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Abstract                                                                                       
Background  
Birth weight plays an important role in infant mortality and morbidity, development, and future health of 

the child. Weight at birth is directly influenced by general level of the status of the mother, but, little 

information is known on identifying determining factors of term low birth weight. Therefore, this study is 

aimed to assess the determinants of low birth weight among term neonates in health facilities of Kmbata 

Tembaro Zone, SNNP Ethiopia. 

 

Objective: the objective of the research was to assess the determinant factors associated with low birth 

weight in kambata Tembaro Zone  

 

Methods: Institution-based case control study was conducted among mother-newborn pairs. 

Cases and controls were selected consecutively from health facilities. Term Neonates born with 

birth weight less than 2500 gm were grouped into cases and those term neonates with weight 

greater or equal to 2500 were grouped as Controls. The sample size was computed by using open 

Epi version 2.3 by considering the following assumptions; a ratio of controls to cases 4:1, power 

80%, confidence level 95%, and precision level 5%, odds ratio of 3.3 and percentage of control 

exposed 9.1%. Data were entered using Epidata version 3.1 and exported to SPSS version 20 for 

analysis. Bi variant and multivariate analyses were done to get candidate variables. Then, the 

adjusted odd ratio was used to determine strength of the association and the corresponding 

confidence interval was used to determine statistical significant between the explanatory and 

outcome variables. 

Results: A total of 282 mothers (57 cases and 225 controls) were included .Only household food 

in-security (AOR= 6.74; 95% CI(2.78-16.36).Sex of neonates(AOR=2.74;95%CI(1.24-6.05) 

Iron supplementation (AOR=9.71;95%CI(3.51-26.88) ,additional food during pregnancy 

(AOR=5.49 ;95%CI (2.49,12.11) and anemia AOR=3.51;95%CI(1.56-7.85) were significantly 

associated with LBW at term. However, no significant association was observed between 

Number of antenatal care visits and Morbidity related factors with low birth weight. 

Conclusion and Recommendation: Modifiable factors such as additional food intake, Iron, and 

food insecurity were significantly associated with low birth weight at term. Therefore, public 

health interventions targeting on antenatal additional dietary advice and iron intake and giving 

special emphasis for food in secured women during pregnancy is recommended to reduce LBW 

at term in this setup. 
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Acronyms and Abbreviations  

ANC  Antenatal Care  

BMI  Body Mass Index 

EDHS  Ethiopian Demographic and Health survey 

HIV/AIDS  Human Immune deficiency Virus/Acquired Immune deficiency syndrome 
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IFA  Iron-Folic Acid  

LBW  Low Birth Weight 

MUAC  Mid Upper Arm Circumference 

NNP  National Nutrition Program 
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WHO   World Health Organization  

UNICEF   United Nations Children„s Fund  
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1. Introduction 

 

Low birth weight (LBW) is defined by the World Health Organization (WHO) as weight at birth 

of less than (2,500) gm. This is based on epidemiological observations that infants weighing less 

than 2,500gm were approximately 20 times more likely to die than heavier babies. More 

commonly, in developing than developed countries, a birth weight below 2,500gm contributes to 

several poor health outcomes. Birth weight is affected to a great extent by the mother„s own fetal 

growth and her diet from birth to pregnancy[1]. 

 

According to WHO technical consultation report on promoting optimal fetal development, birth 

weight of an infant is dependent on amount of growth during pregnancy and gestational age, and 

these factors are related to the genetic makeup of the infant and the mother, her lifestyle, her 

status of health and health care services[2]. It is a complex syndrome that includes preterm and 

small for gestational age neonates at term. These two groups (preterm neonates and small for 

gestational age neonates at term) are linked to different causal factors and their long term 

effects/sequels are also different [3-5].  

 

Low birth weight, thus defines a heterogeneous group of infants: The predominant cause of 

LBW in the developed countries is pre term birth, whereas in developing countries, it is 

frequently caused by IUGR[6].The United Nations Children„s Fund (UNICEF) report noted that, 

the global LBW rate was 15.5% and more than 95% of these LBW infants lived in developing 

countries[1]. 
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1.2 Statement of the problem 

There is Strong consensus that birth weight plays an important role in infant mortality, 

morbidity, development, and future health of the child. Particularly, low birth weight is a most 

significant risk factor for adverse health outcomes including common childhood diseases [7]. 

More than 20 million infants worldwide, representing 15.5 percent of all births, are born with 

low birth weight, 95.6 percent of them in developing countries[8].The level of low birth weight 

in developing countries (16.5 percent) is more than double the level in developed regions (7 per 

cent). Half of all low birth weight babies are born in South-central Asia, where more than a 

quarter (27 percent) of all infants weighs less than 2,500 gm. at birth. A low birth weight level in 

sub-Saharan Africa is around 15 percent [8]. Studies have indicated that the mean birth weight of 

African babies is significantly lower than those of developed countries[9]. The WHO country 

cooperation strategy 2008 – 2011 showed that the prevalence of low birth weight in Ethiopia, 

estimated to be 14%, it was one of the highest in the world[10] . 

It is generally recognized that being born with low birth weight is a disadvantage for the baby 

[1].Low birth weight is a major determinant of mortality, morbidity and disability in infancy and 

Childhood and also has a long–term impact on health outcomes in adult life Half of all prenatal 

and one third of all infant deaths are directly or indirectly related to LBW and Mortality of LBW 

babies is 40 times more than the normal weight babies and the mortality range can vary 100 fold 

across the spectrum of birth weight and rises continuously with  the decrease of  weight[1, 8, 11].  

 Preterm and small for gestations births accounted for 52% of newborn deaths [12, 13]. Low 

birth weight due to restricted fetal growth affects the person throughout life and is associated 

with poor growth in childhood and a higher incidence of adult diseases. Low birth weight (LBW) 

increases the risk of neonatal deaths and further increases the likelihood of developing  the risk 

of infection (sepsis) and chronic disease such as; hypertension, cardiovascular diseases, type II 

diabetes, metabolic syndrome and heart disease[7, 8]. World Health Organization (WHO) shows that 

factors contributing to LBW in developing countries in order of importance include; malaria and female 

sex of the fetus,  illness, especially infections, social factors such as lower status of women, malnutrition, 

lack of antenatal care (ANC) etc. [14]. 
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 Ethiopia has achieved millennium development goal 4, three years earlier to 2015 

deadlines[15].It was also reported that the current trends of infant mortality has declined to 59% 

in 2011 from 97% in 2002.but, neonatal mortality which accounts 42% of under-five mortality 

was declined marginally compared to other child health indicators [16].The national newborn 

and child survival strategy has targeted to decrease neonatal mortality from 28% to 11% by 2020 

[17].Thus, to address the challenges associated with neonatal mortality reduction, the 

contribution of adverse birth outcomes such as LBW and preterm births to neonatal morbidity 

and mortality should not be ignored. 

 

But, the trends of LBW were declining in Ethiopia from 14.6%in 2005 to 11 % in 2011[18]. 

However, if this trend continues in this way, Ethiopia will not achieve the global nutrition target 

of LBW reduction by 30% in 2025. A 30 % ( 3.9 % annual) reduction of LBW is one of the 

global nutrition target for 2025 endorsed by world health assembly in 2012 [19]. This shows that, 

even though, attention is paid to birth weight improvement as a means of reducing child mortality. In 

most developing countries including Ethiopia, it was approximated that every ten seconds an infant dies 

from a disease or infection that can be attributed to LBW [20]. Thus, this study was conducted to identify 

the determining factors of low birth weight on term neonates. 
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2. Literature Review 
 

 Factors determining LBW 

 Scio- demographic, factors 

Survey conducted in Jimma hospital showed that the age of most of the mothers in both groups 

lies between the age group of 25-29 years, which is 18.4% and 35.8% for LBW and NBW, 

respectively [11]. But this study showed that mothers of cases of LBW are older than control 

mothers. It is evident from India study that as maternal age increased from 20 to 36, the birth 

weight increased from 2.9 to 3.4 kg [21]. 

 

The cause of LBW is multi-faceted. Term small for gestational age is associated with 

socioeconomic factors ,Education status of the mother [22],Wealth status [23, 24]and marital 

status [25, 26]. Wealth status is one of the strong predictor of LBW. Studies conducted in 

developing countries including sub- Saharan Africa showed that women from poor households 

would have poor feeding patterns and failure to achieve adequate weight gain during pregnancy 

eventually affecting birth weight [27-29]. 

 

As study finding in Ethiopia showed, the more distal factors such as urban rural difference, 

maternal occupational and educational status; religion and marital status were not found 

statistically associated with low birth weight [23, 30-33]. In contrary to this, a study finding in 

rural hospital from Gambia showed the pattern of low birth weight varies with geographical 

difference and low birth weight was significantly associated with being rural residence  

 

Obstetric factors.  

The risk of low birth weight is also significantly linked with the obstetric profiles of mothers 

such as parity[34]. And  pregnancy intention [24, 33].  The study from India showed that 

pregnant women who were pregnant for the second and third time gave birth to neonates with the 

mean birth weight of 3.5 kg, while women with first gravida gave birth to neonates with 2.9 kg 

[7]. Survey conducted in Jimma hospital showed that the higher the parity, the lesser the chance 

of having LBW baby [35] . The examination in the trend of proportion of LBW decreases from 

0.05 to 0.1 as one move from one parity to a higher one (the mothers of cases are less parous 
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than controls) indicating a negative association between LBW and parity[35].EDHS 2011 data 

showed that children of birth order six and above (16 percent) and first-order births were the 

most likely to be reported as very small [36]. Some studies show us LBW is associated with 

genetic factors such as the sex of new born. In some studies being female sex was identified as a 

significant and independent risk factor of low birth weight [14, 32].  

