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Abstract

| Low Birt_ﬁ weight (LBW) is one of the maj or-problems in the developing world, .including
N1ger1a Data from the 2013 Demographic and Health Surveys was used to examine women. 3
Soc1o-dem0graph1e characteristics and low birth weight in Nigeria. Women aged 15-49 years
_we1e the study populatlon and the samples size wes 2,390. Univariate analysis was eamed out
using tables of frequency dlstnbutmn to describe the background characterlstlcs of the
ﬂrespondents and bivariate analyms was done using the Chi-square (y2) test to estabhsh- level of
' significance and degree of association between low Birth and socio-demographic characteristics
.that :are categoricdl variables in the datasets. There was siguiﬁcantfassoeiation between socio-
eeonomie characteristics and low birth weight (LBW) (P<0.05). Also, there wus strong
_signiﬁcan.t' aeedeiatien between region of women and low birth weight (32 =219.71, P = 0.0000).
There was alsro _.etrong Signiﬁcant association between women level of education anvd low birth
, -‘weight""(xi =25'.82 P :0.0010).There was also strong significant association between ethnicity
: and 10w blrth Welght (y2 =74.18, P —O 0000).Binary loglsuc regression model was used for the
multwarlate analysis. From the binary Ioglstlc regression: the unadjusted relatlonshlp between
sdcio-demographi”c c_haracteristies: age (OR:O.16, P<0.05, CI=0.03-0.83) and region.(OR:5.66,
'-EP<O.(.)5 | CI=§.13_-10.26) (OR¥0.34, P<0.05, CI=0.17-0.68) and low birth weight was statistically
31gn1ﬁcant From the adjusted result, relatlonshlp between and ehﬂd malnutrition was not
-statlstlcally mgmﬁca:nt The adjusted socio-demographic eharacterlstles with maternal age
(OR=0.17, P<0.05, C1=0.03-0.92), regiorf_(oR=4.91, P<0.05, CI2.71-8.89) (0.32, P<0.05,
“Cl= O 15 0 64) and chlld spacing (OR=1.95, P<0.05, CI=1.13-3.33) and low birth we1ght was
_stat1stlca11y significant. ThlS study eoncluded that factors such as age of women, region, and
- child .s'pacmg influence low birth weight where p-value is less than five percent level of

sl gﬂiﬁcantL

Vi



CHAPTER ONE
- INTRODUCTION
/1.0 BACKGROUND TO THE STUDY

: :‘(’}lqballyr low birth weight is a majdr public health problem worldwide especially in the

developing Couljtries. According to the estimates of WHO about 25 million low birth weight

babies .are,bom_-each year and 5 million of them die globally (Suryakantha, 2017). An estimated

13 m_illidn babies are born before 37 completed wecks of gestation. This figure is high among

“middle and low income countries (Bililign, Legesse and Akibu, 2018).

The level of Low Birth Weight (LBW) in developing countries (16.5%) is more than

double the level in developed regions (7%). There is a significant variation in the incidence of

LBW across the regibns. Low birth weight (LBW) is one of the major problems in the
-developi'ng world, .including Nigeria. The WHO defines LBW as birth weight less than 2,500 g

irrespective of the gestational age (World Héalt_h Organization, 2011).Normal birth weight refers

to weights between 2,500 grams (2.5Kg) and 4,000 grams (4.0Kg) at delivery, while overweight '

is any weight above 4.0Kg (Gagan, Sartaj, Kapil; Vijay, Parul ,Meenalet al et al., 2012). Low
: -biﬁh”Wéi‘g'ht_fufther classified as very low birth weight (VLBW) if the birth weight lies between
: 1000é and less than 1500g, or Extreme Low Birth Weiéht (ELBW) if less than 1 OOOg..The reason
for Lo.w Birth Weighf 'iﬁclude gither Preterm births or born too small for gestational age (Stoll
.and Kliegman, 2(;04). Accordihg to reports of WHO, 16 million adolescent girls gave_rbirth each
year-. Tt was Stated tha’; babies born from these mothers accounting 11% worldwide and 95% in
deveidpiﬁg cOuntries. :The newborns of adglescent mothers are al.sow more likély to have LBW,

L

. With the risk of long-term effects. The WHO estimates that,- globally, incidence of LBW is
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15.5%, Which means that about 20.6 million such infants are born each year, 96.5% of them in
developing countries (WHO, 2011). LBW continues to be a major public health problem
worldwide, particularly in developing countries. Globally.in 2013, nearly 22 million newborns

[

(16% of all newborns) had LBW (UNICEF, 2013).

| -'-More than 20 million LBW infants ate born each year in the developing World Incidence
-of LBW ranged from 6% to 18% across the globe wzth sub- Saharan Africa accounting 13% to
15% (Unlted Natlons 2004) It is estimated that in sub-Saharan Africa, low birth weight
' represents 14. 3% that is almost twice of the rate of European countries. A study performed in |
Congo showed that rates of LBW chlldren were 164 per 1000 live births in Kama, and 270 per
1000 in Kipaka (Namiiro, Mugalu, McAdams, Ndeezi, 2012). In Jimma, southwestern of
Ethio'pia,‘ it Was found a prevalence of 22.5% LBW around 145 newborn infants. In Zimbabwe, a
study found a pr_evalenoe 0f 12.9% of LBW children (Tema, 2006)7111 Nigeria, LBW aecounts for |
~about 14% of the 5.3 million annual deliveries and is a principal contributor to neonatal
' motbidity and mortality in deveioping countries (Uthman, 2008). Furthermore, low birth weight
affects about 5-6 million children every year. The incidence was 12.1% in Jos, 11.4% in Ogun,

and 16.9% in Maiduguri (Takai, Bukar and Audu, 2014).

'The following factors, operating through these genetic and “environmental” chanhels
| have been shown to be related to the blrth weight: the sex of child - for the same gestatlonal age
sboys tend to be heavier than girls (Kramer 1987). Also the maternal age — mfants born to -
__ _adolescents and women above 35 years tend to be smaller (Sharma et al. 2008); maternal birth
':lwelght (Slmon et al.,, 20006); maternal weight (Rice and Thapar, 2010); maternal nutrition -
* cumulatively, and dunng pregnancy (Stephenson and Symonds 2002) cigarette smokmg

(Magee Hattis, and Kivel 2004), ethme1ty (Blanc and Wardlaw 2005), and socioeconomic -
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conditions operating partly through some of the factors already mentioned (Cramer 1995).The -
.frequeney ofANC visits anpl perity ere signiﬁc_aptly associated with birth outcomes such as birth
Aweig'ht. Pregﬁant mothers whe attended less than four ANC visits double their risk of delivering
LBW babies compared to those Visiéing four or more ti_Ip'es. Also, studies found that the
.-pre\'/alence of LBW was high, up to 57% and 61.8%, among rﬁothers who did not re.eeive any
ANC (Takai, Bukar and Auciu, 2014).Therefore it is necessary to exa_rr_li.ne the effect of maternal

Sociddemographic characteristics on low birth weight in Nigeria.
11 STATEMENT OF PROBLEM "

= Despite thls progress in terms of total chlld mortality, the prevalence of neonatal
Imortahty is still on the rise (38% in 2000 and 45% in 2015), W111ch poses significant berrlers to
_the fulﬁllment of the MDGS. ‘Globally, preterm birth (28%), severe infections (26%) and
asphyxia (23'%) constitute the most. important causes of neonatal death (Lawn, 2010). However -
| low blrth welght (LBW) (weighing <2SOO g at birth) is ‘also eonsldered a crucial underlying
_. determlnant and eontrlbutor to neonatal and infant mortality. LBW accounts for nearly half of all
perinatal and one-third of all infant deaths: _Co_mpa;red with normal blrthwelght (NBW) babies,
LBW. blabies are 40 times more likely to die within the first 30 days of life (Metgud, Naik and -
Mallapur, 2012). In African countries, LBW is claimed to be the strongest predictor of infant
‘ -'morbid:ity and inoﬂality. Given its critical impertance.on child survival, LBW was adopted as
| : ohe!ef a nﬁmbef of health indicaters as part of the global strategy for health in the 34th -Assembly
of WHO in 2000 (Eishibly and Schmalisch, 2008). In particular, a child born with low birth -
‘weight is Jess prepared to ﬁght 1nfect10ns due to its weaker immune system and is therefore more

predlsposed to 1nfect10us diseases such as diarthea and resplratory 1nfeet10ns (Ballot, chirwa and

cooper, 2010). . | __ ' : '




e LOW birth weight ha.s both long aﬁ_d short-term complications unless early screening and
interventions have beeﬁ made (Asmare, Berhan, Berhanu and Alebel et al, 2018). Some of the '
long term dompliceitioﬁs of lc;w birth weight include hypertension, diabetic nephropathy,
_ protéinuria, and progressive renal disease at late ége, eye problems like strabismus and myopia,
.deafness, neﬁrologic cémpliéatibns 1ike cerebral palsy, de{f'el.opmen'tal delay with IQ less than
70, epilgpsy and behavioral duisturbance (Hack, Klein and Taylor, 1995). Moreover, low ’
_s_ocioe¢onomic status resulting in higher rates of maternal uqder-nutrition, anemia, illness,
.inadé’queite p.r'en_l'_‘atal care and obstétric complication has a strong positive correlation with low

* ‘birth weight (Bugssa, Dimtsu and Alemayehu, 2014).

