Research on Humanities and Social Sciences www.iiste.org
ISSN (Paper)2224-5766 ISSN (Online)2225-0484 (@)lin “—.i.l
Vol.5, No.22, 2015 ||$ E

Factors Associated with Low Birth Weightsin Kenya

Omedi Gilbert & Amwoliza Victorig
!Associate Lecturer, School of Social Sciences, Mé@nya University
P. O. Box 158-50310 Vihiga, Kenya

’PhD Candidate, School of Biological and PhysicaéSees, University of Nairobi

Abstract

Sustainable development goal number three aimtaniag healthy lives for all at all ages come @03his is
at the backdrop of the continued experiences o&m@vbirth outcomes in most of the developing aiest
births whose effects on life quality cannot be ddniThis paper employed multinomial logistic regres
analysis on 2008/09 Kenya demographic and heattreguwlata to identify factors that contribute tovlbirth
weights in Kenya. Of the assessed factors, onlkwstatus of the mother and maternal age were fowdo be
significantly associated with low birth weights.riBs to women who had not attended any antenatal\dait
had a more than double likelihood of being lowltbiteights than those births to women who had atterad
minimum of four antenatal care visits. To reducecases of low birth weights is a call for promgtimomen
education beyond elementary level, improving then§ standards of women especially during pregnancy
checking on urban lifestyles, and encouraging wotoattend optimum antenatal care visits.

Keywords: low birth weight; antenatal care visits; Kenya a@gmaphic and health survey

Introduction

Adverse birth outcomes include preterm birth, dediras less than 37 weeks' gestation; low birth
weight, defined as less than 2500¢g; and small éstagional age, defined as birth weight less thataBdard
deviations below the mean for gestational age. Hreyfar more frequent in the developing world lbseaof the
many unplanned pregnancies, pregnancy and birthplemations whose repercussions are generally
unfavourable both for the mother and the baby. Tieeyain significant contributors to perinatal mbtyaand
developmental disabilities globally. Abu-Saad amdseér (2010) concluded that adverse birth outcoraesy
lifelong consequences for development, life quadityl health care costs.

In Kenya, there exists limited evidence on the weiteants of low birth weights. Earlier in the
millennium, while studying factors associated witihfavourable birth outcomes in Kenya, Magadi and
colleagues (2001) found odds of unfavourable lritcomes to be significantly higher for first bstthan for
higher order births. Maternal nutrition was obserte be a predominant factor in the determinatibthe size
of birth. Studies elsewhere have documented mdtage education, marital status, occupation, atédrcare
uptake, sex of the birth, ethnicity, maternal maland age at first sexual debut as some of théiqiogs of low
birth weights (Olusanya & Ofovwe, 2010; Kurth et &010; Luo et al., 2006; Guyatt & Snow, 2004; Gy
Snow, 2001). For example, adolescent motherhoodfovasl to be associated with increased risks of tinti
weight (Kurth et al., 2010).

Out of the 6,079 live births in the five- year petithat preceded the 2008/09 Kenya Demographic and
Health Survey, 17 percent (1,044) of them were mepoto be either smaller than average or very Isatddirth
putting them at higher risks of early childhood ttle@nd overall developmental disabilities. Thisdstgeeks to
examine the determinants of low birth weights basedhe 2008/09 KDHS data. Specifically, the ststigll
assess the influence of socioeconomic, obstetdcdmmographic factors on low birth weight in Kengaich
information is necessary especially in areas dgalmth increasing child survival and reduction of
developmental disabilities among mankind besidediayg literature for academic researchers. Lowhbiveight
infants are at elevated risks of dying in theirlyeanonths and years of life, and them that sunave liable to
having an impaired immune system and may thus shfger incidences of such chronic illnesses abeates
and heart disease in later life. Further, as puDbaymstadt et al. (2013), babies who are born Vit birth
weight and survive are more likely to continue towg poorly after birth, remain underweight and $tahin
early childhood, and face educational and neur@id@wmental delays. Low birth weight girls, accoglio the
trio, tend to grow into women with short staturel @m underdeveloped pelvis, leading to obstetnoizations
during childbirth.