 

Antenatal care 

Antenatal care can have a beneficial impact on intrauterine growth of the fetus and gestational 

duration; hence birth weight, through prevention and timely treatment of complication of 

Pregnancy. Empirical studies in this regard have examined three dimensions of antenatal care 

that means timing of first antenatal care visit, number of antenatal care visit and the quality of 

antenatal Care separately /and/ or using an aggregate indicator of adequacy. Generally, the 

results show that adequate and intermediate (compared with inadequate) antenatal care was 

significantly associated with a lower risk of low birth weight [21, 32, 37]. 

 

Early iron supplementation with a dose around 100gm/day improves the biochemical status of 

the mother independently of her pregnancy iron status and supplementation during pregnancy 

improves newborn weight in those women who start pregnancy with iron deficiencies [38]. A 

double blinded randomized community trial in Nepal revealed that iron folic acid 

supplementation increase mean birth weight by 39 gm. and reduces the percentage of low birth 

weight babies by 16%. However, no significant association was reported among preterm babies 

[39]. Apositive relationship between total iron intakes from food. and supplements in early 

pregnancy and birth weight was also found among a cohort of pregnant women in Britain [40].A 

large population based study in India also revealed that iron folic acid supplementation was 

significantly associated with 23% reduction in the odds of LBW [41] . which is supported with 

another national survey in Nepal where mothers not consuming iron supplementation during 

their pregnancy were more likely to have LBW infants [42].  

In most public clinics iron is provided in combination with folic acid. Studies found that  

iron but not folic acid supplementation reduces the risk of low birth weight among pregnant 

women [39, 43]. Iron deficiency anemia during pregnancy is an important cause of restricted 

fetal growth leading to low birth weight [44].  
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Maternal morbidity during pregnancy 

Gestational hypertension has a major influence on maternal and neonatal morbidity and 

Mortality. As institutional based studies in Ethiopia showed approximately 3% - 4% of all 

pregnancies were complicated by pregnancy induced hypertensive disorders [31, 32]. Studies in 

Ethiopia and other countries also showed that pregnancy induced hypertension is significantly 

associated with weight at birth [31, 45]. HIV/AIDS during pregnancy was also identified as 

potential and significant factors that contribute to LBW  [25, 46] . 

 

 In other studies, maternal exposure to urinary tract infection and malaria attack during 

pregnancy were also reported as risk factor for low birth [34, 45]. Malaria is of special interest in 

Ethiopia because it is endemic in many parts of country, and known to affect pregnant women 

more (than non- pregnant woman, for instance).Malaria is suspected to have an importance 

adverse effect on birth on weight through the mechanism mentioned above as well as through 

other more direct mechanisms. Chronic medical illness and infections during pregnancy, such as 

rubella cytomegalovirus, toxoplasmosis, and syphilis that affect the fetus may also to low birth 

weight [21, 47]. 

 

Nutrition Related Factors 

Food insecurity 

The influences of food insecurity on health outcomes during pregnancy are important concern. A 

paradoxical finding was reported about the effect of food insecurity on birth weight. Study 

finding in America [48].Revealed that living in food in secured households during pregnancy 

increase the risk of greater weight gain and pregnancy complication such as gestational. Diabetic 

and it was also found that food insecurity was not significantly associated with anemia and 

pregnancy induced hypertension which is found potential determinants of LBW in other studies 

[31, 32, 45, 46]. On the other hand, a study conducted in Tehran found that food insecurity in 

family and existence of stress during pregnancy independently contributes to LBW. And it was 
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reported that the risk of LBW in families who experience food insecurity was 2.34 times higher 

than household with food security with p value of <0.001[37]. 

 

Additional food intake 

Maternal caloric intake during pregnancy and maternal nutritional stores are found to have 

affected intrauterine growth of fetus. Hence, gestational weight gain has often been taken as a 

summary indicator and proxy for availability of adequate sources for fetal energy requirements 

and was found to have an impact on birth weight. Studies that separately investigated of caloric 

intake, protein intake and energy expenditure, work and physical activity also found a significant 

impact on LBW [49, 50]. 
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Conceptual frame work 

To identify the proximal and distal factors associated with the outcome variable (low birth 

weight) in the context of this study area, an analytical approach similar to the conceptual 

framework used Dharmalingam et al. 2009 [50].adopted and modified to fit in to this study. 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 Conceptual frame work adapted from literature 
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Significance of Study 
 

Generally, identifying the risk factors associated with low birth weight is important for 

policymakers, planners and other collaborators to design well-timed and contextual based 

interventions to tackle this important public health problem. In particular, identifying the 

determining factors of term neonatal low birth weight may be important for improving and 

restructuring the process of intervention for women who are at risk of low birth weight. 

Furthermore, it can be used as a base line for further study. The finding of this study will be used 

for further researchers and policy makers to know the determinants of low birth weight and to 

intervene on specific problem. 
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3. Objective 
 

The Objective of the study was assessing the determining factors of term low birth weight among 

Mothers who attended birth in Kembata Tembaro Zone Health Facilities2016. 
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4. Methods and Materials 

4.1 Study area and period 

Kembata Tembaro Zone has seven administrative Districts: namely Doyogena, Angacha, 

Damboya, Hadero and Tunto Zuria, Tembaro, Kedida Gamela, and Kacha Bira Districts and one 

Town Administration with a total of 118 rural and 16 urban kebeles. It is located 352Km from 

Addis Ababa and 125 Km from the regional capital. The zonal town is called Durame, home to 

the zone‟s administrative departments and general hospital. KT zone is bordered in the north by 

Hadiya zone, in the south by Hadiya and Wolaita zones, to the west by the Omo River and in the 

east by Halaba Special District.Based on the 2007 Census conducted by the Central Statistical 

Agency of Ethiopia (CSA), KT Zone has a total population of 683,167, of which 337,852 are 

men and 345,315 are women; within an area of 1523.6 square kilometers. Kembata Tembaro has 

a population density of 502.13 people/sq km. study was conducted from. The zone has two 

Hospitals (One General Hospital and one primary hospital) and 29 Health centers. All health 

facilities gives ANC and delivery services. 

4.2 Study design 

Facility based unmatched case control study was conducted. 

4.3 Population 

4.3.1 Source Population 

The study populations were all newborns who were delivered in the health facility during the 

study period. 

4.3.2 Study population and Study Unit 

Cases: all term neonates born with Birth weight < 2500gm at the health facilities in Kambata 

Tembaro Zone during the study period. 

Controls: all term neonates born withbirth weight >=2500gm at the health facilities in Kambata 

Tembaro Zone during the study period. 

4.4 Eligibility criteria 

4.4.1Inclusion Criteria 

 All term neonates, who delivered at health facilities during the study period, were 

included. 
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4.4.2Exclusion Criteria 

 Neonates, whose Mother were mentally and physically not capable of being interviewed. 

 

4.5 sample size determination and sampling techniques 

 

4.5.1 Sample size determination 

The sample size was computed by using  open Epi version 2.3 by considering the following 

assumptions; a ratio of controls to cases 4:1, power 80%, confidence level 95%, and precision 

level 5%. By comparing, the controls exposed and the odds ratio of different factors as following. 

Table 1Tabular presentation of total sample size needed for each exposure variables 

 

 

 

From the above table, the final sample size was taken from the last factor (Hypertension) which 

gives maximum sample size.   

Total sample size calculated was 282.  

Cases 57 and controls 225neonates. 

Factors  CI  Pow

er  

Percent 

of 

controls 

Exposed  

OR case  Control Total  

Sample 

Reference 

Anemia  95%  80%  25.9%  3.36 32   128 160  [51] 

In adequate 

ANC <3times  

95% 80% 31.7% 4.98 19 75 

 

92  [51] 

Preclamsia  95% 80% 9.1% 3.32 57  225  

 

282  [51] 
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4.5.2Sampling Technique 

 

There are 31 Public health facilities which give delivery service in Kambata Tembaro 

Zone,(Seven Districts) 29 Health Centers and 2 Hospitals .All Health facilities Were included  to 

get maximum number of cases with in specified period. Then, cases were selected consecutively 

and four controls were assigned for each case. In case, where there were more than four controls 

for one case at the same time of case ascertainment; four of them were selected randomly. This 

procedure continued until the desired sample size was obtained. 

 

 

 

Schematic presentation of sampling   procedure 
 

 

 

 

 

 

 

D 

 

 

 

 

Figure 2 Recruitment summaries of study populations among health facilities in 
Kambata Tembaro Zone, SNNP Ethiopia, 2016 
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4.6 Study Variable 

4.6.1Outcome variable 

 Low birth weight 

4.6.2 Explanatory Variables 

  I. Socio demographic factors 

• Age of the mother 

• Marital status of mother 

• Educational level of Mother 

• Occupation of Mother 

• Religion of Mother 

• Resident  

II. Pregnancy and Health Related Factors 

•  Parity 

•  History of still birth 

•  History of abortion 

•  Number of ANC visit 

• Maternal morbidity 

• Anemia 

III.ANC related factors 

• Number of iron folate received 

• Time of the first supplementation 

• Time of last supplementation 

•  Health education   

• Dietary Counseling 

• Number of ANC followed 
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  IV. Nutritional factors   

• food security 

• additional food 

4.7Data Collection Instrument and Procedures 

4.7.1 Data Collection instrument 

Structured questionnaires, Clients‟ chart and standard beam balance were used.  

4.7.2 Data Collection and   Procedure 

The neonates’ weights were measured by using standard beam balance in the delivery room 
immediately after birth (preferably within one hour) by trained data collectors.  
Clients’ charts were reviewed by using data extraction format to retrieve medical information 
and mother’s test results that could not be captured by the interview.  
Then face to face interview was used to collect data on socioeconomic, behavioral, obstetric, 

food security and Health service related factors.  