’7 This adVe;rsé pregnancy outcome may be in_ﬂueﬁced by several conditions, such as heart
'diseésé, diabetes, hypértension, behaviorai disorders, impaired cognitive function, IpS}.fc_lﬁological
di.sor_d.ers',, and a éubstantiai risk of .complio_ations related to the stoma includes the esophagus,
.stoméch duodenum, ileum, colon, pleural cavity, ureters, urinary bladder, and kidney pelvis and
| usvally incurs long term financial burdens for households (Nose Sasak1 Saka, Minagawa and
' Okuya.ma 2016). The determinants of LBW can be broadly classnficd as bgenenc constltutlonal
obstetric, nutritional, related to maternal mOrbidities in the antenatal period, toxm exposure-
rélatéd' ‘an'd .linked to antenatal care (ANC). Other factors including smoking, maternal age, birth
spacmg, ANC anemia, genital 1nfect10ns maternal 111 health, and stress have also been reported
‘ “(Deshpande Phalke Bangal, Peeyuusha and Sushen 2011) Furthermore, with the demographm
: chaggcr orf increased life ex’pecta.n’cy at birth in developing countries, children bom rw1th LBW

can cause an increased economic burden and an increased disease burden. Consequently, LBW is |

considered as a universal threat for developing countries that creates a barrier for child



' "'develeprpent (Martinson and Reichman, 2016).This lstudy aims at exa.mining the effect of

f maier_nal S‘ocio—demographie factors on low birth weight in Nigeria.
1.2 RESEARCH.QUESTIONS

1. What is the prevalence level of low birth weight in Nigeria?
2. Is there any relationship betweeﬁ maternal characteristics (,ﬁurunber of Antenatal care visit,
maternal smoking, number of birth) and low birth weight in Nigeria?

3." What other factors influence low birth weight in Nigeria?

. GENERAL OBJECTIVE

1. To cxamine the influence of women's socio demographic characteristics on jow birth weight in
: Nige;‘-ié. '

'SPECIFIC OBJECTIVES

1. To examine the level of low birth weight in Nigeria.

2. To determine the relationship between maternal characteristics anid low birth weight Nigeria.

¥
L]

‘3. To investigate the pathway through which maternal socio demographic characteristics
influence on low birth weight in Nigeria.
1.3 JUSTIFICATION OF STUDY

’Deaths due to LBW complications are ‘decreasing more slowly, and these are now the

) _ second Ieadmg cause of child death (Darmstadt, Munar and Henry, 2014). Care of thc low birth

Welght baby possess substa.nhal cost to the health systern. There is therefore the need to foeus on



finding.,the preventable/modifiable factors to LBW in order to reduce this cost to the health

servige system and eventually reduce neonatal and child mortality.

" This analogy 18 supported by a study which said that innovation for preventwe solutions
is key to reducmg LBW and neonatal mortality (Darmstadt Munar, and Henry, (2014) This |
study aims to identify these modifiable factors. -Also identifying the determinants of LBW in
these faeilities \;vould add to the existihg pool of knowledge, and therefore would help policy

L

makers to develop strategies to tackle this public health concern.
1.4 OPERATIONAL DEFINITION OF TERMS

Low birth welght ThlS is defined as the welght of a baby measured 1m1nedlately after birth and

1is below 2500grams

Extremely Iow birth weight: This is defined as the weight of a baby measured immediately

~after birth and is below' 1000 gra:ms, _

'Very low blrth welght birth weight: This is deﬁned as the welght of a baby measured

1mmed1ate1y after birth and its 2500grams or more but not exceedmg 3400grams.

v
a

_Parity: It is defined as number of deliveries after at least. 28 completed weeks of gestation. This
is categerized_into primiparous (mothers Wi’t_h one delivery) and multiparous (mothers with more
‘than eﬁe delivery).

Body mass index (BMI): This is defined as the weight measured in kilograms per height in

. \meteg-sﬂsquared-.‘ Normal BMT is 18.5-24.9, underweight is <18.5 and overweight/obese >25.

Gestation at delivery: This is the gestation at which the mother delivered it 'determines the

duration of the pregnanc_y prior to delivery



CHAPTER TWO
LITERATURE REVIEW
2.0 INTRODUCTION

This section reviewed related materials and studies on, child health, Birth weight, low '
‘birth . weight and maternal socio-demographic characteristics. The identification of factors
contributing to low birth is therefore of considerable importance. Maternal socio-demographic

factors, nutritional factors, toxi¢ exposures, and antenatal care are all reported to influence the

occurrence of LBW.
2.1 INCIDENCE, OF LOW BIRTH WEIGHT - -

' The children’s health is the wealth of our nation is one of the World Healthr Organization
(WHO) slogans. .V\}e will get a healthy child when the‘ mother is healthy; health of the child is
closelj-/ related to mother’s health.. Birth ﬁeight refers to the weight of the new borﬁ irﬁmediately
_aftef delivery by .the mother. it 18 divided into three; low birth weight (underweight), normal

birth weight énd-high birth weight (overweight or Macrosomia).

Low Birth wei ght (LBW) is one of the maj or problems .in the Elevelcopirlgr world, including
N1ger1a The WHO defines LBW as birth we1ght less than 2 SOOg irrespective of the gestational
age (World Health- Orgamzatlon ZOll)Normal birth weight refers to welghts between 2,500
grams (2 SKg) and 4,000 grams (4.0Kg) at delivery, while overwelght is any welght above ’
4.0Kg (Gagan Sa,rtaj, Kapil, Vijay, Parul and Meenal, 2012) Low birth welght further classified

_ 'V as Ve_ry low birth weight (VLBW) if the birth weight hes between 1000g and less than 1500g, or



‘Extreme Low Bitth Weight (ELBW) if less than 1000g.The reason for Low Birth Weight include

cither Breterm births or born too small for gestational age (Stoll and Kliegman, 2004).

. Clélobally an estimated 13 million babies are born before 37 completed weeks of gestatic)r;.
This ﬁ'gure is high among middle and low income countries (Bililign, Legesse and Akibﬁ, 2018).
Low Birth Weight is a ineijof public health problem worldwide especially in the déveloping ,
:courrltriés. Abcor_ding to the estimates of WHO :about 25 million low birth weight babi-és are born
" each year and ‘5‘ mﬂﬁon of them di¢ globally (Suryalcahtha, 2017). The level of LBW in
‘developing couﬁtﬁés (16.5%) 18 ;more than (iouble the level in developed régions (7%). There is a
signiﬁcant variation in the incidence of LBW across the regions. According to reports of WHO, |
16 million qdolescént girls gave birth each year. It was stated th_at babies born from these
inofhers_ accouﬁting 11% worldwid¢ and 95% in developing cquntries. The ne‘:wboms of

,adoleséént. mothers are also more likely to have LBW, with the risk of long-term effects. The

WHO estimates that globally, incidence of LBW is 15. 5%, which means that about 20.6 million . - -

such 1nfa11ts are born each year, 96 5% of them in developmg countries (WHO, 2011) LBW
.. continue.s,to be a major .public health problem worldwide, particularly in developing countries.
-Glob_ally in 2013, nearly 22 miilion newborns (16% of all newborns) had LBW (UNICEF, 2013).
Prevalence of LBW varies considerably across regions and within 'countriés.' However, it was -
.restiﬁlated that 97% of LBW ocours in low- and middle-income 'count_ries,qand eépecialiy among
'- the most, vulnerable populations, including the poor in remote areas. Amoﬁg regions, prevalence

of LBW is highest in South Asia, at 28%, followed by Sub-Saharan Afiica, 13%, Latin America

and the Caribbean, 9%, and 6% in East Asia and the Pacific (UNICEF and WHO, 2004).

