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ABSTRACT 

Evidence shows that skin-to-skin contact (SSC) enhances children’s well-being. More information is 

needed on the prevalence and determinants of SSC in Bangladesh. This study aimed to estimate the 

prevalence and associated factors of mothers and their newborns’ skin-to-skin contact in Bangladesh. A 

total of 5,304 (unweighted) women who gave birth in the three years before the survey were included in 

the final analysis. Multivariable logistic regression was used to identify the determinants of SSC practice. 

The prevalence of SSC practice in Bangladesh was 15.6% (95% CI [14.3, 17.0]). The adjusted regression 

model showed that the SSC practice was significantly associated with the geographic region, place of 

delivery, mode of delivery, and number of antenatal care visits. The SSC practice was 50% lower (aOR = 

0.5, 95% CI [0.3, 0.8]) in the Rajshahi Division compared to the Dhaka Division. Women who had an 

institutional delivery had 2 times higher odds (aOR = 2.0, 95% CI [1.6, 2.5]) of SSC practice than women 

who had experienced a non-institutional delivery. Compared to women who delivered by cesarean section, 

the odds of SSC practice were 2.1 times higher (aOR = 2.1, 95% CI [1.6, 2.6]) for women who had a normal 

delivery. Women who completed at least four antenatal visits had 20% higher odds (aOR = 1.2, 95% CI 

[1.0, 1.4]) of SSC practice than women who completed fewer than four antenatal visits. Informal 

instructional and awareness programs are necessary in Bangladesh to promote the importance and extent 

of SSC practice. 

Key words: kangaroo mother care, skin-to-skin contact, newborn, BDHS, Bangladesh 
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1 INTRODUCTION 

Skin-to-skin contact (SSC) involves placing a naked newborn, covered with a blanket for extra warmth, on 

the mother’s bare chest.1 Sanabria and Gomez created a more generalized term for SSC called Kangaroo 

Mother Care (KMC).2 This was invented out of desperation when there were insufficient incubators to care 

for babies with low birth weight in Bogota, Columbia.3 Researchers had learned about tiny baby kangaroos 

being raised in their mother’s pouch, and found this approach useful for preterm human babies.2 

The benefits of SSC for the mother include easier breastfeeding, increased milk supply, reduced stress and 

pain, and less post-partum depression.4 In addition, newborn babies enjoy benefits from SSC, such as 

thermal regulation, healthy weight gain, better sleep, better brain development, relief from respiratory 

distress, and increased immunity.5 Previous studies also reported compelling evidence that early initiation 

of breastfeeding, which is essential for the development and survival of a newborn, can be predicted by 

SSC.6–8 According to a new guideline by the World Health Organization (WHO), “premature babies should 

be given SSC immediately after birth to improve their survival and health outcomes.”9 Although SSC was 

developed as a low-cost alternative for preterm low birth weight infants instead of treating them in an 

incubator, the health benefits of SSC can be enjoyed equally by full-term average weight infants as well.10 

Despite numerous health benefits, low- and middle-income countries are still struggling to increase the 

prevalence of SSC. Recent studies demonstrated a reasonably low prevalence of SSC practice in some 

African and Asian countries.11,12 Aboagye et al., who studied the prevalence and predictors of SSC in Papua 

New Guinea and 17 sub-Saharan African countries using Demographic and Health Survey (DHS) data, 

found the prevalence rate to be 45.2% and 45.68%, respectively.12,13 Similar work among the Nigerian 

population by Ekholuenetale et al. found a very low prevalence of approximately 12.0%.14 Determinants of 

SSC studied by Bedaso et al. and Ekholuenetale et al. with MICS and hospital data in Gambia and Ethiopia 

were similar to those found in Papua New Guinea (35.7% and 28.1%, respectively).1,15 There is a lack of 

national studies conducted in Bangladesh to assess the SSC prevalence and the factors associated with SSC 

practice. The single study was conducted by Nazia et al. in 10 districts of Bangladesh found an overall SSC 

prevalence of 28%.16 

The WHO developed a guideline to assist countries in safeguarding their newborns via simple life-saving 

interventions entitled essential newborn care (ENC).17 This includes recommendations from the global 

health community for providing care to the newborns from birth to the first few days of life.17 The four 

components of ENC include thermal care, early and exclusive breastfeeding, appropriate cord care, and 

early treatment for low birth weight or sick newborns.18 In ENC, SSC is one of the interventions for thermal 

care, in which naked newborn babies are placed on the mother’s bare chest immediately after delivery for 

better thermal regulation.5 However, usual obstetrical practice involves separating newborns from their 

mother after delivery in order to conduct routine check-ups after birth, and to allow the mother to rest.19,20 