The neonates‟ weights were measured using standard beam balance in the delivery room 

immediately after birth by trained data collectors. The nine standard household food insecurity 

measurement tools were used to assess the household food security status of the mother [52] 

4.8Data Processing and Analysis 

After editing, coding and cleaning data was entered Data was entered in to EPiData version 

3.1.After data cleaning and checking for missing value in Epidata then, exported to SPSS 

windows version 20. Descriptive analysis was carried out and findings were presented in the 

frequency distribution tables and proportion. Chi-square test statistics were done to check 

assumption.  Binary logistic regression analysis was carried out to examine the relationship 

between Low Birth weight status and explanatory variables. Only Variables that had p value less 

than 0.25 in the bivariate analysis were candidate variable for multivariate logistic regressions 

model to control the confounding variables then, the Model fitness were checked by using 

Hosmer Lemshow test. The degree of association between independent and dependent variables 

were assessed using odds ratio with 95% confidence interval. P-value <0.05 were considered as 

statistically significant.  
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4.9Data Quality Management 

The questionnaire was prepared in English and then translated from English to Amharic and re-

translated back to English. The interviewers were recruited from the study area of health 

workers, speaking Local language (Kambatissa), and have previous experience of data 

collection. The interviewers were consisted of sixty six midwife and nurse data collectors and 

eight Health Officer Supervisors were participated in the data collection. Both interviewers and 

supervisors were trained, demonstrated, and practiced the data collection technique.  At the time 

of data collection, supportive supervision was made and data were reviewed by supervisors. Data 

were checked before data entry. 

4.10Ethical Consideration 

Ethical rules approval and clearance were obtained from Ethical review committee of Jimma 

University Collage of Health Science. Official letter of cooperation was also written from 

SNNPR Health Bureau to Zone Health Department then, to all District health offices. Then 

District health offices wrote to each health facilities having permission from health facility 

administrations, informed written consent were obtained from pregnant women in the study after 

clear explanation about the purpose of the study. Confidentiality of the information was also 

assured by the use of ID variables from the questionnaire. 

 

4.11Operational definition 

Household food security: exists when all households did not have anxiety and 

uncertainty about the household„s food supply or worried rarely and no problem 

of insufficient quality and insufficient food intake and its physical consequences. 

Mild food insecurity: worries about not having enough food sometimes or 

Often, and/or is unable to eat preferred foods, and/or eats a more monotonous 

Diet than desired and/or some foods considered undesirable, but only rarely. 
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Moderate food insecurity: household sacrifices quality more frequently, by eating a 

monotonous diet or undesirable foods sometimes or often, and/or has started to cut back on 

quantity by reducing the size of meals or number of meals, rarely or sometimes. 

Severe food insecurity: households has graduated to cutting back on meal size or number of 

meals often, and/or experiences any of the three most severe conditions (running out of food, 

going to bed hungry, or going a whole day and night without eating), even as infrequently as 

rarely. 

Household food insecurity: having anxiety and uncertainty about the household‟s food supply 

or worried sometimes or often or households experience problems of insufficient quality of food 

or insufficient food intake or its physical consequences[52]. 

Additional food: having   at least one additional meal than regular due to pregnancy. 

4.12Dissemination Plan 

The finding Report will be submitted to the department of Epidemiology collage of health 

science., Jimma University .It will be distributed to  SNNP region Health Bureau,  Kambata 

Tembaro Zone and Durame town Health Office .As necessarily  it will be communicated in 

scientific Conformances and will be sent for Publication to relevant scientific journal. 
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5. RESULTS 

5.1 Description of Maternal Characteristics of cases and Controls 

5.1.1 Socio demographic characteristics of the participants 

A total of 282 term neonates (57 cases and 225 controls) who delivered in the Health facilities, 

were included in the study. 

The mean birth weight of the Neonate was 2041.23 gm. (S.D± 339.001) for the neonates with 

low birth weight and 3376.00gm (S.D± 438.572) for the neonates with normal birth weight. 

Among mothers of neonates 38 (66.7%) cases‟ and 146(64.9%) controls‟ were age > 24years 

old. And majority 40 (91.2%) of cases „and 184 (81.8%) controls „were protestant religion 

followers and 40(70.2%) cases‟ and 164(72.9 %) controls‟ were living in rural area.  

 Looking at the occupation status of mothers, Majority 44 (77.2%) cases‟ and 180 (80%) controls 

„were housewives. When we observe Educational status, among mothers 16(28.1%) cases‟and39 

(17.3%) controls‟ had not attended formal education,  

 Bivariate analysis of socio demographic factors showed that only educational status of the 

mother was significantly associated with term low birth weight. 
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Table 2 Maternal Socio demographic characteristics of cases and Controls in Kambata Tembaro 

zone, SNNPR, April 2016 

 

 
.  

 

5.1.2 Obstetric characteristics 

Among mothers of neonates 19(48.7%) Cases’ and 55(40.7%) of Controls’ had parity 

>=4births. Among mothers of neonates who had history of previous pregnancy,10 

(17.5%) cases’ and 16(7.2%) controls’ had history of still birth,6(10.5%) cases’ and 

14(6.2%) Controls’ Mothers were reported history of abortion. 

30(52.6%) Cases’ and 94 (41.8%) Controls’ Mothers gave the current birth before birth 

interval of 3 years. Among mothers of neonates 14(26.4%) Cases’ and 25 (11.1%) 

controls’ were unplanned pregnancy, From Mothers of neonates 35 (62.5%) Cases’ 

and103 (46.4%) Controls’ were attended less than four antenatal care during their 

Variable Category Total 
percent 

               Birth Weight  
COR in 
95%CI 
 
 

 
p. 
value 

Case Control 

Age of 
mothers 
 

 
15-24 
>24 
 

 
98(34.8%) 
184(65.2%) 
 

 
19(33.3%) 
38(66.7%) 
 

 
79(35.1%) 
146(64.9%) 
 

 
0.92(0.50-1.71) 
1 

 
0.80 

Residence 

 
 
Rural 

Urban 
 

 
204(72.3%) 
78(27.7%) 

 
40(70.2%) 
17(29.8%) 

 
164(72.9%) 
61(27.1%) 

 
1 
1.14(0.6-1.1) 

 
0.68 

Education
al 
status 
 

No formal education 
formal education 

55(19.4%) 
227(80.5%) 
 

16(28.1%) 
41(71.9%) 

39(17.3%) 
186(82.7%) 

1.86(0.95-3.6) 
1 

 
0.07 

Occupation

al status 

 

Housewife 

Non house wife 

 

224(79.4%) 
58(20.6%) 

44(77.2%) 
13(22.8%) 
 

180(80%) 
45(20%) 
 

1.18(0.59-2.38) 
1 

 
0.64 
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pregnancy. However, 9(16.1%) Cases’ and only 22 (9.8%) controls’ started their ANC 

visiting during the first trimester.  

 

From mothers of neonate 38 (66.7%) Cases’ and 204 (90.7%) Controls‘reported that 

they were given iron during their ANC follow up. In terms of dietary advice from the 

mother of neonates44 (77.2%) of cases’ and 203(90.2%) of controls’ responded that 

they had got dietary advice during ANC visiting. 

On bivariate analysis of Obstetric profile of mothers Only  Pervious still birth history of 

the mother, type of pregnancy, number of ANC follow up, Time of the first ANC visit, 

Nutritional counseling and Iron folate supplementation  were significantly associated 

with term low birth weight. 
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Table 3 Obstetric profiles of mothers among cases and controls in Kambata Tembaro zone, 
SNNPR, April 2016 

Variables 
 

 
Category 

 
Total 
percent 

Birth weight status  
COR in 95%CI 

 
P. value Case Control 

Parity 
 
 

< 4births 
>=4birts 

102(58%) 
74(42%) 

20(51.3%) 
19(48.7%) 

82(59.9%) 
55(40.1%) 

1 
1.42(0.69-2.89) 

 
0.34 

Previous Still 

birth 

 

Yes 

No 
26(9.3)% 
254(90.7%) 

10(17.5%) 
47(82.5%) 

16(7.2%) 
207(92.8%) 

2.75(1.17-6.45)* 
1` 

 
0.02 

History of 

Abortion 

 

Yes 

No 
20(7.1%) 
262(92.9%) 

6(10.5%) 
51(89.5%) 

14(6.2%) 
211(93.8%) 

1.77(0.65-4.84) 
1 

 
0.26 

Birth spacing in 

a year 

 

>=3years 

<3years 

 

55(30.7%) 
124(69.3%) 

10(25%) 
30(75%) 
 

45(32.4%) 
94(67.6%) 
 

0.69(0.31-1.56) 
1 

 
0.37 

Pregnancy type 

 
planned 

Unplanned 
 

242(85.5%) 
40(14.2%) 

43(75.4%) 
14(24.6%) 
 

200(88.9%) 
25(11.1%) 

1 
2.6(1.25-5.42)* 

 
0.01 

Number of ANC 

 
 

<4 

>=4 
138(49.6%) 
140(50.4%) 

35(62.5%) 
21(37.5%) 

103(46.4%) 
119(53.6%) 

1.9(1.05-3.51)* 
1 

 
0.03 

Time of first 

ANC 

 

1
st
 Trimester 

2
nd

 Trimester 

3
rd

 Trimester 

31(11.2%) 
193(69.4%) 
54(19.4%) 

9(16.1%) 
33(58.9%) 
14(25%) 

22(9.9%) 
160(72.1%) 
40(18%) 

1 
0.50(0.2-1.2) 
0.85(0.32-2.3) 
 

 
0.12 
 

Nutritional 

counseling 
Yes 

No 

247(87.6%)
35(12.4% 

44(77.2%) 
13(22.8%) 

203(90.2%) 
22(9.8%) 

1 
2.73(1.27-5.82)* 
 

0.010 
 

Iron folate 

Received 

 

Yes 
No 

242(85.8%) 
40(14.2%) 

38(66.7%) 
19(33.3%) 

204(90.7%) 
21(9.3%) 

1 
4.86(2.39-9.89)* 

<0.001 

 
 

5.1.3 Co-morbidities during pregnancy 

 

In this study, 8(14%) cases‟ and12 (5.3%) controls‟ Mothers had reported history of 

hypertension during current pregnancy. Half of 29 (50.9%) cases‟ and 38(16.9%) controls‟ 

Mothers had history of anemia during pregnancy and 6(10.5%) of cases‟ and24 (10.7%) of 

controls‟ Mothers had history of Urinary tract infection and 6(10.5%) of mothers with low birth 

weight babies and 17 (7.6%) of mothers with normal birth babies reported malaria attack during 
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current pregnancy.Among co morbidity factors only HTN and anemia were significantly 

associated with term low birth weight in bivariate analysis. 