Regioﬁalv estimates of LBW include 28% in south Asia, 13% in sub-Saharan Africa and
' 0% in Latin America. Tt is worth noting that these rates are high, in spite of the fact that the data

3




on LBW remain limited or unreliable, as many deliveries occur in homes or small health clinics
émd afe not fé'poi‘ted in official fi gufes, which may. result in an underestimation of the prevalence
of LBW, Neveﬁhelesé, low birth weigiit isa gloﬁal éoncem, as some high-inc:(_)lhe countries are
‘ _Valso fé(l:ed_withr_high rates fo_r their contexts (e.g. Spain, the United Kingdom of Great Britain and
" Northern Treland and the United States of America). Currently, a high percentage of infants are
not w.ei.ghed at birth, especially in low-income countries, presenting a sigﬁiﬁcaﬁt policy

challenge (WHO, 2014).,

t

22 LOW BIRTH WEIGHT IN SUB-SAHARA AFRICA

3

It is estimated that in sub-Saharan Africa, low birth weight represents 14.3% that is alm

ost twice of the rate of European countries. A study performed in Congo showed that rates of '

LBW children were 164 per 1000 live births in Kama, and 270 per 1000 in Kipaka (Namiiro,
Mugall_l_,’McAdﬁms and Ndeezi, 2012). In Jimma, southwestern of Ethiopia, it was found a

. .prevé_ﬂe‘n(':e of ‘.22.5% LBW around 145 newborn infants. In Zimbabwe, a study found a

prevalence of 12.9% of LBW children (Tema, 2006). Because there is a high pércenta'ée'of LBW

in Sub-Saharan Africa, it is important to assess-the impact during the stages of growth of those
‘children. Growth evaluation during the neonatal period is determined by the changes in

. anthrbpometric measurements and the body weight gain is a valuable guide to indicate an

adequate growth. The change in the body weight during the neonatal period of LBW children is ’

._ characterized by an initial loss of 8% to 15% in the first 7 days of life followed by a recovery

that occtirs around 10-21 postnatal day (Rugolo; 2005).

More than 20 million LBW infants are born each year in the developmg world. Incidence

- of LBW ranged from 6% to 18% across the glee with sub-Saharan Africa accounting 13% to



+15% (United Nations, 2004). LBW is an ilnpoﬁant indicator of reproductive health and general
health 's'tet'us of.popclation LBW leads to an impaired growth of the infant and is associated with
h1gher mortality rate, 1ncreased morb1d1ty, impaired mental development and chronic adult

: .d1sease (Pawar and Kumar, 2017). LBW is the result of either intrauterine growth restriction or
- premeture‘bmh. LBW is the main cause of fetal or neonatal morbidity and mcrtahtj Later in
life, it. cen be highly associated with chronic diseases and inhibited growth and development
Vir‘lcluding"poor academic acll_iev*e1nent (Bililign; Legesse -and Akibu, 2018). Multiple gestation, '
mothers’ body composition during conception, maternal short stature, residing at high altitudes,
‘matemalrnutﬁticn_ duﬁng prégnancy in.cl_ud.ing life style (substance pr drug ‘abuse) and medical
disorders during pregnancy including hypertensive disorders were risk fe:ctors of LBW babiee.
Addiﬁ’onally, mothers with low secic—ec’cncmic status are prone to .infe'ctichs from poor
ﬁut_ritidﬁ, t.huslbirth weight will decrease (WHO, 2004). |

2.3 THE INCIDENCE OF LOW BIRTH WEIGHT IN NIGERIA

| In Nféeria,—'LBW accounts for about 14% of the 5.3 mﬂlion annual deliveries and isre principal
conﬁﬂﬂutor to neonatal morbidity and inortality in develcpihg countries (Uthmac, 2008).
.Furthermcre low birth vce1ght affects about 5- 6 million children every year. The 1nc1dence was
"12 1% in Jos, 11.4% in Ogun, and 16.9% in Maiduguri (Takai, Bukar and Audu 2014) A

| number of factors need to be mvestlgated in order to lessen the prevalence of LBW in Nigeria.

b

There are numerous maternal and fetal factors contributing to the LBW incident. LBW is
‘strong-ly_associatedwith maternal factors such as younger and older age, low socio-economic
etatue,_residehce in the rural area, and illiteracy (Singh, Chouhan and Sidhu, 2009), Mothers aged

under 17 and over 35 years are at risk of delivering LBW babies. Mothers in deprived socio- -

10
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economic conditions frequently have LBW infants. There is ample evidence to show that '

maternal factors and risk behaviors during antenatal period play significant roles in the birth
weight of babies. Pregnant mothers with unhealthy lifestyles that include activities such as
smoking were.fqund to be at high tisk of delivering LBW babies (Assefa, Berhane and Worku,

2012).

B _ Ahtenatal care (ANC) visits are ilhportant for maternal and fetus health. ANC refers to

pregnancy—related healthcare Servwes provided by skilled health personnel durmg preguancy that

monitor. the well-being of both the mother and the unborn child..It is essential to the purposes of

obtaining the best possible outcome and preventing any complications. The frequency of ANC
visits and parity a:e significantly associated with birth outcomes such as birth weight. Pregnant

mothers who attended less than four ANC visits double their risk of delivering LBW babies

compared to those Visiting four or more times. Also, studies found that the prevalence of LBW

.was high, up to-57% and 61.8%, é,mong mothers who did not receive 'any ANC (Takai, Bukar
“and Audu,_2014). Due to the irregularity of ANC \_risifs, pregnant mothers do not bomply with the

| 7 "adv1ce or medlcatlons recommended by hea]thcare providers and subsequently will increase the

1n01dence of LBW. The quahty of each ANC v131t also should be emphasized in order to have an

effective coverage of care (Agrawal,.Agrawal, Chaudhary, Agarwal, and Agarwal, 201 1).

- Therl factors affecting LBW in Nigeria have not been adequately investigated. Identifying the
~ predictors of LBW aﬁd addressing the best prevention strategies will help to avert carly the

4

childhood morbidify and mortality resulting- from LBW.
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2.4 ESTIMATION STRATEGY FOR LOW BIRTH WEGHT .

Birth weights below SObOg are considered sub-optimal with the lower extreme end,

‘below 2500g (5.51b), havmg the most documented adverse health outcomes. On the upper end of
the birth Welght distribution, birth Welghts over 4000g are associated with increased maternal
morbld_}ty,’ comphoated labor, and maternal death. Outcomes at the lower end of the birth weight .
scale,.most rlik;el:y 'reﬂeot intrauterine growth deprivation or conditions leading to preterln
de11very, while the upper end reflects unusual fetal growth (Rice and Thapar, 2010). Thus there
is an optlmum birth we1ght range associated with trouble-free delivery, where neonatal survival
is maxinnzed and maternal death is minimized. Undeniably, the ehﬂd’s genetic makeup affects .
- the birth Weigln. In" addition, the intrauferine environment is a critical determinant, as
| demonstrated for example in stodies where embryos have been- transferreH to different mothers

(Broo_l_cs et al, 1995).
2.5 SOCIO-DEMOGRAPHIC FACTORS AND LOW BIRTH WEIGHT

The foillowing. factofs, operating through‘ these genetic and “environnlenta » channels,
: ..havhe ‘been shoﬁvn to be related to the birthweight: the sex of child - for the same gestational ag,e
' boys:'tenc.l to be heavier than girls (Kramer 17987)..Also the maternal age — infants' born to
adolescents and women ‘abo.ve 35 years tend to be smaller (Sharma, Katz, Mullany, Khatry,
""LeClerq, Shrestha Darmstadt and Tielsch, 2008), maternal birth we1ght maternal welght (Rlce
- and Thapar 2010), maternal nutrition - cumulatively, and during pregnancy (Stephenson and
'Symonds 2002); clgarette smoklng (Magee Hattis, and Klve12004), ‘ethnicity (Blanc and |
Wardlaw 2005); and soc1oeconomlc cond1t1ons operanng partly through some of the factors

"already mentloned (Cramer 1995). To elaborate on the latter effect, 1t has been shown in sub-
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Sahéran 'Afri.ca és well as other developing parts of the world, that poverty, IQW education; and
-women’s lack of auton.omy are related to limited or late initiation of obstetric care, irregular or

incqmplete immunizétion (e.g. "against Tetanus infection), poor nutrition, and micronutrient
-supp_lelhentatibﬁ duting pregnancy (Spangler énd Blodm, 2010). In addition, the length of the
earlief b1rth .intgrvals (those who ﬁave had many - children are likely-to have had them in short
intérvals) is imﬁ'ortanf. A birth interval below two years teﬁds to be a risk facto_r.for a preterm or

low birth weight delivery (Smith, Pell, and Dobbie 2003).
Age

| .W'om‘en in the réiarod_ucﬁve age who él‘e 35years. and above are known to deliver low

birth weight infants (Chiavarini, Bartol_ucci,'Gili; Pieroni, and Minelli, 2012). LBW dispaﬂti_es |

by matemal age are a 60mp1§x related with socioeconomic disadvantage and current social and
' behavmral factors. It's been shown that LBW risk does not operate umform}y by maternal age.

