
Noninstitutional Births and Newborn
Care Practices Among Adolescent
Mothers in Bangladesh
Mosiur Rahman, Syed Emdadul Haque, Sarwar Zahan, and Ohidul Islam

Correspondence
Mosiur Rahman, MSc,
MHSc, Department of
Population Science and
Human Resource
Development, University of
Rajshahi, Rajshahi-6205,
Bangladesh.
swaponru_2000@yahoo.com

Keywords
newborn
cord care
thermal care
breastfeeding
postnatal care
home birth

ABSTRACT

Objective: To describe home-based newborn care practices among adolescent mothers in Bangladesh and to

identify sociodemographic, antenatal care (ANC), and delivery care factors associated with these practices.

Design: The 2007 Bangladesh Demographic Health Survey, conducted from March 24 to August 11, 2007.

Setting: Selected urban and rural areas of Bangladesh.

Participants: A total of 580 adolescent women (aged 15–19 years) who had ever been married with noninstitutional

births and having at least one child younger than 3 years of age.

Methods: Outcomes included complete cord care, complete thermal protection, initiation of early breastfeeding, and

postnatal care within 24 hours of birth. Descriptive statistics and multivariate logistic regression methods were em-

ployed in analyzing the data.

Results: Only 42.8% and 5.1% newborns received complete cord care and complete thermal protection. Only 44.6%

of newborns were breastfed within 1 hour of birth. The proportion of the newborns that received postnatal care within

24 hours of birth was 9%, and of them 11% received care from medically trained providers (MTP). Higher level of

maternal education and richest bands of wealth were associated with complete thermal care and postnatal care within

24 hours of birth but not with complete cord care and early breastfeeding. Use of sufficient ANC and assisted births by

MTP were significantly associated with several of the newborn care practices.

Conclusions: The association between newborn care practices of the adolescent mothers and sufficient ANC and

skilled birth attendance suggest that expanding skilled birth attendance and providing ANC may be an effective

strategy to promote essential and preventive newborn care.
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T
he United Nations International Children’s

Emergency Fund (UNICEF) reported that in

2009 the number of neonatal deaths globally con-

stituted 37% all child deaths, resulting in about 3.7

million neonatal deaths per year (2009). A majority

(98%) of these neonatal deaths occur in develop-

ing countries where most newborns die at home

under the care of mothers, relatives, and traditional

birth attendants (Chandrashekhar et al., 2006;

Saha & Kabir, 2009). Although Bangladesh is on

track to achieve Millennium Development Goal 4

(MDG4), to reduce child mortality to approximately

less than 50 per 1,000 live births by 2015 (Bangla-

desh Progress Report, 2007), childhood mortality

rates still remain very high. According to the Na-

tional Institute for Population and Research and

Training (NIPORT) in 2007 the mortality rate for

those younger than 5 years of age was 65 per

1,000 live births, and neonatal deaths accounted

for almost one half of all under-¢ve mortality. The

high numberof newborn deaths is a major concern,

for the reduction of under-¢ve mortality and to

achieve MDG 4.

According to the most recent statistics released by

the Bangladesh Bureau of Statistics (BBS) in 2003,

adolescent men and women (aged 15^19 years)

constitute one third of the total population of Ban-

gladesh .This period is characterized by high risk

for early and unwanted sexual activity, forced mar-

riage, and pregnancy-related events (Rahman,

2009). Infants born to adolescent women face a sig-

ni¢cantly higher risk of death compared to infants

born to older women (Atuyambe et al., 2008). The
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United Nations Population Fund (UNFPA) reported

that in 1999, the neonatal, infant, and under-¢ve

mortality rates among live births of adolescent girls

were at least 38%, 34%, and 24% higher than the

rates for women aged 20 to 29. In 2001, the World

Health Organization (WHO) reported that rates

of newborn death averaged about 50% higher

for adolescent mothers versus mothers in their 20s.

A large U.S. study found a 55% higher risk of neo-

natal death for infants of mothers aged 10 to 15

years, a 19% higher risk of neonatal death for in-

fants of mothers aged 16 to 17 years, and a 6%

higher risk of neonatal death for infants of mothers

aged 18 to19 years compared to babies of mothers

aged 20 years or more. Previous research has also

shown an independent adverse e¡ect of early preg-

nancy on newborn health, even after controlling

for a range of confounding factors such as parity, ed-

ucation, previous birth interval, maternal cigarette

smoking, antenatal visits, etc. (Conde-Agudelo, Jose,

& Lammers, 2005).