Literature Review

Low birth weight can be due to prematurity or intexine growth retardation (IUGR). It remains &ris
factor for poor neurosensory, cognitive, and bedarégl development, and for limited school perforoeand
academic achievement (Taylor et al., 2000; Teplal.¢ 1991). The most vulnerable group are prereitborn
infants who were found to be four times more likidyexperience failure in school than infants ofmal birth
weight and they need special support or educatieeafices (Hack et al., 1995). An analysis of cisesional
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data on birth weight and survival from five sitessub-Saharan Africa showed that infant mortalitythiree
times higher for low birth weight babies than fbose of normal weight (Guyatt & Snow, 2001). Thieef on
neonatal mortality are even more marked, with aliinth weight baby being nine times more likelydie in the
first month of life than a normal weight baby.

Although education is expected to improve birthcoates by improving the status of women and their
access to information and services (Eboyi et #@91), some research findings have suggested tha¢ mo
educated women are more likely to experience path butcomes. As a possible explanation for edanat
being a risk factor for prematurity in Burkina Fagwazuck (1993) suggested that educated mothass mere
likely to use motorized transport on bumpy roadscivicaused intrauterine vibrations, resulting ierpature
delivery. Yet still other studies have failed totef# any association between maternal education béntid
outcomes (Xu et al., 1995; Magadi et al., 2001)ghth et al. (2001) attributes this to the fact tthet studies
which have shown significant association betweememal education and birth outcomes use hospitsddba
data. Such data, especially from developing coesitiare likely to be selective since some populatidhgroups
are likely to visit health facilities only when thedevelop complications. Naturally, they concludech
subgroups have higher than average risks of unfatdeibirth outcomes.

Kenya has observed an increase in women partioipati the labour force with women being involved
in a broad range of occupations than before. The&ists evidence that the type of work and envirental
exposures in the working environments may have raéveffects of foetal development (Figa-TalamaB68g).
Occupational stress is also said to cause harmodtalf development. Occupations such as chemical, ha
dressing, dry cleaners and agricultural workersehlagen found to yield elevated risks of adversgmaecy
outcomes somewhere else (Ha et al., 2002; Kersearmek al., 1997; Doyle et al., 1997; Nurminen, 3)9%
study by Ahmed and Jaakkola (2007) found the ridlow birth weight among newborns of women working
factories, mining and construction to be higher pared to that of newborns to housewives. Farmeds an
forestry workers had their births with elevatedksiof low birth weight and preterm deliveries whilee
estimates were lower among births to non-manual sedice workers. The high risk among farmers and
forestry workers could be related to the heavy miaydoad, such as lifting heavy weights, and awidva
physical postures shown to be related to the rislow birth weight (Figa-Talamanca, 2006). Therealso
epidemiological evidence that exposure to pesticitypical for some agricultural jobs increase thek iof
spontaneous abortions and preterm deliveries (Nemil995). High proportion of small baby-size iathbhas
also been reported among unemployed women compatbdse in employment (Magadi et al., 2001) prdypab
due to the fact that they are economically unfatario accord pregnancy its due care.

The ability of a mother to take care of her dietl &ealth at large depends on the household income
levels save for households in which a woman hasayoon income expenditure. A study by Luo et 800
found women in the lowest wealth quintile to bengigantly more likely to have a preterm birth witn
adjusted odds ratio of 1.14 at 95 percent confideimterval. A recent study by Azimi and Lotfi (2012
demonstrate that higher social classes give kirtietwvier babies with heavier placenta and haveri@erinatal
mortality. Mothers in the highest wealth quintilens significantly more likely to use modern trairggtsonnel
for antenatal care, birth attendance and childtheadre than those in the households with poorealtive
quintiles.

Rural populace is subject to higher risks of adwdysth outcomes not because of residence in rural
areas per se but due to factors associated with mstdence. Such factors are low educational figetions,
long distances to health facilities, home deliverigith minimal, if any, assistance by qualified noadl
personnel, early marriages and high parities. Lu@le (2006) found infants to mothers with low lev#
education in rural areas to be more vulnerableeonatal deaths, particularly for deaths due to itantg-
related conditions. They speculated that acce$sgto quality neonatal intensive care may be morétéd to
rural mothers with low educational levels. Counteuitively, a study by Magadi and colleagues (20fiiLind
the proportion of premature deliveries (most ofathare of low birth weight) to be higher among urlsadmen
than their counterparts in rural Kenya, a feathiat tlisappeared in multivariate analysis. The Iafcignificant
association in the full model may imply that unfaxable birth outcomes are not necessarily duegte of place
of residence per se but probably as a result afrotionfounding factors such as poor maternal hezlte
utilisation and, or, poor nutritional status of kweomen.