 

 

Table 4 co-morbidities during pregnancy among Cases and Controls in Kambata Tembaro zone 
SNNPR, April 2016 

Variables 
 

 
Category 

 
Total percent 

Birth Weight COR in 95%CI P value 

Case Control 

HTN 
 

Yes 
No 

20(7.1%) 
262(92.9%) 

8(14%) 
49(86%) 

12(5.3%) 
213(94.7%) 

2.89(1.12-7.47) 
1 

0.028 

Anemia 
 
 

Yes 
No 

67(23.8%) 
215(76.2%) 

29(50.9%) 
28(49.1%) 

38(16.9%) 
187(83.1%) 

5.09(2.7-9.5)* 
1 

 
<0.001 

UTI 
 

Yes 
No 
 

30(10.6%) 
252(89.4%) 

6(10.5%) 
51(89.5%) 

24(10.7%) 
201(89.3%) 

0.98(0.38-2.5) 
1 

 
0.97 

Malaria 
 

Yes 
No 
 

23(8.2%) 
259(91.8%) 

6(10.5%) 
51(89.5%) 

17(7.6%) 
208(92.4%) 

1.43(0.54-3.8) 
1 

0.46 

 

5.1.4 Nutrition Related Factors 

 
48 (84.2%) Cases‟ and86 (38.2%) Controls‟ Mothers reported some form of household food 

insecurity in the last four weeks preceding the study. And few 14 (24.6%) Cases‟ and 
164 (72.9%) Controls‟ have taken additional food during pregnancy. 

 

On bivariate analysis of nutrition related factors, both house hold food insecurity and additional 

food during pregnancy were significantly associated with term low birth weight. 

 

5.1.5Neonatal genetic characteristics 

Among neonates 38 (66.7%) of cases and 104(46.2%) of Controls were females 

On bivariate analysis the sex of neonate was significantly associated with term low birth weight. 
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Table 5 Nutrition related factors among women with Cases and Controls in 
health facilities in Kambata Tembaro Zone SNNP Ethiopia Ethiopia, 2016 

Neonatal genetic characteristics of cases and controls in Kembata Tembaro zone. 

 

Variable 

 

Catego

ry 

 

Total percent 

 

Birth weight status  COR in 95%CI P value 

Case Control 

Neonatal sex Male 

Female 

 

137(49.6%) 

139(50.4%) 

 

19(33.3%) 

38(66.7%) 

121(53.8%) 

104(46.2%) 
1 

2.32(1.26,4.28)* 
 

 

0.007 

 

After entering each explanatory variables in to bivariate analysis, educational status of the 

mother, still birth history of the mother, sex of neonates, house hold food in security, numbers of 

ANC visits, time of first ANC visit, additional food, HTN, anemia and Iron folate 

supplementation during pregnancy become statically significant with term low birth weight at p 

value <0.25 in 95%CI 

5.3Basic characteristics of study participants associated with low birth weight 

After entering all Candidate variables in to multivariable analysis only household food 

insecurity, Sex of neonates, Iron supplementation and additional food during pregnancy were 

significantly associated with LBW at term. 

When food secured households Compared to food in secured households,Neonates from food in- 

secured households mother  had more than six times at  risks of LBW at term (AOR= 6.74;95% 

CI; (2.78-16.36) than neonates from food secured women. Also those neonates whose mothers 

hadn‟t additional food were more than 5 times (AOR= 5.49; 95%CI; (2.49, 12.11) more likely at 

risk for term LBW than those neonates‟ mothers who had additional food during pregnancy. 

When we see iron folate supplementation during pregnancy neonates‟ Mothers Who  didn‟t 

Variables Category Total percent Birth weight status COR in 95% 

CI 

P value 
Case Controls 

Food 
insecurity 
 

Yes 
No© 
 

134(47.5%) 
148(52.5%) 

48(84.2%) 
9(15.8%) 

86(38.2%) 
139(61.8%) 

8.6(4.02-18.45)* 
1 

 
<0.001 

Additional 

food 

  

 

Yes© 

No 

178(63.1%) 

104(36.9%) 

 

14(24.6%) 

43(75.4%) 

 
164(72.9%) 

61(27.1%) 

 

 
1 
8.26(4.22-16.15)* 

 

 

<0.001 
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receive Iron folate during pregnancy were more than eight  times at risk for term LBW  than  

neonates‟ mothers who had received iron folate.(AOR=9.71;95%CI(3.51-26.88).the neonates 

mother who have anemia were more than three times more likely to give low birth weight than 

non-anemic mothers AOR=3.51;95%CI(1.56-7.85)* and the sex of new born being female is two 

times more likely to cause LBW than being male.(AOR=2.74;95%CI; (1.24-6.05) 

Table 6 Factors affecting birth weight status at term in health facilities of Kembata Tembaro 
Zone SNNPR Ethiopia,2016 

Variables Category     Birth Weight COR in 95%CI AOR in 95% 
CI Low Normal 

School 

Attended 

 

Yes 
No 
 

41(71.9%) 
16(28.1%) 

186(82.7%) 
39(17.3%) 

1 
1.86(0.95-3.65) 

 

1.47(0.55,3.92) 
1 
 

Previous still 

birth 

 

Yes 

No 
10(17.5%) 
47(82.5%) 

16(7.2%) 
207(92.8%) 

2.75(1.17-6.45) 
1 

1.44(0.44-4.85) 
1 

Type of 

pregnancy 

 

Planned 

unplanned 
43(75.4%) 
14(24.6%) 

200(88.9%) 
25(11.1%) 

1 
2.6(1.25-5.42) 

1 
1.45(0.55-3.85) 

Number of 

ANC 
 

<4 

≥4 

 

35(62.5%) 
21(37.5%) 

103(46.4%) 
119(53.6%) 

1.93(1.05-3.51)* 
1 

1.26(0.56-2.87) 
1 

Nutritional 

Counseling 

Yes 

No 

44(77.2%) 
13(22.8%) 

203(90.2%) 
22 (9.8%) 

1 
2.73(1.28-5.82) 
 

1 
1.10(0.38-3.15) 
 

Iron folate 
Received 
 

Yes 
No 

38(66.7%) 
19(33.3%) 

204(90.7%) 
21(9.3%) 

1 
4.86(2.39-9.89)* 

1 
9.71(3.51-26.88)* 

HTN Yes 
No 

8(14%) 
49(86%) 

12(5.3%) 
213(94.7%) 

2.89(1.12-7.47) 
1 

1.76(0.53-5.77) 

Anemia Yes 
No 

29(50.9%) 
28(49.1%) 

38(16.9%) 
187(83.1%) 

 

5.09(2.70-9.50)* 
1 

3.51(1.56-7.85)* 

food insecurity Yes 
No 

48(84.2%) 
9(15.8%) 

86(38.2%) 
139(61.8%) 

8.62(4.02-18.45)* 
1 

6.74(2.78-16.36)* 
1 

Additional  

Food 

 

Yes 

No 

14(24.6%) 
43(75.4) 

164(72.9%) 
61(27.1%) 

1 
8.26(4.22-16.15)* 

1 
5.49(2.49,12.11)* 

Sex of infant 

 
Male 
Female 

19(33.3%) 
38(66.7%) 

121(53.8%) 
104(46.2%) 

1 
2.32(1.26-4.28)* 
 

1 
2.74(1.24-6.05)* 
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6. Discussion 

 
This study is mainly aimed to assess the determinants of low birth weight at term. Based on the 

main objective of this study, an iron intake, Additional diet during pregnancy, food insecurity, 

anemia and sex of neonates were found significantly associated with low birth weight at term. 

The significant association between houses holds food insecurity of the mother and term low 

birth weight at term was found both at bivariate and multivariate analysis. The odd of term LBW 

was 6.74 times higher among mothers from food in secured households as compared to secured 

households with corresponding 95% CI of (2.78-16.36). 

 

 This finding is in line with a case control study finding in Tehran [53].Possible explanation for 

the significant association between food insecurity and low birth weight may be food insecurity 

reduces the quality and quantity of food available to mothers, reducing weight gain and impair 

the nutritional status of the mother which subsequently reduces weight at birth. Food in secured 

mothers may often restrict their food and scarify their own nutrition in order to protect their 

children from hunger which in turn impairs the nutritional status of the mother and consequently 

reduces weight at birth. Other possible explanation may be women from food in secured 

households may be at risk of depression and stress which are potential determinants of term 

LBW as documented in some studies [24] 

 

The more distal factors such as urban rural difference, maternal occupational and educational 

status; religion and marital status of the mothers were not found statistically associated with term 

low birth weight 

 A finding of this study is also in line with different studies Conducted in Ethiopia[23, 30, 31]. In 

contrary to this, a study finding in rural hospital from Gambia showed the pattern of low birth 

weight varies with geographical difference and term low birth weight was significantly 

associated with being rural residence [54]. This difference may be due to sample size, 

Geographical location or study methods followed. 