Bangladesh is a developing country, and maternity

hospitals are inadequate. Most pregnant mothers,

especially adolescent mothers, are accustomed to

getting help from quali¢ed or unquali¢ed traditional

birth attendants (TBAs) during delivery or from their

relatives or neighbors’ (Rahman, 2009). Because

dais (trained or untrained birth attendants) are

called only at the onset of labor, it is not customary

for them to perform antenatal check-ups or to ex-

amine the position of the fetus in the weeks

preceding the birth. If no complications are present,

TBAs do not refer the mother for antenatal care, as

they feel it is not needed or mandatory (Blanchet,

1991). In addition, in Bangladesh a woman’s move-

ment during pregnancy is considered shameful,

young women lack a voice within the family, and

pregnancy-related knowledge and decision-

making authority are commonly vested in older

women. In Bangladesh, older women, especially

mothers-in-law, did not consider antenatal care

(ANC) essential during pregnancy and often discour-

aged their young daughters-in-law from attending

(Chowdhury, Mahbub, & Chowdhury, 2003).

Care practices immediately following delivery con-

tribute to a newborn’s risk of morbidity and

mortality (Saving Newborn Lives [SNL], 2001; Tin-

ker, Hoope, Azfar, Bustreo, & Bell, 2005). A set of

practices that reduce neonatal morbidity and

mortality have been outlined as essential and

preventive newborn care practices (Marsh et al.,

2002; SNL; WHO, 1998). These practices include

complete cord care (cutting the umbilical cord with

a sterilized instrument and tying it with a sterilized

thread), complete thermal care (drying and wrap-

ping the newborn immediately after delivery and

delaying the newborn’s ¢rst bath to reduce hypo-

thermia risk), initiation of breastfeeding within the

¢rst hour after birth, and postnatal care within 24

hours of delivery.These interventions save newborn

lives (Bhutta, Darmstadt, Hasan, & Haws, 2005;

Darmstadt et al., 2005; Marsh et al.; SNL).

Extensive research has documented high rates of

home deliveries unattended by skilled health pro-

fessionals (84%-90%) (Chandrashekhar et al.,

2006; Osrin et al., 2002; Rahman, 2009) and the re-

lationship with home deliveries of unhygienic and

high-risk newborn care practices among South

Asian women of childbearing age (Allisyn et al.,

2009; Chandrashekhar et al.; Dutta, 2009; Gurung,

2008; Osrin et al.). However, routine newborn

care practices among adolescent mothers in the

home have not been investigated. Adolescent

mothers often lack knowledge, education, experi-

ence, income, and power relative to older mothers,

and routine newborn care practices among adoles-

cent mothers may be substantially di¡erent than

older mothers. In this article we describe selected

newborn care practices related to cord care,

thermal care, breastfeeding, and immediate

postnatal care among adolescent mothers with

homebirths and examine the association of se-

lected sociodemographic, antenatal, and delivery

care factors with these practices.

Methods
Data Sources
We used data from the 2007 Bangladesh Demo-

graphic Health Survey (BDHS), conducted by the

NIPORTof the Ministry of Health and Family Welfare

of Bangladesh from March 24 to August 11, 2007.

Data collection procedures for the BDHS were ap-

proved by the ORC Macro Institutional Review

Board. The BDHS sample was drawn from all Ban-

gladeshi adults who reside in private dwellings. A

strati¢ed, multistage cluster sample of 361 Primary

Sampling Units (PSUs), 134 in urban areas and 227

in rural areas, was constructed. The PSUs were bor-

rowed from a sampling frame created for the 2001

census of Bangladesh and which was termed Enu-

meration Areas (EAs). The 2007 BDHS used ¢ve

questionnaires. Of the 11,178 ever-married women

Infants born to adolescent women face a significantly
higher risk of death compared to infants born to

older women.
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aged 15 to 49 years deemed eligible to participate in

the women’s questionnaire of maternal and child

health behaviors and outcomes,10,996 participated

(98.4% response rate). For purposes of the present

analyses, only those ever-married adolescent wo-

men (aged 15^19 years) with noninstitutional births

(deliveries at respondents and others homes) and

having at least one child younger than 3 years of

age were included (N 5 580; Figure1).

