multi-
variate analysis result showed that marital status, religion, educational status, knowledge ol
newborn care, and history of in-service training on newborn care were not statistically
associated with the participants’ practice of newborn care but work environment was
significantly associated with practice of newborn care that is midwifes working at health
center were 82% lower odds of newborn care compared to those working in the hospitals
(table-12) (P=0.000, AOR=0.18(0.07, 0.43) (Tablel12).
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Table-11: Multivariate analysis of variables with practice of newborn care, among
Midwifes working in health centers and hospitals at central zone, Tigray regional sate,
north Ethiopia, 2015.

Variables Practiced Newborn Care COR (95%Cl1) | AOR(95% CI) | P-
Yes, n (%) No, n (%) Value

Marital status

Single 23(48.9%) | 24(51.1%) 1 1

Married 48(65.8%) 25(34.2%)|  2.00(0.94, 4.231.90(0.79, 4.58) 0.15

Divorced 2(16.7%) 10(83.3%)|  0.20(0.04, 1.05D.22(0.04, 1.26) 0.09

Widowed 4(26.7%) 11(73.3%)|  0.38(0.10, 1.36D.40(0.09, 1.73) 0.22

Religion

Orthodox 74(54.8%) 61(45.2%) 1 1 0.036

Muslim 3(25.0%) 9(75.0%) 0.27(0.07, 1.06)0.19(0.04, 0.89

Working environment

Hospital 46(78.0%) | 13(22.0%) |1 1 0.000

Health 31(35.2%) | 57(64.8%) | 0.15(0.07, 0.32)0.18(0.07, 0.43

Center

Educational status

Diploma 60(49.2%) 62(50.8%) 1 1 0.87
Degree 17(68.0%) 8(32.0%) 2.2(0.88, 5.4/7)1.10(0.32, 3.72
Knowledge on Newborn care

Fair 43(51.2%) 41(48.8%) | 1 1

Good 16(61.5%) 10(38.5%) 1.52(0.62, 3.75)1.42(0.48, 4.17) 0.52
Poor 18(48.6%) 19(51.4%) 0.90(0.42, 1.96) 1.3(0.51, 3.33) 0.57

Training on newborn care

Yes 15(71.4%) 6(28.6%) 1 1 0.25

No 62(49.2%) | 64(50.8%) | 0.38(0.14, 1.06)0.48(0.14, 1.65
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CHAPTER-SIX: DISCUSSION

Birth is a major challenge for the newborn to negotiate successfully from intrauterine to extra
uterine life. The first few hours since birth is the most crucial period in the life of an infant for
further growth and development ,which is largely determined by the quality of care that the

newborn receives (13).

Regarding to socio-demographic status the mean faggspondents in this survey was 34.1

years and 83% were diploma in educational status. This finding is comparatively higher than
a study done in Egypt, showed the mean age were 26.18 years and more than half of the
(57.1%) were diploma in educational status (13). The difference in age might be due to the
study subject in this study was taken from hospital and health center found in big towns anc
nearby areas and majority of midwives in this facility are those who had more service in
periphery/remote area. Difference in educational status might be due to developmental statu
of the two countries where more degree and speciality professionals were found in the stud

done in Egypt.

The immediate care of newborn is performed for saving the newborn life so 85.7% of
respondents had received in service training courses on immediate care of newborn, in spit
of this; the study populations of this survey had poor knowledge regarding care of newborn ai
birth (25.%) . Similar study done in Sudan shows that 93% of study population had training
but 56.6% of them got poor knowledge (1). This indicates that midwives in both study area
were got trained but they do not have adequate knowledge this might be due to low

educational status of most respondents.

In this study, result showed that knowledge on importance of vitamin K in midwives was
97.3% and 98.6% practiced of giving vitamin K to immediately born baby. This study result
was higher compared with a study done in Egypt; that shows 69.5% of midwives did not
administer vitamin K to the baby (13), and a study done in Haryana India were 76% of study
participants had knowledge of importance of vitamin K, while only 55% were practiced it
(17). Very small number of respondent midwives in this study was gave vitamin K without
knowing its importance and almost all babies born by participant midwives might be

protected from bleeding tendencies related to deficiency of vitamin K (hemorrhagic disease of
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newborn). This might be due to strong emphasis given by ministry of health on maternal anc
newborn care and supply of vitamin K to the health facilities regularly and periodically.