(Denms and Mollbor, 2013)

The older groub may also have more'med__ical and obstetric complications (diabetes
'_mellliu-l"s' éhrohic hypertension, poor bresentatidn pregnancy—induced hypertension, placenta
..praew.a multlplé pregnancies, pre-term- labor, fetal dlstress retained placenta postpartum
hemorrhage and endomemtls) and these may lead to adverse fetal outcomes such as low birth .
Weight, lc_)w‘Apg:ar sco_resuand congenital anqmalies (Tabcharoen, Pinjaroen, Sﬁwanrath, and
:Krisanapan, '2009).Ad01tasce1-ﬁs or teenage mothers (< 20 years of age) often have worse
socioeconomic and reﬁroductivc conditions and perinatal outcomes when compared to other age

groups such as those between 20-29 vears. A study by Guimardes, d’Avila, Bettiol, Souza, -

Gurgel, Almeida, Ribeiro, Barbieri, 2013, '7 showed that among mothers with no prenatal care
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‘and who were at risk of low birth weight, adolescence was a risk factor for LBW only for
" mothers who did not":have a partner (Guimardes,. d’Avila, Bettiol, Souza, Gurgel, Aimeida,

4

Ribeiro and Barbieri, 2013).
-Educational Level

' Thé edﬁcatjonal level of individuals in the family has a huge influence on the so_&:ial welfare
of inembers ofl' the falnily. Therefore higher levels of education‘have relatively larger and
: .increa'sing_ benefits (Rolleston, 2011). Less e.duc:ated‘mothers, are known to have low bil’ti’l
:.Weight infants (Chiavarini, Bartolucci,l Gili, Pieroni, andMinelli, 2012). Infants of Wbmen with
low/low-intermediate educéitidn have significantly lhigher odds of a LBW than those of a higher
{educét:idn‘ (Gisselmann,.‘ZOOS). A study by Silvestrin, Silva, Hirakaté, Goldani, Si.lveira,. and
Goldani,'2013)to. prove the hypothesis of similarity between the extreme degrees of social |
. distr_ibution, which iS. translated ;by maternai education level in relation to'the proportion of low
| birth Weight could not be confirmed. This indicates that the extremes of educational le\'rel have a

signiﬁcant influence on LBW. Educational level is a key factor to improving birth outcomes

{Sebayang, Dibley, Kelijz, Shankar, and Shankar, 2012).
‘ R'Occﬁp'ation

" Some occupations have been known to have a negative effect on birth weights. 'Belonging
to certain occupational groups during pregnancy could increase the risk of low birth weight and

“preterm birth. (Ronda, Herndndez-Mora, Garcia, and Regidor, 2009).

Studies By Ronda et al,, 2009 showed tlia_t the highest prevalence of preterm infants was found in
“mothers working in agriculture (10.8%) and the lowest in professional Women(ﬁ.ﬁ%). The
highest prevalence of low birth weight was observed in women working in the services sector
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(3.5%) and manual workers in industry and construction (3.4%). But the lowest prevalence of
"low birth weight was found in professional women (2.5%), Women working in agriculture had a
higher risk of preterm birth/LLBW than professional women (Ronda,, Hernandez-Mora, Garcia,

~and Regidor, 2009).
Marital status

Research work on health and mortality by marital status has consistently identified that
o unmarfied.individuals generally report poorer health and have a higher mortality risk than their
married counterparts (Robards, FEvandrou, Falkingham, and Vlachantoni, 2012). These can

-contribute to a mother givin_g birth to a LBW baby.

.. Unmarried women have higher rates of low birth weight than married women. However,
- assumptions that unmarried women are uniformly at a disadvantage may be unfounded. A -
‘woman's relationéhip characteristics may be more relevant for infant health than her formal

" marital status (Bird, Chandra, Bénnett, and Harvey, 2000).
Weaith‘ Status

Thé earﬂing capacify' often determines_ the prévalence of low birth w.ei ght. PoVerty acts to
- limit-aéc_ess to care and the choice and amount of foods available to pregnant v-voinen._Women’.s
: stafué maﬂr_ inﬂﬁence pregnancy weight gain through the family’s response to the woman’s
p;egnan.(.:y. It is in thiséonge}'ct that the potential of using micronutrient suppl'ernents rather than |
food bccamé attractive to ﬁlan'y international agencies in the 1990s (UNICEF, 1999).
‘Mic'ronu'trients s’upple;__nénts are cheaper and more feasible and can improve dietary quality by
provi_di_ng several key nutrierits, suchl as irdn, vitamin A, fdliate, and °Zinc., at -thle same tjme. This
was‘ a controlled trial among HiV-infected but asymptomatic W01nen. The prevaﬁence of LBW .
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was only 9% in the 2 groups. who received multivitamins with or without vitamin A, compared .
‘with 14.5% -and 17.2% for those who received iron-foliate and vitamin A and iron-foliate only,

.respectiyely (FaWzi, Msamanga, and Spiegelman, 1998).

¥

2.6. MATERNAL CHARACTERISTICS AND LOW BIRTH WEIGHT
Number of Antenatal Care Visit

| Mo.the'rs:' attending ANC fo “avoid reprimands from health‘ workers are faétors that

motivate pr_egne;nt wﬁmen to attend ANC. The sarﬁe study indicatéd that the timipg of ANC
: ipitia_tioﬁ is inﬂ;ienced by concerns regarding pregnancy uncertainties, particularly during thé '
first trimester, Low attgndance could be _attributed- to how ANC services/workers relépfonded to
this ﬁncertainty; age, paﬁty' and the associated i.mplications for pregnancy disclosure; intgeractions
‘with healthcare Workeré., pai*ticularly messages about timing of ANC; and the coét of ANC,
including chargES levied for ANC procedures - in spité of policies of free‘ANC. Also the
‘compulsory natu;ré‘of follow-upvappointmeﬁts discourages dtfendan(;e. A study in Nepal to find

the faqtors of LBW noted that, mothers whq'-'do not attend antenatal care, have an increased odds

ofhaving a LBW infant by more than two times (Khanal, Zhao, and Sauer, 2014).
Maternal_SmOl;ing ‘

;'-'..S,mokin.g has been confirmed a high risk factor for low birth weight. Studies have shown
tﬁat: 'écgsation of smoking.b.y expectant m_'others. has significant effect on increasing b:irth weight
in most intervention tﬁals' (i—I-_erbel, Fox and Seﬁton, 1988). Methods applied to brilhg about -
‘smoking beé@tion i;lclu_de; self-help rnethods.:, health education and counseling programmers.

- However, Kramer (1987) has shown that maternal smoking is not a cause of low birth weight in

¢
1

‘developing countries.
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Nuﬁib’er of Birth

Furthenno:re,- some st'u.di'es have shown that birth weights tend to be low at very low ,
“parities and then increase with parity up to a certain level, after which the marginal inpreases
begin to'.dwindl-e and éventually give way to declines (Wilcox, 2001). The exact parity level at
rwhi(;h birth weigh;[s begin to decline appears to be context~sﬁeciﬁc ;Ll’ld has not been Widelsf
studied. A possible reason for this negativé effect of birth order on the birth weight is that the |
'mo‘ther.’s heaith may have been weakened as a result of many pregnan.cies and years of caring for
children. This 'iglea is somewhat medically suppdﬁe& in that it is believed that the gfowth of the
'baby"lﬂ{iring pregnancy is affected by the mothef’s levels of hormones and insulin-like growth

factprs; which tend to reduce at very high parities (D’Ercole and Ye, 2008).

‘To delincate thé effé:‘ct: -of parity. on low birth weight, one should ideally control fbr stable-
‘and changing characteris.tics of the mother, her household and society that are causally behind or
: co-(ietermined \%rith parity and also potentialiy affecting the birth weight. Some of these factors
such as the child’s ‘'sex, the mother’s age, the length of earlier bi_rth i;lte'rvaﬂs, and whether or not

“the mother had prenatal services during the pregnancy are measured in the DHS surveys and are

included in the models. |

2.7 THEORETICAL FRAMEWORK
- ;_"Theoqa _(_)f P_lahned Behaviour

' Theory bof planned behaviour suggests that.a person's behavior is determil}ed. bﬁy his/her
intention to perform the behavior and that this intention is, in turn, a function of his/her attitude
toward fuhe beha\;ior" and his/her subjective- norm. The best predictor of b.ehavior is intention.
Intention is fhe cognitive rep£esentation of a person's readiness to perform a given be11a§iof, and

T
b
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it is cénsidered'td be the immediate antecedent of behavior. This intention is determin_e’d by three
things:‘ their attitude toward the specific behavior, their subjective norms and theﬁ~ perceived
behavioral control. The thebr‘y‘ of planned behavior holds that only specific attitudes toward the -
behavior in Question can be expected to predict that behavior. In addition to measurin.g attitudes
| ’toward the behévior, we also need to measure people’s subjective norms — their beliefé about

