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ABSTRACT 
 
 

Care of the cord is a known determinant of an infant’s well-being in neonatal life period, and when not according 
to standard frequently results in high prevalence of neonatal infections and complications, some fatal. This study 
sought to determine the practice of cord care among mothers of Lewllem Community of Jos South LGA, Plateau 
State, Nigeria. This was a community-based descriptive cross-sectional study among 300 women of reproductive 
age group 15-49 years with children less than 5 years of age. Substances commonly applied to cord of babies, 
reasons for cord care, respondents’ age, educational status and ANC attendance were determined. Along with 
tables and proportions, associations between respondents’ educational and age status and type of substances, 
reasons for cord care and duration for cord care with significant level at pV < 0.05 were determined. Methylated 
spirit (57.60%), Vaseline (39.22%), warm water salt solution (16.61%), plain warm water (9.54%) and 
herbs/native preparation (1.77%) were found in use with achieving the shrivel (drying) of the cord (50.33%), 
prevention of cord infection (28.33%), timely detachment of the cord (22.67%) and prevention of development of 
bad odor by cord (2.33%) as reasons for cord care. There was no statistical significant association between 
educational attainment and choice of the substances (pV = 0.1656), respondents’ age and reasons for cord care 
(pV = 0.9226), educational attainment and reasons for cord care (pV = 0.3006) and educational attainment and 
duration of cord care (pV = 1.0000). Presence of a health facility within study setting and 95.5% ANC attendance 
rate did not impact on respondents’ choices of appropriate substances and informed reasons for cord care.  
Quality of MCH services made available to pregnant mothers by the health facility, and skills of service providers 
will require review for remedial measures.  
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INTRODUCTION 
 

The status of the umbilical cord, the channel 
through which the baby in utero receives nutrients, 
is a known determinant of well-being of an infant in-
utero and in neonatal life period. Its post-delivery 
care and within the neonatal period, when not 
according to standard norms, frequently results in 
high prevalence of fatal neonatal infections [1]. In 
Nigeria like all developing countries, infections from 
unsafe umbilical cord practices account for a  
 
 

significant proportion of neonatal deaths. In a 2015 
Report “Nigeria state data profiles: An  
accountability tool for maternal, newborn and child 
health in Nigeria” , a combined 36% of all causes of 
neonatal deaths were attributable to sepsis and 
tetanus from umbilical infections with proximate 
causes related to poor immediate postpartum cord-
care choices and persisting negative cultural beliefs 
and practices [2]. Globally, poor umbilical cord 
hygiene resulting in infection of umbilical cord in the 
first week of life remains a dominant factor in the 
13% of the approximately three (3) million newborn 
deaths that occur each year. Nigeria, along with 
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India, is a known major contributor to this global 
neonatal mortality [3-5]. Outside India, Nigeria with 
other sub-Saharan African countries account 
predominantly for such potentially harmful practices 
resulting in infection of umbilical cord in the first 
week of life [6-8].  
 

Cord care practices vary by and between countries, 
regions and cultural settings, with the application of 
variety of substances [9]. Many of these 
applications are associated with harmful 
consequences. The use of chicken, lizard, cow 
dungs have been reported in countries like Haiti, 
Uganda and Zambia [10]. In some other settings, 
motor and machine oil, methylated spirit, Dettol, oil 
cow dung and herbal preparation in addition to 
other substances such as toothpaste, ash, powder 
and variety of concoction as cleaning and drying 
agents after the use of knives, scissors, sickles, 
slice of sharp bamboo stick in cutting and tying the 
cord with thread, strings often unsterilized, hair 
thread and palm fronds have been reportedly found 
in use [9, 11-13]. In Zambia, for example, the use of 
substances such as powders of root origin, burnt 
gourds or ash, lubricating agents (petroleum jelly, 
Vaseline, cooking oil and used motor oil), 
commercial baby lotion and baby powder, charcoal, 
cow dung and chicken droppings and breast-milk 
have been documented [6,7]. In Ilesha, Osun State, 
Nigeria, commonly applied materials and methods 
include cleaning with methylated spirit, hot water 
massage and application of Shea butter [14]. These 
were often without attendant aseptic practices such 
as hand-washing before and after care, washing 
cord with clean water and soap, keeping cord dry 
and exposure to air. The desire to hasten the 
separation of the cord stump is often the 
predominant reason for cord care post-delivery. In a 
study population in Edo State, Nigeria, this was 
found to be the basis for such application such as 
sand, salt, native chalk, saliva, petroleum jelly, 
menthol-containing balm, herbs and heat [15].  
A number of factors influence cord care practices 
among mothers. Female education and 
empowerment, ANC service uptake and socio-
cultural factors, long established as determinant of 
child survival strategy, have been shown as strong 
factors in cord care practices [16-18]. Dire 
consequences to cord health emanate where these 
factors are poor. In addition is maternal age with 
older mothers found to practice more of beneficial 
cord care than younger ones, probably stemming 
from differential experience gathered over time from 
previous deliveries [15]. Non-skilled attendance at 
delivery coupled with absent knowledge and good 