The finding of this study reveals that all respondents had knowledge on the advantage of earl
initiation of breast feeding and 97.3% had knowledge on advantage of first milk/colostrums.
Among this, 95.9% of respondents practiced to initiate colostrums to immediately born baby.
This is relatively comparable with similar study in India were all respondents practiced to
initiate colostrums to the newborn baby as the first feed (18). 93.2% of respondents started t
initiate breast feeding to the baby within one hour after delivery. This finding was relatively
higher than the study done by MAISHA program in Tanzania, where 44% in 2010 and 86% in
2012 helped baby initiate breast feeding within one hour of delivery (12). Babies born with
the help of respondent midwives in this study will benefit from the advantage of early
initiation of breast feeding and from colostrums that will have strong bonding with their
mother and could be free from infections and nutrition related problems. This might be due to
increased concern of government and other nongovernmental bodies on early initiation of

breast feeding.

In this survey 99.3% of midwives had knowledge on advantage of Skin-to-skin contact but
72.1% practiced Keeping baby warm by putting skin-to-skin contact with the mother. This
study finding is comparatively higher than similar study done in Haryana, India where 67%
respondents had heard about skin to skin contact but only 57% of them knew how to do it anc
only 5% practiced it (17). Practicing skin to skin contact could make the newborn baby
prevented from neonatal complication (hypothermia) and reduces other complications which
follow hypothermia. The difference might be related to the in-service training received on
immediate care of newborn by national and international agencies by most study participant:

and support from governmental and nongovernmental organization in this study.

Furthermore this finding showed that 95.9 % of midwives placed immediately born baby on
mother’s abdomen, and 98.6% immediately dried the whole body of baby with a cloth. Of this
90.5% removed wet cloth used to dry the baby. This is relatively consistent with a similar
study done in Tanzania by MAISHA program, 42 % in 2010 and 77 % in 2012 immediately
placed newborn on the mother's abdomen, 91 % in 2010 and 95 % in 2012 immediately driec
baby with towel, and 93% in 2010 and 93 % in 2012 discarded wet towel (12). Most

participants in both study area were received in-service training on immediate newborn care
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and gained adequate knowledge and skill specifically on placing immediately born baby on
mother’'s abdomen, drying the whole body of baby and removing wet cloth used for drying.

Regarding knowledge of cutting umbilical cord, 100% of respondents in this study were used
sterile scissor to cut the umbilical cord of baby between clamps. It is in line with a similar
study of MAISHA program in Tanzania, 100 % in 2010 and 2012 was cuts cord with clean
blade (12) but relatively higher than the study done in Khartoum, Sudan, were 83.3 % of
nurse-midwives used sterile scissor during cutting the cord (1). Clean cord cutting and care
minimizes infection and further complication of newborn baby. Most respondents in both
study area are aware of the infection a newborn baby will acquired during cord cutting. This
might be due to most respondents in this study were acquired knowledge on cord care an

cutting because of the in-service training received on immediate newborn care.

The knowledge of study participants on immediate newborn care of this survey were good
(7.7 %), fair (57.1%) and poor (25.2%). This is relatively lower than study done in Egypt,
where knowledge of nurse midwives towards immediate newborn care was good (43.5%), fair
(8.7%) and poor (47.8%) (13).This might be related to the education status of respondent’s
where there is presence of degree and speciality in the study done in Egypt.

Overall 82.3% of participants of this survey respond positively to mother’'s questions, and
75.5% counsel's mother on danger sign newborn baby before discharge. This is
comparatively higher than similar study done at university hospital of Egypt where 52.2%
respond to mother’s questions appropriately and 69.5% of them didn't prepare the newborn o
their mother for discharge (13). Responding positively to mother’'s question might increase
delivery service at health facilities and increases care provided for newborn baby and
counselling mother on newborn danger sign causes the mother to appreciate newbor
complication and take appropriate measures on time which decreases further problems a balt
will face. The difference between the two studies could be one part of the emphasis given by
government on maternal and newborn health like giving delivery service without payment and
respecting or motivating mothers will enhance mother’s to use health facility delivery service

and improve maternal and newborn health in this study.

About 99.3% of participants in this study were not practiced to put baby identification bands
on the wrist and ankle of baby after delivery. This is consistent with the study done in
Khartoum, Sudan, were 2.1% of nurse midwives were put baby identification bands before

cutting the cord (1). This will increases misshaping or exchange of babies in busy delivery
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room or time. This might be related to the careless behaviour of respondents on using

newborns identification on both areas.