Measures
We analyzed four newborn care practices under

two subheadings: essential newborn care practices

and preventive check-up. The category of essential

newborn care practices includes complete cord

care, complete thermal protection, and early

breastfeeding. Preventive check-up consists of

postnatal care within 24 hours of delivery. Complete

cord care among the newborns of adolescent

mothers was constructed from the following com-

bined responses: whether the respondent used

any modern instrument (blade or scissors) to cut

the cord, whether the instrument was boiled before

use, and whether nothing was applied to the cord

(WHO,1998).Complete thermal protection wasmea-

sured from the following combined responses:

whether the respondent wiped and wrapped the

newborn within o10 minutes after birth and,

whether the newborn were ¢rst bathed 72 or more

hours following birth, which is the recommended

practice in Bangladesh (NIPORT, 2007). Early

breastfeeding was de¢ned as the mother initiating

breastfeeding within 1 hour of birth. Immediate

postnatal care was de¢ned as the newborn receiv-

ing a postnatal checkup within 24 hours of birth.

Covariates
Explanatory variables were age of mother at child-

birth (o15 or � 15 years), residence (rural or

urban), level of maternal education (no education,

primary or secondary), frequency of mass media

exposure (watching television regularly, irregularly,

or not at all), sex of the child (male or female), birth

interval (o24 or � 24 months), wealth index, ante-

natal care (su⁄cient, insu⁄cient, or not at all),

permission to go to heath center alone (restricted

or unrestricted), and delivery assistance (medically

trained or nonmedically trained personnel). The

BDHS wealth index originally was constructed us-

ing the entire sample from the Demographic and

1,348 women (aged 15-19
years whose children are

eligible for the study)

697 women with children <3
years

117 were institutional births

580 women with non-
institutional births having
children <3 years (final

sample)

10, 996 participated

11,178 deemed eligible to
participate (15-49 years)

182 declined to participate

9,648 women (aged 20-49
years)

651 women (aged 15-19 years)
have no children or having

children aged ≥ 3 years)

Figure 1. Selection of sample.
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Health Survey based on interviewer-observed as-

sets, including ownership of consumer items and

the characteristics of the dwelling place in 2007. In-

dividual household wealth scores were grouped by

quintile, with 1 indicating the poorest and 5 indicat-

ing the wealthiest 20% of households (Rutstein &

Johnson, 2004).

Data Analysis
Descriptive statistics (percentages) were used to de-

scribe the data. Two-way tables assessed the

relationship between dependent and independent

variables and the chi-squared test was used to ob-

serve di¡erences. Bivariate analyses described the

association between independent and dependent

variables and a multivariate analysis was used to

show the factors a¡ecting outcome variables. To de-

termine which factors were most strongly associated

with the newborn care practices among the ado-

lescent mothers, four adjusted binary logistic regres-

sions were employed. For the logistic regression

analysis, all variables were entered in one step (¢tting

the model using the ‘‘enter’’ criteria in SPSS for Win-

dows 16.0). Adjusted odds ratios (Ors) with their 95%

con¢dence intervals (CI) were then calculated. Multi-

collinearity in the logistic regression analyses was

checked by examining the standard errors for the re-

gression coe⁄cients. In our study all of the

independent variables inall ¢ve ¢ttedmodels foreach

health services utilizationoutcomehada standard er-

ror o0.90 indicating an absence of multicollinearity.

Missing values are omitted from the analysis.

Results
The background characteristics of the participants

are presented in Table 1. More than two ¢fths of the

adolescent mothers had their last birth before age

15 and 16.2% were uneducated. More than one

third of the adolescent mothers had no ANC, while

only 12% of mothers had unrestricted permission

to go to the hospital alone. Nonmedically trained

Table 1: Characteristics of the Study

Population (N 5 580), Bangladesh

Demographic Health Survey 2007

Characteristics

Frequency

(n)

Percentage

(%)

Mother’s age at birth (years)

o15 246 42.4

� 15 334 57.6

Residence

Urban 138 23.8

Table 1. Continued

Characteristics

Frequency

(n)

Percentage

(%)

