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Abstract

Background-The first 1000 days: the period from the start of a mother’s pregnancy through her
child’s second birthday, is a critical window period. It is a time that the child’s brain and body -
develops rapidly. If children do not get the right nutrients during this period, the damage is often
irreversible. An essential nutrition action is one of the most effective preventive actions for
reducing nutrition related morbidity and mortality among young children. Nonetheless there is

limited evidence regarding it.

Objective-The main aim of this study was to assess knowledge, attitude and practice of key
essential nutrition action messages and associated factors among mothers of children birth — 24
month in Wereilu Wereda, South Wollo Zone, Northeast Ethiopia.

Methods - A community based cross-sectional study design was conducted on 563 mothers of
children from birth up to 24 month in Wereilu Wereda from April 1-15, 2018. Multi stage
sampling technique was employed. Structured, adapted and pre-tested questionnaire was used to
collect the data through interviewing technique. The data was entered by using EPI-data Version
4.2 and exported to SPSS version 24.0 for analysis. Bivariate and multivariable logistic

regression was carried out to asses’ assosation between outcome and predictor variables.

Result: The prevalence of good knowledge, attitude and practice were 365(66.4%), 379(68.9%)
and 256(46.5%) respectively. Independent predictors of good practice were: educational status of
the mother and the father, monthly income, parity, place of birth, PNC follw-up, level of
knowledge and level of attitude. Attitude were significantly affected by sex of the child, place of
birth, ANC follow-up, PNC and level of knowledge.Knowledge were significantly associated

with educational status of the mother, residence, ANC, PNC and nutrition information.

Conclusion and Recommendations: The practices of key ENA messages in the study area were
found to be low; the knowledge and attitude were relatively higher than their practice. So it is
better to improve access to information to the community on key ENA messages through trained

health workers coupled with Medias.

Key words: Essential Nutrition Actions, Practice, Attitude, Knowledge, Wereilu, Ethiopia

xi



1. Introduction

1.1 Background
Malnutrition in all its forms either directly or indirectly is responsible for approximately half of
all deaths worldwide and it is still a leading cause of death of young children (1). Malnutrition is
one of the most serious public health problems in developing countries, where inadequate access
to food and nutrients, poor care for mothers and children, inadequate health services and

unhealthy environments are common(2).

Good nutrition during the first 1,000-days period can have a profound impact on a child’s
capability to grow, learn and climb out of poverty. It also benefits society, by boosting
productivity and improving economic prospects for families and communities as well(3,
4).Ensuring a child gets enough nutrition during this window period can also help the child to

more effectively fight off disease and even earn more as an adult(3, 5).

ENA is an approach to expand the coverage of seven affordable and evidence-based nutrition
actions to improve the nutritional status of women and children, particularly those less than two
years of age. ENA is an integrated package of preventive nutritional actions encompassing infant

and young child feeding (I'YCF), micronutrients and the nutrition of woman(5, 6).

The seven ENAs are: Exclusive breastfeeding for children 0-5 months ,Adequate complementary
feeding for children 6-23 months with continued breastfeeding for at least 24 months , Adequate
nutritional care of the sick children , Adequate nutrition for women during pregnancy and
lactation, Prevention of vitamin A deficiency for women and children , Prevention of anemia

for women and children , and Prevention of iodine deficiency for all members of the household

().



The ENA framework is the operational framework which reflects a life cycle approach with
action oriented protocols promoting specific nutrition messages and support at critical points
during pregnancy and the first 2 years of life ;these “lifesaving” actions can be delivered
inremote, impoverished places by well-trained and well-equipped local health workers (5).World
Health Organization (WHO), United Nation Children Fund (UNICEF), and United States
Agency of International Development (USAID) recommends ENA to be applicable and every
infant and child has the right to good nutrition according to the convection of the rights of the
children. Government of Ethiopia is trying to implement this recommendation and the program is
an integral part of the national health program. Pregnancy to age of 24 months of child is the
critical window of opportunity for delivery of essential nutrition interventions (2). The key
contact points of ENA to deliver information at health institutions are: Pregnancy (antenatal
care),delivery and early neonatal consultations ,postnatal and family planning (FP) contacts,
immunization contact ,well child visits, including growth monitoring and promotion , and sick
child visits (5).

Universal coverage of essential nutrition actions could prevent more than 2 million mother and
child death each year. Nearly 1 million lives could be saved merely by breastfeeding.
unfortunately, more than half of the world’s children do not have access to these lifesaving
actions(4).Children who get the right nutrition in their first 1,000 days are 10 times more likely
to overcome life-threatening childhood diseases and have healthier families of their own(7).
Therefore, it is critical to break the inter-generational cycle of malnutrition by implementing the
seven essential nutrition actions during the first 2000 days (6).



1.2 Statement of the problem
Globally significant progress against hunger and poverty has been achieved in the last decades.
Despite this fact more than 170 million children do not have the opportunity to achieve their full
potential because of poor nutrition in the earliest months of life (4, 5).The devastating impact of
under nutrition spans generations , as poorly nourished women are more likely to suffer difficult

pregnancies and give birth to undernourished children (4).

Worldwide, more than a third of child deaths and above 10% of the disease burden are due to
maternal and child under nutrition(8). Every year 7.6 million children die before they reach the
age of 5 almost all in developing countries and malnutrition is an underlying cause of more than
a third (35 percent) of these deaths(2). Children under age 2 are especially vulnerable, and the
negative effects of malnutrition at this age are largely irreversible (4).

The poor practice of seven essential nutrition actions contributes to about one fourth (25%) of
nutrition related morbidity and mortality(5). Suboptimal I'YCF practices alone increase the risk
of infant and child morbidity and mortality by up to five-fold. Maternal under nutrition is
estimated to account for 20% of childhood stunting(2). Many children are born undernourished
because their mothers are undernourished; As much as 50% of all children stunting occurs in
utero (1). About 31% reduction of giving birth to SGA infants is seen when pregnant women are

provided with balanced nutrition(9).

Micro-nutrients like iron, vitamin A and iodine deficiency can greatly determine the mortality
and morbidity burden of mothers and young children. Globally, almost 50% of pregnant women
are anemic(5).Infants and children under the age of five are at risk of developing iron deficiency
anemia because of their increased requirements for rapid growth (5, 10). Iron deficiency, with or
without anemia, may have important health consequences for young children, including
increased peri-natal mortality, delayed mental and physical development, negative behavioral
consequences, and impaired physical performance. Among the deficiencies of vitamins and
minerals examined globally, the largest disease burdens were attributed to vitamin A
deficiencies.Globally, nearly two billion people are affected by lodine Deficiency( ID)(11).



In developing countries, approximately 25-50% of infant mortality is attributed to suboptimal
I'YCF practices(12, 13).Furthermore, the highest prevalence of ID is documented in Africa (42%)
(14, 15).1odine-deficient children perform poorly in school, suffered from learning disabilities
and lower intelligent quotient (IQ) (16, 17).In low-income and middle-income countries, only
some mothers (range 6-28%)gave additional liquids/fluids to their children during illness
(18).Studies indicated that feeding restrictions during common childhood illnesses were frequent

in many developing countries(19) .

Ethiopia remains in an unstable situation regarding the practice of the seven essential nutrition
actions; of which young children under nutrition being on the top. The 2016 Ethiopia
Demographic Health Survey (EDHS) report revealed that 38 % of under 5 children are stunted
while 18 % of them are severely stunted (20). The Ethiopian government developed and
implemented the I'YCF guideline since 2004 to optimize national I'YCF practices. However, the
I'YCF practice remains below the WHO standard (21);only 58% of infants exclusively breastfed
and only 7% of young children given optimal complementary feeding. In addition nine percent
of infants less than six months of age use a bottle to feed (20). Of the African countries, the
largest burden of micronutrient deficiency is found in Ethiopia ,according to which 39.9% of
children are iodine deficient (22). Only 23.3% of the household used adequately iodized salt
(23). In Ethiopia one in every six women in the reproductive age group (17 per cent) is affected
by anemia(24, 25). In addition , an estimated 33.9% national prevalence of subclinical vitamin A
deficiencies was observed in children age birth-24 month in Ethiopia (26).

Furthermore, in Amhara region the optimal feeding practice is low where the practice of timely
initiation of breast feeding, minimum meal frequency and minimum dietary diversity is 38%
,34% and 2.1% respectively(25). According to EDHS 2016 the prevalence of stunting in
Ambhara region was high (46 percent)(27). This poor practice of essential nutrition action has
contributed for significant number of malnutrition among children. As far as the literature review
and researchers knowledge is concerned, only few studies has been done on the practice of ENA
in health care providers and incorporation of ENA approach into public health program has been
studied(70,71).Therefore the purpose of this study is to assess the knowledge, attitude and
practice on key ENA messages and associated factors among mothers of children from birth up
to 2 yrs old age.



1.3 Significance of the Study

If implemented effectively from conception and up to 24 months of age, the key ENA messages

could reduce nutrition-related mortality and disease burden by 25% (5).

» Thus; this study will identify the gap on the KAP of key ENA messages and associated
factors and will help the Wereda Health office administrative bodies and other
governmental and non-government organizations in formulating strategies to increase the
KAP of mothers and to play an active role in working factors affecting KAP of mothers on
key ENA messages.

» It also provide data for health professionals to develop health education programs to
improve feeding practice of the target groups; from conception up to 2 years old in the
study area.

» Furthermore, this study will be used as a literature for further researches on ENA and

related topics.



2 Literature Review
2.1 Essential Nutrition Actions

The Essential Nutrition Actions (ENA) framework was established with the support of USAID
and has been implemented across Africa and Asia since 1997(3, 5).ENA prevents maternal
,infant and young children under nutrition ,which causes 45% of all deaths of children younger
than 5 years, representing more than 3 million deaths each year (2).The Ethiopian Federal
Ministry of health (FMoH) adopted ENA approach and involved it in child survival strategy in
2004 (3, 5). According to a study done in Ambo District, West Shoa Zone, Ethiopia according
the prevalence of good ENA knowledge, good attitude towards ENA and good practice of ENA
were 39%, 32% and 28.7% respectively (82).

2.1.1 Exclusive breast feeding

Is giving only breast milk to infant allowing oral rehydration salts (ORS), drops, syrups,
(vitamins, minerals, medicines) and nothing else usually done to an infant from 0 to six months
old.

The 2016 EDHS In Ethiopia, revealed that 58 percent of infants less than 6 months are
exclusively breastfed, 17 percent of infants 0-5 months consume plain water, 5 percent, each,
consume non milk liquids or other milk, and 11 percent consume complementary foods in
addition to breast milk (30).A community based cross-sectional study among 423 mothers in
Bahir Dar City revealed that prevalence of exclusive breastfeeding practice was 113 (84%). Sixty
(15%) mothers gave prelacteal feeds and, 96 (23%) mothers used a bottle to feed (31).Another
community based cross-sectional study conducted among 346 mothers in Azezo District, showed
the practice of EBFwere 79 % (32). A research done in southern Ethiopia revealed that of
mothers who had breastfed, 83.7% mothers started breastfeeding within one hour after birth(33)
this practice is higher than study finding in Oromia Region 56.7%((71) , and Al Hassa-Soudi
Arabia(72).Regarding TIBF, within the first hour after delivery. Study in Southern Ethiopia (33)
and Bahir Dar (31).However, this finding is higher than previous study findings in Ethiopia (73),
Tanzania (74)and in India (75).Concerning bottle feeding study finding in India shows that it’s
prevalence was 23% in (76).

Regarding Attitude towards EBF a cross-sectional studyon KAP South Indian Hospital twenty

five percentage of mothers felt that colostrums is bad (34).A research done Somali Region

6



,Eastern Ethiopia 82% of respondents believed that a newborn should be given butter, sugar and
water for the first six months(35).Another similar community based cross-sectional research
done in Gondar revealed that 88.95% of the respondents had good attitude towards EBF and
65.74% agree that colostrum should not be discarded and (37.3%) mothers were considered

bottle feeding is dangerous(36).

Similar study in Mizan Aman town indicated about 89.5 % had a positive attitude, but only 59.3
% believed that only EBF is enough for child up to six month. (37).Another cross-sectional
research done Benchi maji zone shows most mothers had positive attitude (69.4%) about
colostrums feeding and 72.46% agreed that colostrums is good milk for body growth and mental

development for newborn(38).

Regarding knowledge a cross sectional community based study done in Gondar showed that a
majority of mothers has known the importance of EBF and have good attitude, though, poor

practice to EBF postpartum among urban mothers (39).

2.1.2 Complementary feeding
Timely initiation of complimentary breast feeding is the proportion of infants aged 6-8 months
who started additional solid or semi-solid or soft foods along with breast milk.

The prevalence of TICF is 63.6% in Egypt(40), 57% in Nigeria (41),39.2% and in Pakistan(42)
this finding is higher than the previous study findings in Ethiopia (77) and in India (76). A cross-
sectional research done in Nepalese, USA revealed that while 76.6% received the minimum meal
frequency, only 30.4% children received the minimum dietary diversity, and 26.5% received an
acceptable diet(43).A research done in India revealed that the prevalence of TICF(Timely
Initiation of Complimentary Feeding) was 55%, among children aged 6—-23 months, minimum
dietary diversity rate was 15.2%, minimum meal frequency 69.8% and minimum acceptable diet
9.2% (78).