Practice of respondents towards immediate newborn care in this study were 52.4% which is
relatively higher than what was found in the study done in Khartoum Sudan, the practice of
nurse midwives towards immediate care of newborn were 41.19 (3. might be due to

the descriptive statistics used at both study areas, that is the study done in Sudan had taken

mean where as in this study practice was calculated from median

In this study there is no significance difference on practice of newborn care for those who did
not got in-service training comparing to those who had got in-service training. This is in line
with the study done in Haryana, India that showed practice of the nurse midwives who had
undergone some special training courses were compared with those who have had no suc
training and no significant differences were found in any of the practices between the trained
and the untrained (17). This might indicate that respondents had got training but there migh
not be following up by responsible bodies and lack of adequate supply of equipments to
practice the training they got in their health facilities. This could lead respondent midwives to

follow their previous routine activities/practice.

This study also showed that there is no significance difference of knowledge on practice
which is consistent with the same study done in Egypt, where there is no significance
difference between nurses’ midwives knowledge and practices regarding newborn care afte
birth (13). To practice their knowledge suitable environment is necessary that could be relatec
with availability of materials for practice, and follow up and support from governmental and

nongovernmental bodies.

Work environment was significantly associated with practice of newborn care (p=0.000,
AOR=0.18(0.07, 0.43). Midwifes working at health center were 82% lower odds of newborn
care compared to those working in the hospitals. This is different from the same study done
by MAISHA program in Tanzania, there was not very much difference by level of health
facility in all of the immediate essential newborn care practice (12). This might be due supply
of equipments starts from hospitals then to health centers of remote areas this availability o

equipment helps midwives to practice.
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Strengths and Limitations of the Study

Strength of the study

Instruments (Questionnaire) used to collect data was adopted from validated
sources and pretested in the local context with required modification

The Data collection procedure used was observation which shows actual
performance of midwives.

Strict supervision by principal investigator and supervisors.

Limitation of the study

Lack of enough time for data collection and analysis of results

Sampling procedure used for this study was convenience so it is limited to talk
with this to the general population.

The sample size used might not be enough to detect the statistical difference
between the explanatory variable and outcome variable

The cause effect relationship of the exposure and outcome might not be causal due
to the nature of the study, cross sectional study and could not show seasona
variations.

Problem of transport service to reach to very distant health facilities because of
this data were collected from health facilities which have suitable transport service
and nearest to towns and there was lack of getting information on remote health
facilities which might not representative of the health facilities in periphery.

Lack/Shortage of enough references
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CHAPTER- SEVEN: CONCLUSION AND RECOMMENDATIONS

7.1. Conclusion

* Even though most midwives received in-service training on immediate newborn care
the Study results shows midwives had knowledge and practice gap on care given tc
immediately born baby.

e Significant number of midwives was squeezed out colostrums before breast feeding
the newborn which ignores the baby from receiving important nutrients and
immunoglobulin’s.

* Most respondent’s midwives didn’t wash hands with soap and water before and after
delivery and a significant number of midwives conducted delivery under unclear
delivery room. This could facilitate transmission of infection to the mother, newborn
baby, and health care provider and may affect the future health of baby.

* Almost all midwives were applied Tetracycline ointment to each eye of baby but in
more than half midwives, the tip of the tube touched the eye of the baby and used for
other baby causes cross contamination of infection from one baby to another.

» Significant number of midwives did not practice well cord tie and cuts cord soon after
delivery. Cutting the cord soon after delivery can decrease the amount of blood that is
transfused to the baby from placenta; it is likely to result in subsequent and repeatec
infections.

* All midwives who responded for this study had a big problem on placement of baby
identification band in the baby’s wrist or anklghis may misshape (exchange) babies
in busy delivery rooms.

e There is no significant association between most socio-demographic characteristics of
midwives; knowledge and history of in-service training on newborn care with the
participants’ practice of newborn care.

« Work environment was significantly associated with practice of midwives on
immediate newborn care. Midwifes working in health center were 82% lower odds of
newborn care compared to those working in the hospitals (p=0.000, AOR=0.18(0.07,
0.43).

48



7.2. Recommendation

Based on the result findings from this study, Federal ministry of health, Tigray regional health
bureau, and other stakeholders in collaboration with woreda health bureau and Midwives are
encouraged to:
&l Strengthen in-service training given to midwives on immediate newborn care
periodically and regularly.
&l Continue supporting midwives to increase knowledge and practice on care of
immediately born baby by providing repeated in-service training and follow up.
&l Provide strict observational supervision at each health facilities for each midwife who
gives delivery and newborn care.
&l Upgrade educational status of midwives.
&l Enforce midwives to place baby identification band on the wrist and ankle of baby
after delivery.
& Provide motivation to those who have knowledge and practiced well on the care given
immediately after delivery.
& The department of midwifery also recommended including all steps of care given to
immediately born baby on the curriculum.
& Further detail investigation on knowledge and practice of midwives on immediate

newborn care should be recommended.
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ANNEXES