Rural 442 76.2

Education

Secondary 13 2.2

Primary 473 81.6

No education 94 16.2

Sex of the child

Male 279 48.1

Female 301 51.9

Birth interval

� 24 months 63 52.1

o24 months 58 47.9

Permission to go to hospital alone

Unrestricted 69 12.0

Restricted 511 88.0

Antenatal care

No care 230 39.7

Insu⁄cient 259 44.7

Su⁄cient
a

91 15.7

Frequency of mass media exposure

Regularly 46 7.9

Irregularly 245 42.2

Not at all 289 49.8

Wealth index

Poorest 102 17.6

Poorer 163 28.1

Middle 137 23.6

Richer 110 29.0

Richest 68 11.7

Delivery assistance

Medically trained provider
b

29 5.0

Nonmedically trained provider
c

551 95.0

Note.
a
Su⁄cient: Received at least four or more antenatal care visits.

b
Medically trained provider 5quali¢ed doctor, nurse/midwife,

paramedic, family welfare visitors, community-skilled birth atten-

dant, medical assistant, sub assistant community medical o⁄cer.
c
Nonmedically trained provider 5 health assistant, family welfare

assistant, trained and untrained traditional birth attendants, un-

quali¢ed doctor, and other.
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providers (NMTP) attended 95% of the births,

whereas doctors with a medical degree, nurses, or

community skilled birth attendants assisted in 5%

of cases (Table 1).

The levels of selected newborn care practices (es-

sential and preventive) are presented in Table 2.

Blade was the most common modern instrument

used to cut the umbilical cord. Relatively few of

these blades came from a delivery bag (7.6%). In

43.8% of cases something was applied on the cord.

Of these, 29% were potentially harmful substances

(e.g., mustard oil with garlic, boric powder, shidur,

talcum powder, blue ink, turmeric juice). Only

42.8% of newborns received complete cord care

(use of a modern cutting instrument, instruments

boiled before the cord was cut, and nothing applied

to the cord). The proportion of newborns that re-

ceived complete thermal protection was 5.1% (i.e.,

dried and wrapped within 10 minutes after birth

and ¢rst bathed 72 or more hours following birth).

Only 44.6% of newborns were breastfed within 24

hours of birth. Postnatal care was received by only

9% of newborns; only 11% of these were seen by

received care from medically trained providers

(MTP) (Table 2).

Table 2: Selected Newborn Care Practices

(N 5 580), Bangladesh Demographic Health

Survey 2007

No. of

Cases (n)

Percent-

age (%)

Essential newborn care

Cord care

Type of instrument used to cut the umbilical cord

Modern instrument 536 97.1

Traditional instrument 11 2.0

Cord was not cut 5 0.9

Instruments boiled before the

cord was cut

444 81.2

Material applied to the cord

Not necessarily harmful 86 14.8

Potentially harmful 168 29.0

Nothing applied to the cord 326 56.2

Complete cord care 234 42.8

Wiping, wrapping, and bathing the newborn

Wiping

Wiped immediately (o10 min) 144 26.1

Table 2. Continued

No. of

Cases (n)

Percent-

age (%)

Wiped not immediately

(101 min)

172 31.2

Newborn not wiped before

washing

236 42.8

Wrapping

Wrapped immediately (o10 min) 107 19.4

Wrapped not immediately

(101 min)

228 41.4

Newborn not wrapped before

washing

216 39.2

Bathing

o24 hr 341 61.8

24-71hr 96 17.4

� 72 hr 111 20.1

Baby not bathed 4 0.7

Complete thermal protection 28 5.1

Breastfeeding

Timing of breastfeeding initiation

Within 1hr of birth (‘‘Early

breastfeeding’’)

258 44.6

Within 1 day of birth 530 91.4

Received prelacteal feed 427 61.4

Given colostrum immediately after

birth

515 88.8

Preventive checkup

Postnatal checkup

Timing of newborn ¢rst postnatal checkup from any type

of provider

Within 24 hr of delivery 52 9.0

424 hr of delivery 84 14.6

No postnatal check up 444 76.4

Type of providers

Medically trained providers 64 11.0

Non-medically trained providers 73 12.6

Note. Modern instrument: blade or scissors from delivery bag or

from other sources; Traditional instrument: bamboo strips and

others.

Not harmful substances: antibiotics or antiseptics.

Harmful substances: mustard oil with garlic, boric powder,

shidur, talcum powder, blue ink, turmeric juice.
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Bivariate comparison of complete cord and thermal

care, early breastfeeding practices, and postnatal

care within 24 hours of birth by the selected sociode-

mographic and ANC and delivery care factors are

presented inTable 3. Signi¢cant di¡erences in levels

of all four care practices were observed by mother’s

education level, ANC, and birth assistance (po.05).