Separation of mother and baby can be avoided by conducting the check-ups simultaneously with SSC 

practice or after the immediate, critical SSC period, as recommended by the American Academy of 

Pediatrics.21 Educating friends and family, increasing overall awareness, and empowering healthcare 

providers about the benefits of SSC may prevent unnecessary separation of mother and baby. 
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The practice of SSC can also help reduce neonatal (the first 28 days of life) and infant (the first year of life) 

mortality. In South Asia, neonatal and infant deaths account for the majority of under-5 mortality.22 

Bangladesh and the vast majority of low- and middle-income nations are currently not meeting the 

Sustainable Development Goals (SDG) to lower infant mortality.23 To meet the SDG targets by the year 

2030 of reducing neonatal mortality to 12 per 1,000 live births, increasing compliance to the low-to-zero 

cost effective strategies, such as SSC, may help to reduce the burden of infant mortality. The objective of 

this research was to explore the status of SSC practice in Bangladesh and to determine the contributing 

factors that affect SSC practice by using DHS data from Bangladesh. 

1.1 Research questions 

The research questions of this study are: 

▪ What is the national prevalence of skin-to-skin contact in Bangladesh? 

▪ Does skin-to-skin contact practice vary by residence or administrative divisions? 

▪ What factors are associated with skin-to-skin practice in Bangladesh? 

1.2 Conceptual framework 

We developed the conceptual framework for this study (Figure 1) based on the previous literature.1,12–15 

Several studies have reported the association of different sociodemographic variables, child-related 

variables, and reproductive characteristics with skin-to-skin contact between mothers and their newborn in 

many countries. Existing literature conducted in sub-Saharan Africa indicated that a woman’s delivery in a 

health facility, women from households within the richest wealth quintile, women attending at least four 

antenatal care (ANC) visits, and women with higher education are more likely to practice SSC.12 A study 

conducted in Nigeria found that adequate ANC visits and delivering a baby with low birth weight 

significantly increase the likelihood of SSC practice.14 Another study conducted in Gambia found a 

significant geographic variation in the prevalence of SSC with rural women 38% more likely to practice 

SSC.15 Based on the existing literature, we conceptualized that sociodemographic, child-related, and 

reproductive variables (place of delivery, mode of delivery, and healthcare provider) are the potential 

determinants of SSC between mothers and their newborns. 
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Figure 1 The conceptual framework of factors associated with mother and newborn skin-to-skin contacts 
among Bangladeshi women 

 
 

Independent variables Dependent variable

Sociodemographic variables

● Mother’s age at birth
● Mother’s education
● Mother currently working
● Place of residence
● Region
● Wealth index
● Media use

Child related variables

● Sex of child
● Birth order
● Previous birth interval

Reproductive variables

● Planned pregnancy
● Place of delivery
● Mode of delivery
● ANC visits

Skin-to-skin contact
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2 DATA AND METHODS 

2.1 Data 

We used the most recent nationally representative 2017–18 BDHS data for this analysis. This survey was 

conducted between October 2017 and March 2018 under the authority of the National Institute of 

Population Science and Training (NIPORT), Medical Education and Family Welfare Division, Ministry of 

Health and Family Welfare.24 The 2017–18 BDHS used a two-stage stratified cluster sample of households. 

Information on ever married women between age 15 and 49 along with their ever born children was 

collected.24 The survey method, data collection process, measurement procedures, and questionnaires are 

available in the final report of the 2017–18 Bangladesh Demographic and Health Survey (BDHS).1 

The unit of analysis for this study was the children who were born to de facto interviewed mothers three 

years before the interview date. This provided a final analytical unweighted sample of 5,304 children. 