Annex-1 A: Participant information sheet English version

How are you? My name is Tesfay Tsegay. | am from Addis Ababa university health Science
College, Department of Nursing and Midwifery. | am conducting a study for partial fulfilment
of master of paediatrics and Child health Nursing.

| am here to find out midwives knowledge and practice towards immediate newborn care
which helps the midwives improve their care to this age group to reduce neonatal mortality. |
would very much appreciate your participation in this survey. You are selected to participate
in this study conveniently. The following are some general information about the study.
Objectives of the study:The objective of this study is to assess Knowledge and practice of
immediate newborn care among Midwives in governmental health facilities of central zone
Tigray Regional State, North Ethiopia, from January- June, 2015.

Participants to be included: Participants to be included in this study are midwives recruited
by government who give immediate newborn care on delivery and postnatal care in centra
zone Tigray regional sate health facilities.

Confidentiality: All information you give will be kept confidential and won’t be accessible

to any third party; your name won'’t be registered on the question sheet so that you will not be
identified for any reason.

Benefits of the study:For your participation in the study no payment will be granted or has
no any special privilege to you, but participating in the study and giving your genuine
information will provide great input to bring change in quality of health service to newborns.
Risks of the study: The procedure does not bear any physical or psychological trauma.
Furthermore you will not be forced to respond to information you do not know.

Consent: Your participation in the study will be totally basedymur willingness. You have

the right not to participate from the beginning, or you may stop participating at any time after
starting the participation. You won't be forced to give information that you do not know.

Rights as a participant: If you have any questions about the study please be free to ask and
contact me. Your participation in this survey is voluntary and you can choose not to answer
any individual question or all of the questions. However, | hope that you will participate in

this survey since your views are important.
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Annex- | B: Participant consent form English version
| have read this form or it has been read to me in the language | understand all condition:
stated above. Therefore, | am willing to participate in this study.

Signature

Name of Pl Tesfay Tsegay
Address: Tell 09 25 44 22 48
E-mail tesfaytsegay4@gmail.com
Name of witness

Signature
Date of interview----------------- Time started---------------------- Time completed------------
Result of interview:
1. Completed 2. Refused 3. Partially completed
Checked by:
Supervisor Name------=---======zeunuuuv signature---------------- Date---------

Annex-1 C. English version Questionnaire
Part I- Socio-demographic information among midwives in central zone Tigray, 2015

Ser. No | Question Possible response
101 Sex 1. Male

2. Female

102 Age | e in year
103 Religion 1. Orthodox

2. Muslim

3. Protestant

4. Catholic

5. Others (specify)-------------------
104 Marital status 1.Single

2. Married

3. Divorced

4. Widowed

5. Separated
105 Ethnicity 1. Tigray

2. Amhara

3. Oromo

4. Others(specify)
106 Educational level 1Diploma

2. Degree

3. Master

107 Monthly Salary | -----------
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108 Work Environment 1.Hospital
2. Health Center

109 Work experience | -mmmmmmmmmmmmmmemmmemeeeeees years
Part- Il : questionnaire on knowledge of immediate newborn care among midwives in central

zone Tigray regional state, 2015.

Ser. No| Question Possible response
201 Do you receive in-service training pfh. Yes
immediate newborn care? 2. No
202 If yes, how many times have you gdt One
in-service training? 2. Two
3. >Two

203A Do you have knowledge on caré. Yes
given to immediately born baby? | 2. No

203 B Do you know the immediatel. Deliver baby onto mother's abdomen
newborn care? Dry baby and eye care

If possible mention all the steps Assessing breathing

Cord cutting and care

Early initiation of breast feeding
skin-to-skin contact with mother
Apply Tetracycline eye ointment
Giving Vitamin K

. Weigh baby

10 Others specify--------

204 Do you know the complication pfi.. Yes

immediately born baby? 2. No

205 If yes, what are thel. Hypothermia
complications/problems? 2. Asphyxia

3. Infection

4. Others (specify)--------

206 How do you prevent the aboyé&. Deliver baby onto mother’'s abdomen
mentioned complications/problemsf?2. Dry baby and eye care
Assessing breathing

Cord cutting and care

Early initiation of breast feeding
skin-to-skin contact with mother
Apply Tetracycline eye ointment
Giving Vitamin K

. Weigh baby

10 Others specify--------

207 Where do you keep the baby. Mothers abdomen

immediately after delivery? 2. Clean and separate place/table

©x® N OA~WDN

© XN OA®
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Put simply on any place