L

| how.people they cére, about will,view the behavior in questioh. To precﬁct someone’s i.ntentionsl,
knowing these beliefs can be as important as knowing the person’s gttimdes. Finally, perceived -
‘behavioral control‘ influences infentions. Perceived behavioral c_:dntrol refers to people's
‘percéptions of their abi.lity to perfonn a given Béhavior. These predictors lead to intention. A
.gen.eralz" rule, . the more favorable the attitude and the subjective norm, and the greater the
percéﬁved 'Contfoi t]?l@ stronger should the person’s inteﬁtion to perform the behaviqr in question, "
This Would be used iﬁ ekamine the effect of maternal socio-demographic characteristics that had
‘_effeét on .th¢ issﬁe of low biﬁh We.ight in tenﬁs of the rational behaviou:f in planning for the
interval and ﬁming of births.
2.8 coNCEPT_UAL FRAMEWORK B
_.The diagram beléw illustrates the independent variable aﬁd maternal socio-deﬁlographic
variables which has effect oﬁ the dependenf variable positively or né_gatively.' Factors related to
mothef_;s éhar_acteristics_ include age,_maritél status, educational é.ttaimnent, wealth status, place
of ;eéidenfﬁ and ;“egion. A number of studies show that mother’s age (at thertime' of giving birth)
© s asslp}:iated with LBW (Mahumud, Sultana, aﬁd Sarker 2017). Factors related to mother’s

: heaithjrelafed behaviors inélude; whether the mother smokes cigarettes, whether the mother

perceived any problems in accessing health care services, number of antenatal care (ANC) visits
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~ “during pregnancy, and whether the m other received ANC with nutritional couI{seling. Quality of
: ANC is also included in some studies as a potential risk factor of LBW.

CONCEPTUAL FRAMEWORK

Socio-Demogra'phic

- ¢ Characteristics

‘e Age . ) :

e Religion . ' ' _ S

¢ Ethnicity : '

o Marital status Dependent Variable
Socic-economic ' . o
Characteristics » + Low Birth

. ‘ Weight

. e Level of education -

‘o Wealth index

e Place of residence

L]

Employment status

' Maternal Characteristics
o Smoking cigarettes

o ANC. visit during

last pregnancy

. Bifth intervals

-Source: Author’s construct, 2018 '
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2.9 STATEMENT OF HYPOTHESIS.

Hyp: There is a relationship between women's socio demographic characteristics and low birth

weight in Nigeria,

Ho: There is no relationship between women's socio demographic characteristics and low birth -

weight in Nigeria.
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- CHAPTER THREE
RESEARCH METHODOLOGY
3.0 INTRODUCTION

This chapter seeks to explaih the plan and approach for executing the research work, It
covers the description of the'study area, target population, source of data, sampling design and

_sample size, method of data collection, measurement of variables and method of data analysis.

&

3.1 DESCRIPTION OF THE STUDY AREA

Nigeria is a West African country located between latitudes 4°16' and 13°53' north and '
1ongitudes ,2"4_0';- and 14°41' east. It is extends from Gulf of Guinea in the south to the fringes of

~ the Saha’rai Desert in the north. The country is berdered by Niger Republic and Chad in the north,

: Cameroon on the cast, and the Republic of Benin on the west. With a population of 140 431,790

(NPC 2006), Nigeria is the most populous country in Africa and the 14th largest in land mass
._ (World Bank, 2012), Nigeria'h'as great geographical diversity, with its topography characterized
;by two tilain' land forms: IOWIands and highlands, The uplands stretch from 600 to 1,300 meters
" in the North Central aﬁd the east highlands, with lowlands of less tl}an 20 meters in the .coastal
‘areas. The lowlenes extend from the Sokoto plains to the Betno p‘lains. inathe North, the coas-tel ’
._ 1olw1arids of western Nigerie and the Cross River bastn in the east, The highland areas include
‘the J 08 Plateau and the Adamawa nghlands in the north, extending to the Obudu Plateau and the
Oban Hills in the southeast Other topo graph1c features include the Niger- -Benue Trough and the

o ,Chad B,a_sin.‘l
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: Nigeria has a tro'pical climate with wet and dry seasons. Its climate is influenced by the
.rain—Bearing soﬁthwesterly winds and. the cold, 'dlry, and dusty northeasterly winds, commonly
" .' "referrle(i to as the. Harmattan. The dry season occﬁrs from October to March with a spell of cool,

8 dry, and dﬁsty ﬂarmattan wind felt mostly in the north in December and January. The wet,season
occurs from April to September. Nigeria marked its centenary in 2014, having begun its
_existénce' as 4 nation-state i_ln. 1914 through the amalgamation of the nérthern and southern
protectorates. Before th1s time, there were various cultural, ethnic, and linguistic groups; such as
-the Oyo, Benin, Nupe, Julcuﬁ, Kanem-Bornu, and Hausa-Fulani empires. hTﬁesé groups lived in
kingdqﬁs and emirates with soﬁhisﬁcated systems of governmént. There were also other strong
ethn:ic-.'grloups such as the Igbos, Thibios, Ij.avs.zs, and Tivs, The establishment and expansion of |
British influence in bothr northern and southern Ni geria and the imi)osition of British rule resulted

“in the amalgalhation of the protectorates of southern and northern Nigeria in 1914,

.- Current, local data are crucial to inform priorities and drive scale-up, This national level
prof:ille- provides the most current natic;nal,;level information on the status of preventi(').n:and care -
for preterm birth and 10W birth weight in Nigeria. Daté presented highlight a nunibéf of risk

szact(').rs relevant to preterm aﬁd low birth weight in Nigeria as well aé the coverage of important
care for women and ﬁewboms from pregnancy, labor and dehy’c'ry and the- postnatal period.
There is also infoﬁhation that pr;ovides insights into the health workforce, a]:1ealth"polici'es, health -
information and community mobilization réleyant to preterm birth and low birth weight, The
.infor"ijn..ation p@vidéd'here can be used ..to Uﬁderstand the current situation, increase attention to
pre‘term-births“ in Nigeria and to infonn dialogﬁe and action among stakeholders. Data can be
_uséd to 'idén-‘gify the most important risk‘ factors to target and gaps in éare in order to identify and '

- implement solutions for improved outcomes.
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| 3.2 TARGE-T_ POPULATION

The _category'o_f eligible respondents in this study focus currently on women aged 15-49 years,

| which was collected by the Nigeria Demographic Health Survey (NDHS) 2013,
3.3 QUANTITATIVE DATA SOURCE

This study analyses: data from women recode of Nigeria Demographic and Heath Survey

(NDHS) 2013 dataset.

3.4 SAMPLE DESIGN FOR THE 2013 NDHS

L3
L]

',f‘he sample for the 2013 NDHS was nationally repres:entative and covered the entire
popﬁiﬁtic;n residing in non-institutional dwelling units in the country. The suﬁey used as a
"sampling frame the list 6f enumeration areas (EAs) prepared for ;the 2006 Population Census of ’
- the Feq¢ra1 Réﬁ;lblic of Nig'eria, provided by therNational Population Commission. The sample
' ‘  ‘was aééigned to provide population and health indicator estimates at the natione;l, zonal, and state
'7 levé.lé.-f -Th-e' sample design allowed for specific indicators to be calculated for cach of the six
zones, 36 states, and tﬁe Fedéfal Cépitﬁl i’errito,ry, Abuja. The 2013 NDHS sample was selected |
_,_rusing a stratiﬁed tllrée-sté.ge cluétér design consisting of 904 clusters, 372 in urban areas and 532
in rural éreas. A represeﬁtative sample of 30,327 households waé selected fqr the survey, ﬁith a
mlmmum target- éf 943 completed interviews per state. A ﬂxed sample take of 45 houscholds

were selected per cluster.

" | All‘ women who- were either pefmanent residents of the households in the 2013 NDHS
sample or visitors present in the households on the night before the survey were eligible to be

- ‘_interviéwé-d. In a subsample of half of the households, all women age 15-49 who has a child that .
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is within the age range of 0-59 months that were either permanent residents of the households in
‘the sample or visitors present in the households on the night before the survey were eligible to be

interviewed (Nation Ponnlation NPC&ICF International Commission, 2014).
3.5 SAMPLE SIZE

" All women age 15-49 who Were either permanent residents of the households in the 2013
NDHS semple or.visitors present in the households on the night before the survey were eligible

to be interviewed. The sample size of women age 15-49 years that were used are 2,390. .

3.6 DEPENDENT V.ARIABLE: LOW BIRTH WEIGHT

L]

The dependent Varlable low birth welght will be coded as children whose welght at birth
is below 2 ,500 grams (2.5Kg) from the reference population median. The variable low birth
weight will be recode into 2500/9000=0 "No"and 700/2460=1 "Yes" (Nation Population NPC ’

‘ "& ICF Intemati_onal Commission, 2014), which will generate low birth weight.