2.2 Variables 

2.2.1 Dependent variables 

Mother and newborn SSC during the post-partum stay is the outcome variable in this study. In Bangladesh, 

in order to assess SSC practice, regardless of facility or non-facility births, trained interviewers asked the 

mother about their most recent birth during the last 3 years. The exact question asked was: “After the birth, 

was (name) put directly on the bare skin of your chest?” Based on the previous literature12–14 and the 

objective of this study, we dichotomized the response variable into “1 = having SSC” for women whose 

response was “put on chest, touching bare skin,” while the remaining response options were categorized as 

“0 = not having SSC”. 

2.2.2 Independent variables 

The independent variables for SSC practice in Bangladesh were selected from the BDHS data based on 

previous literature.1,12–15 Independent variables include: mother’s age at birth (15–19, 20–24, 25–29, ≥30), 

mother’s education (no education, primary, secondary, higher), mother’s working status (working, not 

working), place of residence (rural, urban), region (Barisal, Chittagong, Dhaka, Khulna, Mymensingh, 

Rajshahi, Rangpur, or Sylhet), media exposure (“yes” if the answer was yes to any of the following: 

watching television, listening to radio, and reading newspaper or magazine; and “no” if otherwise), wealth 

index (lowest, second, middle, fourth, and highest), sex of the child (male, female), birth order (1, 2, ≥3), 

preceding birth interval (None, <24 months, 24 months–35 months, 36 months–47 months, ≥48 months), 

planned pregnancy (yes, no), place of delivery (facility, non-facility), mode of delivery (normal, caesarean), 

and ANC visits (<4, ≥4). 

 
1 All DHS data are free for public use and can be downloaded from the DHS website (https://dhsprogram.com/data/ 

available-datasets.cfm). 

https://dhsprogram.com/data/%20available-datasets.cfm
https://dhsprogram.com/data/%20available-datasets.cfm
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2.3 Statistical Analysis 

Weighted frequencies and percentages were calculated to show the background characteristics of the study 

participants and the prevalence of SSC. Considering the complex BDHS survey data, we used the “svy” 

command in STATA version 17.0 (StataCorp, College Station, TX, USA) for assigning the sample weight 

and to adjust for the clustering effect and sample stratification. A chi-square test was used to identify 

bivariate associations between categorical variables. Multicollinearity between explanatory variables was 

checked by the variance inflation factor (VIF) and no variable had a score of 5 or higher, which suggests 

no significant collinearity. The multivariate binary logistic regression model was used to identify the 

significance and the magnitude of association of the explanatory variables on SSC after controlling for other 

explanatory variables. 
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3 RESULTS 

3.1 Characteristics of the Participants 

3.1.1 Mothers’ and newborn’s sociodemographic characteristics 

In the 5,338 weighted sample, most women had their child at age 20–24 (32.1%), while the least had their 

child when they were ≥30 years (14.7%). The majority of the mothers had a secondary education (48.9%), 

with 6.6% having no formal education. About 73% of the participants were rural residents. The regional 

distribution of the study participants was diverse with 25.5% and 21.4% respectively belonging to the 

Dhaka and Chittagong divisions, and only 8.0%, 8.4%, and 9.0% from the Sylhet, Mymensingh, and Khulna 

divisions, respectively. Most mothers were not working (63%) and slightly more than half (55%) had access 

to at least one of the three media (television, radio, or newspaper/magazines). 

3.1.2 Newborn characteristics 

The distribution of the child’s sex was 52.4% male and 47.6% female. Among the children, 39% were the 

first birth, 32.1% were second, and the remaining 28.9% had a birth order 3rd or higher. Most of the 

mothers’ previous children were born 4 or more years before the survey (37.1%), while only 5.9% had their 

previous child born within the last 2 years. 