 

Mothers Intake of iron supplements during pregnancy was also found to have a protective effect 

with respect to term LBW (AOR=0.103; 95%CI=0.04, 0.28). Women can develop iron 
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deficiency anemia from the loss of blood during menstruation and from repeated pregnancies; it 

can also be caused by lack of iron in the diet. During pregnancy, women may develop anemia 

because the growing fetus draws upon the mother‟s iron for the development of red blood cells 

and other tissues. Intake of iron supplements during pregnancy was also found to have a 

protective effect with respect to term LBW. This finding is consistent with the findings of some 

other studies on iron supplementation and pregnancy outcome A double blinded randomized 

community trial in Nepal revealed that iron folic acid supplementation increase mean birth 

weight by 39 gm. and reduces the percentage of low birth weight babies by 16%. However, no 

significant association was reported among preterm babies [54].  

 

Appositive relationship between total iron intake from food and supplements in early pregnancy 

and birth weight was also found Significant  among a cohort of pregnant women in Britain 

[40].A large population based study in India also revealed that iron folic acid supplementation 

was significantly associated with 23% reduction in the odds of LBW [41] .Which is supported 

with another national survey in Nepal where mothers not consuming iron supplementation during 

their pregnancy were more likely to have LBW infants [42]. 

In most public clinics iron is provided in combination with folic acid. Studies found that  

iron but not folic acid supplementation reduces the risk of low birth weight among pregnant 

women[39, 43]. Iron deficiency anemia during pregnancy is an important cause of restricted fetal 

growth leading to low birth weight [44].  Iron supplementation during pregnancy protects a 

woman from becoming anemic because the required amounts may not be supplied from dietary 

intake during this period.  

 

 In this Study medical factors (hypertension, malaria and UTI) were not significantly associated 

with term LBW .Which is not in line with different studies. Such as; maternal exposure to 

Hypertension, urinary tract infection and malaria attack during pregnancy were also reported as 

risk factor for low birth [32, 34, 45].  

This difference may be owing to the fewer number of cases and controls exposed as observed in 

the result section (table4). This sample may be insufficient to detect the existing exposure 

difference between cases and controls which in turn result insignificant association between 

medical factors with term LBW. 
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But those mothers with anemia during pregnancy were more than three times more likely to give 

LBW than non-anemic mothers AOR=3.51;95%CI(1.56-7.85). Anemia is caused when by 

decrease of hemoglobin level, this may decrease the amount of blood production in the mother, 

through that the neonate receives nutrients. The reduction of nutrient may cause impairs birth 

weight. This finding in line with  other study that showed as Iron deficiency anemia during 

pregnancy is an important cause of restricted fetal growth leading to low birth weight[44].  

 

Obstetric factors such as birth interval and parity were not significantly associated with LBW. 

That is not in consistence with other studies [24, 33].This may be ascribed because of 38.3% 

respondents was their first birth so that information with regard to birth interval and previous 

history of low birth weight was not obtained. This large missing value hinders to detect the 

existing difference and under estimate the significant association between these variables with 

LBW.  

 

 This study also found that Mothers of neonates  not taking additional diet during pregnancy was 

found to a risk factor for low birth weight AOR=5.49;95%CI (2.49,12.11). 

 Nutrition and weight management before and during pregnancy has a profound effect on 

development of infants. This is a critical time for healthy fetal development as infants rely 

heavily on maternal stores and nutrients for optimal growth and health outcomes in later in life. 

This finding is similar with the study done in other area[55]. 

 And not in line with the finding from study in Dhulikhel Nepal and community based 

survey in Laelay Axum and Michew district[32, 56]. This discrepancy might be due to 

differences in study population, the time gap between the study periods, geographical location, in 

the study. This study shows us LBW is associated with genetic factors such as the sex of new 

born. In this study the sex of new born being female is more than two times more likely to cause 

LBW than being male. AOR=2.74; 95% CI (1.24-6.05).This may be due to genetic 

characteristics of nutritional intake of female differs from males. 

this finding is in line with the study conducted in Axum  Laelay Maichew Districts, North 

Ethiopia  and Jimma Hospital [14, 32]. 
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7. Limitations of the study 

 Anthropometric nutritional status of the mother and depression status of the mother were 

not assessed,  

8. Conclusion  

In general, the risk of term low birth weight was associated with modifiable risk factors. 

Particularly, Low birth weight at term was associated with contents of ANC that are likely to 

improve birth outcome such as iron intake during pregnancy.  

Additional diet during pregnancy was also significantly associated with term Low birth weight 

Therefore, the key elements of antenatal care such as iron intake and dietary advice which are 

likely to improve low birth weight need to be addressed in this study setup.  

It was also found that low birth weight at term was strongly associated with house hold food 

insecurity,  

 

9. Recommendation 

For health facilities 

 Identification of women at risk of malnutrition (such as poor and food in secure women) 

Provision of nutritional support (in the form of food supplements, micronutrient Supplements)   

during pregnancy. 

 Empowering and training front line health workers to provide effective nutritional 

Counseling during pregnancy. 

 Provision of daily iron intake and reinforcing women not to withdraw the recommended 

iron intake. 

For government officials and policy makers 

 Design strategies to decrease house hold food in security and supplementation of 

additional food for food in secured pregnant mothers. 

.For researchers 

 Additional research such as large scale (community based with large sample size), strong 

designed study (prospective cohort or experimental study) including nutritional status and 

depression status of the mother  need to be conducted 
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Annex 

Questionnaire 

I. Participant Information Sheet 

Code number of the participant ______________________ 

My Name is _____________________I am working as a data collector for the study being 

conducted in this health institution on the determinants of low birth weight ,by Simegn Alemu , 

who is studying his master‟s degree at Jimma University, College of Health Science, School Of 

Graduate Studies. 

 I kindly request you to lend me your attention to explain you about the 

Study and being selected as a study participant. 

The study title: The determinants of low birth weight among Women in Durame health facilities 

kambata Tembaro Zone SNNP Ethiopia. 

Purpose of the study:  

The aim of this study is to write a thesis as a partial requirement for the fulfillment of a 

Master„s Program in Public Health for the principal investigator. And the finding will help for 

intervention to decrease low birth weight in the study Area. 

Procedure and duration: I will interview you using a questionnaire to provide me with 

pertinent data that is helpful to the study. There are questions to answer where I will fill the 

questionnaire by interviewing you. The interview will take 30 minutes, so I kindly request you to 

spare me this time for the interview. In addition to interview measurement weight of your baby 

will be taken. 

Risks and benefits: The risk of participating in this study is very minimal, but only taking 30 

minutes from your time. There would not be any direct payment for participating in this study. 

But the findings from this research may reveal important information for the district health office 

and local health partners. 

Confidentiality: The information you will provide us will be confidential. There will be no 

information that will identify you in particular. The findings of the study will be general for the 

study community and will not reflect anything particularly of individual persons. The 

questionnaire will be coded to exclude showing names. No reference will be made in oral or 

written reports that could link participants to the research. 
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Rights: Participation in this study is fully voluntary. You have the right to declare to participate 

or not in this study. If you decide to participate, you have the right to withdraw from the study at 

any time and this will not label you for any loss of benefits which you otherwise are entitled. 

You do not have to answer any question that you do not want to answer. 

 

 

 

Participants Informed Consent 

I have read (she/he have read) the participant information sheet. I have clearly understood the 

purpose of the research, the procedures, the risks and benefits, issues of confidentiality, the right 

of participation and the contact address for any queries. I have been given the opportunity to ask 

any questions for things that may have been unclear. I was informed that I have the right to 

withdraw from the study at any time or not to answer any question that I do not want. Therefore, 

I declare my voluntary consent to participate in this study. 

 

Questionnaire on the link between determinants  with low birth weight to be filled by data 

collectors 

Interviewer„s name___________________________ Signature__________ ________ 

Code number of the respondent ___________________ 

Region______________ Zone________ health institution_______________________ 

Date/Month/Year of interview: _____ /_____ / _______E.C. 

The questionnaire checked by supervisor or investigator: Name____________________ 

signature________________________ 
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Weight of the baby-----------------gms  

No Questions  Response  Code  Skip 

 1. Scio-economic and demographic related 

questions 

   

101 How old were you at your last birthday?    

102 What is your religion? Orthodox 

Catholic 

Protestant 

Muslim 

Other(Specify 

1 

2 

3 

4 

5 

 

103 Where do you stay? (Type of residential settlement Rural 

Urban 

1 

2 

 

104 What is your occupational status? House wife 

Farmer 

Merchant 

Government worker 

Student 

Other (Specify) _________ 

1 

2 

3 

4 

5 

6 

 

105 Have ever attended formal school? Yes 

No 

1 

2 

If no 

to107 

106 What is highest level of school you attended? Primary (1-8) 

Secondary(9-12) 

Technical /vocational 

Higher Education (12+) 

1 

2 

3 

4 

 

 

107 

What is your current marital status? Single 

Married 

Divorced 

Widowed 

1 

2 

3 

4 

 

 2. Questions on obstetric characteristics    

201 Was this child pregnancy your first, second, third, 

fourth pregnancy or more than four? 

First 

Second 

Third 

Fourth 

Above four 

1 

2 

3 

4 

5 

If 1 to 

208 

202 Have you had any other live births before the birth 

of this child? 