A community-based cross sectional study among 778 respondents in Ghana showed that of the
children aged 6-23 months; 57.3 % met the minimum meal frequency, 35.3 % received
minimum dietary diversity (>4 food groups), 25.2 % had received minimum acceptable diet and

only 14.3 % received appropriate complementary feeding(45).According to a community-based



cross-sectional among 428 mothers in Northern Ethiopia only 10.75% (95% CI = 8.07, 13.95)

children aged 6-23 months received appropriate complementary feeding(46).

Regarding knowledge about complimentary feeding from cross-sectional researches done in
Addis Ababa 74.1%of respondents was knowledgeable. The main sources of information were
health institutions about 68.4% followed by mass media 29.3% and family members 18.6%.
Here, most of the mothers 92.3% knew that complementary foods should be introduced at six
months of child age and half of the mothers knew that a child should consume at least four types

of food groups(25).

A research done in Northwest Ethiopia revealed that appropriate weaning practice was found to
be 23.9%, timely initiation of weaning food 61.5%, dietary diversified feeding 43.9%, and
feeding with the recommended meal frequency per day 69.8% and 15.7% started weaning food
early, before 6 months of age. About 69.8% of them conformed to the recommended minimum
meal frequency, and 13.1% of mothers ceased breast feeding and most (87.2%) of them did it

after 12 months. Only 43.9% met minimum dietary diversity feeding(47).

A community based cross-sectional study done 476 respondents in Lasta District; Northeast
Ethiopia indicated that only 56.5% of children aged 6-23 months received appropriate
complementary feeding. Approximately, 97% of mothers had satisfactory knowledge about
complementary feeding(48) . Moreover the prevalence of appropriate complimentary feeding in
Mekele (49) and in Harar (50)was (62.8%) ,(54.4%) respectively and in Benishangul Gumuz
Region, 61.8% (51).A cross-sectional research done in Bahir Dar city revealed that the
prevalence of appropriate complementary feeding practices was 7% and about 32% children

received dairy products and 8% mothers gave flesh foods (meat)(31).



2.1.3 Adequate nutritional care of the sick and severely malnourished child

A cross-sectional research done in India indicated that during illness ,while 23.63% reduced the
frequency of complimentary feeding, 34.54% stopped complimentary feeding completely ,33%
preferred thinner food during illness (52). Another cross-sectional study conducted in India
revealed that 26.5% caregivers decreased the frequency of complementary feeding, while 11.5%
increased giving complementary feeding and 9% stopped the complementary feeding during
iliness and 2% stopped the breastfeeding (53) .In Nepal and Pakistan most mothers reported that
the amount of liquids offered to their infants during the diarrhoea episode was* same as usual’ .
Only about half the mothers in Nepal and one-third of mothers in Pakistan reported that the
amount of food offered to their children was ‘more than usual’. Most mothers (range 69.7—
98.0%) continued to breastfeed their sick children irrespective of children’s age or the nature of
their illness (54) ,(52) , (55).

2.1.4 Adequate nutrition for women during pregnancy and lactation

A community based cross-sectional study done in America revealed that the knowledge about
importance of milk and its products, importance of protein, importance of iron, the common food
sources of vitamins and iron was (78.2%, 68.5%, 57.3%, 62.9%, 71.8% and 61.3% respectively
and about 25.8%, 58.9% and 42.7% of respondents had habit of eating fresh vegetables and daily
drinking of milk respectively and about 63.7% of respondents had get iron supply during
pregnancy (56). Similar study from India on antenatal mothers showed that iron folate tablet
was adequately consumed by 62% of mothers among the study population(57).Another cross-
sectional research done in Malawi indicated that only 57% of the pregnant women had good

practices on nutrition and food groups in pregnancy (58).

A cross-sectional research done in East Wellega Zone revealed that about 59.9% and 70.9% of
the respondents did not practice the habit of eating snacks and carbohydrates between meals
during their pregnancy respectively. In general, 33.9% of the respondents were found to have
good practice(59).According to a community based cross sectional research done Gondar Town,
North, Ethiopia, about only 40.1% of pregnant mothers found to have good dietary practice
during their pregnancy, 72.6% of the respondents had nutritional information during their

pregnancy. About 15.5% of the respondents had diet frequency of meal 1-2 per day during their



pregnancy,77.5% had meal frequency of 3-4 times per day ,and 7.0% had diet frequency of
meals >5 per day during their pregnancy(60).

2.1.5 Prevention of vitamin A deficiency
Globally a third of all preschool-age children (190 million) and 15 percent of pregnant women
(19 million) do not have enough vitamin A in their daily diet(61).A cross sectional study done in
Nepal showed About 79% mothers reported that they knew about the first visible symptoms of
vitamin A deficiency disorder (VADD) and 95% mothers knew about the night blindness(62)

A community- based cross-sectional studyamong 636 children done in Kachabira District,
Southern Ethiopia indicated that only 28.8% of the children aged 6-23 months consume foods
that are rich in vitamin A on the day preceding the survey and 65.42% of the children aged 6-23
months consumed food groups rich in vitamin A less than three times in the week preceding the
study (26). Similar study from Bahirdar city only 18% and 7% of children aged 6-24 months

have received vitamin A rich and other fruits and vegetables respectively(31).

Regarding knowledge only 31(29.8%) of the women reported having heard about vitamin A
mainly from health professionals (41.9%) or neighbors (31.2%). Only 9(10.7%) of the eligible
women received postpartum vitamin A supplementation(57).Another study done in Sidama,
Ethiopia uncovered that the diet consumed by pregnant mothers was 78.4%, 52.7%, and 52.2%
consumed roots and tubers (mainly enset), cereals (mainly maize), and legumes (mainly broad
bean and kidney bean) respectively. Only 28.4% and 25.6% reported consumption of provitamin

A and preformed vitamin A-rich foods respectively(63).

A cross sectional study done in mekelle showed average mean of mothers knowledge on vitamin
A were 0.95 which is moderately knowledgeable the knowledge average mean for mother’s

knowledge on lodine were 1.02, and 0.7 for iron(64).

2.1.6 Prevention of anemia for women and children through adequate intake of iron
Approximately 12% of infants aged 6 to 11 months in the United States have inadequate iron

intakes, and 8% of toddlers have iron deficiency (65).
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According to acommunity based research done in India majority of participants had inadequate
knowledge (55.8%) and unfavorable practices (58.3%) with regard to iron deficiency anemia and

its prevention (66).

In Ethiopia the nationally weighted median of iron intake in women of childbearing age was
found to be 43.7 mg per day (26.1, 71.8), intakes of animal source foods were generally found to
be very low. Adequacy of iron intakes varied considerably across regions, from a prevalence of
inadequacy of 84% of women in the Somali region compared to 6% in Amhara. Iron intakes in
children are considerably lower and highly variable across regions ranging from 4.6 mg/day in
Somali to 12.2 g/day in Tigray. The median intake in children aged 6-35 months was 10.0 mg
per day (IQR 3.5, 20.2), with minimal difference between urban and rural children(67).A cross-
sectional research done in Bahirdar city only 8%of mothers gave iron rich foods for their
children (31).

2.1.7 Prevention of iodine deficiency for all members of the household
A cross-sectional study done in Ghana revealed that 64.6%, 8.6%, 26.8%, of the respondents use
iodized salt exclusively, common salt exclusively and both common and iodized salt,
respectively. Majority (62.6%) of the respondents stored their salt in the recommended way in
closed containers. about 11.5% who stored it in open rubber sachets. Regarding their knowledge
majority (90.4%) of the respondents indicated that they had heard about iodized salt. The radio
was the major medium. Regarding storage of iodized salt, 121(43%) did not know that iodine is

volatile and therefore escapes into the atmosphere when exposed(15).

The Ethiopian Public Health Institute-EPHI,2013 found that just 4.2% of Ethiopian households
had iodized salt(67).According to a cross-sectional research done in Burie and Womberma
Districts, West Gojjam, Ethiopia ,lodized salt was found only in 1.1% of the households. During
cooking of sauce, 95.1% of the households add salt in the process while 2.9% add at the
beginning. Only 12% of the women were reported to have knowledge on the cause of goiter.
Almost all the households (98.7%) have no knowledge on the benefits of iodated salt (68).
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2.2 Factors associated with KAP of key ENA messages

1.2.1 Socio-demographic/economic variables

A community-based cross sectional study among 778 in Ghana showed that children aged 12-23
months were 26.6times more likely [AOR 26.57; 95 % CI (3.66-193.12)] to receive appropriate
complementary feeding compared to children aged 6-8 months (45).Another community based
cross-sectional study in Azezo District, Northwest Ethiopia indicated that exclusive
breastfeeding rates were highest among mothers aged>30 years ( [AOR] 1.75; 95 % CI 1.14,
3.42). Infants whose mothers were unemployed were more likely to be exclusively breastfed than
infants whose mothers were employed (AOR 1.62; 95 % CI 1.03, 2.95).

According to a community-based cross-sectional among 428 mothers in Northern Ethiopia
Child’s age (AOR=4.21), education level of mother (AOR=3.84) independent predictor of timely
initiation of complementary feeding(46)And in Lasta occupation of mother [AOR = 9.50; 95%
Cl:1.02, 14.25]found to associated with complimentary feeding practice (48) .Another
Community based cross sectional study in Gondar town showed that Mothers education, monthly
income, nutrition information and dietary knowledge had a positive significant with pregnant
mothers’ dietary practices (P<0.001)(60).

A community based cross-sectional studies found the place of residence of respondents have
been associated with the practice of infant and young children feeding practices (31, 63).
Educational status of the respondents found to be associated with ENA knowledge, attitude and
practices of I'YCF from cross-sectional researches done in Bahirdar(AOR 3.0; 95% CI 1.2,
8.6)(31). Acording to a croos-sectional studies done in Saudi Arabia and Kenya socioeconomic
status were associated with breast feeding practice (69, 70). Researches done in Kenya and
Bahirdar indicated as the marital status of the respondents were associated knowledge attitude
and practice of ENA(31, 70). Child's sex was associated with ENA practice from research in
Kenya(70).A coss-sectional study done in Lasta revealed that family size, occupation and age of
mother were associated with ENA knowledge and practice respectively(48). Researches done in
southern Ethiopia and Kenya indicated that Husband education and occupation ,monthly income
and knowledge of the mother found to be significantly associated with maternal ,infant and

young children feeding knowledge and practice(26, 31)
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1.2.2 Health service utilization
A community based cross-sectional study conducted among 346 mothers in Azezo District,
Northwest Ethiopia indicated that mothers who delivered at the healthcare facility practiced more
exclusive breastfeeding than those who delivered at home (AOR 2.18; 95 % CI 1.22,
4.35).Mothers who received antenatal and postnatal care had better rates of EBF (AOR 2.24; 95
% CI11.18, 5.76 and AOR 1.62; 95 % CI 1.09, 3.21)(32).

Use of postnatal care service were also associated with ENA knowledge and practice from a
community based cross-sectional researches done in Lasta ,AOR = 5.98; 95% CI:1.49, 13.96
(48), in Bahirdar :AOR=4.1; 95% CI, 1.1, 7.3 (31) and Northern Ethiopia, AOR=2.80 . Antenatal
care follow-up were strongly associated with ENA knowledge, attitude and practice from
researches done in Saudi Arabia, Lasta and Bahirdar (31, 48, 69, 81)).

According to researches done in Bahirdar :AOR 2.4; 95% CI 1.1, 7.3 and Saudi Arabia , place of
delivery and health seeking behavior were found to be significantly associated with essential

nutrition actions knowledge and practice (31, 69)

1.2.3 Other factors
Other factors like: possession of radio from cross-sectional study in Bahirdar :AOR 3.2; 95% ClI
1.1, 8.8(31) ,perceived size at birth and exposure to public media [AOR = 2.50; 95% Cl:1.44,
4.35] in Kenya (70), in Lasta mothers decision making role on how to use family income [AOR
= 5.54; 95% CI:1.19, 11.74] (48),Previous number of pregnancy :in India(60),information about
nutrition :research from India(48)and Gondar (26), community basedresearch fromLasta
parity(OR=2.13; P<0.001) (48), were significant predictor of KAP on IYCF, breast feeding,

exclusive breast feeding and complimentary feeding.
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1.3 Conceptual framework
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Figure 1: Conceptual framework of KAP on key ENA messages among mothers of children from
birth -24 month in Wereilu Wereda, South Wollo Zone, Amhara, Ethiopia developed by
reviewing different literatures (32, 37, 48, 70, 71).
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3 Objectives

3.1 General Objective
To assess the knowledge, attitude and practice of key essential nutrition action messages and

associated factors among mother’s of children birth up to 24 month of age in Wereilu Wereda,

South Wollo Zone, Amhara, Ethiopia, 2018 G.C.

3.2 Specific objectives

1. To assess the mother’s knowledge on key essential nutrition action messages among
mother’s of children birth up to 24 month of age in WereiluWereda, South Wollo Zone,
Ambhara, Ethiopia, 2018.

2. To assess the mother’s practice of key essential nutrition action messages among mother’s of
children birth up to 24 month of age in WereiluWereda, South Wollo Zone, Amhara,
Ethiopia, 2018.