Early motherhood is associated with increased risk®ieonatal mortality through higher rates of
preterm delivery and low birth weights. Chen antleos (2007) found the effect of teenage pregnanty o
neonatal mortality to disappear after adjusting both weight and gestational age, implying tha¢ tisk of
neonatal mortality in teenage pregnancy could Igrge explained by the higher rates of pretermvee)i and
low birth weight in teenage mothers. The socio-dgraphic risk factors known to be more prevalertegnage
gravidas are poverty, low level of maternal edwatinadequate antenatal care and unmarried di@medi,
2014; 2011; Kurth et al., 2010; Bukulmez & Dere@0Q). Bukulmez and Deren (2000) believe that theeesk
outcomes observed in teenage pregnancies mightiesreattributed to these socio-demographic fackargh
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et al. (2010) found young maternal age to be sicanitly associated with the risk of low birth weigtt an odds
ratio of 2.7 and 95 percent confidence intervalmiurity of the uterine or cervical blood supplytagenage
pregnancy could increase the risk of subclinicBdtions and prostaglandin production leading tweased risk
of preterm delivery. Teenage mothers who themsete@sinue to grow during pregnancy could competin wi
the developing foetus for nutrients ending up witlow birth weight.

Optimizing antenatal care visits can work towardevpnting the excess risk of low birth weight,
premature delivery and perinatal mortality. Theuatbn of premature deliveries here is throughyedetection,
treatment and effective management of conditioasriy cause premature deliveries. In a study hyhket al.
(2010), the number of antenatal care visits showestatistically significant influence on the prolip of
delivering a low birth weight infant. In a differestudy, the average odds of premature delivedeshbse who
had received only one or two antenatal care visiteeded the odds for those who received at leaensvisits
by a factor of five (Magadi et al., 2001). Furthieapies to mothers who had received at least darus toxoid
injection had about half the odds of being smalbiath compared to those whose mothers had receieed
tetanus injection.

Magadi and colleagues (2001) found female babiémt@ a higher likelihood of being small than male
babies with an average odds ratio of 1.8. In aysthdt involved 51 percent male infants and 49 @eréemale
infants, male births were found to have higherbiveights than their female correspondents (Bedll.e2008).
In a study in which 41 percent of newborn babieggived less than 2,500 grams at birth, 52 perceherh
were female (Huque & Hussain, 1991). Yet in anotttedy on the influence of birth order on birth gt Cote
and others (2003) found male newborns with oldethars to weigh less than male newborns with adéisters.
The weight of female newborns with older sisteis midt differ from the weight of female newbornsiwilder
brothers. The trio explained that maternal immuaotigity to some male-specific features of the disetffects
prenatal development and consequently reduceswitdpht in females.

Type of birth is a measure of whether births atkegisingletons or multiple births. Multiple birtase
thought to be at heightened risks of low birth virtigoreterm births and reduced survival during dtiolod
stages. A study by Magadi et al. (2001) found therage odds of a premature delivery for multipiehisi to be
about seven times the odds for single births. Infaortality rates are 5.3-fold higher for multipbérths,
compared with singletons (Russell et al., 2003 National Center for Health Statistics (2001) régb that
preterm birth rates in the United States were p@rtent for singleton births, 57.4 percent for syiand 92.7
percent for triplets and higher-order births. Thghhrate of preterm delivery among twins is palyialue to
medical interventions to end pregnancy, or decssioot to prevent preterm delivery where this isutitd to
benefit the newborns (Blondel et al., 2002). Thiacfice is influenced by the belief that multiplietiis have
advanced maturity compared with singletons. 6.@qgrof singleton births were low birth weight, t@asting
with 54.9 percent of twins and 94.0 percent ofiétip (National Center for Health Statistics, 20@i. the other
hand, singleton births resulting from assisted adpctive technology are associated with an incieaisi of
low birth weight. Schieve et al. (2002) estimatatitne rate of low birth weight in terms of single$ conceived
with assisted reproductive technology is 2.6 tiret in the general population, and a 606 gram®tawean
birth weight was reported in intracytoplasmic speimpection-conceived singleton births, compared hwit
controls (Sutcliffe et al., 2001). These outcomeg/ be at least partly attributed to a variety afemtal factors
that contribute to the underlying reasons for éadiseproductive technology, as well as possibieces of the
fertility treatments.