4. Others specify--------
208 Do you know skin-to- skin contact? Yes
2. No
209 If yes, what is the advantage of skid- Prevent from hypothermia
to- skin contact? 2. Help baby to stay warm
3. Others specify--------
210 What do you do if the baby not cries. Suck the baby
after delivery? 2. Call a help and start resuscitation
3. Start cardio-pulmonary resuscitation
4. Nothing
5. Others specify--------
211 What do you use to cut the cortl. New Surgical blade
after tied? 2. Sterile Scissor
3. Previously used blades
4. Previously used Scissor without
sterilizing
5. Nothing
6. Others specify--------
212 What do you apply after cutting {td. Butter
the cord? 2. Dung
3. Others specify--------
4. Nothing
213 Do you know the advantage of early. Yes
initiation of breast feeding? 2. No
214 If yes, What are the advantages ©f Enhances bonding of mother and baby
early initiation of breast feeding? | 2. Prevents from hypoglycaemia
3. Prevents from hypothermia
4. Prevents infection
5. Others (specify)------------
215 When do you initiate breast feediny. Within one hour of delivery
for immediately born baby? 2. After one hour of delivery
3. 1 do not know
216 Do you Squeezed out the colostrumg4. Yes
before Breastfeeding the newborn.| 2. No
217 Do you know the advantage of fifst. Yes
milk/colostrums? 2. No
218 If yes, What are the advantages of Protection from infection
colostrums? 2. Gives important nutrients to the baby
3. Others (specify)------------
219 Do you give Vitamin Kk tol. Yes
immediately born baby? 2. No
220 If yes, what is the importance |of
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giving Vitamink | smemeeeeeee
221 When do you bath the newborn? | 1. Before 24 hour delivery
2. After 24 hour of delivery
3. 1do not know
222 Do you provide eye ointment ftd. Yes
immediately born baby? 2. No
223 If yes, what is the importance of gye
ointment? |-
224 Do you weigh immediately borrl. Yes
baby? 2. No
25 If No, why not? | e

Part-111: Observational checklist for practice of midwives on immediate newborn care
at central zone Tigray regional state, 2015.

Directions:

Rate the performance of each step or task using the following rating scale:

1 = Performs the step or task completely and correctly.

0 = Is unable to perform the step or task completely or correctly or the step/task

was not observed

Ser. No| Question/Checklist SCORES
0 1

Part-l1 Preparation of equipment to receive the newborn

301 delivery room clean

302 Cord tie and clamp prepared

303 Baby identification material prepared
304 Suction device prepared
305 Neonatal ambu bag and mask prepared

Part-1l immediate care of newborn

306 Washes hands with soap and water, dries them with a clean dry
cloth or air-dries them before and after care.

307 Puts on sterile glove
308 Wipes the eyes and face when the head is delivered
309 Clean eyes immediately after birth with swab soaked in sterile

water, using separate swab for each eye.

310 Immediately dry the whole body including the head and limbs
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with a cloth/towel while assessing the baby's breathing

311 Delivery surface covered with sterile dry towel

312 Removes wet cloth used to dry the baby.

313 Keeps warm by putting the baby skin-to-skin contact with the
mother putting a cap on the baby’s head and covering mother and
baby together with a blanket?

314 Cover the baby’s body and head with clean cloth.

315 Check if the baby is crying while drying it.

316 Sucks the air way after delivery

317 if the baby not crying or breathing well within 30 seconds of
birth, calls for help, clamps and cuts the cord, takes the baby to
the table designated for steps for resuscitation

318 Use appropriate size of mask if there is neonatal resuscitation

319 Ties the cord one at two fingers from the baby’s abdomen, milks
the cord away from baby and places the second tie at two fingers
from the first tie.

320 Cuts the cord after 2-3 minutes with sterile scissors or surgical
blade, under a piece of gauze in order to avoid splashing of
blood.