3. To assess the mother’s attitude towards key essential nutrition action messages among
mother’s of children birth up to 24 month of age in WereiluWereda, South Wollo Zone,
Ambhara, Ethiopia, 2018.

4. To identify factors associated with the knowledge, attitude and practice on key essential
nutrition action messages among mother’s of children birth up to 24 month of age in

WereiluWereda, South Wollo Zone, Amhara, Ethiopia, 2018.
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4. Methodology

4.1 Study Area and Period

The study was conducted in WereiluWereda from April 1-30, 2018.Wereilu is one of the
Wereda in South Wollo Zone of Amhara Region which is found at 492 km far from Addis
Ababa, North-Centeral Ethiopia. The total population in the Town is 127,041. The Woreda have
a total 24 kebeles; among which 20 kebeles are rural and 4 kebeles are urban. The majority of the
inhabitants are Muslim (73.96%), while 25.77% of the populations are orthodox Christianity.
According to WereiluWereda administration health office report, there are 5 health centers and
1district hospital. The number of children from birth to 24 months old in this Wereda are 6426
(72).

4.2 Study Design

A community based cross-sectional study design was employed to collect data from April 1-15,
2018 among mothers who had children aged between birth and 24 months in Wereilu Wereda ,
South Wollo Zone, Amhara ,North East Ethiopia, 2018.

4.3 Population
4.3.1 Source Population

Mothers of children aged from birth up to 24 months in Wereilu Wereda.

4.3.2 Study Population

Mothers of children aged from birth up to 24 months in selected kebeles of Wereilu Wereda.

4.4 Sample Size Determination

The size of study participants that were recruited in to the research was calculated using the
single population proportion formula separately. Considering the prevalence of complimentary
breastfeeding to be 56.5% (48), complementary feeding practice and associated factors among
mothers having children 6-23 months of age, Lasta District, level of confidence 95%, and margin of
error 5%.The proportion (p) was determined by considering prevalence of complimentary
breastfeeding since it gives the maximum sample size compared to the other essential nutrition

actions. Since the size of source population was finite population(less than 10,000) which is 6426
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correction formula was applied. After determining the sample size a design effect of 1.5 and 5%

non-response rate was used. The final calculated sample size becomes 563.

Table 1: Maximum sample size calculation from components of essential nutrition actions among
mothers who had children aged between birth and 24 months in Wereilu Wereda , South Wollo
Zone, Amhara ,North East Ethiopia, 2018.

No. Essential nutrition actions Study area Proportion Calculated
sample size
1 Exclusive breast feeding Bahirdar 84% 326
Azezo 79% 402
2 Complimentary feeding North west | 23.9 % 440
Ethiopia
Lasta 56.5% 595
Benishangul 61.8% 571
3 Maternal nutrition during | Wellega 33.9% 362
pregnancy and lactation Gondar 40.1% 388

. (Za/2)*(pq)
=g

(1.96)2(0.565)(0.435)
(0.05)2

ni=

ni=378 where, niis initial sample size.Since the study population size is less than

10,000(finite population), which is 6426, we use the following reduction formula:

ni

nf =

ni
1+N

378 378
nf = —25_37% —357
1+=-"=-1.059 ——
6426

where, nf is final sample size, ni isinitial sample size , p is proportion,

N is total number of houshold withchildren lessthan 2 years old
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4.5 Sampling Techniques and procedure
Multistage sampling technique was employed to select the study subject. The study area, Wereilu
Wereda has a total of 24 Kebeles (4 are urban and 20 are rural kebeles). From the total 24

kebeles 7 rural and 2 urban kebeles were selected by simple random sampling method.

The samples were distributed proportionally based on probability proportional to size (PPS)
allocation technique.Participants in each kebeles was selected by using systematic sampling

technique after calculating sampling interval (K) for each kebeles.

The sample frame was the list of households that have mothers of children birth—24 months of
age. It was identified after checking all 9 selected kebeles (study population) to identify
housholds with children from birth up to 24 month old and coding of those households was done
to prepare sampling frame for each kebele. Then it was cross checked with health extension

workers registration logbook list of those households with children less than 24 month old.

In house-holds with two children less than two years of age, one was selected randomly by
lottery method. Revisit of three times was made in case where eligible respondents are not
available by the time of the survey. Itjose who were not available after revisit were considered as

non-respondent.
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Stratified sampling method
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Figure 2: schematic presentation of sampling procedure, December 2018.
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4.7 Variables

4.7.1 Dependent variables

» Practice of mothers towards key ENA messages
» Knowledge of mothers about key ENA messages

> Attitude of mothers towards key ENA messages

4.7.2 Independent variables

» Socio-demographic/economic  characteristics like Age, Religion, Ethnicity,
Residence, Monthly income, Educational level, Occupation of the mother, Husband
educational level, and Child sex.

» MCH service utilization related factors like :ANC service utilization , PNC service
utilization and Place of delivery

» Other factors like :Family size,Access nutritional information, Parity and Exposure to

nutrition related information

4.8 Eligiblity Criteria

4.8.1 Inclusion criteria

All mothers who have children aged between births up to 2 years old and live in Wereilu Wereda
for more than six months were included in the study.

4.8.2 Exclusion criteria

Mothers who were not able to speak or who were severely ill (due to different problems) were
excluided from the study.
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4.9 Definitions of terms and operational definitions

Definition of terms

Early/timely introduction of Breastfeeding: Is the putting of the infant on the breast within one
hour of birth.

Exclusive breast feeding: Is giving only breast milk to infant allowing oral rehydration
solution (ORS), drops, syrups, (vitamins, minerals, medicines) and nothing else usually done

to an infant from birth to six months old.

Prelacteal feeds: Semi-solids and liquids that are given to an infant before lactation is

established usually between birth and first three days of life

Bottle feeding: Feeding the infant and young child breast milk, milk, formula or semi-solid

food from a bottle with nipple/teat

Continued breastfeeding: Is the status of children aged 6-24 months being fed on breast milk

and solids, semi-solid and soft foods.

Optimal breastfeeding: This means beginning breastfeeding within the first hour of birth and
continuing to EBF for six months and introducing semisolids, solids and soft foods that
are culturally appropriate as from six months while breastfeeding is continued until two years

and beyond.
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Operational definitions

Good practice: Those mothers who answered mean and above the mean score to specific

practice question
Poor practice: Those participants who answered below the mean of practice questions.

Knowledgeable mothers: Those mothers who answer mean and above the mean score to

specific knowledge question

Poor knowledge: Those participants who answered below the mean of knowledge questions.
Good attitude: Those participants who answered mean and above the mean attitude questions.
Poor attitude: Those participants who answered below the mean of attitude questions

Minimum Dietary diversity: children receive food from four or more food groups out of
the seven food groups namely: grains, roots and tubers; legumes and nuts; dairy products;
flesh meat (animal source foods); eggs; Vitamin A rich fruits and vegetables; oil and other

fruits and vegetables

Minimum meal frequency: is feeding 2 times per day a child aged 6-8 months and 3 times per
day for 9-23 months aged child among breastfeeding mothers and 4 times per day among non

breast feeding mothers.
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4.10 Data Collection tool and Procedure

Data was collected by an adapted, pretested, structured, interviewer administered questionnaire
adapted from WHO guideline and questionnaires, “World Health Organization 2013. “Essential
Nutrition Actions: Improving Maternal, Newborn, Infant and Young Child Health and Nutrition”
and FAO(Food and Agriculture organization)publication:Guidelines for assessing nutrition-
related knowledge, attitudes and practices (2014), also called KAP manual (5, 73) .The
questionnaire have 9 parts : Partl- Socio demographic /economic variables(16), Part 2-KAP
questions on exclusive breast feeding(17 questions), Part 3-KAP questions on complimentary
feeding (13 questions),Part 4-KAP questions on feeding of sick child(10 questions) ,Part 5- KAP
questions on nutrition during pregnancy and lactation(9 questions),Part 6-KAP questions on
prevention of Vitamin A deficiency(9 questions), Part 7-KAP questions on prevention of
anemia(10 questions),Part 8-KAP questions on prevention of lodine (9 questions) and Part 9 —
questions which asses access for nutritional information. Those respondents who scores mean
and above the mean, were classified as having good KAP and those who scores below mean
were classified as having poor KAP. The questionnaire first developed in English and translated
to Amharic language by expert. It was translated back to English by an independent translator to
check for consistency. An interview with mothers of the index child was conducted at their home
ensuring privacy. Seven diploma nurses and 2 BSc degree nurse were recruited as data collector

and supervisor respectively.

23



4.11 Data quality control

The data collectors and the supervisors were trained for two days on techniques of data
collection and the importance of disclosing the possible purposes of the study to the
study participants before the start of data collection. To assure the quality of the data,
supervisors and investigator were closely supervise the data collection procedure on daily basis.
Review was made in the field for checking the completeness of questionnaire and correction was

made in the field.

Each questionnaire and data sheet was checked prior to the data entry. The data was entered on
daily basis and missing data was identified. Incorrectly filled or questioners that miss major

content were not included in the study.
Pretest

Pretest was conducted in Jamma district (which is not a study area) using 5% of the total sample
size (26 respondents) which was not included in the actual sampling and necessary adjustments
was made on the tool. Jamma district is situated in a neighboring area of Wereilu District where

the population shares similar attributes with that of Wereilu District population.

4.12 Data analysis and presentation

Data was entered in to satstical software EPI-data Version 4.2 up on creating the questionnaire
template. The entered data was subjected to cleaning using simple frequency and
tabulation to ensure the validity of the data. Then, the analysis was made with IBM SPSS
version 24 after exporting the prepared data. Descriptive statistics like frequency, proportions
and percentage was computed to describe the study variable in relation to the population and
presented by tables and graphs. Bivariate and Multivariable logistic regression was carried out to
see associations between dependent and independent variables. Odds ratio and p-value was
computed to see whether any relationship exists between the two variables.Those variables
that have p-value<0.25 were taken to the multivariable logistic regression model to adjust for

possible confounders. P-value <0.05 was considered statistically significant in this study.

24



4.13 Ethical consideration

Ethical clearance for the start of the study was obtained from Research Ethical Committee of
Department of Nursing & Midwifery, College of Health Sciences, Addis Ababa University.
Permission was sought and obtained from the Wereilu Wereda Health Office. Verbal informed
consent was obtained from every study participants after a detailed explanation on the purpose
and benefit of the study right before data collection and those who agreed participated in the
study. All interviewers were instructed on how to comply with strict confidentiality practices for
all clients both during and after data collection. The identity of the participants was kept
anonymous. After the data from questionnaire entered to software for analysis the questionnaire

was discarded according to the ethical standard to assure confidentiality.

4.14 Dissemination of the Study

The results of the study will be presented and submitted to Addis Ababa University College of
Health Science Department of Nursing and Midwifery. The findings of the study will also be
shared to the Woreda Health Offices of the study area. Finally attempts will be made to publish

in peer reviewed and reputable international journals.
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5. Result

5.1 Socio demographic characteristics

Out of 563 mothers of children from birth up to 24 month who were selected to participate, 550

took part in the study making a response rate of 97.7%.

About 213(38.7%) of the mothers were within the age range from 30 to 34 years. Regarding
Ethnicity majority of the respondents were Amhara 522(94.7%). In terms of their family size
most of the respondents, 233(42.3%) had 4-5 children. With regard to educational status of the
participants, 180(32.5%) of the respondents cannot read and write followed by 162 (29.5%)
respondents learnt primary school respectively. Regarding father’s educational status majority
306(55.6%) fathers were unable to read and write. Only 53 (9.7%) respondents were employee.
Concerning the children’s characteristics; more than one third (37.5%) of children age was from
6 month to 12 month .With regard to MCH service utilization related variables 390(70.9%)
respondents delivered their child at health institution. About 303(55.1%) and 247(44.9%) of the
respondents have ANC and PNC follow up respectively.
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Table 2 :Socio-Demographics and related characteristics of mothers of children from birth up to
24 month in WoreiluWereda ,South Wollo Zone ,Amhara ,Ethiopia, 2018 (N= 550)

Socio-demographic and related variables Frequency Percent
(N=550)
Age: <20 years 11 2.0%
20-24 years 99 18.0%
25-29 years 187 34.0%
30-34 years 213 38.7%
>35 40 7.3%
Ethnicity : Amhara 522 94.9%
Oromo 17 3.1%
Tigre 9 1.6%
Others 2 0.4%
Religion: Orthodox 224 40.7%
Protestant 148 26.9%
Muslim 173 31.5%
Catholic 5 0.9%
Marital status : Single 39 7.1%
Married 482 87.6%
Separated 28 5.1%
Divorced 1 0.2%
Educational status of Cannot read and write 107 19.5%
the mother Can Read and write 180 32.7%
Primary 162 29.5%
Secondary 80 14.5%
Higher education 21 3.8%
Educational status of Cannot read and write 120 21.8%
the father Can Read and write 306 55.6%
Primary 76 13.8%
Secondary 22 4.0%
Higher education 26 4.7%
Non employed 262 47.6%
Housewife 218 39.6%
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Occupation of the Employed in government
mother institution

Employed in private sector

Merchant
Residence: Urban
Rural
Monthly income Lower income

Medium income

Higher income

Number of family <4
member 4-5
6-8
>9
Parity Multipara
Primipara

Background of the child
Age of the child < 6 month
6 month-12 month
12 month -18 month
18 month -24 month
Sex Male
Female
MCH service utilization related factors
Place of birth Home

Health institution

ANC follow up Yes
No
PNC follow up Yes
No

52

17
146
404
164
334

52
106
233
122

89
427
123

181
206
106
57
324
226

160
390
303
247
247
303

9.5%

0.2%

3.1%
26.5%
73.5%
29.8%
60.7%

9.5%
19.3%
42.4%
22.2%
16.2%
77.6%
22.4%

32.9%
37.5%
19.3%
10.3%
58.9%
41.1%

29.1%
70.9%
55.1%
44.9%
44.9%
55.1%
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5.2 Knowledge, attitude and practice of key essential nutrition action

messages
Out of 550 study participants responded for the questions to assess their knowledge, attitude and
practices of key ENA messages, 256(465%), 365(66.4%) and 379(68.9%) respondents had good

practice, good knowledge and good attitude towards key ENA messages respectively.