3.1.3 Mothers’ reproductive profile 

The majority of the pregnancies were reported as planned (79.5%). Place of delivery was split evenly 

between institutional and non-institutional deliveries. Approximately 33% of deliveries were via cesarean 

section as compared to 67% for normal deliveries. Approximately 47% of mothers complied with at least 4 

ANC visits for their most recent child in the previous 3 years. 
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Table 1 Background characteristics of the study participants 

Variables Number Percent 

Sociodemographic characteristics 

Mother’s age at birth     
15–19 1,573 29.5 
20–24 1,714 32.1 
25–29 1,266 23.7 
≥30 785 14.7 

Mother’s education     
No education 351 6.6 
Primary 1,471 27.6 
Secondary 2,609 48.9 
Higher 906 17.0 

Mother’s working status     
No 3,365 63.0 
Yes 1,973 37.0 

Place of residence     
Rural 3,911 73.3 
Urban 1,427 26.7 

Division     
Barisal 303 5.7 
Chittagong 1,141 21.4 
Dhaka 1,359 25.5 
Khulna 481 9.0 
Mymensing 451 8.4 
Rajshahi 622 11.6 
Rangpur 555 10.4 
Sylhet 425 8.0 

Wealth index     
Lowest 1,108 20.7 
Second 1,106 20.7 
Middle 1,020 19.1 
Fourth 1,071 20.1 
Richest 1,034 19.4 

Access to media (at least once a week)     
No 2,417 45.3 
Yes 2,921 54.7 

Child-specific variables 
Child sex     

Female 2,543 47.6 
Male 2,795 52.4 

Birth order     
1 2,081 39.0 
2 1,715 32.1 
≥3 1,542 28.9 

Preceding birth interval     
No 2,098 39.3 
<24 months 313 5.9 
24–35 months 447 8.4 
36–47 months 500 9.4 
>47 months 1,980 37.1 

Reproductive profile 

Planned pregnancy     
No 1,094 20.5 
Yes 4,244 79.5 

Mode of delivery     
Caesarean 1,747 32.8 
Normal 3,584 67.2 

Place of delivery     
Facility 2,636 49.4 
Others 2,702 50.6 

Number of ANC visits     
<4 2,677 53.0 
≥4 2,374 47.0 

Total 5,331 100.0 
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3.2 Prevalence of the Mothers and Newborn SSC Practice 

The results from Figure 1 revealed that the national prevalence of mothers to newborn SSC in Bangladesh 

was 15.6% (95% CI [14.3, 17.0]). 

Figure 2 The prevalence of the mother and newborn skin-to-skin contact, 2017–18 BDHS 

 

 

3.3 Bivariate Relationship between SSC and Explanatory Variables 

The prevalence of SSC along with its association across the explanatory variables are presented in Table 2. 

The chi-square test results showed a significant association between SSC and other explanatory variables 

such as mother’s education, geographical region, wealth index, media exposure, place of delivery, and ANC 

visits. Mothers’ education was significantly associated with SSC with the women in the higher education 

group having the highest prevalence of SSC (19.7%, 95% CI [16.9, 22.8]). Statistically, there was 

significant regional variation in SSC practice where the highest prevalence of SSC practice was reported in 

Rangpur, Barisal, and Chittagong divisions (~18%) and the lowest prevalence was 9.6% (95% CI [7.0, 

13.0]) in the Rajshahi Division. There were also differences in the SSC practice among the mothers of 

different wealth indexes. Mothers from the highest wealth quintile had higher SSC prevalence (19.8%, 95% 

CI [16.8, 23.1]) compared to mothers from the lowest (14.6%, 95% CI [12.1, 17.6]). Mothers who had 

access to media had higher SSC prevalence (17.1%, 95% CI [15.4, 19.0]) than women who did not have 

media access (13.8%, 95% CI [12.1, 15.7]). The place of delivery was significantly associated with SSC 

prevalence with institutional deliveries observed at 18.2% (95% CI [16.3, 20.2]) SSC prevalence as opposed 

to the non-institutional deliveries at 13.1% (95% CI [11.5, 14.8]). The SSC prevalence was also associated 

with the mother’s completion of the number of ANC visits. Mothers who completed at least 4 ANC visits 

(18.0%, 95% CI [16.3, 20.0]) had a higher SSC practice than mothers who completed less than 4 ANC visits 

(14.0%, 95% CI [12.4, 15.9]). 