321 Explains to mother not to put anything on cord stump.

322 Take Apgar Score withiri'and %' minutes

323 Place newborn’s identification bands on the wrist and ankle

324 Provide prelactal feeding

325 Squeezed out colostrums before breastfeeding the newborn

326 Helps mother and baby to start breastfeeding before separating
them to give any other newborn care

327 Initiates breast feeding within one hour after delivery

328 Helps mother and baby get into a good position and attaches for
breastfeeding.

329 Mother and baby kept together in labour room

330 Applies one drop Tetracycline 1% ointment to each eye

331 The tip of the tube does not touch the eye of the baby

332 Weighs the baby
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333 Washes baby within 24 hours

334 Not washed the baby until discharge

335 Counsels mother how to bath baby

336 Give Vit K

337 Head-to-toe examination

338 Responds to mothers question

339 Counsels mother newborns danger sign before discharge.
340 Records all care given on the birth record

Annex- Il A: Participant information sheet Tigrigna version

1. 98 ANéS OLP T

T6S BYNAG? hoof 048 098 GNYA: hll A8A ANN RLACAAL TOG AL hAE
YCOTD FIPVCT nRA. AP ooLhi: Hoodahede PS 9°n1eT NSL viIST V9SS “I0C
MICAT? avavld dchG F9°0l-ch ATPFh@T “LEPLE T00A vIST HOYN: s
HAPS® €AMTT AI0CT 39°I9°99° Af:: Al ovdSo-k  Hhlaké. Hravlon-9°h
NPT ORIMTL 1L hdbBav TATMCE FATE PaohTF: hmPAL SL avdSHrk:
A0LF h9° HNON BovhA::

S8 ovdSok 9NT- Al 1248 NAA PO TThhA G a0l mo6S oI HChO-
MLEPLE 160N VIS HOY0 a7y HALI® €AMT AG G 79°I9°I9° W

AflH, ovdGot HAtT4 NG ov-fIt:- GOH. avd5ot:  HATa ANl 1742 DA HO
A G2 oo 0t MOS H PO HCA Noo 30k HAEP04 “1.&PRE heSI®  TOMA
VIS nTRT HUO: AS HPAS. AP9°:

MOAMGC:- HAFSd THUNLI® AL CLamg Hhha®  ARsARLS  9°C0  aeoe
9°79C AS PPICHIN APLAT: DARL @A, HUNL ANLF F°779° AAAL @17
AchA G ALY AN

G2 avdGok TPTL:- AN, 000501 NI°NF69° HLANL TP, A7 LhT AZ°0C HUND
ANLF TOOA VST HINC W77 HOAD Taha-7 HAL AdHP? HA%A OAHDY AT AP®
ALAL, PN FHIMCE 9°FANNC hd8B.ao Pao Ty

G2 avdSdk TLhT- NHMCE Aate: 9°9° 9Lt 1+&h HRNOhI® Arih@-7
AL THRIPYAN AN HEARA TH ALTLG.F::

RPL:- TATEAI® NGPLI HioohlAd WrFh@7 Dl ooEoolf¢ ®F AN L0 HNAY®
T AAN N U I°0PN o9 AR AL NHE 9°YN9° Haop9° 9°739° N Taqt
PAT::
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G2 taFé ovAd:- 9°9° LT P AFFIALRLI NTTFE® 0GP TEP Hhad
ATh@ 7 TATEAT® oohh Novdh AN §PLIS Htoohidt aR:: DAThY L0 Al
HENA9° M AG L0 HRNA9® chf HRIPIPAN aoOA-9° AR &7 AINC HUNL hAad
Rl avdGo-t: mPol NAHDT ao-hh ANao-ih TadT4 04 BICEH

Annex-ll B: Participant consent form Tigrigna version

2. §PL a1 ©lL+t

afl AOA. NHON 06501 H1o0hd. 0chG: MMHCLAL €78 AN OL TIMAL NI°CLHL
aflovdGok: NG PLE 19034 NLCTL L9760

6CM

G% AhJt a9 4CM
PA-aomee  HtEavlhr 7 HtEavl O HtoLah-
0t

T8 Ph-aoomed @-OhT
1. ao-vh Nlao-+h -FHH o0 2. ao-A-h lao-i-h AL tAH4T 4. NhédN a4
98 aotAhNé O9° o | ont

ALATET AT HLAI° SN HPOA +AaZ4é HHIC::

Annex-Il C: Tigrigna version Questionnaire.

5L TICEF PA-ovmLP
AEA 1- 71h0EP AS N1-UHAP 163 HI°AhT AN B0 “Tahd T94-L G¢ HChA
avPN\ST 2015.