Wealth index was associated with signi¢cant di¡er-

ences in complete thermal protection, early breast-

feeding practices, and postnatal care (po.05),

whereas frequency of mass media exposure was as-

sociated with signi¢cant di¡erences in complete

cord care and postnatal care (po.05; Table 3).

Multivariate Analysis
Complete Cord Care
In the adjusted model, frequency of mass media

exposure of watching television regularly (OR 51.5,

Table 3: Levels of Selected Newborn Care Practices by Socio-Demographic and

Antenatal and Delivery Care Factors (N 5 580), Bangladesh Demographic Health

Survey 2007

Characteristics

Complete

Cord Care

CompleteThermal

Protection

Early

Breastfeeding

Postnatal Checkup

Within o24 hr of Birth

% p value % p value % p value % p value

Mother’s age at birth (years)

o15 40.9 .46 4.1 .37 43.3 .65 7.3 .23

� 15 44.0 5.8 44.5 10.2

Residence

Rural 42.5 .82 4.8 .57 42.7 .05 10.1 .57

Urban 43.5 6.0 46.3 8.5

Education

No education 36.7 .43 4.5 .04 39.2 .04 3.2 o.001

Primary 41.7 6.7 44.0 9.5

Secondary 47.1 15.4 61.1 30.8

Sex of the child

Male 43.1 .87 6.0 .32 46.3 .26 9.3 .77

Female 42.4 4.2 41.2 8.6

Birth interval

o24 months 40.0 .13 1.6 .48 46.2 .95 3.2 .06

� 24 months 54.0 3.6 49.3 12.1

Permission to go to hospital alone

Unrestricted 57.5 .79 6.2 .82 44.5 .36 14.5 .012

Restricted 55.4 4.9 43.1 8.2

Antenatal care

No care 40.7 .008 2.8 .04 40.7 .03 3.9 o.001

Insu⁄cient 41.9 5.6 44.2 11.6

Su⁄cient 50.6 9.5 47.9 14.3

Frequency of mass media exposure

Regularly 47.2 .045 5.2 .97 47.3 .11 12.2 .006

Irregularly 42.2 5.1 45.3 6.9
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95% CI [1.22, 2.93]) was the only sociodemographic

factor found to be associated with complete cord

care. Complete cord care was associated with re-

ceiving su⁄cient ANC (OR 51.7, 95% CI [1.23, 2.76])

and birth assisted by MTP (OR 51.7, 95% CI [1.11,

2.26]; Table 4).

Complete Thermal Protection
Mothers with secondary educational level (OR 5

2.5, 95% CI [1.58, 2.68]) and those belonging to the

richest quintile index (OR 51.7, 95% CI [1.26, 2.88])

were more likely to report complete thermal care.

Su⁄cient ANC (OR 5 3.7, 95% CI [1.34, 11.2]) and

births assisted by MTP (OR 51.6, 95% CI [1.23,

2.76]) were associated with complete thermal pro-

tection (Table 4).

Early Breastfeeding
Sociodemographic predictors were not signi¢cantly

associated with early breastfeeding. But su⁄cient

ANC checkup (OR 51.6, 95% CI [1.13, 2.78]) and

birth assisted by MTP (OR 5 2.2, 95% CI [1.52,

8.62]) were signi¢cantly associated with initiation

of early breastfeeding (Table 4).

Postnatal Care
Signi¢cant sociodemographic predictors of post-

natal care within 24 hours of birth were maternal

age at birth � 15 years, urban residence, primary

or secondary education, autonomy to go to the

hospital alone, and higher wealth indices. Su⁄-

cient ANC (OR 5 4.8, 95% CI [3.01, 5.46]) and

births assisted by MTP (OR 5 6.3, 95% CI [2.87,

14.6]) were signi¢cantly associated with postnatal

check up within 24 hours of birth (Table 4).

Discussion
Findings indicated that only 42.8% of adolescent

mothers reported complete cord care practices of

their newborn. Su⁄cient ANC and births assisted

by MTP improved complete cord care practices

among these adolescent mothers. A study in rural

India also reported that ANC and skilled atten-

dances at birth were signi¢cantly associated with

clean cord care (Baqui et al., 2007). It was expected

that ANC visits would have a positive e¡ect on

newborn care practices.With adequate counseling

during ANC, mothers may become more aware

of the risks of use of traditional instrument for

cutting the umbilical cord and other harmful

practices caring for the umbilical cord stump

(Baqui et al., 2007; McDonagh, 1996; SNL, 2001).