15.6%

84.4%

Yes No
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Table 2 Bivariate relationship between the mother and newborn skin-to-skin contacts and different 
explanatory variables 

  Percent 95% CI p value 

Sociodemographic characteristics      

Mother’s age at birth     .732 
15–19 15.3 [13.2, 17.5]  
20–24 16.0 [13.9, 18.2]  
25–29 16.3 [13.7, 19.4]  
≥30 14.3 [11.6, 17.5]  

Mother’s education     .008 
No education 14.3 [10.4, 19.4]  
Primary 13.7 [11.6, 16.1]  
Secondary 15.4 [13.7, 17.3]  
Higher 19.7 [16.9, 22.8]  

Mother’s working status     .518 
No 15.9 [14.3, 17.6]  
Yes 15.1 [13.2, 17.3]  

Place of residence      .758 
Rural 15.5 [13.9, 17.2]  
Urban 15.9 [13.7, 18.5]  

Division      .022 
Barisal 17.5 [14.3, 21.2]  
Chittagong 14.7 [11.8, 18.2]  
Dhaka 17.6 [14.1, 21.8]  
Khulna 16.0 [13.0, 19.6]  
Mymensing 16.0 [13.1, 19.3]  
Rajshahi 9.6 [7.0, 13.0]  
Rangpur 18.3 [15.1, 21.9]  
Sylhet 14.6 [11.4, 18.6]  

Wealth index     .003 
Lowest 14.6 [12.1, 17.6]  
Second 12.1 [9.9, 14.8]  
Middle 15.4 [12.9, 18.3]  
Fourth 16.4 [13.8, 19.4]  
Highest 19.8 [16.8, 23.1]  

Access to media (at least once a week)     .006 
No 13.8 [12.1, 15.7]  
Yes 17.1 [15.4, 19.0]  

Child-specific variables    

Child sex     .818 
Female 15.5 [13.7, 17.4]  
Male 15.7 [14.2, 17.4]  

Birth order      .694 
1 16.2 [14.4, 18.1]  
2 15.2 [13.2, 17.3]  
≥3 15.3 [13.0, 17.9]  

Preceding birth interval      .883 
No 16.2 [14.4, 18.1]  
<24 months 16.8 [12.5, 22.2]  
24–35 months 14.8 [10.8, 20.0]  
36–47 months 15.2 [11.8, 19.3]  
≥48 months 15.1 [13.2, 17.2]  

Reproductive profile    

Planned/unplanned pregnancy      .771 
No 15.3 [12.6, 18.3]  
Yes 15.7 [14.3, 17.2]  

Mode of delivery     .523  
Caesarean 15.1 [13.0, 17.3]  
Normal 15.9 [14.3, 17.5]  

Place of delivery     <.001  
Others 13.1 [11.5, 14.8]  
Facility 18.2 [16.3, 20.2]  

Number of ANC visits     .001  
<4 14.0 [12.4, 15.9]  
≥4 18.0 [16.3, 20.0]  

Total 15.6 [14.6, 17.4]  
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3.4 Adjusted Relationship between Explanatory Variables and SSC 
Practice 

The results from the multivariate logistic regression analysis are shown in Table 3. After adjusting for the 

covariates, SSC practice was significantly associated with the geographic region, place of delivery, mode 

of delivery, and ANC visits. Compared to the Dhaka Division, the odds of SSC practice were 50% lower in 

the Rajshahi Division (aOR = 0.5, 95% CI [0.3, 0.8]). Mothers who had an institutional delivery had 2.0 

higher odds (95% CI [1.6, 2.5]) of SSC practice than mother who had a non-institutional delivery. Compared 

to mothers who delivered by caesarean section, the odds of SSC practice were twice as high (aOR = 2.1, 

95% CI [1.6, 2.6]) for mothers who had a normal delivery. Mothers who completed the required number of 

ANC visits had a 20% higher odds (aOR = 1.2, 95% CI [1.0, 1.4]) of SSC practice than women who had 

fewer than 4 ANC visits. 
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Table 3 Multivariate Logistic Regression output to determine the adjusted effect of different explanatory 
variables on the mother and newborn skin-to-skin contacts 

Variables AOR 95% CI 

Sociodemographic characteristics 

Mother’s age at birth     
15–19 1.2 [0.8, 1.8] 
20–24 1.2 [0.9, 1.7] 
25–29 1.2 [0.9, 1.6] 
≥30 Ref 