Yes 

No 

1 

2 

If no 

to204 

203 How money live births Have you had including 

this 

birth? 

_______Number   

204 Since the birth of this child, have you had any 

other 

pregnancies that did not result in a live birth? 

Yes 

No 

1 

2 

If no 

to 206 

205 How many of pregnancies did not result in a live ________number of still   
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birth? birth 

206 When the previous child was born, was he/she 

large,average, and small? 

Very large 

large 

average 

small 

very small 

1 

2 

3 

4 

5 

 

207 How many months are there b/n your current child 

and the previous one. 

 

____completed months   

208 How old were you when you first gave birth? 

 

_____completed  years   

209 At the time you became pregnant did you want to 

become pregnant? 

Yes 

No 

1 

2 

 

210 What is the sex of this baby? Male 

Female 

1 

2 

 

3 ANC related questions    

301 Have you been following antenatal care during 

your current pregnancy? 

 

Yes 

No 

1 

2 

 

302 How many times you visited the ANC care 

 

1time 

2time 

3time 

More than 3time 

 

1 

2 

3 

4 

 

303 At what months of your conception you started 

ANC follow up? 

________completed 

months 

  

 .4.Co-morbidity related questions    

401 Did you encounter hypertension during this child 

Pregnancy? 

Yes 

No 

1 

2 

 

402 Did you encounter urinary tract infection during 

this 

child pregnancy? 

Yes 

No 

1 

2 

 

403 Did you encounter anemia during this child 

pregnancy? 

Yes 

No 

1 

2 

 

404 Did you encounter malaria during this child 

pregnancy? 

Yes 

No 

1 

2 

 

405 Do you encounter another disease?  ________spesify   

 5. Food security Condition    

501 In the past four weeks, did you worry that your 

household would not have enough food? 

Probe: By “household” we mean those of you 

thatsleep under the same roof and take meals 

together atleast four days a week. 

Yes 

No 

1 

2 

If 2 to 

503 

502 If yes How often did this happen? Rarely (Once or twice in 

the past four weeks) 

1 
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 Sometimes (3 to 10 times 

in the past four 

weeks) 

 

 Often (more than 10 times 

in the past four 

weeks) 

 

2 

 

 

 

3 

503 In the past four weeks, were you or any household 

member not able to eat the kinds of foods 

you/he/she preferred because of a lack of 

resources? Probe: By “kinds of foods you 

preferred” we mean foods that food secure people 

eat that 

food insecure people cannot afford to eat. E.g. 

Eggs, 

meat, fish, “Doro wot”, etc By “lack of 

resources” we mean not having money or the 

ability to grow or trade for thefood 

Yes 

No 

1 

2 

If 2 to 

505 

504 If yes How often did this happen? Rarely (Once or twice in 

the past four weeks) 

 

 Sometimes (3 to 10 times 

in the past four 

weeks) 

 

 Often (more than 10 times 

in the past four 

weeks) 

1 

 

 

2 

 

 

 

3 

 

505 In the past four weeks, did you or any household 

member have to eat a limited variety of foods due 

to a lack of resources? Probe: When we say 

“limited variety of foods”, we want to mean an 

undesired monotonous diet for an extended period 

of days 

Yes 

No 

1 

2 

If 2 to 

507 

506 If yes How often did this happen? Rarely (Once or twice in 

the past four weeks) 

 

 Sometimes (3 to 10 times 

in the past four 

weeks) 

 

 Often (more than 10 times 

in the past four 

weeks) 

1 

 

 

2 

 

 

 

3 

 

507 In the past four weeks, did you or any household Yes 1 If 2 to 
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member have to eat some foods that you really 

did 

not want to eat because of a lack of resources to 

obtain other types of food? 

Probe: Foods that you really did not want to eat 

is Food that is considered to be undesirable or 

socially unacceptable. 

No 2 509 

508 If yes How often did this happen? Rarely (Once or twice in 

the past four weeks) 

 

 Sometimes (3 to 10 times 

in the past four 

weeks) 

 

 Often (more than 10 times 

in the past four 

weeks) 

1 

 

 

2 

 

 

 

3 

 

509 In the past four weeks, did you or any household 

member have to eat a smaller meal than you felt 

you 

needed because there was not enough food? 

Probe:By “meal” we mean the major eating 

occasions (not including snacks). 

Yes 

No 

1 

2 

 

510 If yes How often did this happen? Rarely (Once or twice in 

the past four weeks) 

 

 Sometimes (3 to 10 times 

in the past four 

weeks) 

 

 Often (more than 10 times 

in the past four 

weeks) 

1 

 

 

2 

 

 

 

3 

 

511 In the past four weeks, did you or any other 

household member have to eat fewer meals in a 

day 

because there was not enough food? 

Probe: “fewer meals in a day” than the social 

norm, eat fewer than three meals in a day. 

Yes 

No 

1 

2 

 

512 If yes How often did this happen? Rarely 

Sometimes 

often 

1 

2 

3 

 

513 In the past four weeks, was there ever no food to 

eat 

of any kind in your household because of lack of 

resources to get food? 

Yes 

No 

1 

2 
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514 If yes How often did this happen? Rarely 

Sometimes 

often 

1 

2 

3 

 

515 In the past four weeks, did you or any household 

member go to sleep at night hungry because there 

was not enough food? 

Yes 

No 

1 

2 

 

516 If yes How often did this happen? Rarely 

Sometimes 

often 

1 

2 

3 

 

517 In the past four weeks, did you or any household 

member go a 

whole day and night without eating anything 

because there was 

not enough food? 

Yes 

No 

1 

2 

 

518 If yes How often did this happen? Rarely 

Sometimes 

often 

1 

2 

3 

 

 6.Iron folate supplmentation    

601 During this pregnancy, were you given or did you 

buy any iron tablets 

Probe by telling the color of iron or by showing 

iron 

tablet 

Yes 

No 

1 

2 

If 2 

602 When did you receive the first tablets 1
st
 Trimester 

2
nd

 Trimester 

3
rd

 trimester 

 

1 

2 

3 

 

 

603 For how long did you take the supplement? One month 

Two months 

Three months 

More than three months 

 

1 

2 

3 

4 

 

604 How did you take your supplement? On daily base…… 

Weekly………… 

When I think am sick..--- 

Other(specify 

1 

2 

3 

4 

 

605 How many tablets did you collect per visit? 30 table…… 

60 table…… 

90 table…., 

>90 table…… 

Other (specify)……. 

1 

2 

3 

4 

5 

 

606 How many tablets per a week you receive Seven days 

4-7 days 

<4 days 

1 

2 

3 

 

607 Is there any health education about iron/folate 

supplement  during collecting your supplement? 

Yes 

No 

1 

2 
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Medical conditions of the mother to be retrieved from patient card 

Medical conditions Yes No 

Hypertension   

UTI   

Anemia   

HIV   

 

 

 

 

 

 

 

608  If yes ,what was the issue Purpose of 

supplement…….. 

Duration of the supply 

Side effect … 

Follow up visit…... 

1 

2 

3 

4 

 

7 Health care and system related questions 

 

   

701 How long it take to reach Health institution from 

your residence? 

______Hrs   

702 What is the average Waiting time in the health 

facility while you were collecting iron/folate 

Supplement. 

 

 

_________minutes   

     

8 Nutritional status    

801 During this pregnancy have you got nutritional 

counseling during pregnancy 

Yes 

No 

1 

2 

 

802 During this pregnancy, did you take additional diet 

than the usual? 

Yes 

No 

  

803 If yes how many times additional food per day One 

Two 

Three 

More than three 

1 

2 

3 

4 
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Amharic questionnaire 

የተሣታፊዎች መረጃ እና ስምምነት ማረጋገጫ ቅጽ በአማፊኛ 

የተሣታፊዎች መረጃ ቅፅ 

የተሣታፊዉ መሇያ ቁጥር______________________________ 

እኔ____________________________ እባሊሁ፡፡በጂማ ዩኒቨፊሲቲ የምሩቃን ጤና ስይንስ 
ኮላጅ የድህረ ምረቃ ትምህርቱን በመከታተሌ ሊይ የሚገኘዉ ስመኝ ዓሇሙ በሚሰራዉ 
ጥናት መረጃ ሰብሳቢ ነኝ፡፡ እርስዎ ሇቃሇ መጠይቅ ሇምን እንደተመረጡ እንድገሌፅሌዎት 
ሀሣብዎን ሠብሠብ አድርገዉ እንዲከታተለኝ በትህትና እጠይቅዎታሇሁ፡፡ 

 

የጥናቱ ርዕስ፡ የደም ማነስ መድኃኒት ከእርግዝና በፊት መጠቀም ና ላልች ተጉዋዳኝ 
ነገሮች  በተወሇደዉ ጨቅሊ ህጻን ክብደት ሊይ የሚያመጠዉ ተጽኖ፡፡  

የጥናቱ ዓሊማ፡    

ይህ ጥናት ሇተመራማርዉ በህብረተሠብ ጤና ሳይንስ የሁሇተኛ 

ዲግሪዉን ሇማግኘት ይጠቅመዋሌ፡፡ በተጨማርም የጥናቱ ግኝት ሇ ከምባታ ጠምባሮ ዞን 
ጤና መምሪያ ይገባና እርምጃ መዉሰድ ያሇባቸዉን ቦታዎች ይጠቁማሌ፡፡ 

 

አካሔድ እና የሚወስደዉ ጊዜ፡ እኔ በመጠይቅ በመታገዝ ስጠይቅዎ ትክክሇኛ መረጃ 
ቢሰጡኝ ሇጥናቱ ጠቃሚ ነዉ፡፡ በአጠቃሊይ 

ቃሇምሌሌሡ 30 ደቂቃ ይወስዳሌ፤ ስሇዚህ ይህን ጊዜዎን ሇቃሇምሌሌሡ መስዋዕት 
እንዲያደርጉሌኝ በትህትና እጠይቃዎታሇሁ፡፡ ከቃሇ መጠይቁ በተጨማሪ የሌጀዎ ክብደት 
ይሇካሌ፡፡ 