practice of appropriate cord care practice, high in 
prevalence in some settings, is a major factor in 
poor cord care outcome [19-21]. The prevailing 
wide options available in cord care practice as 
advocated by health facilities and often appearing 
confusing to mothers create the avenue for the 
application of various types of substances, many 
with attendant deleterious effects. 
 

Towards addressing the challenges of umbilical 
sepsis from poor cord management, the World 
Health Organization, has, over the years,  
advanced the use of several potent anti-microbial 
agents and products for use among which have 
been triple dye, tincture iodine, iodophors, antibiotic 
ointments, silver sulfadiazine, povidone-iodine and 
of late, chlorhexidine [22-25]. In addition is the 
emphasis on cord care by care givers, especially 
TBAs in rural settings, as well as emphasis on 
female education and empowerment as designated 
child survival strategies towards healthy cord care 
practices [21].  
 

Neonatal sepsis continues to remain a principal 
challenge to achieving further reduction in neonatal 
under-5 mortality, critical to attaining the 4th MDG 
globally. Umbilical cord hygiene in the first week of 
life is a well-documented factor in neonatal welfare 
and where it is poor, a significant risk factor that 
increases the likelihood of neonatal infection with 
attendant mortality. This study sought to determine 
the practice of cord care among mothers of Lewllem 
Community of Jos South LGA, Plateau State, 
Nigeria.  
 

MATERIALS AND METHODS 
 

This was a community-based descriptive cross-
sectional study carried out among women of 
reproductive age group 15-49 years with children 
less than 5 years of age in Lwellen community of 
Tanchol in the sub-urban district of Gyel in Jos 
South LGA of Plateau State, Nigeria. Based on an 
accompanying community survey, the community 
has a total of 703 households with a population of 
3,210 individuals out of which there were 320 
mothers of reproductive age group of 15-49 with 
children aged 5 years and below.  The community 
has a PHC facility located within it, providing PHC 
services to its population therein as well as to those 
in neighboring communities adjoining it. The 
decision to focus on women with children aged 5 
years and below was to obtain information as 
current as possible on cord care practice, and thus 
reflecting prevailing profile. Information on 
knowledge and practice of cord care was collected 
via interviewer-administered questionnaire. Prior 
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ethical clearance was obtained from Bingham 
University Teaching Hospital Ethical Research 
Committee. Permission for community entry was 
obtained from Jos South Local Government Council 
and from the traditional rulers at all levels of Lwellen 
community, Tanchol and Gyel District. At each 
household level, consent was obtained from the 
head of the family after due explanation regarding 
the study was provided. In addition to being 
informed of the voluntary nature of participation, the 
respondents were assured of confidentiality of 
information to be collected and the non-reflection of 
their identities as well as that of their respective 
households. The entire 320 eligible mothers were 
taken as the study sample. Outcome measures 
included main substances commonly applied to 
cord of babies, reasons for cord care, respondents’ 
age, educational status and ANC attendance. 
Tables and proportions were used to illustrate 
results and outcomes. Type of substances, reasons 
for cord care and duration for cord care were 
examined against respondents’ two important social 
variables of educational and age status for any 
potential association. Significant level for any 
association was taken at pV < 0.05.  
 

RESULTS 

A total of 300 women within the reproductive age 
group of 15 – 49 years successfully participated in 
the study. Among the study group, 9.3% had no 
formal education while 46.3%, 39.0% and 5.3% had 
primary school, secondary school and tertiary 
education. Twenty percent (20%) were full-time 
house wives with no employment providing any 
form of economic livelihood. Traders, farmers, 
artisans and civil servants accounted for 25.0%, 
23.7%, 30.4% and 1.0% respectively. Being an 
indigenous population, 95.3% of respondents were 
of the local ethnic group of Berom and are entirely 
of the Christian faith. Mean parity was 4 with a 
range of 1-11. ANC uptake rate was 95.5% based 
on their immediate past pregnancies, and at the 
PHC facility located within the community. 
Incidence of contaminated cord among newborns of 
respondents based on recall history was 12.3%.  
 