The proportion of premature and low birth weighbiea tend to be highest among first births and high
order births with maximum effect expected amonghiiiof high orders. Besides having the highespqntion
of unfavourable birth outcomes in Kenya, first arteths were found to be significantly associatéth higher
odds for premature deliveries (Magadi et al., 20@mpared to higher order births, first births evésund to
have more than double the odds of a premature. bifthis can be attributed to inexperience in mattgeby the
first-time mothers and the act of hiding pregnaimcgase it was unwanted.

Operational Framework

The operational framework of study is a modificataf the conceptual framework developed by Maga8b0:
20). The framework is illustrated as seen in FiglreSocio-economic factors operate through obstetnd
demographic factors to determine the kind of bistkight outcome, whether normal or adverse. Nunwrou
studies have provided evidence of low birth weigdihg influenced by factors such as level of edanadf the
mother, maternal occupation, type of place of ersi@, maternal age, wealth index, sex of the biytbe of
birth, antenatal care uptake and birth order (@iyaa& Ofovwe, 2010; Kurth et al., 2010; Luo et &Q06;
Guyatt & Snow, 2004; Guyatt & Snow, 2001; Magadalket2001).
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Figure 1: Anillustration of the operational framework of study

Socioeconomic Factors Demographic Factors
-Mother’s level of education » -Maternal age
-Household wealth index -Sex of the birth
-Type of place of residence -Type of birth
-Mother’s work statt -Birth orde!
I A\ 4
Obstetric Factor Outcome variable
-Antenatal care uptake » -Low birth weight

Since the demographic and health survey whose wlasaused in the analyses collected informationhan t
above variables, the study did the analysis ofifflaence of these variables on low birth weightienya. A
low birth weight is a birth weight less than 2,5@mmes, and is strongly associated with perimatabidity
and increased risk of long term disability. Sinoéoimation on birth weight is not available for mafy of
births in Kenya, the size of the birth was usedeiad as a proxy for birth weight. This has beerd useother
studies and proved to yield reliable results (Magaal., 2001).

M ethodology

Data Sour ce

The data used in these analyses was obtained fnerindividual women’s questionnaires of the
2008/09 Kenya Demographic and Health Survey. Besidpturing information on the individual’s birtistory,
entailing sex of birth, date of birth, whether thieth was a singleton, twin or multiple, survivahsis of the
birth, and its current age, the survey also cadlééhformation on pregnancy and postnatal careeretél care
uptake, whether one took any antimalarial drugsndgupregnancy, size at birth, weight at birth, pleend
assistance during delivery, among others.

The survey was a nationally representative proltalsample survey of 10,000 households in which a
total of 8,444 eligible women were successfullyemtewed. The Kenya demographic and health survey
adopted the National Sample Survey and EvaluatrogrBmme (NASSEP V) design which was developed in
2002 from a list of enumeration areas covered 1899 Population and Housing Census on a platédren
two-stage sample design. First, 400 data collegimints/clusters (133 urban; 267 rural) were sekkétom the
national master sample frame. North Eastern prevproduced fewer clusters due to its sparse papnlathile
urban areas were oversampled to get enough casesdtysis. This was followed by systematic sangplir
households from an updated list of householdseéncthsters. Such respondents were either permaesidents
of the households in the sample or visitors presethie household on the night before the survedEE and
ICF Macro 2010). Due to the reported under-sampdihiyorth Eastern province and oversampling of k&sy
urban areas, the surveys data are not self-wemlaimational level. Thus, sample weights were liseithe
analyses to derive nationally representative estisiaOf the 8,444 women of reproductive ages irgared, a
total of 6,079 births were reported, of which 1,04ere considered as low birth weights.

Statistical Analyses

Logistic regression analysis was done. The logistigression model allows the estimation of the
occurrence of an outcome due to the effect of sg¢wetplanatory variables by fitting data to a lofginction
logistic curve. It allows for the adjustment of ngaaxplanatory variables and controlling for manyfounders
at the same time as it enables easy detection eintieraction between explanatory factors. The ipted
variable may be quantitative, categorical or botiilevthe response variable is dichotomous.

The regression model is represented as follows:

P = 1/ (1+€&), where;

P is the estimated probability,

Z is the predictor variable, and

e is the base of the natural logarithm.