 

ጉዳት እና ጥቅሙ፡ በዚህ ጥናት መሳተፍ 30 ደቂቃ ከጊዜዎ ከመዉሰድ ዉጭ ጉዳት 
የሇዉም፡ ፡በጥናቱ ሲሳተፉ ምንም አይነት ክፍያ ባይኖረዉም  ጥናቱ ሇዞኑ ጤና መምሪያ 
እና በአካባቢዉ ሇሚገኙ የጤና አጋር ድርጅቶች ጠቃሚ መረጃ ሉያስገኝ ይችሊሌ፡፡ 
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ሚስጥራዊነት፡ እርስዎ የሚሠጡን መረጃ በሚስጢር የሚያዝ ነዉ፡፡ የዚህ ጥናት ዉጤት 
እርስዎን ወይም ሌጀዎን የሚያመሇክት ምንም አይነት መረጃ አይኖርም፡፡ መጠይቆቹ 
የመሇያ ቁጥር ስሇሚሠጣቸዉ ስምዎን አይናገሩም፡፡እርስዎን እና ጥናቱን የሚያገናኝ 
የቃሌ ወይም የፅሁፍ መረጃ አይወሰድም፡፡ 

 

መብት፡ በዚህ ጥናት መሣተፍ በፍሊጎት ሊይ የተመሠረተ ነዉ፡፡እርስዎም የማይፈሌጉትን 
ጥያቄ ያሇመመሇስ እና በፈሇጉት ጊዜ የማቋረጥ መብት አሌዎት፡፡ 

 

 

 

 

በፍቃደኝነት የተመሰረተ የስምምነት ማረጋገጫ ቅጽ 

የተሣታፊዎች የመረጃ ቅፅ ተነቦሌኛሌ(አንብቤዋሇሁ)፡፡ የጥናቱ ዓሊማ፤ አካሔድ እና 
የሚወስደዉን ጊዜ፤ ጉዳት እና ጥቅሙን 

ሚስጥራዊነት፤ያሇኝን መብት እንዲሁም የአቤቱታ አድራሻዎችን በግሌፅ ተረድቸዋሇሁ፡፡ 
ግሌፅ ያሌሆኑ ነገሮችን እንድጠይቅ 

እድሌ ተሠጥቶኛሌ፡፡ የማሌፈሌገዉን ጥያቄ ያሇመመጤስ እና በፈሇኩት ጊዜ የማቋረጥ 
መብት እንዳሇኝ ተነግሮኛሌ፡፡ ስጤዚህ 

ሇመሣተፍ በፍቃደኝነት መስማማቴን አረጋግጣጤሁ፡፡ 
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የጨቅሊዉ ክብደት------------ግራም 

 
ተ
.፤
ቁ 

 
ጥያቄ 

 
አማራጭ መሌሶ ች 

 
ኮ
ድ 

 
ይ
ሇ
ፉ 

1
0
1 

ዕድሜዎ  ስንት ነ ው? ------ዓመት   

1
0
2 

የ ምን ሀይማኖት ተከታይ ነዎት? ኦ ርቶዶስ 
ካቶሌክ 
ፕሮቴስታንት 
ሙስሌም 
ላሊ(ይገ ሇፅ )_________ 

1 
2 
3 
4 

 

1
0
3 

የትነው የሚኖሩት ? ገጠር 
ከተማ 

1 
2 

 

1
0
4 

የእርስዎ ስራ   ምን ድነው? የ ቤትእመቤት 
አርሶ አደር 
ነጋዴ 
የመንግስት ሠራተኛ 
ተማሪ 
ላሊ(ይገሇፅ )_________ 

1 
2 
3 
4 
5 

 

1
0
5 

የመደበኛ ትምህርት ተከታትሇዉ  ያዉቃለ? አዎ 
አሌተከታተሌኩም 

1 
2 

2 
ከ
ሆ
ነ 
ወ
ደ 
1
0
7 
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1
0
6 

እስከ ስንት የትምህርት ደረጃ ተምረዋሌ? የ መጀመርያ ደረጃ (1-8) 
የ ሁሇተኛ ደረጃ እና 
መሰናዶ (9-12) 
የ ሙያ ና ቴክኒ ክ 
የ ከፍተኛ ትምህርት(12 ) 

1 
2 
3 
4 

 

1
0
7 

በአሁኑ ወቅት የእርሶዎ  የጋብቻ ሁኔ ታ ምንድ 
ነው? 

 
ያሊገባች 
ባሇትዳር 
የ ፈታች 
ባሎ የሞተባት 

1 
2 
3 
4 

 

2 ከእና ቶች ስነ -ተዋሌዶ ጋር የተያያዙ ጥቄዎች   
2
0
1 

ይህን ን ጨቅሊ ህፃን ስታረግዥ እርግዝና ዉ  
ስንተኛሽ ነዉ? 

የ መጀመሪያ 
ሁሇተኛ 
ሶስተኛ 
አራተኛ 
ከአራት በሊ ይ 

1 
2 
3 
4 
5 

2 
ከ
ሆ
ነ 
ወ
ደ 
2
0
8 

2
0
2 

ከዚህ ጨቅሊ ህፃን ውጭ በህይወት የ ተወሇዱ 
ሌጆች አለሽ? 

አ ዎ 
የለኝም 

1 
2 

2 
ከ
ሆ
ነ 
ወ
ደ 
2
0
4 

2
0
3 

ይህን ጨቅሊ ህፃን ጨምሮ ምን ያክሌ በህይወት 
የተወሇዱ ሌጆች አለሽ? 

______________ያክሌ   

2
0
4 

በህይወት ያሌተወሇዱ (ሞተው) የተወሇዱ 
ነበሩሽ? 

አዎ 
የለኝም 

1 
2 

2 
ከ
ሆ
ነ 
ወ
ደ 
2
0
6 

2
0

በህይወት ያሌተወሇዱ (ሞተው) የ ተወሇዱ ስንት 
ነበሩሽ? 

_______________ያክሌ   
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5 
2
0
6 

ከዚህ ሌጅ በፊት የተዎሇደዉ/ቺዉ ሌጅ 
ትሌቅ፤መካከሇኛ፤ትንሽ ነበር/ች? 

በጣም  ትሌቅ 
ትሌቅ  
መካከሇኛ 
ትን ሽ 
በጠም ትንሽ 

  

2
0
7 

በዚህ ጨቅሊ ህፃ ን እና ከዚህ በፊት ባሇው ሌጅ 
መካከሌ ምን ያክሌ የወርሌዩ ነትነበር? 

______________ወር   

2
0
8 

የ መጀመርያ ሌጅሽን ስትወሌጅ ስንት ዓመትሽ 
ነበር? 

_____________ዓመት   

2
0
9 

ይህንን ጨቅሊ ህፃን በረገዝሽበት ግዜ 
እርግዝናውን ፈሌገሽው ነበር? 

አዎ 
አሌፈሇኩም 

1 
2 

 

2
1
0 

የ ዚህ/የዚች ጨቅሊ ህፃን ጾታ ምንድ ነው? ወንድ 
ሴት 

1 
2 

 

3 ከወሌድ በፈት(ቅድመ ወሌድ) ክትትሌ ጋር የተያያዙ ጥያቄዎች   
3
0
1 

ሇዚህ ጨቅሊ ህፃን የቅድመ ወሌድ ክትትሌ 
አድርገው ያውቃለ? 

አዎ 
አሊደረኩም 

1 
2 

 

3
0
2 

ሇዚህ/ች ጨቅሊ ህፃን ስንት የቅድመ ወሌድ 
ክትትሌ አድርገ ዋሌ? 

1ጊዜ 
2ጊዜ 
3ጊዜ 
ከ3ጊዜ በሊይ 
 

1 
2 
3 
4 

 

3
0
3 

የ መጀመርያ የቅድመ ወሌድ ክትትሌ ሲያደርጉ 
እርግዝናው የስንት ወርነበር? 

____________ወር 
 

  

4  
በእርግዝና ወቅት ከሚከሰቱ በሽታዎች ጋር የተያያዙ ጥያቄዎች 
 

  

4
0
1 

በዚህ ጨቅሊ ህፃን እርግዝና 
ዎቅትየደምግፊትህመምይዞሽነበር ? 

አወ 
አሌያዘኝም 

1 
2 

 

4
0
2 

በዚህጨቅሊህፃንእርግዝናዎቅትየሽንትቱቦህመምይ
ዞሽነበር? 

አወ 
አሌያዘኝም 

1 
2 

 

4
0
3 

በዚህጨቅሊህፃንእርግዝናወቅትየደምማነስበሽታይዞ
ሽነበር? 