One of the most positive aspects of ANC is that it

may in£uence women to select a trained attendant

at during and after birth (Atuyambe et al., 2008).

Trained personnel help to convey the right message

to mothers about complete cord care practices

(Neifert, 1999). Mass media exposure also had a

positive e¡ect on complete cord care practices. In

recent years, a number of governmental and non-

governmental organizations have enriched their

maternal and child health related programs on tele-

vision, radio, and newspapers that may have

increased mother’s knowledge about newborn

care practices.

Hypothermia can easily occur if a newborn is left

wet and unprotected from cold while waiting for the

placenta to be delivered (WHO, 1998). The delay

in drying and wrapping the newborn found in this

study (only 26.1% and 19.4% newborn were wiped

Table 3. Continued

Characteristics

Complete

Cord Care

CompleteThermal

Protection

Early

Breastfeeding

Postnatal Checkup

Within o24 hr of Birth

% p value % p value % p value % p value

Not at all 39.2 4.4 39.8 4.3

Wealth index

Poorest 40.0 .97 0.6 .008 42.7 .04 7.3 o.001

Poorer 42.6 4.9 42.8 9.8

Middle 43.1 6.6 43.1 11.5

Richer 44.6 7.5 43.3 28.3

Richest 44.8 9.0 47.7 32.1

Delivery assistance

Medically trained provider 48.8 .03 7.9 .006 44.6 .007 34.5 o.001

Nonmedically trained provider 36.7 3.0 40.6 7.6
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Table 4: Adjusted Odds Ratio and 95% Confidence Interval for Selected Newborn Care

Practices by Socio-Demographic and Antenatal and Delivery Care Factors (N 5 580),

Bangladesh Demographic Health Survey 2007

Characteristics

Complete Cord

Care

CompleteThermal

Protection

Early

Breastfeeding

Postnatal Checkup

Within o24 hr of Birth

OR 95% CI OR 95% CI OR 95% CI OR 95% CI

Mother’s age at birth (years)

o15 1.0 ç 1.0 ç 1.0 0.77, 2.59 1.0 1.33, 3.22

� 15 1.1 0.80,1.61 1.43 0.64, 3.24 1.1 2.5

Residence

Rural 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Urban 1.1 0.70,1.56 1.3 0.55, 2.96 1.2 0.83,1.61 2.3 1.55, 3.49

Education

No education 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Primary 1.4 0.85, 2.17 1.6 0.46, 2.19 1.4 0.28,1.86 3.5 1.49, 8.19

Secondary 1.2 0.36, 4.20 2.5 1.58, 2.68 1.8 0.94, 2.98 5.8 1.55, 21.7

Sex of the child

Female 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Male 1.1 0.73,1.44 1.4 0.68, 3.12 1.2 0.91,1.66 1.3 0.89,1.97

Birth interval

o24 months 1.0 ç 1.0 ç 1.0 ç 1.0 ç

� 24 months 1.5 0.84, 3.65 2.3 0.21, 7.87 1.1 0.57, 2.2 2.5 0.82, 7.72

Antenatal care

No care 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Insu⁄cient 1.1 0.85,1.56 2.1 1.21, 3.52 1.2 0.88, 2.02 1.9 0.89, 2.06

Su⁄cient 1.7 1.23, 2.76 3.7 1.34,11.2 1.6 1.13, 2.78 4.8 3.01, 5.46

Frequency of mass media exposure

Not at all 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Regularly 1.5 0.89, 2.93 1.1 0.19, 3.95 1.1 0.61,1.94 1.5 0.64,3.36

Irregularly 1.1 0.53,1.56 0.05 0.46, 2.25 1.4 0.99,1.85 2.5 0.84, 3.94

Women’s autonomy

Restricted 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Unrestricted 1.2 0.65,1.88 1.2 0.42, 3.76 1.3 0.64,1.61 1.6 1.21, 2.77

Wealth index

Poorest 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Poorer 0.96 0.57,1.59 0.89 0.43, 0.97 1.1 0.73,1.94 1.4 0.58,3.33