Among the respondents, a number of substances or 
preparations were found to be in use in their care of 
the cord of the newborn (Table 1). Commonly, 
these include methylated spirit (57.60%), Vaseline 
(39.22%), warm water salt solution (16.61%), plain 
warm water (9.54%) and herbs/native preparation 
(1.77%). 
 

 

Table 1: Commonly used Substances for Cord Care 
 

Commonly Used Substance Prevalence of Use (%) 
Warm water 9.5 
Methylated Spirit 57.6 
Salt and warm water 16.6 
Vaseline 39.2 
Herbs/ Local Preparations 1.8 

Table 2: Educational Status and Substances applied for cord care 
 

Educational Status Plain Warm 
water 

Methylated Spirit Warm Salt Solution Vaseline Herbal/Local 
Preparations 

Below Secondary 
School 

10.2% 50.3% 17.4% 39.5% 3.0% 

Secondary School 
and Above 

7.5% 59.4% 13.5% 36.8% 0.0% 

X2 = 6.486; pV = 0.1656 
 
On level of educational attainment by respondents 
and their choice of substances in the care of their 
babies’ cords (Table 2), a greater proportion of 
those with secondary school education and above 
(59.4%) compared to those with lower level of 
education (50.3%) employed the use of methylated 
spirit. Higher proportions of those with 
comparatively lower educational level employed 
Vaseline ointment (39.5%), warm salt solution 

(17.4%) and plain warm water (10.2%) compared to 
those with secondary school education and above 
(36.8%, 13.5% and 7.5%). None of those with 
secondary school education and above were found 
to use to herbal/local preparations as compared to 
the 3.0% of those with lower than secondary school 
education. However, there was found no statistical 
significant association between educational 
attainment and choice of the substances (X2 = 
6.486; pV = 0.1656) 
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Table 3: Main Reasons for Cord Care  
 

Main Reasons for Cord Care % 
Prevention of cord infection 28.3 
Cord’s timely detachment (fall-off) 22.7 
Shriveling (dry up) of the cord 50.3 
Prevention of development of bad odor by cord 2.3 
Miscellaneous reasons 3.7 
 
A number of reasons were adduced by respondents 
for the care of their infants’ cord (Table 3). Chiefly 
among there to achieve the shrivel (drying) of the  
 

 
cord (50.33%), prevention of cord infection 
(28.33%), timely detachment of the cord (22.67%), 
prevention of development of bad odor by cord 
(2.33%) and a mix of others (3.67%). 

Table 4: Age and Reasons for Cord Care 
 

Age Prevention of 
cord infection 

Cord’s timely 
detachment (fall-
off) 

Shriveling (dry 
up) of the cord 

Prevention of 
development of bad 
odor by cord 

Miscellaneous 
reasons 

15 – 24 29.6% 42.3% 26.8% 1.4% 2.8% 
25 – 34 28.1% 51.6% 24.2% 2.6% 3.9% 
35 – 44 26.9% 52.2% 13.4% 3.0% 3.0% 
Above 44 22.2% 44.4% 22.2% 0.0% 11.1% 
X2 = 5.868; pV = 0.9226 
 
Those concerned with timely detachment of their 
babies’ cords were within the age group 35-44 
years (52.2%) compared to the 51.6%, 44.4% and 
42.3% of the age groups 25-34 years, above 44 
years and 15-24 years respectively (Table 4). As for 
prevention of cord infection, there was a higher 
proportion (29.6%) amongst the age group 15-24 
years compared to 28.1%, 26.9% and 22.2% of age 
groups 25-34 years, 35-44 years and above 44 
years respectively. Shriveling of the baby’s cord  

 
was a main a reason for cord care among 26.8%, 
24.2%, 22.2% and 13.4% of age groups 15-24, 25-
34, above 44 years and 35-44 years respectively. 
3.0%, 2.6% and 1.4% of those in the age groups of 
35-44, 25-34 and 15-24 years were respectively 
concerned with preventing the development of 
offensive odor by their babies’ cords. There was 
however no statistical significant association 
between respondents’ age and reasons for cord 
care (X2 = 5.868; pV = 0.9226). 