Mother’s education     
No education Ref 
Primary 0.9 [0.6, 1.4] 
Secondary 1.0 [0.6, 1.4] 
Higher 1.1 [0.7, 1.7] 

Mother’s working status     
No Ref 
Yes 1.0 [0.8, 1.2] 

Place of residence     
Rural Ref 
Urban 0.8 [0.6, 1.0] 

Division     
Barisal 1.1 [0.7, 1.6] 
Chittagong 0.7 [0.5, 1.1] 
Dhaka Ref 
Khulna 0.9 [0.6, 1.3] 
Mymensing 1.0 [0.7, 1.4] 
Rajshahi 0.5*** [0.3, 0.8] 
Rangpur 1.0 [0.7, 1.5] 
Sylhet 0.8 [0.5, 1.2] 

Wealth index     
Lowest Ref 
Second 0.8 [0.6, 1.0] 
Middle 1.0 [0.7, 1.3] 
Fourth 1.0 [0.7, 1.4] 
Highest 1.3 [0.9, 1.9] 

Access to at least one media at least once a week     
No Ref 
Yes 1.2 [1.0, 1.4] 

Child-specific variables 

Child sex     
Female Ref 
Male 1.0 [0.9, 1.2] 

Birth order     
1 Ref 
2 0.6 [0.1, 2.9] 
≥3 0.7 [0.2, 3.3] 

Preceding birth interval     
No Ref 
<24 months 1.9 [0.4, 9.0] 
24–35 months 1.6 [0.3, 7.8] 
36–47 months 1.6 [0.3, 7.6] 
≥47 months 1.6 [0.3, 7.4] 

Reproductive profile 

Planned pregnancy     
No Ref 
Yes 1.0 [0.8, 1.3] 

Mode of delivery     
Caesarean Ref 
Normal 2.1*** [1.6, 2.6] 

Place of delivery     
Others Ref 
Facility 2.0*** [1.6, 2.5] 

Number of ANC visits     
<4 Ref 
≥4 1.2* [1.0, 1.4] 

 

Ref = reference category 
*p < .05, **p < .01, ***p < .001 
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4 DISCUSSION 

This research is timely because SSC is a proven strategy for reducing both maternal and neonatal mortality 

and for achieving the expected SDG targets for maternal and neonatal mortality. We describe the status of 

the SSC practice in Bangladesh, the factors associated with the prevalence of SSC, and the inequalities in 

SSC practice based on geographical location. Using the most recent nationally representative 2017–18 

BDHS data, we found that region, place of delivery, mode of delivery, and ANC visits were significantly 

associated with SSC practice. 

The results show that the prevalence of SSC in Bangladesh is very low at only 15.6%. This indicates a 

decrease in SSC practice because SSC practice was estimated between 26% and 30% in the 2014 DHS 

surveys in Bangladesh, and data (collected from 2001–11) from a cluster randomization trial, 

respectively.18,25 

In addition, Nazia et al., who analyzed data collected from 10 districts of Bangladesh in 2019, reported that 

the SSC practice was 28%.16 When comparing our results with other South Asian countries, India (14.5%) 

and Nepal (16.5%) reported similar prevalence in SSC practice, although the prevalence was considerably 

higher in Pakistan (55%) and Sri Lanka (50%).25–27 Analyzing the most recent DHS surveys of 17 countries 

in sub-Saharan Africa, Abogaye et al. observed the lowest prevalence of SSC practice in Nigeria (11%) and 

the highest in Benin (75.1%).12 In general, low- and middle-income countries lag behind high-income 

countries with SSC practice uptake.28 This may be because women in LMIC counties are not be aware of 

the benefits of SSC, have cultural beliefs or stigma against SSC, have deliveries that occur without the 

presence of skilled birth attendants or at home, lack knowledge because of a lack of education or infrequent 

ANC visits, and other sociodemographic and health facility factors.1,29–31 

Geographic region was associated with SSC practice in this study. Similar findings were reported in a 

previous study based on Nigeria and Bangladesh’s 2013 and 2014 DHS data, in which SSC practice was 

considered an explanatory variable.18 Although there was regional variation in SSC practice, when 

compared to Dhaka Division, only the Rajshahi Division appears to show significantly lower prevalence in 

SSC practice. A possible reason could be the cultural differences between these regions. Regional disparity 

in Rajshahi requires further research to understand the underlying reasons for low SSC practice. 