The coefficients in the models were interpretethaseffects of a given variable on the odds ofrthtbutcome
being described as a low birth weight. In this sc&n when z becomes infinitely negativé,lecomes infinitely
larger so that P approaches zero. On the other, emeh z becomes infinitely positive? ecomes infinitely
small so that P approaches unity (one). Thus, ativegz implies that the independent variable $s lkkely to
influence the dependent variable while a positivenplies that the independent variable is morelyik®
influence the dependent variable.
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Analyses were done at two levels: bivariate andtivausiate levels. Bivariate analysis was done by
cross tabulation to provide associations betweanboth weights and the selected explanatory végwmlior
study. Multivariate analysis entailed the compuotatof odds ratios using the multinomial logistignmession
model. This was done at three levels: level 1 |dokethe association of low birth weights with s@@onomic
factors; level 2 looked at the association of lomthbweights with both obstetric and demographictdas
whereas level 3 looked at the association of losthbiveights with socioeconomic, obstetric and deraphic
factors.

Findings of the Study

Table 1 shows the proportions of low birth weighésed on the selected explanatory variables dj/stu
Socioeconomically, low birth weights tend to be mamong births to
Table 1: Percentage distribution of low birth weights and selected explanatory variablesin Kenya

Variable name Low Birth Weights
(n=1,044) Percent
Level of education of the mother
Secondary and higher 185 17.7
Primary 538 51.5
None 321 30.7
Type of place of residence
Urban 233 22.3
Rural 811 77.7
Work status of the mother
Working 554 53.1
Not working 489 46.9
Household wealth quintile
High 310 29.7
Medium 164 15.7
Low 570 54.6
Maternal age
35 and above 122 11.7
20- 34 724 69.3
Under 20 198 19.0
Sex of birth
Female 553 53.0
Male 491 47.0
Type of birth
Singleton 971 93.0
Not singleton 73 7.0
Birth order
6 and above 193 18.5
4-5 207 19.8
2-3 399 38.2
First birth 245 23.5
Number of antenatal care visits
4 and above 254 39.0
2-3 253 38.9
1 36 5.5
None 108 16.6
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mothers with primary educational qualifications rafal residence, those who are working somewhedettzose
in low household wealth quintiles. The proportiaidow birth weights based on the educational dicalions
of the mother are unexpected. One would anticipateenario in which the proportions increases détbrease
in educational attainment, that is, low among miheith some secondary education and high amongerst
with no any educational qualifications. The higbhgwrtion of low birth weight in rural Kenya may geally be
attributed to the high proportion of Kenyans rasidin rural than urban Kenya. Demographically, mgjoof
the low birth weights were to mothers in the 20y84rs old age category, to female births, singléichs, and
births or order 2-3. Surprisingly, births to mothevho attended only one antenatal care visit rexbtbe least
low birth weight cases (5.5 percent) compared tihbito mothers who attended at least four antéoate visits
(39 percent). This is at the backdrop of the notfat pregnant women only initiate antenatal casisvin order
to obtain a clinical card that will enable theméitended to during postnatal care visits, andishévident in the
existing discontinuity in antenatal care uptakenfrthe first visit to the recommended fourth vistodest
differentials in terms of low birth weights existéat births to mothers who had two and more antdnzdre
visits.

Results of regression analyses in Table 2 inditatonly the work status of the mother and materna
age in the selected explanatory variables are mpiifisantly related to low birth weights in Kenya.
Socioeconomically, women with no any educationahlifications are more likely to have low birth whtg
babies across the analyses when compared to thtdsesame secondary educational qualifications. Hexe
the strength of the relationship decreases slightdyn when only socioeconomic factors are analy&@dds
ratio 1.809) to when all factors are analysed ()79 similar trend is observed for the householéalth
quintile factor in which births in the medium arm wealth quintile households are more likely told& birth
weights than those in the high wealth quintile lehadds. However, type of place of residence praoedrary
whereby, unlike urbanite births, rural births aesed likely to be of low birth weights, with theesigth of the
relationship increasing slightly from Model | to el 111.

Demographically, sex of birth and type of birth wlsoa significant relationship with low birth weight
both in Model 1l and Model Ill. Compared to femddegths, male births are 0.23 times less likely éodf low
birth weight. Second and third birth orders arep88cent more likely to be of low birth weights thsix and
above birth orders, a relationship that disappé@arthe full model. As expected, non-singleton ksriftwins,
triplets, et cetera) are more likely to be of lowttbweights than singleton births.