Middle 1.1 0.61,1.78 1.2 0.53,1.34 1.2 0.75,1.97 1.6 0.69, 3.95

Richer 1.2 0.64,1.94 1.3 0.89, 2.16 1.2 0.77, 2.08 5.1 2.24,11.2

Richest 1.2 0.65, 2.07 1.7 1.26, 2.88 1.6 1.32,1.96 6.1 2.65,13.7

Delivery assistance

Nonmedically trained provider 1.0 ç 1.0 ç 1.0 ç 1.0 ç

Medically trained provider 1.7 1.11, 2.26 1.6 1.23, 2.76 2.2 1.52, 8.62 6.3 9.12, 22.6
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and wrapped withino10 minutes after birth) is con-

sistent with previous other South Asian studies

(Chandrashekhar et al., 2006; Iyengar, 1990; Osrin

et al., 2002). In South Asia, it is believed that mother

and her baby are polluted or dirty (napak) after

birth (Je¡ery & Je¡ery, 1995; Winch et al., 2005),

and that the baby’s risk of pollution can be removed

by bathing (Winch et al.).This notion promotes imme-

diate bathing of the baby and removal of the

protective vernix. These behaviors make the new-

born more vulnerable to hypothermia and infections

increasing the risk of neonatal mortality. Our results

support these previous ¢ndings, indicating that only

20.1% newborn were ¢rst bathed 72 or more hours

following birth. The proportion of newborns that re-

ceived complete thermal protection was only 5.1%

(i.e., dried and wrapped within 10 minutes after birth

plus ¢rst bathed 72 or more hours following birth),

thus showing high vulnerability to hypothermia of

newborns of the adolescent mothers.

Among the sociodemographic factors in the multi-

variate model, secondary level of education and

having the highest wealth were signi¢cantly associ-

ated with complete thermal care. The relationship

between improved maternal education and under-

¢ve survival has been well documented, and thus

more educated mothers would be expected to

report complete thermal protection, as would moth-

ers with a higher standard of living (Baqui et al.,

2007). It has been shown that mothers from wealthy

families are expected to seek modern/medical

health services for the health of newborns. Al-

though mothers who received ANC and were

attended by MTP were more likely to report com-

plete thermal care, two studies suggest that Indian

health care providers may not recognize the need

to prevent neonatal hypothermia (Dragovich et al.,

1997; Engle, 2002). Therefore, training of the com-

munity health workers or lay health advisors,

educating adolescent mothers on neonatal and

ANC care practices may be a feasible solution to

improve thermal care.

Breastfeeding is almost universal in Bangladesh,

and according to BDHS report 2007 approximately

97% of children of adolescent mothers were breast-

fed at some point (NIPORT, 2007). However,

prelacteal feeding is common among women in

Bangladesh, and it is common to delay breastfeed-

ing initiation for several days.Usually, breastfeeding

is delayed until the mother is cleaned to a holy state.

A practice of withholding breastfeeding up to

3 days after the birth of a child is also observed

(Amin & Khan, 1989). Relatives provide information

on breastfeeding, as do TBAs and other mothers.

Colostrum is rejected because it looks like pus

(thick consistency) and is termed ‘‘dirty milk.’’ It is

believed to be harmful (poisonous), cause diarrhea

and abdominal pain, and/or contain some evil

spirit. Due to its thick and concentrated texture, it is

believed that the baby cannot not digest colo-

strum. Many studies from India and other South

Asian counties indicated that women commonly

wait several days after birth to begin breastfeeding,

avoid giving colostrums or supplement breastfeed-

ing with other foods or liquids (Hu¡man, Zehner, &

Victoria, 2001; Singh, Haldiya, & Lakshminarayana,

1997; Singh, Kumar, & Rana, 1992). Consistent with

these previous studies our study also demonstrated

that more than one half of the adolescent mothers

did not initiate breastfeeding within 1 hour of birth.

The protection provided by early initiation of breast-

feeding against the risk of neonatal mortality was

supported in a study in rural Ghana. It showed that

16% of neonatal deaths could be averted if all in-

fants were breastfed from day 1 and 22% if breast-

feeding started within the ¢rst hour (Badruddin,

Inam, Ramzanali, & Hendricks, 1997). As the new-

born is most active during the ¢rst hour after birth

and sucks more vigorously during this period, lac-

tation is more likely to be successfully established

if breastfeeding is initiated early. Su⁄cient ANC

and births assisted by MTP improved the odds of

early breastfeeding initiation in the present study.