The growth standards were generated through data collected in WHO Multlcentre
Growth Reference Study (WHO, 2011). Low birth welght (LBW) is one of the 1‘[18._]01‘ problems ‘
in the deyelopmg world, moludmg N1ger1a. The WHO defines LBW as birth weight less than

'2,500 g irrespective of the gestational age (World Health Organization, 2011).
3.7 INDEPENDENT VARIABLES - | e

The independent variables considered are the direct proxies for maternal socio
‘demographic -characteri_stics. The variable is measured two broad categories the socio-

demographic oharacteristics and the maternal characteristics.
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3.8 MATERNAL CHARACTERISTICS
Maternal_Healfh Related Behaviors

Smoking cigarettes: This reveal the number of women that take cigarettes. The responses

. are claS'Siﬁed into two. If the respondents say No, it was coded as “0°, if yes it was coded as ‘1°,

| | Problerﬁ in accessing care: This shows proportion of women that had problem in getting
'lnedical help for themselves, which involves in gettiﬁg permission to go, getting money needed
for treatlﬁent, distance to héalth facility, not wanting to go alone and attitude of the heaith
workers. _The re_sponscs arc classified into two. If the respondents say Not a big problem, it was -

coded as ‘0, ifye's_lit is a big problem was coded as ‘1. - '

[

) Antenatal care Visit during last pregnancy: This shows the proportion of women that go
for aﬁténatal care during pregnancy. The respoﬁses are classified into‘ t'wé. If the respoqdent‘s say
No; it was _cod.ec-l. as ‘0’, if yes it was éoded as ‘1’ |

“Baby’ s Charactgrisﬁcs
Birth interval: The shows fhe interval between the first birth and the next. The responses
are ciaésiﬁed into sevén.‘ If _‘;h'e— respondents say <12 lhonths, lyear, 2years, 3yéa1's,. 4years, Syears

and lastly‘is Gyears and above. Sex will be classified as male ‘1’ and female 2.
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3.9 DATA MANAGEMENT AND VARIABLE MEASUREMENT .

The table below shows the various level of data manipulation and measurement of selected -

variables for the purpose of analysis.

NAME-OF VA.RIAB‘LE | VARIABLE _MEASUREMENT DATA RECORDED AND
- AND CODES MANIPULATION
Dependent Variable: 7 | =2 2.5Kg

e Low Birth Weight | M9 1 = <2.5Kg
INDEPENDENT
VARiABLE: N | v106(Categorical) |
" Sacio economic fﬁctors: 1;\10 educatiﬁn, primary, secbndary, The same categories
o-. . Level of education ~ | Higher. |
. “Wealth indeﬁ : vl 90(oateg0ricai) ..Poor
Poore;st, Poorer, Middle, richer, | Middle
richeét. | Rich
. Place of r;fzsidence | v025(Categorical) The same categories
| { Urban . | | |
. ‘Rural
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s Employment status

v705 (categorical)
not working, sales,
professional/technical/managerial,

agricultural,

domestic service, manual, clerical

household and

Fulani, Hausa, Ibibio, Igala, Igbo,
ljaw/izon, 'Kanuri/‘beribéri, tiv,

Yoruba, Others.

(working}
Dem_d graphic factors:.
. Religion v130(Categorical) Three main ethnic group:
Catholic, Other Christian, Islam, | Yoruba, Hausa, Igbo and |
Tradition, .Others other Minority ethnic groupé
» Ethnicity v131(categorical) Three main ethnic group:

'Ybruba, Hausa, Igbo and

other Minority ethnic groups

o Marital status -

-'| v501(categorical)

mnever in union, married, separated,
divorced, widowed, living with

partner.

Single,marﬁed,widowed,

divorced/separated

27




Maternal Characteristics:
e Availability of health

care services

m57f 1 (categorical)

Government health care services

No

Yes

‘s Child spacing-

V604 (categorical)

<12 months
1 year

2 years .

3 years

4 years

5 years

6+ years

. & Smokes Cigarettes

V463a (categorical)

Yes, No

The same categories

3.10 DATA PROCESSING AND ANALYSIS

_"T'he NDHS datasets from 2013 women recode will be processed and analyzed using Stata

: afppli'catilon package (STATA 13.0), The data ‘processing will be necessary before the proper

analj;sis in order to measure the variables in this study accurately as well as to make the analysis

well presént-éble and easﬂy interpretable. The tools for data manipulation were employed on the

».STA".I‘A application package to achieve this task. To ensure reliable data, sample weights and

,STATA'survey -Commé,nd (SVY) were applied to adjust for stratified sample design and the

" effect of over-sampling or under-sampling of some regions or areas.
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‘The gene.ral 1t_‘)inary ldgistic regreésion model used for the multivariate analysis is;
| '1og(;5i’—p)'= Bo+ Bix: + Pax b B
' th:re p= probability of exposu;e to low biﬁh weight
Xl-xp = predicior variables
fo, p1 ~ Bq = reéression coefﬁcienté

. Univariate analysis was carried out using tables of frequency distribution to describe the
| background characteristics of the respondents and the bivariate analysis was carried out using
.the Pearson Chi-square (%°) test to show the association between low birth weight and women

‘socio-demographic characteristics that are categorical variables in the datasets. Furthermore,

- binary logistic regression was used in the multivariate analysis to identify the strength of

¥

‘association and examine the influence of women socio-demographic chardcteristics on low birth

-weight among women in Nigeria.
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~ CHAPTER FOUR
- DATA PRESENTATION, ANALYSIS AND INTERPRETATION.

4.0 INTRODUCTiON |

This chapter deals withﬂpresentation, analysis and interpretation of the data' collected
from secondary sources Nigeria Demoglaphlc and Health Survey (NDHS, 2013) to show the ’
“socio- demo graphlc influence of low birth we1ght among reproductive women in Nigeria. For the

pmpose of analys1s, thls study makes use of descriptive analysis and infere‘ntial analysis.

The desoriiotive analysis describes the rele\;ant aspects of the phenomena under -
consideration and proifide detailed information about these variables such as; socio-demographic
'_charaoteeistics and low b-irtl:l .veeight. However, in supportive of descriptive statistics, inferential
analy_sis, peerson Chi-square test was used to ascertain relationship while logistic regression

analysis was used in testing the study hypothesis.

4.1 Distribution of Respondents by Socio-Demogréphic Characteristics by Weighted

Percen_tag_e.

Resulte io Table 4.1.below showed women age 25-29 years by 36.8%, 30- 3:4 years by

L 27, 1%, 20 24 vears by 17.7%, 35-39 years by 12.9%, age 15-19 years by 2.5%, the least were
.:!:age 40 44years and 45-49 years by 2.4% and 0.7% respectlvely Women reported to be from
ur‘oan area by 73.8% and rural area by 26 2%. They had secondary education by 55. 2%, higher
edueat1011 by 27. 5%, primary by 11 8% and the least were those with no formal educatlon by ‘
‘5 5%. Igbo women domiinate the study area by 30.4%, Yoruba by 28.9% and the least were

‘Hausa by 9%. Also women reported from southern regmn were by 70.4% and northern region

7 by 29 6% Chrlstlan women reported by 73. 2%, Muslim women by 26 5% and traditlonal women
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by 0.3%. The rich woﬁ;en reported by 83.6%, middle wealth status by 10.9% and the poor
lwlomlen reported A‘by 5.5%.. It was reported that women were employed by 77.7% and not '
employed bj 22:3%. Women reported to be married were 96.8%, single by 1.9%, divofqed and
' separated were 0.7% réspecti'vely. It was reported that Womep had nq low birth weight by 90.8%
and had low birth weight by 9.2%. Women attend antenatal care visit by 21.7% and no.. antenatal
care visit by 78.3%. Womén that space th;:if children- by less than 12 .months were 27.7%, 2
years-Were 26.9%, 3 years by 21.3%, 1 years by 11.5%, 4 yeafs by 7.2%, Syears and 6years
“above Weré 4.'3'.:% and 1.1%. Women. that smoke cigarettes were 0.3% and those that did not
" 'smolgg_é by 99.7%. |

Table 4.1: Distribution of Respondents by Socio-Demographic Characteristics by Weighted
Percentage. " ' :

‘Background Characteristics Frequency Percent (%)
LOW BIRTH WEIGHT :

| No a7 , 1908
Yes. o 220 |22
Age : e ,
15-19 - | 59 2.5
20-24 , ‘ 423 17.7
2529 . . 880 36.8
30-34 o , 647 . 27.1
3539 ¢ . 1309 o 12.9
40-44 57 I 240
14549 15 ' 0.7

*| Place of residence . |

' Urban - 11,763 - 73.8
Rural = : 627 26.2
Highest educational level ' : |
No formal education 1131 ' : 55
Primary = 282 - 1.8
Secondary : 1,320 : 55.2

Higher - 657 | 275
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“Ethuicity