68.9%
0,
70.00% - ceai
60.00% - 53.5%
46.5%
50.00% -
o/ | (v)
40.00% 33.6% 31.1% = Good
30.00% -  Poor
20.00% -
10.00% -
0.00% . .
Practice of key Knowledge on key Attitude towards
ENA messages ENA messages key ENA messages

Figure 3: Knowledge, attitude and practice of key essential nutrition action messages among
mothers of children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia,
2018. (N=550)
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5.1.1 Exclusive breast feeding

Practice of exclusive breast feeding

Almost all, 544 (98.7%) of the respondents had ever breastfeed their children. Regarding time of
initiation of breast feeding about 464(84.2%) respondents initiates breast feeding immediately,
with in 1 hour. One hundred forty-nine (82.3%) infants less than 6 months were exclusively
breastfed; while 192(34.8%) respondents consume prelacteal feeds. About 209 (38%) of the
respondents squeeze out and through away the first milk (colostrum).Regarding bottle feeding
272(49.5%) of the respondents children drink anything from bottle.

Table 3: Practice of EBF among mothers of children from birth up to 24 month in Wereilu
District, South Wollo Zone, Ethiopia, 2018

Variable Frequency Percent
Ever breastfed Yes 544 98.9%
No 6 1.1%
Initiation of breast feeding after Immediately 464 84.4%
birth
Hours 76 13.8%
Days 9 1.6%
Don’t Know 1 0.2%
Exclusive breast feeding Yes 149 82.3%
No 32 17.7%
Pre-lacteal feed Yes 192 34.9%
No 358 65.1%
Squeeze out colostrum Yes 209 38.0%
No 341 62.0%
Bottle feeding Yes 272 49.5%
No 278 50.5%
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Attitude towards exclusive breast feeding

Regarding attitude towards EBF, 356 (64.7%) had good attitude towards breast feed the baby
exclusively until 6 month. Only 132(24%) of the respondents had poor attitude towards bottle
feeding; the rest 258 (46.9%) of the respondents had good attitude towards bottle feeding. This
study also revealed that 412(72%) respondents had positive attitude about colostrum feeding.

Attitude towards EBF
450

412

400

350

300

250

H Not good
200

B Not sure
150

= Good
100

50

Exclusive breast Bottle feeding  Feeding colostrom
feeding for six
months

Figure 4: Attitude towards EBF among mothers of children from birth up to 24 month in Wereilu
District, South Wollo Zone, Ethiopia, 2018.
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Knowledge of mothers on exclusive breast feeding

After assessing the knowledge of the mothers regarding EBF, about 468 (85.1%) respondents
know that breast feeding should be initiated immediately with in 1 hour. About 462(84%)
respondents know that breast milk should be given to the baby exclusively until 6 month. About
321(58.4%) respondents know that pre-lacteal feeding should not be given to the baby before
breast milk. Two hundred twenty-nine (41.6%) respondents know that baby should be feed with
cup; others 317 (57.6%) respondents said baby should feed with bottle.

Table 4: Knowledge of EBF among mothers of children from birth up to 24 month in Wereilu
District, South Wollo Zone, Ethiopia, 2018

Variables Frequency  Percent

Baby should start breastfeeding Immediately after birth 468 85.1%

Hours after birth 67 12.2%

Days after birth 14 2.5%

Don’t Know 1 0.2%

Baby should receive only breast From birth to six 462 84.0%
milk months

Other 64 11.6%

Don’t know 24 4.4%

Babies should be given prelacteal Yes 229 41.6%

feeds No 321 58.4%

Colostrum should be fed to the Yes 402 73.1%

baby No 148 26.9%

Babies should feed with which Bottle 317 57.6%

one? Cup 229 41.6%

I don’t know 4 0.7%
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5.2.2 Complimentary feeding

Practice of respondents on complimentary feeding

Among 206 mothers with children aged between 6 and 12 months old, 197 (95.6%) of them
started giving complementary feeding for their infants. About 130(63.5%) of mothers of children
from 6 month -12 month introduced liquid or semi-solid foods at 6 month. Thirty nine (18.8 %)
respondents children started complementary feeding after sixth months, thirty six (17.7 %) were
initiated before they reached the sixth month. Concerning minimum meal frequency out of 369
mothers of children from 6 month up to 24 month below half,162 (44%) of mothers of children
from 6 month up to 12 month give their child complimentary foods 3 times per day. The
majority, 314 (85 %) of the children had poor dietary diversity. Among 106 mothers who had
12-18 months old children, 86 (81.1%) of them continued to breastfed their children at one year.
Among 54 mothers who had children aged from 20 to 24 months, 42 (77.8%) of them continued

to breastfed at age two years.

MDD and MMF(n=369)
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Good Poor | 1-2 times 3 times >4 times |

Minimum dietary diversity | Minimum meal frequency |

Figure 5: Minimum dietary diversity and minimum meal frequency of children from six month
up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018.
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Attitude of respondents towards complimentary feeding

Out of the total 550 participants 320 (58.2%) respondents had good attitude towards giving
different type of food to their child each day and 357(64.9%) of the respondents had good
attitude towards feeding their child several times per day .Three hundred eighty (69.1 %)
respondents had good attitude towards continuing breast feeding until 24 month .

Attitude towards complimentary feeding(N=550)
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Giving different types of  Feeding your child Continue breastfeeding
food to your child each several times until 24 months
day

Figure 6: Attitudes of mothers of children from birth up to 24 month towards complimentary
feeding in Wereilu District, South Wollo Zone, Ethiopia, 2018.

Knowledge of respondents on complimentary feeding

Four hundred seventy-one (85.6%) respondents know that complimentary food should be started
at 6 month. About 122 (22.2%) know that child should get liquid or semi-solid food 3 times/ day.
Two hundred thirty-one (42%) respondents know that breast should be continued until 24 month.
About 36.7%, 24.1%, 50.6%, 34.0% and 31.4% of the respondents know that child consume per
day animal source foods, Pulses and nuts, Vitamin-A-rich fruits and vegetables, Green leafy

vegetables and Energy-rich foods respectively.
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Table 5: knowledge of complimentary feeding among mothers of children from birth up to 24
month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variable Frequency Percent
Initiation of complimentary feeding At six months 471 85.6%
Other 47 8.5%
Don’t know 32 5.8%
<3 9 2.5%
Frequency of complimentary feeding 3-4 139 38%
5-6 72 19.6%
7-8 101 24.8%
>8 55 15%
Continuation of breastfeeding Six months or 64 11.6%
less
6-11 months 89 16.2%
12-23 months 164 29.8%
24 months and 232 42.2%
more
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Table 6: Knowledge of types of food should child eat per day among mothers of children from
birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Which one of the following food should your child consume per day

Food type Responses Percent

of Cases

Frequency  Percent

Animal-source foods 201 20.8% 36.7%

Pulses and nuts: flours of groundnut and other 132 13.6% 24.1%
legumes

Vitamin-A-rich fruits and vegetables 277 28.6% 50.6%

Green leafy vegetables (e.g. spinach) 186 19.2% 34.0%

Energy-rich foods (e.g. oil, butter/ghee) 172 17.8% 31.4%

Total 968 100.0%  177.0%
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5.2.3 Feeding sick child during and after illness

Practice of feeding sick child during and after illness

Among a total of 550 participants, 202 (36.5%) participant’s children were sick in the last 2
weeks ;of those ,Only 40 (19.8%) ,85(42.1%) and 77 (38.1%) mothers of sick children gave
more than the usual amount of breastfeed, fluid, and food respectively. About 69.2%, 43.6%,
47% of respondents gave the same amount of breastfeed, fluid, and food respectively .The rest

.5% and 2% of respondents gave less than the usual amount of fluid and food respectively.

Practice of feeding sick child during and after illness
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Figure 7: Practice during and after children illness among mothers of children from birth up to
24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018
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Attitude towards feeding sick child during and after illness

Out of total interviewed respondents 269(48.9%), 283 (51.5%) and 291(52.9%) of mother’s of
sick children had good attitude towards increasing the amount of breast feed, fluid and food
respectively. About 250(45.5%), 231(42%) and 213(38.7%) mothers were not sure weather
increasing the amount of breast feed, fluid and food respectively during and after illness of their
child is good or not. The rest 31(5.6%), 36 (6.5%), and 46 (8.4%) have poor attitude towards

increasing the amount of breast feed, fluid and food respectively during and after illness of their

child.
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breast feeding for  your offered for your sick child offered for your sick child
child during and after  during and after iliness  during and after illness
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Figure 8: Attitudes of mothers towards feeding of sick child during and after illness among
mothers of children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia,

2018.
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Knowledge of respondents on feeding of sick child during and after illness

Regarding knowledge of respondents towards feeding sick child during and after illness
307(55.8%), 293(53.3%), 308(56%) of respondents knows the amount of breastfeed, fluid and
food should be more than the usual during and after illness respectively. One hundred ninety-
three (35.1%), 206(37.5%) and 184(33.5%) respondents said that the same frequency of breast

feeding, amount of fluid and food should be given to sick child respectively.
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Figure 9: Knowledge on feeding of sick child during and after illness among mothers of children
from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018
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5.2.4 Nutrition of women’s during pregnancy and lactation

Practice of mothers on nutrition of women’s during pregnancy and lactation

Four hundred sixty nine (85.3%) respondents had practiced the habit of eating snacks during
their pregnancy and lactation period. About 437(79.5%) respondents eat a variety of foods,
particularly animal products (meat, milk, egg) plus fruit and vegetables during pregnancy and
lactation. Four hundred seven (74%) respondents have got iron/folic acid pill during pregnancy
while 121(22%) did not take iron/folic acid pill during and the rest 22(4%) doesn’t remember
whether they had taken or not.

Table 7: Practice of respondents’ nutrition of women during pregnancy and lactation among
mothers of children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia,
2018

Variables Frequency  Percent
Eat one additional meal every day yes 469 85.3%
No 81 14.7%
Eat a variety of foods, particularly animal yes 437 79.5%
products , plus fruits & vegetables
No 113 20.5%
Get iron/folic acid pills yes 407 74.0%
No 121 22.0%
I don’t 22 4.0%
know
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Attitude of respondents towards nutrition of women’s during pregnancy and lactation

Two hundred eighty-three (51.5%) respondents had good attitude towards eating one additional

meal during pregnancy and lactation; the rest 226(41.1%) were not sure and 41(7.5%) had poor

attitude. Regarding iron deficiency anemia, 306 (55.5%) of respondents believe as iron

deficiency anemia is serious; the rest 215(39.1%) were not sure and 29(5.3%) think as it is not

serious. Three hundred forty-three (62.4%) respondents believe preparing and eating iron rich

foods such as beef, chicken or liver is good ; while 183(33.3%) were not sure and 24(4.4%) of

the respondents think preparing and eating iron rich foods such as beef, chicken or liver is not

good.

Table 8: Attitude towards nutrition of women’s during pregnancy and lactation among mothers

of children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variable Frequency Percent
Eat more food during Not good 41 7.5%
pregnancy You’re not 226 41.1%
sure
Good 283 51.5%
iron-deficiency/anemia Not serious 29 5.3%
You’re not 215 39.1%
sure
Serious 306 55.6%
prepare meals with iron- Not good 24 4.4%
rich foods such as beef, You’re not 183 33.3%
chicken or liver sure
Good 343 62.4%

41



Knowledge of mothers on nutrition of women’s during pregnancy and lactation

Out of 550 respondents 406(73.8%) respondents know that pregnant mother should eat more

frequently than non-pregnant mother .Three hundred forty-five (62.7%) of the respondents know

that taking iron supplementation during pregnancy will have benefit. Similarly ,three hundred

forty-one (62%) respondents know that taking iron and folic acid supplementation helps for

normal development of the nervous system while the rest 209 (38%) did not know. Moreover ,

one hundred sixty-five (30%) respondents know that taking iron and folic acid supplementation

helps to prevent birth defect of central nervous system ;the rest 385(70%) did not know that iron

and folic acid supplementation helps to prevent birth defect of central nervous system.