+.¢ | cht ao\(\,
101 | 2~ 1. +Q16-L

102 | 6€ov NGovt | e
103 | Y2715 ACH-L250
ao-\AJ°
TN
ntAn
nAA Ten
ALC HENA/A-

AhEC NAP/P

Htgtchit/ch

ONAL HI®F/ONLA: Haotf-
tlchch $9° HINS-

104 | 9 H&C h3T

i A Rl A
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105 | NG 1. 942
2. h97¢-
3. ACT®
4. "AA TPO/N
106 | G2 T9°uCt 248 1. & Ta27
2. 8.7
3. M IC
107 | OCAHP Lao®@H | oo
108 | & Né-ch N 1. POT A
2. T6G MNg
109 | Né-ch AP°8. NGoo
neA Il: 700A VIS HOYN a7h7 HALI® € AmT HI°AhT Ph-oom@d A~
HA2TAhA  174-2 G HChO aoPAST 2015
+.& | cht av\(\,
201 | 7004 v991 HoYN a7n7 | 1. Ao
‘H-+aohp-t AAMS | 2. ALALAT?
oNLh/ FLAaAm/T 272
202 | oo/ A ATHhST | 1. AL I
n72e M AAmM.7h./? 2. nit M
3. hfl adt 7oA.
203 | 60 760A viIST HoYn: | 1. Ao
A nrrtdamege/mee 22 2. ALAATTY
203 | oA/ A® ATHhET | 1. VT SN ASA hN8 °OAL
B HCHEI® 0./6; 2. V9 9°LLPT AR T
3. aAl740 9°e 1N
4. 0Nt 9°4e-07 9PN TS
5. A G2 AL Ml B
6. G2 V917 (@'t 9°0 AL (@1 9°7nhA
7. T TEALAA TS TGN V- 9L 9°0C
8. 1g3917 k 9~
9. V97 9°9°H7
10.hAA TP-----
204 | 60 VIST hOToo-PP° 1. Ao
Haan 0924+ 2. hLLATY
TLAMEI°/MI° L7
205 | oA/ A0 ATHDST | 1. A@1F 9PHAN
HoToo- T2 w138 | 2. G2 917140 19C
A3 8 he9°? 3. hoI9e
4. nAA TPA/N--------
206 | ANl AGAL HHHCHS 24T | 1. v SN A8k G °@AL
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he.ams- ool | 2. VT 9°L6P7 9L I°NTT7
nhANAS9°/ 090 3. Al 740 9°43 T
Tnan/AN? 4. 0Nt 9°Re-07 9PN d
5. -+ae G2 AL @M 9°EC
6. G2 V17 W@t 9°0 AL (@1 9°Thhk
7. T TEALAN 751360 VT 984, 9°0C
8. 127717 k 94
9. V97 9°9°H7
10.hAA T+O-----
207 | 8L 60N 9°OF®AL | 1. AN ASA DN,
ANI°T I8 PICTe/M? 2. 1007 HHLAPT 0 L MLAM
3. AN Hh1 NJ-
4. 10h TPh-----
208 | 60A VIS 9°0  ABAI° [ 1. A
FCnt  FECOT  9°TAA | 2. ALLAMT
PPoo- FLAMS/M L2
209 | oA/ A®  ATHhST | 1. b A@r 9°HAN LhAhA
TPav. Z130 hR? 2. ao-@P h@r Th0Ich LINC
3. hAh TPh-----
210 | 60A V97 OTOAL | 1. G2 VT A% 90047
APTHZNNE aTFe | 2. AU NPPO v LANET 900G
T1NEIC? 3. WCAS FAavSe LANLT 9°F9IC
4. AGALAMT
5. hAA TPh-----
211 | o0k 9°0  AONCh.S /M | 1. ALT G2 ACES A%Y
Ng°330 TPCLP/P? 2. 16V oo
3. #&29. UH. Htm+I°n- AT
4. L UH., HtmPI°A- aodbh NHE 9°9°n7
6. ALLAMT
5. hahA TPh-----
212 | &k 9°0 4FLO AL | 1. mhol
TIMCA/LN? 2. 90
3. hAA TPh-----
213 | 60A V97 °0t@AL tae | 1. A
S8 AL MmNl IPPNL | 2. ALLAMT

Tédoo- T Am/M L7
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214 | oA/ A®  ATEhGT | 1. AL 9°0 V17 HALI® Chfl PShC
Too- W38 hR? 2. G2 vt 2NhH oom? FhlP I LINC
3. 1l A@m7t 9°HAA LShAhA bl ho79°
2hAhA
4. "AA PPA/N--------
215 | 8.2 THHOAL V17| 1. °0FOAL AN @-0m, AL AT
a%H  G8 K& @M | 2. POFOAL Lhé AL YT
TEI°CN/ L7 3. ALLAMT
216 | A70 HAaANn/A AEOS/0 |1 A
2.2 2. APqN7
217 | 98 A0 TP, | 1. Ao
Ta.AMP/ML? 2. h@4.AM7
218 | avAO/M  A®  ATFhET | 1. 1 AHT79° LhAhA
TPao- n13L hR? 2. MP L TTL-T1T VI ThT. SchTH
3. A TP0--------
219 g7 K  o8.f0'r | 1. ho
THH®AL V17 TV L? | 2. ALUNT
220 | oo/ A®  ATThS'T
PPao- 7332 AR? 00 | e
221 | v'r ao%H an/m | 1. °0tmAL AN @-0m, 24 A%
Tchong/n? 2. °Ot@mAL &hé 24 (I
3. ALLAM7
222 | v ht@AL 2913 SN | 1. Ao
92 TMCHh L 2?2 2. A8MLAT
223 | oop\O.N/d A® ATThS'T
PPoo- a33L AL? | e
224 | v °0tOAL FaoHLP/S | 1. A
2.2 2. hLavHS7
25 | ovpA.n/n h@,ao S}
Arth @ 19387
AeA Il: 700A visS+ HouvN a7 ¢ TOHNL Faddt ANl B “9AhA