Yes

Yoruba | 691 28.9
Hausa | 215 9.0
Igbo 728 30,4
Others 756 31.6
Region
| North-Central 240 10.0
"North-East 147 62 °
North-West 319 134
South-East 541 22.6
South-South 355 14.9
South-West 787 32.9
‘Religion . L
Christianity 1,740 73.2
‘Islam . 629 26.5
| Traditional . 7 0.3
.1 Wealth status -
Poor’ " - 130 55
Middle 262 10.9
Rich | 1,997 83.6
Occupation -
. Not employed 532 223
Employed 1,849 77.7
Marital status
| Single.. 45 1.9
Married 2,312 96.8:
“Widowed 17 0.7
Separated 16 0.7
“Antenatal care visit: _
No '~ 1,854 78.3
Yes 315 21.7
Child spacing . ‘ ‘
| Less than 12 months 662 27.7
11 year 276 11.5
| 2 years 643 26.9
'3 years 509 21.3
4 years 1173 7.2
5-years 102 43
6+ years 26 1.1
Smokes cigarettes |
No - ' 2,383 99.7
7 0.3
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[Total - 12300 7100.0 | | |
'4.2.: Distribution of Respondents by Socio-Demographic Characteristics and Low Birth

Weight,

There 1s significant association between socio-demographic characteristics and low birth -

' weight (P<0.05)7. .Theré is sign‘iﬁcant assqciation between highest }evel of education aﬁd low
_hbirth weight (Xi =.25.82, P =0.0010) whereby women with Vsecondaryr e(iucation had low birth
weight with 50.5%, higher.education by 22.4%, primary education by 14.7% and no formal
education by 12.5% compare to thoée that did not had low 'birth weight. Therue is strong '
significant association l:;etWeen ethnicity and low blrth weight (X2 =74.18, P == (.0000) whereby

- ‘hausa \%foﬁﬁen had low birth weight by 18.3%, igbo by 17.8% and Yoruba by 14.6% compare to
tho's:eﬂ'_ that did rll'olt ilad low ‘birth weight. There is stroﬁg significant association bgtwegn region
and low birth weight (X2 =219.71, P =0.0000) Whéreby north-west by 44.4%, south-,south by
15.6%, sbuthuweéf by 11%, south-east by 10.9%, north-central by 9.4% and north-east by 8.7%
comiaare' to {hose that did nbt had low birth weight. There is significant association between
wealth 'Stlatus' and low birth weight (Xﬁzz:; 2344, P =0.0017) whelgeby the rich had low birth
,VW‘eight by 76.6%, ijoor women by 12.6%, middle wealth status by 1.0.7% compare to fhose that

did not had low birth weight.
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Table 4.2.: Distribution of Respondents by Socio-Demographic Characteristics and Low

34

- Birth Weight.
Background - Low Birth Weight Statistics
Characteristics No Yes
Age
15-19 2.2 5.1
20-24 17.3 21.5 _
25-29 37.3 31.9 - ¥2-14.17
"30-34 26.9 28.9 Pr=0,1243
35-39 131 10.8
40-44 2.5 0.8
45-49 3 0.6 0.9
Place of residence
Urban ' 73.9 72.5 ¥2=0.20
Rural , 26.1 27.5 Pr=0.7226
Highest educational level '
| No formal education 4.8 12.5 -
| Primary’ ' 11.5 14.7 ¥2=25.82
Secohdary 55.7 50.5 Pr=0.0010
{ Higher 28.0 22.4 R
Ethnicity .
Yoruba 304 14.6 :
Hausa 1 8.1 18.3 ¥2=74.18
lgbo 31.7 17.8 Pr=0.0000
Others 29.9 49.3
Region
North-Central 10.1 9.4
North-East 5.9 8.7 v2=219.71
North-West 10.2 44.4 Pr=0.0000
' South-East 23.8 10.9 -
South-South 14.8 15.6
South-West 35.2 11.0
Religion . | ,
Christianity 73.8 67.7 v2= 4,57
Islam - 259 32.3 Pr=0.3675
Traditional 03 0.0
“Wealth status -
‘| Poor,” o 4.7 12.6 ¥2=23.44
Middle 11.0 10.7  Pr=0.0017
‘Rich ° 84.3 176.7 o
Occupation |
Not employed 1 22.2 23.6 2= 0.22




Employed 77.8 K 76.4 Pr=0.6915

| Marital status
| Single . 1.9 - |08 '
Married 96.6 : 98.6 12=3.31
- Widowed 0.8 0.0 Pr=0.4160
Separated ' 0.7 0.7 '
Antenatal care visit: |
No . . 781 1797 2=0.26
Yes ' : 121.9 20.3 Pr=0.6567
Child spacing ‘ ' ' :
Less than 12 months 1284 204
1 year L 11.9 ‘ ) 8o
2 years 26.6 29.7 ¥2=15.12
3 years - 20.7 _ | 27.7 Pr=0.1281
4 years _ _ 169 - 9.5 :
Syears . - . . 4.3 4.5
6+ years - 1.2 0.3
Smokes cigarettes :
| No o , 99,7 1.0 | x2=0.69
1 Yes : 03 - 0.0 ‘ Pr=10.3942

4.3 - Odds Ratio Based on Logistic Regres’sibn Analysis of Socio-Demographic

Characteristics and Low Birth Weight.

Table 4.3‘ below shqwed the result of logistic regression of the effect of socio-
‘demi)'graphic factors on iow birth weight. Result from Model 1, reveals that women age 40-44
years ‘were 0..16, tir_nes less likel-y torhad low birth weight to women in qgé 15-.19 years (RC).
' Wofnen from north-west were 5.66 times more likely to had lov-v birth weight than women from -
north-é_entral (RC). Women from south-.wesf were 0.34 times less likely to had 10\#/ birth weight

to women from north-central (RC).

;RéSu_lt from Model 2, reveals women that space their child birth by 2 years were 95%
" | more‘likely to had low birth weight than women that space child by less than 12 months (RC).
. Wofnén age 40-44 years were 017 times less likely to had low birth weight to women in age 15-

19 years'-(RC). More so,:wbmén from north-west were 4.91 times more likely to had low birth
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weight comparef. to women to from north-central (RC). Women from south-west were 0.32 times
- less likely to had low birth weight compare to women from north-central (RC). There is '
' sigﬁiﬁcanf influence of socio~demograpﬁic characteristics of women age 15-49 years on low

“birth weight, p-value less than-'0.05 (Yisak, Abera, Solomon and Haftom, 2017).

Table 4.3: Odds Ratio Based on Logistic Regression Analysis of Socio-Demographic

Characteristics-and Low Birth Weight.

Model 1 ' Model 2
Background Characteristics | Odd Ratio Upper-Lower | Odd Ratio | Upper-
‘ : confidence : Lower
interval . confidence
- , interval
Antenatal care visit: :
' No (RC) ' ' - ' 1.00
| Yes , ‘ 1.12 - | (0.70-1,78)
Child spacing .
| Less than 12 months (RC) . : , 1.00
| 1 year . ' 1.21 (0.52-2.81)
2 years T 1.95% (1.13-3.33)
3 years _ - 1.63 (0.89-2.97)
4years 1.64 (0.69-3.85)
5 years : 1.73 (0.72-4.11)
| 6+ years . : 0.48 (0.06-3.88)
Smokes. cigarettes 7
No . : ' _ ' | 1.00
Yes: : | e 1.00 . (0-0)
| Age : ‘ , '
15-19 (RC) : 1.00 . 1.00 :
20-24 : 0.7 ' (0.28-1.75) 0.62 1 {0.24-1.59)
2529 0.61 X (0.25-1.47) 0.58 - (0.22-1.47)
1-30-34 - ' -0.64 (0.23-1.81) | 0.62 (0.21-1.84)
3539 . - 0.5 | (0.2-1.25) 052 (0.19-1.37)
40-44 . : ) 0.16% _ (0.03-0.83) 0.17% 1 (0.03-0.92)
45-49 . - 0.96 - 1.{0.17-5.43) 1,13 (0.21-6,03)
Place of residence
- Urban RC) 1.00 ' 1.00 '
| Rural ’ 0.85 1 (0.52-1.37) 0.85 (0.53-1.38)
Highest educational level - ' o
\ No formal education (RC) - | 1.00 : 1.00
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Prirhary

0.83

0.76 (0.39-1.47) (0.4-1.71)
Secondary 0.63 (0.34-1.18) 0.69 (0.35-1.36)
Higher 0.71 (0.35-1.42) 0.75 (0.34-1.62)
Ethnicity '
Yoruba (RC) . 1.00 1.00 :
.| Hausa 0.45 (0.18-1.1) 0.48 (0.19-1.22)
Tgbo 0,65 (032-129) | 0.71 {0.35-1.41)
| Others 0.96 (0.51-1.8) 1.05 (0.54-1,98)
Region.. : :
North-Central (RC)- 1.00 1.00
North-East - 1.66 (0.76-3.65) 1.51 (0.67-3.41)
North-West 5.66%** (3.13-1026) | 4.91%% | (2.71-8.89)
South-East 0.75 (0.29-1.88) 0.71 (0.27-1.81)
South-South 11.27 (0.66-2.45) | 1117 (0.59-2.32)
South-West 0.34%* (0.17-0.68) 0.32%%° 1(0.15-0.64)
| Religion ’ -
Christianity (RC) 1.00 1.00
Islam.- ' 1.05 (0.6-1.82) 1.09 (0.62-1.93)
Traditional 1 11
‘Wealth status - _
Poor (RC) 1.00 | 1.00 :
Middle . 0.53 (0.23-1.22) 0.51 (0.22-1.15)
Rich 0.59 1(0.29-1.2) 0.6 (0.29-1.22)
| Occupation .
Not employed (RC) 1.00 1.00
*| Employed 1.04 (0.66-1.66) 1.05 (0.65-1.70)
Marital status
Single (RC) .| 1.o0 : 1.00
Married 11.93 (0.44-8.39) 1.75 (0.41-7.51)
Widowed - 1 1 (0-0)
Separated 3.45 (0.40-29.68) | 2.83 (0.34-23.06)

. RC means the reference categories *P<0.03 *%p<(),01 ***p<0.00%1

t

'HYPOTHESIS TESTING

Hi: There is a relationship between women's socio demographic characteristics and low birth

» WClght in Nigeri_a.