Mothers and their newborns are vulnerable

during the postnatal period, especially during the

¢rst 24 hours following the birth (Baqui et al., 2009;

Chakraborty, Islam, Chowdhury, & Bari, 2002). In

Bangladeshmore than two thirds of newborn deaths

occurred on the day of birth and over the next few

days (Erin, Uzma, Stevel, & Heidi, 2007).Yet postnatal

care programs are among the weakest of all repro-

ductive and child health programs in the region

(Uzma et al., 2006). Findings reveal that only 23.4%

of newborns received postnatal care. Postnatal care

by MTP and within 24 hours after birth was found to

be very low (11.0% & 9.0%). Our results from bivari-

ate and multivariate analysis con¢rmed the

importance of maternal education of adolescent

mothers on the utilization of postnatal care services

within 24 hours of birth of their newborn.

The strong in£uence of mother’s education on the

use of postnatal services is consistent with ¢ndings

from other studies (Titaley, Dibley, & Roberts, 2009;

Only 42.8% of adolescent mothers reported complete cord
care practices for their newborns.
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Wamani,Tylleskar, Nordrehaug,Tumwine, & Peterson,

2004). Newborns among the rural adolescent moth-

ers were less likely to receive care within 24 hours of

birth as compared to urban adolescent women.

Many studies also document a lower use of health

services by rural women because of the distances

that must be covered to reach these services (Bhatia

& Cleland,1995). Use of postnatal care services with-

in 24 hours of birth was higher for mothers who gave

birth after age 15 years. We found that compared to

those who received no ANC, adolescent mothers

who received three or more ANC visits were approx-

imately 3 times more likely to seek postnatal care for

their newborn within 24 hours of birth. Assisted birth

by MTPalso had a strong association with postnatal

care of the newborn within 24 hours of birth.

Strengths and Limitations
Strengths of this study were that the data came from

a large government survey conducted in 2007 and

a relevant subset of women aged 15 to 19 who had

home births and at least one child younger than 3

years of age provided a sample of 580. The survey

interviewers were trained to respond to questions

about the selected topics and ¢eldwork was moni-

tored through visits by representatives from United

States Agency for International development

(USAID), Macro International, and NIPORT.

Some limitations are inherent with a cross-sectional

survey that involved reporting of past behaviors and

therefore a chance of recall bias. Another limitation

of the study is that it examined only four behaviors.

Other important behaviors such as eye care

management, care of the preterm and/or low-birth-

weight newborn, and management of newborn

illness were not possible to analyze, also mother

and newborn skin-to-skin contact was not included

in thermal protection response. Findings were based

on self-reported newborn care practices and may

therefore be di¡erent from actual practices. Despite

these limitations, this study provides some valuable

insights into associated factors of newborn care

practices among adolescent mothers may respond

to health promotion interventions.

Conclusions
The majority of the adolescent mothers in Bangla-

desh with home deliveries practiced many unsafe

essential and preventive newborn care behaviors,

such as use of untrained attendants, unsafe cord

care, and immediate bathing of the baby.Higher levels

of maternal education and higher socioeconomic

status were associated with complete thermal protec-

tion andpostnatal care within the recommended time,

but not with complete cord care and early breastfeed-

ing. The most promising ¢ndings of the present study

were the positive association between su⁄cient ANC

and birth assisted by MTPand several of the newborn

care practices. These ¢ndings o¡er further evidence

that expanding skilled birth attendance and providing

ANCmay be an e¡ective strategy topromote essential

and preventive care.

Because the majority of women, especially adoles-

cent mothers, prefer home deliveries and home

deliveries are perceived as easy and convenient, in

resource-poor countries like Bangladesh with weak

primary care health system, it is important to estab-

lish a good outreach and home-based newborn

care intervention. Such intervention should focus

on the following: (a) training of the dais (untrained

local birth attendants) and TBAs (traditional birth

attendants), (b) educating mothers and other care-

takers, and (c) designing a package of simple and

culturally-acceptable practices for routine postna-

tal care of neonates. This may serve as a feasible

solution than constructing and sta⁄ng an entirely

new clinic and having to deal with the logistics of

cost, mothers’ autonomy to visit the clinics, and

other factors. These ¢ndings may be relevant in

other resource-limited settings as well where neo-

natal mortality is common. Future qualitative

studies, however, are needed to investigate the rea-

sons behind these unsafe newborn care practices,

especially for adolescent mothers to ensure proper

newborn care practices.
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