Facility deliveries and normal deliveries were associated with SSC practice in this study. Previous studies 

based in Bangladesh16,18 and in other settings12–15 also show similar results. A possible explanation for higher 

SSC prevalence with facility deliveries is the presence of skilled birth attendants who are responsible for 

ensuring SSC practice after birth. Facility deliveries in the presence of skilled birth attendant are promoted 

as an essential strategy to improve both maternal and newborn health.32,33 Deliveries by cesarean section 

often occur with complicated pregnancies where there is inevitable separation between mother and 

newborn. However, a recommendation from the Baby Friendly Initiative states that when the mother is 

alert, SSC may begin immediately after a cesarean section.34 In addition, the required maternal and newborn 

assessments can be collected during SSC practice or delayed until the critical SSC period is over.34 

In this study, mothers who completed the recommended ANC visits (four or more) also had better SSC 

practice. The ANC visits may facilitate SSC practice uptake by mothers who are not knowledgeable or 

aware of the benefits of SSC practice. The counseling during routine ANC helps prepare mothers to care 
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for themselves and the newborn, and to initiate early breastfeeding, which is associated with SSC. The 

literature that assessed SSC practice in Bangladesh16,18 or elsewhere confirms our findings. 

4.1 Policy Implications 

Although Bangladesh is progressing in meeting the SDGs targets for maternal and neonatal mortality, the 

use of SSC, which is a low to no cost, effective method of improving maternal and neonatal health 

outcomes, is very low. Identification of the determinants of SSC use and recommendations from this study 

will help the government and policy makers make informed decisions about strategies that should be 

designed and implemented to increase the SSC practice in the country. As a possible recommendation, the 

government could design a mandatory training program for healthcare workers who participate in the 

deliveries. Readily available training modules on SSC practice, such as the WHO Essential Newborn 

Training Guide, could be employed.35 

In addition, awareness campaigns focused on the benefits of SSC practice can educate all expectant mothers 

and their family members to ensure compliance irrespective of the place of residence, region, type of 

delivery, mode of delivery, socioeconomic status, and sex of the child. Effective use of existing programs, 

such as the Baby Friendly Hospital Initiative, can improve SSC use. The government must overcome 

challenges with healthcare facility preparedness for antenatal and neonatal care, adequate supply of 

essential ingredients for neonatal care, trained and required staff for implementing ENC, regional disparities 

in facilities and providers, facility deliveries and/or presence of skilled birth attendants, cesarean section 

deliveries for non-medical reasons, and most importantly, with developing a health insurance system for 

maternal and neonatal care that minimizes out-of-pocket expenses for obstetrical care. 

4.2 Strengths and Limitations 

This study utilized nationally representative survey data with a large sample size to examine a unique aspect 

of mother and newborn healthcare practice. The study findings are representative and can inform 

government and policy makers as they use this information to foster the uptake of SSC practice. Although 

information about the children born to mothers in the previous five years was available, this study included 

only those children who were born within the previous 3 years to minimize recall bias. 

This research is not free from limitations. First, this study is based on a cross-sectional survey and cannot 

determine any causal relationships. Second, due to the use of previously collected secondary data, this study 

relied on the available explanatory variables provided by the survey. Thus, some important sociocultural 

variables may have been missing. Finally, despite considering only the children who were born to the 

mothers within the last 3 years, there may be some recall bias from the distance of the childbirth from the 

survey date. 
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5 CONCLUSION 

This study reported that the prevalence of mother and newborn SSC is very low in Bangladesh as compared 

to other low- and middle-income countries. There is a variation in SSC practice in terms of the geographic 

regions (divisions). The place of delivery, mode of delivery, and number of antenatal visits were 

significantly associated with SSC practice. Appropriate measures need to be taken to ensure that expectant 

women receive the recommended number of ANC visits, have access to institutional deliveries, and gain 

confidence in normal deliveries. Furthermore, ENC needs to be ensured by minimizing regional disparities 

in accessing healthcare services, trained healthcare professionals, equipment and supplies, and out-of-

pocket healthcare expenses in order to facilitate better SSC practice. 
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