አወ 
አሌያዘኝም 

1 
2 

 

4 በዚህጨቅሊህፃንእርግዝናወቅትየዉባበሽታይዞሽነበ አወ 1  
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0
4 

ር? አሌያዘኝም 2 

4
0
5 

ላሊበእርግዝናዎቅትያመሙሽበሽታዎችካለ ----------------------------
ግሇጽ 

  

5  
የምግብዋስትናሁኔታበተመሇከተየሚጠየቁጥያቄዎቸ 

  

5
0
1 

ባሇፉትአራትሳምንታትጊዜዉስጥቤተሰቤበቂምግብየሇዉምየሚ
ሌስጋትገብቷችሁነበር? 
ቤተሰብማሇትቢያንስበሳምንትሇአራትቀንያህሌበአንድጣሪያስር
አብራችሁየምታድሩናየምትመገቡሇማሇትነዉ:: 

አዎ 
አይ 

1 
2 

 

5
0
2 

አዎከሆነሇምንያህሌጊዜትሰጉነበር? 1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

1 
2 
3 

 

5
0
3 

ባሇፉትአራትሳምንታትጊዜዉስጥአንተ/ቺወይምላሊየቤተሰቡአ
ባሌየፈሇገዉንወይምየመረጠዉንየምግብአይነትሇመብሊትየአቅ
ምማነስችግርገጥሟችሁነበር? 
የመረጠዉንየምግብዏይነትማሇትማንኛዉምበምግብእራሱንየቻ
ሇቤተሰብየሚመገበዉዏይነትማሇትነዉ:: ሇምሳላእንቁሊሌ; 
ስጋ; አሣ; ዶሮወጥናየመሳሳለትማሇትነዉ:: 
የአቅምማነስችግርማሇትሇመግዛትየሚሆንገንዘብማጣትወይም
ማምረትአሇመቻሌማሇትነዉ:: 

አዎ 
አይ 

1 
2 

 

5
0
4 

አዎከሆነሇምንያህሌጊዜትሰጉነበር? 1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 

1 
2 
3 
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አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

5
0
5 

ባሇፉትአራትሳምንታትጊዜዉስጥአንተ/ቺወይምላሊየቤተሰቡአ
ባሌ 
የሚያስፈሌገዉንአቅምከማጣትየተነሳዉስንየሆኑየምግብዏይነቶ
ችንሇመመገብተገዳችሁነበር? 
ዉስንየሆኑሲባሌተመጋቢዉመመገብየማይፈሌገዉ 
አንድዏይነትምግብሇብዙጊዜያትሇማሇትነዉ:: 

አዎ 
አይ 

1 
2 

 

5
0
6 

 
አዎከሆነሇምንያህሌጊዜነበርየተከሰተወ? 

1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

1 
2 
3 

 

5
0
7 

ባሇፉትአራትሳምንታትጊዜዉስጥአንተ/ቺወይምላሊየቤተሰቡአ
ባሌአቅምስሇማይፈቅድና 
ላሊምግብመመገብስሊሌቻሊችሁፈጽሞሌትመገቡየማትፈሌጉት
ንምግብሇመመገብተገዳችሁነበር? 
ፈጽሞሌትመገቡየማትፈሌጉትምግብማሇትበህብረተሰቡዘንድየ
ማይወደድናተቀባይነትየላሇዉሇማሇትነዉ:: 

አዎ 
አይ 

1 
2 

 

5
0
8 

 
አዎከሆነሇምንያህሌጊዜነበርየተገደዳችሁት 

1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 

1 
2 
3 
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2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

5
0
9 

ባሇፉትአራትሳምንታትጊዜዉስጥአንተ/ቺወይምላሊየቤተፍቡአ
ባሌበቂምግብስሇላሊችሁበቀንከምትመገቡት 3 
ዋናዋናምግቦችከምትፈሌጉትበመጠን 
ያነሰየመሰሊችሁንምግብሇመመገብተገዳችሁነበር? 

አዎ 
አይ 

1 
2 

 

5
1
0 

 
አዎከሆነሇምንያህሌጊዜነበርየተገደዳችሁት 

1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

1 
2 
3 

 

5
1
1 

ባሇፉትአራትሳምንታትጊዜዉስጥአንተ/ቺወይምላሊየቤተሰቡአ
ባሌበቂምግብስሇላሊችሁበቀንመመገብከነበረባችሁ 3 
ዋናዋናምግቦችበታችሇመመገብተገዳችሁነበር? 
ምሳላ: ከሶስቱአንዱንወይምከዛበሊይመተዉማሇትነዉ:: 

አዎ 
አይ 

1 
2 

 

5
1
2 

አዎከሆነሇምንያህሌጊዜነበርየተገደዳችሁት 1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. አንድአን-
9ድጊዜ 
(ባሇፉትአራትሳ

1 
2 
3 
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ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

5
1
3 

ባሇፉትአራትሳምንታትጊዜዉስጥምግብሇማግኘትየሚያስፈሌጋ
ችሁአቅምስሊሌነበራችሁምንምዏይነትምግብናሇምግብየሚሆንነ
ገርከቤታችሁጠፍቶ 
ነበር? 

አዎ 
አይ 

1 
2 

 

5
1
4 

አዎከሆነሇምንያህሌግዜነበርይህችግርየገጠማችሁ? 1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

1 
2 
3 

 

5
1
5 

ባሇፉትሳምንታትጊዜዉስጥበቂምግብስሊሌነበረአንተ/ቺወይም
ላሊ 
የቤተሰቡአባሌሳይመገብወደመኝታየሄደበትጊዜነበረ? 

አዎ 
አይ 

1 
2 

 

5
1
6 

አዎከሆነሇምንያህሌጊዜነበርየተከሰተዉ? 1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ

1 
2 
3 
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ምንታትከ10ጊዜ
በሊይነበር) 

5
1
7 

ባሇፉትአራትሳምንታትጊዜዉስጥበቂምግብስሊሌነበረአንተ/ቺወ
ይምላሊ 
የቤተሰቡአባሌምንምዏይነትምግብሳይመገብቀኑንሙለዉልሇ
ሉትምያደረ 
አሇ? 

አዎ 
አይ 

1 
2 

 

5
1
8 

አዎከሆነሇምንያህሌጊዜነበርየተከሰተዉ? 1. 
በጣምአሌፎአሌ
ፎ 
(ባሇፉትአራትሳ
ምንታት 
አንዴወይምሁሇ
ቴ) 
2. 
አንድአንድጊዜ 
(ባሇፉትአራትሳ
ምንታትከ3 
እስከ 10ጊዜ) 
3. ብዙጊዜ 
(ባሇፉትአራትሳ
ምንታትከ10ጊዜ
በሊይነበር) 

1 
2 
3 

 

6  
የደምማነስመድኃኒትአጠቃቀምበተመሇከተጥያቄዎች 

  

6
0
1 

በቅድመወሌድክትትሌወቅትየደምማነስመድኃኒትተሠጥ
ቶዎትነበር?የመድኃኒቱንቀሇምበመናገር/መድኃኒቱንበ
ማሳየትእንዲያስታዉለያድርጉ 

አዎ 
አሌተሠጠኝም 

1 
2 

 

6
0
2 

ሇመጀመሪያጊዜመድኃኒቱንየተጠቀሙትመቼነዉ? ከ1-
3ወርበሇእርግዝናዎቅ
ት 
ከ3-
6ባሇእርግዝናዎቅት 
ከ6-
9ባሇእርግዝናዎቅት 

1 
2 
3 
 

 

6
0
3 

በቅድመወሌድክትትሌወቅትየደምማነስመድኃኒትሇስንት
ወርወስደሻሌ? 

ከ1ወርሇነሰጊዜ 
ሇ1 ወር 
ሇ2 ወራት 
ሇ3ወራት 
ከ3ወራትበሊይ 

1 
2 
3 
4 
5 

 

6
0
4 

በምንአይነትሁኔታነወመድኃኒቱንየምትዎስጅዉ? በየቀኑ 
በየሳምንቱ 
በሚያመኝግዜ 

1 
2 
3 

 



51 
 

 

 

 

 

ከመዝገብሊይየሚሞሊየእናትየወየጤናሁኔታ 

ላሊካሇይገሇጽ(-----) 4 
6
0
5 

በአንድጊዜምንያህሌመድኃኒትነወየሚሰጥሽ? 30 ፍሬ 
60ፍሬ 
90ፍሬ 
ከ90ፍሬየሚበሌጥ 

1 
2 
3 
4 

 

6
0
6 

በሳምንትምንያህሌየደምማነስመድኃኒትነወየምትዎስጅ
ዉ? 

ሰባትቀናት 
ከ4-7 ቀናት 
ከ4 ሊነሱቀናት 

1 
2 
3 

 

6
0
7 

ስሇደምማነስመድኃኒትየተሰጠሽትምህርትአሇ? አዎ 
የሇም 

1 
2 

 

6
0
8 

አዎከሆነበምንሊይነወያሰተማሩሽ? የመድኃኒቱጥቅም 
ሇምንያህሌግዜመዉሰ
ድእንዳሇብሽ 
ስሇጉዳቱ 
ስሇክትትሌ 

1 
2 
3 
4 

 

7 ከጤናአጠባበቅገርየተገናኙጥያቄዎች?   
7
0
1 

ከቤትዎወደጤናጣቢያ/ሆስፕታሌሇመድረስስንትሰዓትይ
ፈጃሌ? 

-----------------ሰዓት   

7
0
2 

የቅደመዎሌድክትትሌስታደርግሇምንያህሌሰዓትትጠብቅ
ያሇሽ? 

-------------------ደቂቃ   

8 የአመጋገብሁኔታ   
8
0
1 

በዚህእርግዝናዎቅትስሇተጨማሪምግብምክርወስደዋሌ? አዎ 
አሌዎሰድኩም 

1 
2 

 

8
0
2 

በዚህእርግዝናዎቅትተጨማሪምግብትመገቢነበር? አዎ 
አሌተመገብኩም 

1 
2 

 

8
0
3 

አዎከሆነምንያህሌተጨማሪጊዜበቀንትመገቢነበር 1ጊዜ 
2ጊዜ 
3ጊዜ 
ከሦስትጊዜበሊይ 

1 
2 
3 
4 
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የህክምናሁኔታ አሇ የሇም 
የደምግፊት   
የሽንትቱቦህመም   
የደምማነስበሽታ   
ኤችአይቪ   
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