Table 9: Knowledge of nutrition of women’s during pregnancy and lactation among mothers of

children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variables Frequency Percentage
A pregnant and lactating woman Eat more frequently 406 73.8%
should eat Eat more protein-rich foods 110 20.0%
Eat more iron-rich foods 26 4.7%
Use iodized salt when preparing 8 1.5%
meals
Two types of supplements, or tablets, Iron supplements 345 62.7%
during pregnancy. Folic acid supplements 169 30.7%
Other 10 1.8%
Don’t know 26 4.7%
Health benefit of taking folic acid For normal development of the 341 62.0%
supplements/tablets nervous system of the unborn
baby (brain, spine and skull)
To prevent birth 165 30.0%
defects/abnormalities the nervous
system of the unborn baby (brain,
spine and skull)
Other 22 4.0%
Don’t know 22 4.0%
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5.2.5 Vitamin A prevention

Practice of mothers on vitamin A prevention

Three hundred forty-nine (63.5%) respondents have taken vitamin A supplementation within 45

days after delivery. About 255(69.1%) respondent’s children have taken vitamin A

supplementation 2 times a year after 6 month of age. One hundred sixty-two (29.5%) participants

eat animal-source foods-Liver, Kidney, Heart, and Egg yolks/egg from chicken, Milk, cheese,

yogurt or other dairy product with in the last 24 hours. One hundred seventy-eight (32.4%)

participants eat green vegetables-Amaranths, spinach, cassava leaves, kale and other green leafy

vegetables with in the last 24 hours. Two hundred sixty-five (48.2%) respondents eat Fruits-Ripe

mango, ripe papaya within the last 24 hours.

Table 10: Practice of vitamin A prevention among mothers of children from birth up to 24 month

in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variables Frequency  Percent
Mother take Vitamin A supplementation as soon as possible  Yes 349 63.5%
(within 45 days) after delivery

No 201 36.5%
Child get Vitamin A supplementation two times a year after Yes 255 69.1%
6 month of age

No 114 30.9%
Eat animal-source foods-Liver, Kidney, Heart, and Egg Yes 162 29.5%

olks/egg from chicken, or other dairy product

Y % yP No 388 70.5%
Eat Green vegetables-Amaranths, spinach, cassava leaves, Yes 178 32.4%
kale and other green leafy vegetables

No 372 67.6%
Eat Fruits-Ripe mango, Ripe papaya Yes 265 48.2%

No 285 51.8%
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Attitude of mothers towards vitamin A prevention

Two hundred seventy-three (43.1%) respondents believe that vitamin A deficiency is serious; the
rest 278(50.5%) were not sure and 35(6.4%) believe that vitamin A deficiency is not serious.
Three hundred thirty-seven (61.3%) respondents think eating vitamin A rich foods such as carrot
,green leafy vegetables ,sweat potato, and liver is good; while 183(33.3%) were not sure and
30(5.5%) respondents believe eating vitamin A rich foods such as carrot , green leafy vegetables

,Sweat potato, and liver is not good.

Table 11: Attitude towards vitamin A prevention among mothers of children from birth up to 24
month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variables Frequency  Percent

lack of vitamin A Not serious 35 6.4%
You’re not 278 50.5%

sure
Serious 237 43.1%
Prepare meals with vitamin-A-rich foods Not good 30 5.5%

such as carrots, green leafy vegetables,
) You’re not 183 33.3%
sweet-potatoes or liver

sure

Good 337 61.3%
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Knowledge of mothers on vitamin A prevention

Regarding prevention of vitamin A deficiency three hundred five (55.5%) respondents know that
it can be prevented by eating vitamin-A-rich foods — having/giving a diet rich in vitamin
A,145(26.4%) by Eat/feed foods fortified with vitamin A and 299(54.3%) by getting vitamin A
supplementation; the rest 99(18%) do not know how to prevent vitamin A deficiency. Two
hundred ninety (52.7%) respondents know that mother should take Vitamin A supplementation
as soon as possible (within 45 days) after delivery. Forty-hundred twenty-nine (78%) participants
know that Child should take Vitamin A supplementation two times a year after 6 month of age
.Regarding symptoms of vitamin A deficiency 200(37.6%) participants know that vitamin A
deficiency causes weakness/feels less energetic, 210(39.5%) know that vitamin A deficiency
causes to be more likely to become sick and 288(54.1%) participants know that vitamin A
deficiency causes eye problems: night blindness (inability to see at dusk and in dim light), dry

eyes, corneal damage, blindness.

Table 12: Knowledge of vitamin A prevention among mothers of children from birth up to 24
month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variables Frequency Percent
Prevention of a lack of vitamin  Eat/feed vitamin-A-rich 305 55.5%
A foods — having/giving a

diet rich in vitamin A

Eat/feed foods fortified 145 26.4%

with vitamin A

Give vitamin A 299 54.3%

supplements/sprinkles

Don’t know 99 18%%
Vitamin A supplementation as soon as possible  Yes 290 52.7%
(within 45 days) after delivery for the mother No 260 47.3%
Vitamin A supplementation two times a year Yes 429 78.0%
after 6 month of age for the child No 121 22.0%
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B Weakness/feels less energetic
B Be more likely to become sick

1 Eye problems: night blindness

Figure 10: Knowledge of symptoms of vitamin A prevention among mothers of children from
birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018
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5.2.6 Prevention of anemia for women and children

Practice of mothers on prevention of anemia

Four hundred seven (74%) mothers received iron or folic acid during pregnancy; the rest 131

(23.8%) respondents did not. Four-hundred fifty-three (82.4%) respondents eat meat and animal

products during pregnancy. Four-hundred forty (80%) participants eat green leafy vegetables and

fruit during pregnancy; the rest 110(20%) participants did not eat.

practice of prevention of anemia for women and children
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Figure 11: Practice on prevention of anemia for women and children among mothers of children

from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018
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Attitude of mothers towards prevention of anemia

Eighty four (15.3%) respondents think as they are likely to develop iron deficiency anemia; the
rest 350(63.3%) were not sure and 116(21%) respondents think that they are not likely to
develop iron deficiency anemia. 306 (55.6%) participants think that iron deficiency anemia is
serious; while the rest 215(39.1%) were not sure and 29(5.3%) think that iron deficiency anemia
is not serious. Three hundred nineteen (58%) participants think preparing meal with iron rich
food such as beef or liver is good ;the rest 199(36.2%) were not sure and 32(5.8%)think that
preparing meal with iron rich food such as beef or liver is not good.

Table 13: Attitude towards prevention of anemia for women and children among mothers of
children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variable Frequency  Percent
How likely to be iron-deficient/anemic? Not likely 116 21.1%
You’re not sure 350 63.6%
Likely 84 15.3%
iron-deficiency/anemia Not serious 29 5.3%
You’re not sure 215 39.1%
Serious 306 55.6%
prepare meals with iron-rich foods such as Not good 32 5.8%
beef, or liver
You’re not sure 199 36.2%
Good 319 58.0%
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Knowledge of mothers on prevention of anemia

Four hundred fifty-nine (83.5%) participants know that pregnant and lactating mother should

receive iron-folic acid. Regarding the health risk of iron deficiency 401(72.9%) of the

respondents know that iron deficiency cause delay in mental and physical development; the rest
121 (22%) said other than the above and 28 (5.1%) didn’t know what it cause. Four-hundred

thirty-four (78.9%) participants know that conception of meat and animal product during

pregnancy is helpful to prevent anemia. About 417(75.8%) participants know that consumption

of green leafy vegetable and fruit should be consumed to prevent iron deficiency anemia.

Table 14: Knowledge on prevention of anemia for women and children among mothers of
children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variable Frequency  Percent
Pregnant and lactating mothers should Yes 459 83.5%
receive iron—folic acid
No 91 16.5%
Health risks for infants and young children Delay of 401 72.9%
of a lack of iron in the diet mental and
physical
development
Other 121 22.0%
Don’t know 28 5.1%
Consumption of meat and animal product Yes 434 78.9%
during pregnancy is helpful to prevent
J pred Y ) P P No 116 21.1%
anemia
Consumption of green leafy vegetables and Yes 417 75.8%
fruits should be consumed to prevent iron
o ) No 133 24.2%
deficiency anemia
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5.2.7 Prevention of iodine deficiency for all members of the household

Practice of mothers on prevention of iodine deficiency

Four hundred fifty-six (82.9%) respondents used iodized salt while they cook family food,;
However, 94 (17.1%) of the respondents used non iodized salt. Four hundred four (73.5%)
respondents did add salt to stew at the end, while the rest 137(24.9%) added salt at middle and
9(1.6%) added salt at the beginning. About 483 (87.8 %) respondents did store salt in dark closed
container; the rest 67(12.2%) did not.

Table 15: Practice on prevention of iodine deficiency among mothers of children from birth up to
24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variables Frequency Percent
Kind of salt used while you cook lodized 456 82.9%
family food o
Not iodized 94 17.1%%
Time when salt was added in to the At the end 404 73.5%
stew
At the 137 24.9%
middle
At the 9 1.6%
beginning
Store salt in dark closed container Yes 483 87.8%
No 67 12.2%
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Attitude of mothers towards prevention of iodine deficiency

Two hundred thirty-one (42%) respondents think iodine deficiency is serious; the rest
277(50.4%) were not sure and 42(7.6%) think that iodine deficiency is not serious. About 311
(56.5%) participants think that preparing meal with iodized salt is good; while 212(38.5%) were
not sure and 27(4.9%) participants think that preparing meal with iodized salt is not good.

Table 16: Attitude towards prevention of iodine deficiency among mothers of children from birth
up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variable Frequency Percent
Lack of iodine in the body Not serious 42 7.6%
You’re not 277 50.4%
sure
Serious 231 42.0%
Prepare meals with iodized salt Not good 27 4.9%
You’re not 212 38.5%
sure
Good 311 56.5%
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Knowledge of mothers on prevention of iodine deficiency

Four hundred forty-one (80.2%) respondents know that they should eat food prepared from
iodized salt; However, the rest 70(12.7%) list action other than the above and 39 (7.1%) do not

know how to prevent iodine deficiency. About 417 (75.8%) respondents know that goiter can be

caused by iodine deficiency. Regarding when salt should be added to the stew 404(73.5%) know
that salt should be added to the stew at the end; the rest 139(25.3%), and 7(1.3%) respondents
said that salt should be added at the middle and at the begging respectively. About 435(79.1%)

respondents know that salt should be stored in dark closed container.

Table 17: Knowledge on prevention of iodine deficiency among mothers of children from birth
up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Variable Frequency  Percent

Prevention of iodine deficiency Eat/prepare foods 441 80.2%

with iodized salt

Other 70 12.7%

Don’t know 39 7.1%

Goiter can be caused by iodine Yes 417 75.8%

deficiency

No 133 24.2%

Salt should be added in to a stew At the end 404 73.5%
At the middle 139 25.3%

At the beginning 7 1.3%

Salt should be stored in dark Yes 435 79.1%

closed container
No 115 20.9%
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5.2.8 Access to nutritional related information
Regarding nutrition related information four hundred sixteen (75.6%) respondents hear message
about maternal infant and young children feeding practice. Concerning source of this information
303(33.7%)respondents have got the information from Nurses followed by 277(30.8%)
respondents have got the information from Health extension workers; other source of
information are from media 116(12.9%),Midwifes 115(12.8%) and Doctors 88(9.8%).Regarding
time when information was given 389(44.7%)respondents have got the information during
pregnancy followed by 186(21.4%)respondents have got the information during their post-natal
period; the rest 130(14.9%),82(9.4%),48(5.5%), and 35(4%)have got nutritional information
during delivery, immunization, sick child visit and well child visit respectively. Regarding where
the information was given 440(57.9%) respondents have got at heath facility, 246 (32.4%) in

their home and 74 (9.7%) during community events.
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Figure 12: place where information was given and source for nutritional related information
among mothers of children from birth up to 24 month in Wereilu District, South Wollo Zone,
Ethiopia, 2018
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Figure 13: Time when nutrition related information was provided among mothers of children
from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

5.3 Factors associated with knowledge, attitude and practice of key essential

nutrition action messages

5.3.1 Bivariate and Multivariate analysis of practice on key ENA messages

and associated factors
In bivariate logistic regression analysis educational status of the mother, educational status of the
father, residence, monthly income, parity, sex of the child, place of birth, ANC follow up, PNC
follow-up, nutrition related information, knowledge level and attitude level were associated with
practice of key ENA messages .Those variables that have p-value less than or equal to 0.25 were

entered to multivariable logistic regression model to adjust for possible confounders.