 
Table 5: Educational Status and Reasons for Cord Care 
 

Educational 
Status 

Prevention 
of cord 
infection 

Cord’s timely 
detachment (fall-
off) 

Shriveling (dry 
up) of the cord 

Prevention of 
development 
of bad odor by 
cord 

Miscellaneous 
reasons 

Below Secondary 
School 

24.0% 56.3% 22.2% 1.8% 2.4% 

Secondary School 
and Above 

33.1% 42.9% 23.3% 3.0% 5.3% 

X2 = 4.873; pV = 0.3006 
 
Table 6: Educational Status and Duration of Cord Care 

Educational Status <1 week >1 week 

Below Secondary School 66.5% 33.5% 

Secondary School and Above 66.9% 33.1% 

pV = 1.0000 (Fisher’s Exact Test) 
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Table 5 shows that a greater proportion of those 
with secondary school education and above 
(33.1%) were driven by the desire to prevent 
infection of their babies’ cords as compared to 
24.0% of those with lower than secondary school 
education. However, a higher proportion of those 
with less than secondary school education (56.3%) 
were motivated by their desire for cord’s timely 
detachment compared to the 42.9% of those with 
secondary school education and above. 
Comparatively, a higher proportion of those with 
secondary school education and above were 
concerned with shriveling (drying up) of the cord 
(23.3%), prevention of development of bad odor 
(3.0%) and other miscellaneous reasons (5.3%) 
when compared to those with lower than secondary 
school education (22.2%, 1.8%, 2.4% respectively). 
However, there was found no statistical significant 
association between educational attainment and 
reasons for cord care (X2 = 4.873; pV = 0.3006). 
Longer duration of cord care (Table 6) was found to 
be more among those with educational level below 
secondary (33.5%) compared to those with 
educational level of secondary school and above 
(33.1%) while comparative duration was found 
more with those with higher level of education 
(66.9%) as compared to those with lower level 
(66.7%). However, there was found no statistical 
significant association between educational 
attainment and duration of cord care (pV = 1.0000, 
Fisher’s Exact Test).  
 

 

DISCUSSION  
The study reveals a variety of substances in use 
and reasons for cord care among the study 
population in this sub-urban population. Like in 
previous settings and surveys [9-15], this study 
found a wide variety of substances in use for cord 
care, some with potential for adverse effect on 
infants’ cords and resultant complications. The 
recalled prevalence of 12.3% of infected cords 
speaks to this and may be understatement if in-
depth review of cord status is undertaken.  
Education and age (and indirectly respondents’ 
parity) had no significantly influence on 
respondents’ choices and reasons for cord care in 
this study as observed from previous studies [15-
18]. The proximity, accessibility and 95.5% use rate 
of health services (essentially ANC services) during 
pregnancy apparently had no influence on the 
practice of cord care with respect to choices and 
reasons for cord care. 
Chlorhexidine, the much recommended substance 
for cord care was not a mentioned substance in use 

by respondents in cord care. Instead, methylated 
spirit, rather than the more effective and 
recommended chlorhexidine in terms of ensuring 
asepsis found use among majority of the 
population. Worrisome is the application of 
inappropriate substances and methods with 
potential for cord infection by respondents, even in 
the face of a 95.5% ANC attendance. Implication is 
that health education during ANC is deficient in 
providing the respondents with needed education 
and counseling on appropriate substances and 
protective practice. Vaseline ointment, with no 
antiseptic value found substantial use among the 
study group. In addition is the use of warm salt 
solution with no known proven antiseptic properties. 
It is thus not surprising therefore of the 12.3% cord 
contamination prevalence rate as recorded through 
recall by respondents. Respondents’ age, and by 
extension their party status, as well as educational 
status were not found to influence choice of 
appropriate substance and reasons for cord care. 
This is indicated by the lack of association between 
age and educational status and these outcome 
measures. The presence of a health facility and 
accessible health services within the vicinity of 
respondents’ community apparently seem to have 
made no significant impact in shaping the choice of 
appropriate substance and reasons for cord care. 
There may thus be inherent deficiency in the quality 
of services, principally health education and ANC 
services, being provided by the PHC service 
providers to health facility users in the community. 
Like in some other settings [19-21], there thus dire 
consequences for cord care in the community of 
these respondents. The spectrum of materials 
(which include substances of unproven antiseptic 
properties, some with outright dire health 
implications) and reasons for cord care 
(substantially not for infection prevention) in the 
presence of 95.5% utilization of ANC services by 
mothers indicate potential inherent gaps and 
deficiency in quality of these vital health service 
being provided to pregnant mothers within the 
community of study. 
The content and quality of health education and 
ANC services as provided by the health facility 
within the community will thus require review and 
potential gaps addressed. In addition, the providers 
(health care workers) will require attention in 
enhancing their service provision, especially with 
respect to ANC and post-delivery services. 
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