1942 G2 HChO avPAST 2015.

ao9°Cdh.:
Ah&he T1.LPRG 0NN VIST HUN® a7 AN HaoN NHAPaomy:
Tannt N°oHN h9° HPOA L5 1N0¢-9°/n9°:

1 = oo-ivh Nao-frh AS N FLI°°L::

0 = ao-ivh Nao-h AS NN AL4LOTD-PF @P L79° AhLI°hCPF::
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+. & | Talat a-m.t
0
7°@AL HINC PL&oo HIE+

301 | ooPAS N9N TOVS

302 | &Nl avANS WS avdlA. AN

303 | 60A VI AR TVHCLA LM

304 | Ant? 2PHCLA PN

305 | PV9ST A°007 AS °10h LN
O0OA V17 °0t@mAL HoYN a7n?

306 | AL9S  PLIL AS  &héE T NN1LT Aov-G
+AhLOIPNT0V CE AL LPI° P

307 | ACEhA 4N 18.C9°

308 | 00A V1 Cal 9°0m0 981 AS 10- 0419°P

309 | O0A VI ao-ih Alavhrh °0FOAL ALY N0V 78
HHChh mT 0419°P:: AL NIV °7¢ HAChh m-T
The 98 Té-chi:

310 | 00A VI O8.L0% 9°01®AL ao-ach (@71E Chl AS
AL¢ AHPh NV Gt AGLLE NN 9T 740
heD199°

311 | Ho-aLa 03 N0V eaCE 0T

312 | 00A V7 F9°L 4 HAmPI°A Hihh CEd A 1LLI°P

313 | 60A VI 9°0h8A (@ 0@ NP TanA IS0 AN
Chah. VI 9°90C AS v+ 9°0héa- $CNT 78CNT
NI°7nA NhNLCH 9°T47

314 | 60A V97 av-ch Ahde N0V 187 9°T4.7

315 | V9 AGLLP /P I°N0R 9°CD.090

316 | V97 °0t®AL av 740, Ahd- 9°04-

317 | vlr °0toAL ArFHENhe o2 N30 L+ @Tim.
ATTHL IO AIH, 0RO OFNE NI°AAC AS NI L0
LANANT NP

318 | éan-7  avle  ha®.  aom'-  9°0Ur  HOC16990
+megeoe

319 | 0Nk ANt AMNOTL DN v DS AS  N9°AAN AT
AMOL el GRavfavld P AAC L19°9° ANCI®

320 | &kNE £hé 2-3 LbP N0V godbh @ ACHEIA A%
9° 040

321 | 10AS T Al OFNE 9°39° 1IC TheINC avn 09

322 | Apgar Score MIhL ASG Alhaovfirt Ltd @O.LI°
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323 | W AR Al A% OL Al AT4 A+ MY

324 | 29 G2 AL MmNl "AA TIC LN D/P

325 | A0 AHANI® AGNNI°P

326 | $£9. "AA nFT YN AL TS Tt TN AR

327 | °0rt@AL Al @M, HhL AT G2 AL Ml AETLEC®

328 | AL vir AN AFTOA M VI AL, Fam0 HING
APo7I°M AG hthchH Thvn 18690

329 | A% 4G VI NAhL Al oo@A8, ne A, Pl mye

330 | hL mNF Tetracycline 1% Fch&h& %4847 1&6C9°

331 | mNJ M4 hA@- ST kN & G2 h@Th7

332 | v °0rt@AL ool G P

333 | v °0F@AL AN @M, 24 (% HALNF L

334 | v 0l TOG HFI° nAN HOOA AL+hoN7

335 | 7hL V91 av9H AS hav@ ko h9°HAP 9°hé 1N9°

336 | 127917 h W Loge

337 | 97 N Cat 1AN 094 A4 aoCoLLI° P

338 | AL Thth P hP oo, LN9°

339 |l TOG AHFI° LY IR KL NMHON G OAA
V17 ALIE 9°AngT 9°ns 1L09°

340 | HACH® Qé-chl: v aoHLOG®
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