In multivariate logistic regression educational status of the mother and the father, monthly
income, parity, place of birth, PNC, level of knowledge and level of attitude have been found to
be significantly associated with the practice of key ENA messages. Accordingly, the odds of
good practice of key ENA messages among children whose mothers attended primary school
[AOR = 2.7,95 % CI: (1.548-4.905)] and secondary school and above [AOR = 3.9, 95 % ClI:
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(1.929, 8.217)] was higher as compared to those illiterate mothers. Similarly, the odds of practice
of key ENA messages were higher among fathers whose educational level was secondary and
above [AOR=2.7, 95% CI: (1.356 -5.719)] as compared to those fathers who were illiterate. The
odds of practice of key ENA messages were higher among fathers whose educational level was
primary (AOR=2.0, 95% CI. (1.145-3.577)) as compared to those fathers who were illiterate.
Monthly income was also associated with the practice of key ENA messages. Those who have
higher monthly income were 4.4 times more likely to have good practice of key ENA messages
than those who have lower income. Those who have medium income were also 2.2 times more
likely to have good practice of key ENA messages than those who have lower income.
Regarding parity children of multipara mothers were 2.1 times more likely to have good practice
of key ENA messages than children of primipara mothers. Concerning place of birth the odds of
good practice of key ENA messages among children who have been delivered in health
institution (AOR=2.9, 95% CI: (1.692-5.157)) was higher as compared to those who have been
delivered in their home. Furthermore, mothers who had PNC follow-up were 2.2 times more
likely to practice the key ENA messages than those mothers who did not have PNC follow-up. In
addition, mothers who have good knowledge were 3.2 times more likely to practice the key ENA
messages than those with poor knowledge. Moreover, increased odds of practice of key ENA
messages were noted among mothers who had good level of attitude towards key ENA messages
[AOR =5.5,95 % CI: (3.146-9.8)] compared to those who had poor attitude.
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Table 18: Factors associated with practice of key ENA messages among mothers of children
from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Level of practice(N=550) Odd Ratios
Good Poor
Variables Frequency Frequency COR(95% ClI) AOR(95% CI) P
(%) (%) value
Educational status
of the mother
Illiterate 85(33.2%) 202(68.7%)
Primary 102(39.8%) 60(20.4%) 4(2.7-6.07)** 2.7(1.55-4.9)** .001
Secondary and 69(27.0%) 32(10.9%) 5(3.14-8.36)** 3.98(1.93-8.22)** .000
above
Educational status
of the father
lliterate 111(43.4%) 230(78.2%) .004
Primary 88(34.4%) 43(14.6%) 4(2.76-6.514)* 2.02(1.14-3.57)* .015
Secondary and 57 (22.3%) 21(7.1%) 2.784(1.35- .005
above 5(3.247-9.74)™ 5.719)**
Residence
Urban 79(30.9%) 36(12.2%) 3.2(2.06-4.96)* .908(.51-1.62) 744
Rural 117(69.1%) 258(87.8%)
Monthly income
Lower 104(40.6%) 200 (20.4%) .001
Higher 18(7.0%) 60(11.6%) 3.27(1.7-6.3)** 4.4(1.9-10.2)** .001
Medium 134(52.3%) 34(68.0%) 1.26(.68-2.3)* 2.2(1.03-4.8)* 041
Parity
Multipara 218(85.2%) 209(71.1%) 2.3(1.5-3.57)* 2.1(1.17-3.78)* .013
Primipara 38(14.8%) 85(28.9%)
Sex of the child
Male 164(64.1%) 160(54.4%) 1.49(1.06-2.1)* 1.18(0.74-1.86) 480
Female 92(35.9%) 134(45.6%)
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Place of birth

Health institution

Home
ANC follow-up

Have ANC follow-
up
Have no ANC
follow-up
PNC follow-up
Have PNC follow-
up
Have no PNC
follow-up
Hear nutritional
related information
Hear nutritional
related information
Did not hear
nutritional related
information

Knowledge level
Good knowledge
Poor knowledge

Attitude level
Good attitude

Poor attitude

194
(75.8%)

62(24.2%)

186(72.7%)

70(27.3%)

156(60.9%)

100

(39.1%)

230(89.8%)

26(10.2%)

222(86.7%)

34(13.3%)

233(91.0%)
23(9.0%)

196(66.7%)

98(33.3%)

117(39.8%)

177(60.2%)

91 (31.0%)

203 (69.0%)

177(73.8%)

117(26.2%)

143(48.6%)

151(51.4%)

146(49.7%)
148(50.3%)

1.56(1.07-
2.27)**

4.02(2.8-5.7)*

3.48(2.45-
4.95)%*

3.14(1.94-5.08)*

6(4.49-10.57)**

10(6.32-16.68)**

2.95(1.69-5.16)**

1.2(.74-1.96)

2.17(1.35-3.49)**

611(.305-1.224)

3.2(1.86-5.58)**

5.5(3.14-9.8)**

.000

458

.001

.165

.000

.000

Note: *p-value <0.05, **p-value<0.01, CI = Confidence Interval, COR = Crude Odds Ratio, AOR = Adjusted Odds Ratio
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5.3.2 Bivariate and Multivariate analysis on level of attitude towards key ENA
messages and associated factors
In bivariate logistic regression analysis: educational status of the mother and the father,
residence ,monthly income, sex of the child ,place of birth , ANC follow-up ,PNC follow-up ,
nutritional related information, and knowledge level were associated with attitude of mothers
towards key ENA messages.

In multivariate logistic regression analysis: sex of the child, place of birth, ANC follow-up, PNC
follow-up and level of knowledge of the respondents were significantly associated with attitude
of respondents towards key ENA messages. Accordingly, the odds of good attitude towards key
ENA messages were higher among mothers with male child (AOR=2.1, 95% CI: (1.36-3.18)) as
compared to those mothers with female child. Concerning place of birth the odds of good attitude
towards key ENA messages among children who have been delivered in health institution
(AOR=1.7, 95% CI: (1.045-2.995)) were higher as compared to those who have been delivered
in their home. Regarding ANC follow-up mothers who had ANC follow-up were 2.4 times more
likely have good attitude towards key ENA messages than mothers who had not ANC follow-up.
Similarly, the odds of attitude towards key ENA messages were higher among mothers who had
PNC follow-up (AOR=1.7, 95% CI: (1.085-2.752)) as compared to those mothers who had not
PNC follow-up. Moreover, respondents with good knowledge level were 2.5 times more likely to

have good attitude than those with poor knowledge.

58



Table 19: Factors associated with attitude towards key ENA messages among mothers of
children from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Level of attitude (N=550) Odd Ratios
Good Poor
Variables Frequency Frequency COR(95% CI) AOR(95% CI) P
(%) (%) value
Educational status
of the mother
Iliterate 162(42.7%) 125(73.1%)
Primary 133(35.1%) 29(17.0%) 3.5(2.2-5.6)* 1.7(.99-3.13) .054
Secondary and 84(22.2%) 17(9.9%) 3.8(2.15-6.75)* 2.0(.98- 4.2) .057
above
Educational status
of the father
Iliterate 204(53.8%) 137980.1%)
Primary 109(28.8%) 22(12.9%) 3.3(2.0-5.5)* 1.4(.76-2.56) 270
Secondary and 66(17.4%) 12(7.0%) 3.6(1.9-7.1)* 1.8(.82-3.94) 141
above
Residence
Urban 99(26.1%) 16(9.4%) 3.4(1.9-6.0)* 1.5(.81- 2.94) .189
Rural 280(73.9%) 155(90.6%)
Monthly income
Higher 128(33.8%) 36(21.1%) 2.0(1.0-4.0)* 1.5(0.71-3.50) 263
Medium 218(57.5%) 116(67.8%) 1.0(.5-1.9)* 1.2(.62-2.61) 509
Lower 33(8.7%) 19(11.1%)
Sex of the child
Male 245(64.6%) 79(46.2%) 2.1(1.47-3.07)**  2.0(1.36-3.18)** .001
Female 134(35.4%) 92(53.8%)
Place of birth
Health institution 258(68.1%) 132(77.2%) 1.7(1.04-2.99)* .034
1.6(1.05-2.41)*
Home
121(31.9%) 39(22.8%)
ANC follow-up
Have ANC 248(65.4%) 55(32.2%) 2.4(1.53- 3.86)** .000
fo"ow_up 39(27-58)**
Have no ANC 131(34.6%) 116(67.8%)
follow-up
PNC follow-up
Have PNC follow- 200(52.8%) 47(27.5%) 2.9(1.9-4.36)* 1.7(1.08-2.75)* 021
up

59




Have no PNC 179(47.2%) 124(72.5%)
follow-up
Hear nutritional
related
information
Hear nutritional 318(83.9%) 129(75.4%) 1.7(1.09-2.6)** 1.4(.82-2.49) 210
related
information
Did not hear 61(16.1%) 42(24.6%)
nutritional related
information
Knowledge level

Good knowledge 294(77.6%) 71(41.5%) 2.5(1.6- 4.08)** .000
4.8(3.3-7.18)**

Poor knowledge 85(22.4%) 100(58.5%)

*p-value <0.05, **p-value<0.01, CI = Confidence Interval, COR = Crude Odds Ratio, AOR =
Adjusted Odds Ratio
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5.3.3 Bivariate and Multivariate analysis of level of knowledge and associated
factors

In bivariate logistic regression: educational status of the mother , educational status of the father

,residence, ANC follow-up, PNC follow —up and nutritional information were associated with

level of knowledge of the respondents.

In multivariate logistic regression: educational status of the mother, residence, ANC follow-up,
PNC follow-up and nutrition information were significantly associated with level of knowledge
of the respondents. Regarding educational status of the mother the odds of good knowledge of
key ENA messages among children whose mothers attended primary school [AOR =2.8, 95 %
ClI: (1.650- 4.801)] and secondary school and above [AOR = 6.1, 95 % CI: (2.945- 12.719)] were
higher as compared to those illiterate mothers. In addition, those respondents whose residence
was urban were 2.2 times more likely have good level of knowledge than respondents whose
residence was rural. Similarly, the odds of knowledge of key ENA messages were higher among
mothers who had ANC follow-up (AOR=3.7, 95% CI: 2.421-5.742) as compared to those
mothers who had not ANC follow-up. Moreover, regarding nutritional information mothers who
heard nutritional related information were 1.9 times more likely to have good knowledge level of

key ENA messages than mothers who did not heard nutrition related information.
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Table 20: Factors associated with knowledge of key ENA messages among mothers of children
from birth up to 24 month in Wereilu District, South Wollo Zone, Ethiopia, 2018

Level of knowledge (N=550) Odd Ratios
Good Poor
Variables Frequency Frequency COR(95% CI) AOR(95% CI) P
(%) (%) value
Educational status
of the mother
Iliterate 146(40.0%) 141(76.2%)
Primary 131(35.9%) 31(16.8%) 4.0(2.59-6.4)** 2.8(1.65-4.8)** .000
Secondary and 88(24.1%) 13(7.0%) 6.5(3.5-12.2)** 6.1(2.9-12.7)** .000
above
Educational status
of the father
Iliterate 199(54.5%) 142(76.8%)
Primary 104(28.5%) 27(14.6%) 2.7(1.7-4.4)* 1.4(.67-2.9) .368
Secondary and 62(17.0%) 16(8.6%) 1.2(.53-2.7) .659
above 2.7(1.5-4.9)*
Residence
Urban 100(27.4%) 15(8.1%) 4.2(2.4-7.6)* 2.2(1.14-4.25)* .019
Rural 265(72.6%) 170(91.9%)
ANC follow-up
Have ANC 250(68.5%) 53(28.6%) 3.7(2.42-5.74)** .000
follow-up 5.4(3.67-7.98)**
Have no ANC 115(31.5%) 132(71.4%)
follow-up
PNC follow-up
Have PNC follow-  195(53.4%) 52(28.1%) 2.2(1.37- 3.4)** .001
up 2.9(2.0-4.29)**
Have no PNC 170(46.6%) 133(71.9%)
follow-up
Hear nutritional
related
information
Hear nutritional 324(88.8%) 123(66.5%) 1.9(1.14-3.49)* .015
related 3.9(2.5-6.2)*
information
Did not hear 41(11.2%) 62(33.5%)
nutritional related
information

*p-value <0.05, **p-value<0.01, Cl = Confidence Interval, COR = Crude Odds Ratio, AOR = Adjusted Odds Ratio
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6 Discussion

This study was performed to assess the magnitude and associated factors of knowledge,
attitude and practice of key ENA messages among mothers of children from birth to 24 month
in Wereilu District. Accordingly, the overall prevalence of good knowledge, good attitude and
good practice were 66.4%, 68.9% and 46.5% respectively. This finding is higher than previous
study done in Ambo District, West Shoa Zone, Ethiopia, according to which the prevalence of
good knowledge, good attitude and good practice were 39%, 32% and 28.7% respectively
(82).The possible justifications for this discrepancy might be the increased Ethiopian
Government efforts to improve maternal and child nutrition through a community based Health
Extension Program and variation in study setting.

This study revealed that 82.3% EBF practice which is almost consistent with study in Bahirdar
84% (31). However, this practice is higher than study finding in Azezo District 79% (32) ,in
Oromia Region 56.7%((71) , and Al Hassa-Soudi Arabia(72) .Possible justifications for this
variation could be the increased maternal and child health service utilization in this study such
as use of delivering at a healthcare facility (70.9 %).It might also be due to time gap between
studies because now adays the number of health facilities/health professionals is increasing every

year.

In this study 84.2% of mothers initiated breastfeeding within the first hour after delivery. Which
is almost consistent with study in Southern Ethiopia (33) and Bahir Dar (31).However, this
finding is higher than previous study findings in Ethiopia (73), Tanzania (74) and in India (75).
The discrepancy might be due to the time gap between studies and in Ethiopia, the number of
mothers who had ANC follow up and who give birth at a health institution is dramatically
increasing due to persistent promotion of the free delivery service provision in the country,
which creates a good opportunity for health professionals to give information and to promote the
initiation of breastfeeding within an hour after birth.