Hy: There is 110'relationship between women's socio demographic characteristics and low birth

: weigﬁt-iﬁ Nigeﬁa. :
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‘Decision

From the binary logistic regression, the 'reiationship between socio demographic

 characteristics and low birth weight is statistically significant in (P< 0.05), from this, we can

- conclude that there is a .Signiﬁcant relationship between socio-demographic characteristics (Age
~of women, Region) and low brirth weight, Likewise there is a significant relationship between
'interven'ihg variable (Child spacing) on low birth weight. Therefore we fail to accept the null

hypo‘thesis.
4.4 - DISCUSSION OF FINDINGS

"fhe decision rile had showed thaii, there was parﬁal statistical relationship between
'unadj?‘l-lsted résult between socio-demographic characteristics and low birth weight whereby there
18 signiﬁcant rel‘rétions'hip Between adjusted result between socio-demographic characteristics and
; ?' Jdow blrth Wéight... ‘ |

~ From the findings the unadjusted result showed that women age 40-44 years were 0.16

times less likely to had l_ow birth weight to women in age 15-19 years (RC).The adjusted result .

-revealg:d that Women age 40-44 years were (.17 times less likely to had low birth weight to

‘women in age 1'57—19 years (RC). This findings was supported by Sharma et al. 2008,- it was

t

stated that there is significant relationship between maternal age and low birth weight, whereby

infa-nts born to adolescents and women above 35 years tend to be smaller (Sharma, Katz, -

,Mullany, Khatry, LeClerq, Shrestha, Darmstadt and Tielsch; 2008) The determinants of LBW
can be broadly: class1ﬁed as genetlc constitutional, obstetric, nutntlonal related to maternal

_ rl’l’lOI‘bldItleS in the antenatal period, toxic exposure-related, and hnked to antenatal care (ANC)

" The ad}usted result reported that women that space the1r child birth by 2 years were 95% more -
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likely to had Tow birth Weight than Women.that space child by less than 12 months (RC). It was
: repo;‘;ced that birth spacing influencing low birth weight (Deshpaﬁde, Phalke, Bangal, Peeyuusha
and Su\_sl&en, 201 1). | | |
Further 'résearch is needed across the states to .generate a broader evidence bése of the -
undérlying causes of low birth weight(age of women, region and child spacing) tl;at can inform
Itﬁe design of intérventién; td' tackle these caﬁses at large. Other 'socio-demographié factors

should be tested to know the core causes of low birth weight in the study area.
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CHAPTER FIVE
SUMMARY, CONCLUSION AND RECCOMENDATIONS
- 5.0 INTRODUCTION
" This chapter is devoted to the presentation of the summary of findings, conclusion and - -
recommendations drawn err'ri the analysis of the research study. The overall objective of this
study is.to explore the influence of socio- demographic characteristics and low birth weight

among women in Nigéria. The study was based on the sample size of 2,390 women of

reproductive ages in the studj} area. : ‘ . o
', 5.1 SUMMARY OF THE FINDINGS .

‘With respect to socio-demographic characteristics of women who had Tow birth weight to
rtho.se Who did not had low birth wéight. Resulté from table 4.1 showed women age 25-29 years
. by 36.8.%,-30-34 years by 27.1%, 20-24 years by 717.7%, 35-39 years by 12.9%, age 15-19 years

by 25%, the least were age 40-44years and 4S~49 years by 2.4% and 0.7% respectively.' Women
reported to be from ufb‘aﬁ area by 7 3.8% and rural area by 26.2%. They had secondary education
by 55;.2%j h_igher :educati'onb_-y-27.5°/o, primary by 11.8% and the leaét were those with no fonﬁal :
education by 5.5%. Igbd woinen dominate the study area by 30.4%, Yoruba by 28.9%. and the
least We_fe h'ausra_by 9%. Also, womén reported -from Sou_thern rﬁgione were by 70.4% and
northem region by 29.6%. Christian women rép.orted by‘73.2%, muslim women.- by 26.5% and
traditibﬁeﬂ women by 0.3%. .The rich womé-r; feported by 83.6%, midcﬂé wealth status by 10.9% -
aﬁd th_e‘ pf;or women rePorted by 5.5%. It .W'ELS reported that women wete employed by 77.7%
I‘and 'not,mﬁplbj;ed by 2213%. Wémen reported to be married were 96.8%, singlé by 1.9%,
' " 'divor_c.ei;d and separated were 0.7% respectively; It was reported that women had. no low birth
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b

weight by 90.8% and had low birth weight by 9.2%. Women atténd antenatal care visit by 21.7%
and .n(b)z an_tenatai care x}isit by 78.3%. Women thét space their children by less than 12 months -
were 27.7%, 2 years were 26.9%, 3 years by 21.3%, 1 years by 1.1.5%, 4 years by 7:2%, Syears
.'a:ﬂd byears abé\}e were 4.3% and 1.1%. Women that smokes cigarettes were 0.3% and those that

- did not smokes by 99.7%.

Furthermore, there is a significant association between the following socio- demographic
.characteristics (level of educétion, ethnicity, 'region, religion, wealth index) and low birth

weightp-value less-than 0.05.

In the multivariate analysis result showed the effect of sbcio«demographic .
cha:facteristics on health care utilization. From model 1, women age 40-44 years \%/ere 0.16 times
| 'less llkely to had low birth weight to women in age 15-19 years (RC) Women from north-west
'Were 5.66 times more hkely to had low birth weight than women from north-central (RC).
‘Women from s_outh~west were 0.34 times less likely to had low birth weight to women. from -

| _‘_- Inorth_-ccntral (RC).

Res:Lzlil-t' from Model 2, reveals women that space fheir child birth by 2 years were'-95% more
1ikel'y'to had low birth Wéight than women that_Space child by less than 12 months (RC)l. Women
iage 40-44 yéars were 0.17 titﬁés less likely to ﬁad_ low birth weight to women in age 15:19 years |
‘(RC)‘. More so, "wome‘i‘l from north-west were 4.91 times more likely to had low birth weight

'compare‘ to women to from north-central (RC). Women from south-west were 0.32 {imes Icss

likelj} to had low birth weight compare to women from north-central (RC).'
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52 CONCLUSION

Without any doubt that there is signiﬁcant influence of socio-demo graphic characteristics '
'0f wmﬁen age 15-49 yeérs on low birth weight, p-value less than 0.05 (Yisak,Abera,Solomonand
'Haftom, 2(7)17). 'Thus this émdy conclude that base bn the facts from the reéult that sbme factors
‘such 'aée of women, region, child spacing on low birth weight influenced mlow birth weight

- where p-value less than ﬁVerpercent level of significant.
5.3 RECOMMENDATION _

. The findings suggest that there should more attention on low birth weight of women
considering these socio-demographic factors associated with low hirth weight such as age of

w.omen, region, child spacing: The reduction in low birth weight among women will reduce

-maténial death during and after birth and also improve the nutritional status of children.

.The_ﬁr_ldinrgs“ ﬁoiin the study, I Woﬁld recommend that

1. Differeﬁf parthers in partnership with thé,Govemment to address the i_séue of low birth -

7 ,VWe_ight, .‘h_ence for them to be able to take care of themselves as well as their children.

2. To conduct a qualitative ‘study. in ‘the éommunity especially rural settings in ‘or them
to have an in depth discussién_ with regard to low birth weight and in order to compliinent the
findings frmﬁ this Stﬁdy; : |

3.. Health ce"lre pro’viders= should providé info'rmation,'_ education; communication programs

t

andri'mprovcmerité in counseling are needed to have knowledge on low birth weight
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