Number of antenatal care visits done by a pregwaman is significantly associated with the weight o
the outcome hirth. A woman who has attended lems tbur antenatal care visits is more likely toeghbirth to a
low birth weight child compared to that woman wlas lattended at least four antenatal care visits.stiength
of the relationship however decreases as the nuailartenatal care visits increases.

Discussions

The subject of adverse birth outcomes, basicatBtepm births, low birth weights and small for
gestational age, remain a global indaba espedllthe world envisions to ensure healthy lives jamote
well being for all at all ages come 2030. Espegifdl low birth weights, the United Nations estimahat more
than 20 million infants are born each year weighHexs than 2,500 grammes, and this accounts fpeicent of
all births in developing countries and only 7 petci the industrialised countries. Based on 2008{@nya
demographic and health survey, 17 percent of isfanKenya were born as low birth weights coinaidimith
the average percentage for the developing worldh$ufants are at elevated risks of depicting eanjdhood
mortalities, and still those who manage to surwiveadulthood end up suffering higher incidenceedlth
problems including high blood pressure, heart dissaand other metabolic problems. The analyticalli®
indicate that level of education of the mother ety place of residence, household wealth quirgie, of birth,
type of birth, birth order and number of antenatate visits done by a pregnant woman are statistica
associated with low birth weight cases in Kenya.

Women with some educational attainment are abkotoce the necessary information on how to take oér
their pregnancies, are more likely to be bettecgdiain terms of social status in the family anchage a say on
making choices. Non-educated women are at the e their husbands who might be ignorant on bette
healthcare for pregnant women. Such women mighérmmged in hard labour that wear them off and thus
interfering with proper foetal development. The dstufound babies to women with no any educational
qualifications to be 80 percent more likely to b&vlbirth weights §<0.000) than those born to women with
some secondary educational qualifications. Theirfgpsl that babies born to rural dwellers are 30 grartess
likely to be of low birth weight compared to thdsern to urban dwellers is a pointer to the kindifektyles our
urban women practice. An expectant urban womandeentikely to go for caesarean section before date d
than her colleague in a rural area. Some of thosgnant women in urban areas are in informal dagdliand
suffer serious diet issues and stress than thié&agues in rural dwellings.
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Table 2: Results of multinomial logistic regression analyses for the association between low birth weights

and selected explanatory variablesin Kenya

Model | Model 11 Model 111
Variable name B Exp(B) B Exp(B) B Exp()
Level of education of the mother
Secondary and higher - 1.000 - 1.000
Primary 0.114 1.121 0.112 1.118
None 0.593 1.809* 0.584 1.793*
Type of place of residence
Urban - 1.000 - 1.000
Rural -0.331 0.719*+* -0.327 0.721*+*
Work status of the mother
Working - 1.000 - 1.000
Not working -0.051 0.951 -0.053 0.948
Household wealth quintile
High - 1.000 - 1.000
Medium 0.348 1.427%** 0.345 1.427%**
Low 0.389 1.475** 0.388 1.471**
Maternal age
35 and above - 1.000 - 1.000
20- 34 -0.134 0.875 -0.112 0.894
Under 20 -0.196 0.822 -0.137 0.872
Sex of birth
Female - 1.000 - 1.000
Male -0.261 0.770* -0.265 0.767*
Type of birth
Singleton - 1.000 - 1.000
Not singleton 1.523 4.587* 1.528 4.611*
Birth order
6 and above - 1.000 - 1.000
4-5 -0.042 0.959 -0.042 0.959
2-3 0.285 1.330*** 0.276 1.318
First birth 0.343 1.410 0.319 1.376
Number of antenatal care visits
4 and above - 1.000 - 1.000
2-3 0.208 1.231**  0.225 1.252%**
1 0.480 1.616** 0.498 1.646**
None 0.772 2.163* 0.741 2.098*
x —test 125.194 123.255 128.179
- 2 Log likelihood ratio 1592.553 1594.492 1589.568