As per this study, 49.5% of mothers used a bottle to feed their index child which is not a WHO
recommendation. This finding is higher than previous study finding in Bahirdar(31),in India
(76). In this study 192 (34.9%) mothers gave prelacteal feeds to their index child ;This finding is
higher than EDHS 2016(30), in Bahirdar (31).This might be explained by the majority of

mothers in the current study had no formal education and a lack of access to mass media because
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of their poor socioeconomic status and most of the respondents of this study are from rural area,

where there is less access to nutrition related information.

Regarding attitude towards EBF in this study 64.7% of the respondents had good attitude
towards EBF. This is lower than a research done in Gondar(36)and in Mizan Aman(37). This
lower result in the current study may be due to low income, relatively high family size and low
educational status of the study participants as compared to other previous studies.

According to this study only 24% of the respondents were considered bottle feeding is
dangerous; which is lower than study in Gondar (37.3%) (36).This might be due to the difference
in socio-economic status , cultural variation among study populations and difference in setting

and time gap between studies.

In this study about 30% of respondents believed that pre-lacteal foods like butter, sugar and
water is good to their neonates. The finding was in line with study done in Northwest Ethiopia
26.8% (77) . However ,the result is lower than a research done Somali Region ,Eastern Ethiopia
which were 82%(35). The probable reasons to this discrepancy could be a variation in socio-
demographic characteristics like educational status of study subjects and difference in access to

health related information.

This study revealed that 72% respondents had positive attitude towards colostrum feeding ;which
is higher than a study done in Benchimaji zone ,69.4% (38), in Gondar 65.74% (36).The possible
justifications for this discrepancy might be increased Ethiopian Government efforts to improve
maternal and child health through a community based Health Extension Program and variation in

setting and time gap between studies.

Regarding complimentary feeding in this study 95.6% mothers started giving complementary
foods or drinks. This finding is consistent with study finding in Bahirdar(31),in Nairobi, Kenya
(70). However, this finding is higher than the previous study finding in Ethiopia (77) and in India
(76). The difference might be due to the governmental and nongovernmental organizations who
are currently promoting the benefit of complementary feeding through professionals and mass

media.

TICF in this study was 63.5% which is almost consistent with study in Northwest Ethiopia,
61.5% (47) and in Lalibela (48). This might be explained by similarity in the life style,
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socioeconomic status and cultural factors. However ,this finding was lower than the WHO cut-
off point(80 % to 94 %) for good practice of complementary feeding(48) and it was higher than
study in Nigeria 57% (41)39.2% and in Pakistan(42), 55% in India(44). Possible justifications
for this discrepancy might be Health extension workers are making home to home visits on
regular bases to support families in accessing basic health services and to give home-based

health education as well as other promotion services, including promotion of appropriate 1'YCF.

According to this study about 74% of 6-23 months old children have been given the minimum
meal frequency. This finding is higher than the study findings in Northwest Ethiopia(47) , India
(78) and Pakistan(79). Additionally 15% of children aged between 6 and 23 months old have
received the minimum meal diversity .This finding is higher than the study findings in Ethiopia
(31) and Pakistan(79).0ne possible explanation for this discrepancy might be the improvements
in nutrition education and counseling in the community as components of maternal and child

health care services.

As per this study, most of, 87.4% and 81.1% mothers have continued to breastfeed their children
at age one and two years respectively. This finding is in line with previous study finding in
Ethiopia (73). These high findings might be due to the majority of women participated in these
studies were housewives and spend much of their time at home which increases the likelihood of

continuing to breastfeed.

Regarding knowledge of complimentary feeding in this study 471 (85.6%) respondents know
that complimentary foods should be started at 6 month. This finding is lower than the study
finding in Addis Ababa 92.3%(25).One possible explanation for this variation might be
difference in study setting and socioeconomic characteristics of the respondents like income,

educational status and access to nutrition related information.

Concerning feeding of a child during and after illness in this study 38.1% of mothers who have
sick children increase the frequency of feeding during illness. This finding is higher than
research in India 11.5% (53). Possible explanation for this might be in Ethiopia Health extension
workers are making home to home visits on regular bases to support families in accessing basic

health services and to give home-based health education as well as other promotion services.
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Regarding adequate nutrition for women during pregnancy and lactation, this study revealed that
85.3% of the respondents had practiced the habit of eating snacks during their pregnancy and
lactation period. This finding is higher than the study finding in East Wellega Zone
,59.9%(59).According to this study 74% of respondents have got iron/folic acid pill during
pregnancy which is higher than finding in India 62%(56).The reason for this discrepancy might
be explained by the improvements in utilization of ANC and institutional delivery. Hence,
nutrition education and counseling are components of maternal health care services; a higher
utilization of these services will bring an added benefit to improve mothers’ awareness on

appropriate maternal and child feeding practices.

Concerning prevention of vitamin A deficiency in this study, 162(29.5%) participants eat vitamin
A rich foods on the day preceding the survey; which was comparable with study in Kachabira
District, Southern Ethiopia 28.8% (26). However , the finding was higher than study from
Sidama 25.6% (63). According to this study 63.5% of respondents have taken vitamin A
supplementation (immediately) within 45 days after delivery. Which is higher than study in
Ethiopia 10.7% (57) .This discrepancy might be due to the difference in socio-cultural status of
the participants and improvement in implementation of maternal and child nutrition related
strategies. This study revealed that 54.1% of participants know that vitamin A deficiency causes
eye problems: night blindness which is lower than a study done in Nepal which were 95%
(62).This might be due to the difference in socio-economic status such as educational status,

income and cultural variation among sample populations.

Regarding prevention of anemia this study showed that 82.4% respondents eat meat and animal
product during pregnancy; 80% of the participants eat green leafy vegetables and fruit during
pregnancy; which is comparable with previous study in Amhara region (67).This might be due to

similarity in socio-demographic characteristics of the respondents.

Concerning prevention of iodine deficiency according to this study, 82.9% of respondents used
iodized salt while they cook family food. This finding is higher than study finding in Ghana
64.6%(15).In this study most of, 87.8 % respondents did store salt in dark closed container. This
is higher than study finding in Ghana 62.6% (15) and Burie and Womberma Districts,
Ethiopia(68).The probable reasons to this discrepancy could be a variation in study period and

the increased effort made in Ethiopia to achieve the nutritional strategies through health
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extension workers.As per this study ,75.8% of the respondents know that goiter can be caused by
iodine deficiency, this finding is higher than study in Burie and Womberma Districts, Ethiopia
,129%(68). This discrepancy might be due to the socioeconomic differences like income and
educational status between study participants and the time gap between studies.

Regarding factors associated with the KAP of key ENA messages the result of the multivariate
analysis showed that the odds of practice of key ENA messages were higher among mothers
whose educational level were secondary and above [AOR = 3.98, 95 % CI: 1.929, 8.217) as
compared to that of illiterate mothers.Parallel findings were reported by studies in Northern
Ethiopia (AOR=3.84)(46),in Lasta [AOR = 9.50; 95% CI:1.02, 14.25](48) and in Bahirdar(AOR
3.0; 95% CI 1.2, 8.6)(31). This might be due to the fact that educated mothers have a better
understanding of nutrition education than less educated mothers’ .Additionally, educated mothers
might obtain information from different sources like; books, leaflets and magazines, and might
have a better chance of exposure to nutrition education through mass media than their counter
parts. Similarly, the odds of practice of key ENA messages were higher among fathers whose
educational level was secondary and above [AOR=2.78, 95% ClI: 1.356, 5.719] and primary level
(AOR=2.02, 95% CI: 1.145, 3.577) as compared to those fathers who were illiterate. This could
be due to the fact that fathers knowledge regarding key ENA messages is affected by their
education level this ultimately determine maternal practice on optimal maternal and child

nutrition and health seeking behavior.

Regarding place of birth the current study revealed that higher odds of key ENA message
practice were observed among mothers who delivered in health institution as compared to those
who delivered in their home. This finding was in line with research done in Azezo District(AOR
2.18; 95 % CI 1.22, 4.35)(32). This could be explained as mothers who give birth at health
institutions have a better opportunity to access appropriate maternal and child feeding

information, which ultimately decrease exposer to traditional beliefs immediately after birth.

Moreover, concerning PNC follow-up a significant association was observed between practice of
key ENA messages and attending postnatal care service (AOR=2.177,95%CI:1.356, 3.496).This
finding is consistent with previous study findings in Bahirdar (AOR 4.1; 95% CI 1.4,
12.2)(31),in Lasta (AOR = 5.98; 95% CI:1.49, 13.96)(48), and Northern Ethiopia
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(AOR=2.80)(26).This might be due to the result of information and counseling that the mothers

received from health workers during their postnatal visits.

According to this study family income was significantly associated with practice of key ENA
messages (AOR=4.397;Cl:1.899, 10.182).It is also supported by evidences from Azezo District
(0.25 (0.15, 0.49) (32) and in North West Ethiopia (AOR= 2.18, CI: 1.39, 3.39(60). Possible
justification to this could be families with high income are able to pay the requested fee to utilize

MCH servisese and they can also easily access and implement nutrition related information.

Regarding parity multipara mothers had more practice of key ENA messages (AOR =2.106; 95
%Cl: 1.172, 3.786) than primipara mothers. The reason for this could be that as the parity
increased, infant management experiences will also be increased. Furthermore, exposure of
mothers to nutritional related information was found to be significantly associated with good
knowledge level of key ENA messages (AOR=1.999, CI: 1.142, 3.499).

Concerning sex of the child the odds of level of attitude towards key ENA messages were higher
among male child (AOR=2.081, CI: 1.359, 3.187) as compared to that of female child. One
possible explanation for this might be traditionally peoples in the study area believe that male
children should feed more than female to be stronger.

Regarding residence the odds of knowledge of key ENA messages were higher among urban
mothers as compared to that of rural mothers (AOR=2.2, C I: 1.137, 4.256). This was in line with
a previous study finding in Northwest Ethiopia(80).This might be explained by urban mothers
are better than rural mothers in terms of educational, economic status and have more access to
nutrition information than rural mothers. On the other hand mothers living in rural areas are more
likely to be affected by community beliefs due their low access to nutrition education and

counseling.

Concerning ANC follow-up according to this study, mothers who had ANC follow-up were
2.431 times more likely to have good attitude towards key ENA messages than mothers who had
not ANC follow-up .This finding was in line with other reports in Northeast Ethiopia
(AOR=5.9,Cl:2.45, 14.21)(48).Possible justification for this could be the increased knowledge

and attitudinal changes due to the information provided by the antenatal care clinics on infant
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feeding and the nutritional values of breast milk. Obviously, pregnancy has been considered as

an important window of opportunity to deliver nutrition counseling and education on ENA.

With regard to respondents level of knowledge the odds of practice of key ENA messages were
higher among mothers with high knowledge of key ENA messages (AOR=3.224; 95%ClI: 1.86,
5.588) as compared to their counterparts with a lower key ENA message knowledge. In addition,
mothers with good level of attitude towards key ENA messages were 5.55 times more likely to
have good practice of key ENA messages. The finding was supported by other study report
elsewhere in Northwest Ethiopia (77). This shows that boosting a mothers knowledge of key ENA
messages and changing attitude of mothers towards key ENA messages is cornerstone for
implementing sustainable strategies to improve appropriate ENA practices (81). However, There
was also a gap between the knowledge (46.5%) and attitude(66.4%) of mothers with their
practices (68.9%). This might indicate the presence of some cultural practice that could
affect the practice of key ENA messages and poor socioeconomic status to implement the

recommendations they know or pressure by other part of the family on the mothers.
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7 Strength and limitation
Strength

Since the study was a community-based study, it can be generalized for the total study
population in the Woreda.The study used adapted standardized questionnaires which increase its

validity.Adequate sample size was employed with a high response rate.
Limitation

The investigators made a lot of effort to maintain the quality of the data, mainly through a
pretest, frequent field supervisions, and training of data collectors. However, the study is not free
from error. It may introduce social desirability and recall bias.In addition, the study was not

supplemented with any qualitative data.
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8 Conclusion and Recommendation

8.1 Conclusion
This study provided a baseline finding on the status of KAP of key ENA messages in the study
area. The practices of key ENA messages in the study area were found to be low; the knowledge

and attitude of key ENA messages were relatively higher than their practice.

Educational status of the mother and the father, monthly income, parity, place of birth, PNC
follow -up, level of knowledge and level of attitude were significantly associated with the
practice of key ENA messages. In addition, attitude of respondents towards key ENA messages
were significantly affected by sex of the child, place of birth, ANC follow-up, PNC follow-up
and level of knowledge of the respondents .Moreover, educational status of the mother,
residence, ANC follow-up, PNC follow-up and getting nutrition related information were
significantly associated with level of knowledge of the respondents.

71



8.2 Recommendation
Based on the finding of this study, the following recommendations were forwarded to different

stakeholders:
For health institutions in the Wereda

» Training of health workers on ENA recommendation guidline should be strengthn to
enhance their knowledge and skill; Therby nutrition-based health information will be
transferd for mothers at health institution and community level.

» Enhance a community-based nutrition focused behavioral change communication to
equip and enhance community knowledge of key ENA messages and to translate this
knowledge into practice.