*p<0.001; **p<0.01; ***p<0.05;p- log of odds; Ex{)-odds ratio

Household wealth quintile is a reflection of tleeiseconomic conditions of the household dwellérs.
high household wealth quintile indicates a houseliloat is able to accord a pregnant woman bettaitheare
and see to it that she attends antenatal cares wbitvious of the distance of the service provédEom the
household’s residence. Such a household has accegermation on health care on various media@tatthan
a household in a low wealth quintile because obrafibility issue. The study found babies born iw land

103




Research on Humanities and Social Sciences www.iiste.org
ISSN (Paper)2224-5766 ISSN (Online)2225-0484 (@)lin “—.i.l
Vol.5, No.22, 2015 ||$ E

medium household wealth quintiles to be more likelpe low birth weights than those births in higiusehold
wealth quintiles, pointing to higher likelihood tiiese babies being born in poor socioeconomic tiondi
where their mothers are more susceptible to poer atid infection, and more likely to undertake [itaity
demanding work during pregnancy. It might alsoaeffla generational cycle of under-nutrition undempd to
poverty whose repercussions are passed along lkdrarhiby mothers who are themselves in poor health
undernourished.

Results in Table 2 indicate that male births arp@&ent less likely to be of low birth weigl&0.000)
than female births. There might be biological reasfor this that are beyond the scope of this sttibwever,
the observed higher risk of low birth weights amdexgale births is consistent with the findings ther studies
(such as Magadi et al. 2001; Bell et al. 2008) thahd males to have higher birth weights than femaAlso,
while studying “Incidence and correlates of lowtlbiweight at a referral hospital in Northwest Efiiad, Zeleke
and colleagues (2012) found female newborns to rmwealler birth weight than males (COR=1.95, p-
value=0.03) at bivariate level. Obviously, singletcare likely to be of the rightful birth weightsrapared to
non-singletons due to foetal competition for ndument, space, among others. Also, non-singletoasranre
likely to be delivered preterm than singletons, pedterm delivery is a contributor to low birth @bt. The
study further found babies of the 2-3 birth ordierde 33 percent more likely to be low birth weiglt<0.05)
than babies of 6 and higher birth orders in Motled Isignificance that disappeared in the full mquessibly to
indicate that low birth weight is not necessarilyeault of birth order per se but a result of otbenfounders,
especially socioeconomic factors that are excludede second model.

Antenatal care during pregnancy aims at identifyangd treating problems such as anaemia and
infections (KNBS & ICF Macro, 2010). It is duringhantenatal care visit that screening for comphbcet is
done and advice given on a range of issues, inujupiace of delivery and referral of mothers. Warthing is
that antenatal care is more beneficial in prevgnsidverse birth outcomes when sought early in tegrmancy
and continued through delivery. Antenatal careofwllup ensures routine provisions of nutritional anedical
advice and supplementations. Health professiom@ismmend that the first antenatal visit occur witthie first
three months of pregnancy, that subsequent visittirue on a monthly basis through the"28eek of
pregnancy, and that visits thereafter take placeryewwo weeks until birth. World Health Organisatio
recommends that a woman without complications shbale a minimum of four antenatal care visits Whit&
first one coming in the first trimester. ResultsTiable 2 indicate that, unlike babies born to womdno had at
least four antenatal care visits, those born to ammho had none or less than four antenatal caits @re more
likely to be of low birth weights. The strengthegiof the significance in the full model only poirtts the
seriousness of antenatal care uptake.

Conclusions

Low birth weight cannot be done away with, but barreduced. The study findings that the educational
attainment of the mother, type of place of resigertmusehold wealth quintile, birth order and numbie
antenatal care visits done by an expectant womerstatistically related to low birth weight is aldar the
relevant stakeholders to reconsider their positionsheir respective categories. Example, theradsd to
promote maternal education for an educated womahléto read, get information and practice whaigist to
ensure an avoided low birth weight. With a deafthealth facilities for antenatal care service jsmn, there is
need to promote optimum antenatal care visits ésihein the developing world where low birth weigbases
are more than double those in the developed widtrlts during such antenatal acre visits that aneetgnt
woman is taught how to take care of herself andohegnancy, the kind of exercises to do and diebtwsider.
She is also immunized, given nutritional supplersetd administered malaria prophylaxis, all geaoedards
reducing the incidences of low birth weights. Paagnvomen need to be screened for the importanfaitors
of low birth weight that have not been assessedignstudy, such as maternal HIV and AIDS and otfestetric
problems to provide them with the essential antdradalth care services.
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