» Current health education efforts should be strengthened to stepping-up the MCH service

utilization by focusing on uneducated and rural women.
For Wereda Health Bureo, Wereda Education Officeand Health Extention Workers

» It is recommended to give community based health education and counceling for mothers
and their husbands on key ENA messages to enhance their knowledge and increase level
of practice of key ENA messages.

» It is recommended to expand education to all levels especially teaching husbands which
plays a significant role in changing wives’/mothers’ knowledge and practice level.

» Medias have to promote social behavioral change and communication related to key ENA

messages.
For researchers

» Future studies should emphasize mixed methods, such as triangulating with a qualitative
study design and prospective study designs to identify factors for KAP of key ENA

messages.
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10 Annex

Annexe 1: Information sheet

A. English version

Addis Ababa University, School of allied health sciences, Department of Nursing and

Midwifery

INTRODUCTION: Good morning/afternoon? My name is . In this

study which is undertaken by Addis Ababa University, College of Health sciences, school of

allied Health sciences, department of Nursing and Midwifery, you and | would have a short
discussion of about 20-30 minutes only and I am asking you to help us. Before we go to our
discussion, I will request you to listen carefully to what | am going to read to you about the
purpose and general condition of the study and you will tell me whether you agree or disagree
to participate in this study at the end.

The purpose of this study is to assess nutritional KAP of key ENA messages among mothers of
children birth up to two years old in Wereilu Wereda, 2018. The study will be conducted through
interviews. The results of the study will inform design of the nutrition education intervention
strategies targeting you. | would like to assure you that privacy will be maintained strictly
throughout. A code number will identify every participant and no name will be used. Your
responses to any of the questions will not be given to anyone else and no reports of the study will
ever identify you. If a report of results is published, only information about the total group will

appear.

The interview is voluntary and your participation / non-participation, or refusal to respond or
stop responding to the questions will have no effect now or in the future on services that you or

any member of your family may receive from the service providers.
Are you willing to participate in this study?

1. [ 1Yes.2. [ 1No

Thank you!!!
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Annex 2. Consent form for mothers of children from birth up to two years old (English
Version)
| undersigned have been informed about the purpose of this particular research project. | have
been informed that | am going to respond to this question by answering what |1 know concerning
the issue. | have been informed that the information I give will be used only for the purpose of
this study and my identity as well as the information | give will be treated confidentially. | have
also been informed that | can refuse to participate in the study or not to respond to questions if |
am not interested. Furthermore | have been informed that I can stop responding to the questions
at any time in the process. Based on the above information | agree to participate in this research
voluntarily.
Signature:
Date:

Interviewer signature certifying that informed consent has been given verbally by the
respondent.
Name

Signature
Date
Tele.

3. If there are things that require clarification please don’t hesitate to ask the Interviewer or the

principal investigator for clarification.

Address of the principal investigator

Biruk Beletew

Addis Ababa University, College of Health Sciences, School of allied health sciences,
Department of Nursing and Midwifery

Mobile: 09-22-89-80-70

E-mail: birukkelemb@gmail.com

Addis Ababa
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Annex 3.English version Questionnaire
Socio-demographic/economic characteristics

S.no

Question

Response

Skip

Background of the mother/care taker

101

Age

arwbdE

<20 years

20-24 years

25-29 years

30-34 years

35 years and above

102

Ethnicity

Amhara

Oromo

Tigre

If others specify

103

Religion

Orthodox
Protestant
Muslim
Catholic

If others specify

104

Marital status

Single
Married
Separated
Divorced
Widowed

105

Educational status of the mother

Cannot read and write
Can Read and write
Primary

Secondary

Higher education

106

Educational status of the father

Cannot read and write
Can Read and write
Primary

Secondary

Higher education

107

Occupation of the mother

cuhrONRORAONONERE ORwWDEREORWONERORONERWDNDE

Non employed

Housewife

Employed in government institution
Employed in private sector
Merchant

If others specify

108

Residence

1. Urban
2. Rural

109

Monthly income
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110 | Number of family member 1. <4
2. 4-5
3. 6-8
4. >9
111 | Parity(no of birth) 1. Multipara
2. Primipara
Back ground of the child
112 | Age 1. 0-6month
2. 7-12month
3. 13-18month
4. 19-24month
113 | Sex 1. Male 2. Female
MCH service utilization
114 | Where was the child born? 1. Home 2. Institution
115 | Did you have ANC follow up 1. Yes 2. No
116 | Did you have PNC service 1. Yes 2. No

Il. KAP questionnaire on Key ENA messages mother’s of children from birth up to 2 yrs
old; adapted from WHO guidelines and questionnaire (5, 73).

1. exclusive breast feeding
Practice of exclusive breast feeding

101. Have you ever breastfed [NAME]?
1. Yes 2.No If the answer is no Skip to 103

102. When did you start breast feed after birth? If less than 1 hour , record immediately(*00”
hours),If less than 24 hours, record hours ,Otherwise, record days
1. Immediately 2. Hours 3. Days 4. Don’t Know
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1. Did you gave sugar water, water, butter, before breast during the first days of the baby’s
life? 1.Yes 2.No
103. Did you squeeze out and throw away the first milk (colostrum)?
2. Yes 2.No
104. Did your baby drink anything from a bottle between sunrise yesterday and sunrise today?
1. Yes 2.No

Attitude towards exclusive breast feeding
105. How good do you think it is to breastfeed your baby exclusively for six months?
1. Not good 2. You’re not sure 3.Good
106. How good do you think it is to give your child anything from bottle?

1. Not good 2. You’re not sure 3. Good

Knowledge of exclusive breast feeding

107. How long after birth a baby should start breastfeeding? If it less than an hour, circle
immediately.
1. Immediately 2. Hours 3.Days 4. Don’t Know

108. For how long a baby should receive only breast milk and nothing else?

1. From birth to six months 2. Other 3. Don’t know

109. Babies should be given sugar water, water, butter, before first breast milk during the first
days of the baby’s life? 1. Yes 2. No
1. The first yellowish milk/colostrum should be fed to the baby? 1. Yes 2. No
110. Babies should feed with which one?
1. Bottle 2.Cup 3. I don’t know
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2 Complimentary feeding
Practice of complimentary feeding

201.Did you introduce liquids or foods (semi-solid or solid) other than breast milk to the baby?

1. Yes 2. No if no Skip to 205
202.At what age did you first introduce?
1. 6 months 2. 1 year 3.2 year 4. Others

203.How many times did you feed your child solid and/or semi-solid food between sunrise
yesterday and sunrise today? If response is not numeric, probe for a numeric response
1. Number of feedings of solids and/or semi-solid foods
2. Don’t know
204.Next | would like to ask you about some liquids and food that (NAME) may have had
yesterday during the day or at night

Group Food lists No Yes
Group 1: | Porridge, bread, rice, noodles or other foods made from grains
Grains, roots and

White potatoes, white yams, manioc, cassava or any other foods

tubers
made from roots

Group 2: | Any foods made from beans, peas, lentils, nuts or seeds
Legumes and nuts

Group 3: | Infant formula, such as [insert local examples]
Dairy products

Milk, such as tinned, powdered or fresh animal milk

Yogurt or drinking yogurt

Cheese or other dairy products

Group 4: | Liver, kidney, heart or other organ meats
Flesh foods

Any meat, such as beef, pork, lamb, goat, chicken or duck

Fresh or dried fish, shellfish or seafood

Grubs, snails or insects

Group5: Eggs Eggs

Group 6: | Pumpkin, carrots, squash or sweet potatoes that are yellow or
Vitamin A fruits | orange inside
and vegetables

Any dark green vegetables [insert local examples]
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Ripe mangoes (fresh or dried [not green]), ripe papayas (fresh or
dried), musk melon [insert other local vitamin-A-rich fruits]

Foods made with red palm oil, red palm nut or red palm nut pulp
sauce

Group 7.
Other fruits and
vegetables

Any other fruits or vegetables

205.Was your child breastfed or did he or she consume breastmilk yesterday during the day or at

night?

1. Yes 2. No 3. Don’t know/no answer

Attitude towards complimentary feeding

206.How good do you think it is to give different types of food to your child each day?

1. Not good 2. You’renotsure 3. Good

207.How good do you think it is to feed your child several times each day?

1. Not good 2. You’re not sure 3. Good

208.How good do you think it is to continue breastfeeding until 24 months?

1. Notgood 2.You’renotsure 3. Good

Knowledge of complimentary feeding

209.How long after birth a baby should start to receive semi-solid and solid foods?

Age in Months

1. Atsix months 2. Other 3.Don’t know

210.Until what age is it recommended that a mother continues breastfeeding?

1. Six months or less 3. 12-23 months
2. 6-11 months 4. 24 months and more (correct
response)
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211.How many times the child should feed solid and/or semi-solid food between per day? If
response is not numeric, probe for a numeric response
1. Number of feedings of solids and/or semi-solid foods
2. Don’t know
212.Which one of the following food type your child should get per day?

1. Animal-source foods (meat, poultry, fish, liver/organ meat, eggs, etc.)

2. Pulses and nuts: flours of groundnut and other legumes (peas, beans, lentils, etc.),
sunflower seed, peanuts, soybeans

3. Vitamin-A-rich fruits and vegetables (carrot, orange-fleshed sweet potato, mango,

papaya, etc.)
4. Green leafy vegetables (e.g. spinach)
5. Energy-rich foods (e.g. oil, butter/ghee)

6. Don’t know

213.Until what age is it recommended that a mother continues breastfeeding?

1. Six months or less 4. 24 months and more (correct

response)
2. 6-11 months

5. Don’t know
3. 12-23 months

3. feeding of sick child during and after illness
Practice Feeding of the Sick Child during and after illness
301.Did your child was sick with in the last two weeks?
1. Yes 2.No if no Skip to 305

302.How much did you breastfeed your child during and after illness? compared with the

usual
1. More 3. Less than usual
2. Same as usual 4. Never gave food

88



5. Don’t feed
303.What amount of fluid did you offered to your child during and after illness? compared
with the usual
1. More than the usual 3. Less than usual
2. Same as usual 4. Don’t give fluid
304.What amount of food did you offered to your child during and after illness? compared
with the usual
1. More than usual 3. Less than usual
2. Same as usual 4. Don’t feed
Attitude towards feeding sick child

305.How good do you think increasing frequency of breast feeding for your child during
and after illness

1. Not good 2. You’re not sure 3. Good

306.How good do you think increasing amount fluid offered for your sick child during and

after illness

1. Notgood 2.You’renotsure  3.Good

307.How good do you think increasing amount food offered for your sick child during and

after illness

1. Notgood 2.You’renotsure 3. Good

Knowledge towards feeding of sick child
308.The frequency of breast feeding during and after illness of your baby should be :
1. More than the usual 3. Less than usual
2. Same as usual 4. Don’t know
309.The amount of fluid offered for sick child during illness should be:
1. More than the usual 3. Less than usual
2. Same as usual 4. Don’t know
310.The amount of food offered to sick child during and after illness should be:
1. More than the usual 3. Less than usual

2. Same as usual 4. Don’t know
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4 Nutrition of Pregnant and lactating Women
Practice of mothers nutrition during pregnancy and lactation

401.Did you eat one additional meal every day during pregnancy and lactation?
1. Yes 2. No
402.Did you eat a variety of foods, particularly animal products (meat, milk, eggs, etc), plus
fruits & vegetables during pregnancy and lactation?
1. Yes 2. No
403.Did you get iron/folic acid pills to maintain your strength & health during the
pregnancy? Show her or tell the color
1. Yes 2. No 3. I don’t know

Attitudes of mothers towards nutrition during pregnancy and lactation
404.How good do you think it is to eat more food during pregnancy?
1. Not good 2. You’re notsure 3. Good
405.How serious do you think iron-deficiency/anaemia is?
1. Not serious 2. You’re not sure 3. Serious

406. How good do you think it is to prepare meals with iron-rich foods such as beef, chicken

or liver?

1.Notgood 2. You’renotsure 3. Good

Knowledge of mothers on nutrition during pregnancy and lactation

407.How should a pregnant and lactating woman eat in comparison with a non-lactating

woman?

1. Eat more frequently 4. Use iodized salt  when

2. Eat more protein-rich foods preparing meals

3. Eat more iron-rich foods 5. Other
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6. Don’t know

408.Most women would benefit from two types of supplements, or tablets, during

pregnancy. Which are they?

1.1ron supplements 3.0ther

2.Folic acid supplements 4.Don’t know

409.What is the health benefit for taking folic acid supplements/tablets?

1. For normal development of the nervous system of the unborn baby (brain, spine
and skull)

2. To prevent birth defects/abnormalities the nervous system of the unborn baby

(brain, spine and skull)
3. Other
4. Don’t know
Prevention of Vitamin A deficiency
Practice of mothers on prevention of Vitamin A deficiency

501.Did you ( Mother), take Vitamin A supplementation as soon as possible (within 45 days)
after delivery ?
1. Yes 2.No
502.Did your child get Vitamin A supplementation two times a year after 6 month of age?
1. Yes 2. No

503.1 would like to ask you about particular foods you may eat on their own or as part of a

dish.Yesterday, during the day and night, did you eat any of the following foods?

1. Animal-source foods-Liver,Kidney, Heart,Egg yolks/egg from chicken, duck,

guinea fowl or other bird,Milk, cheese, yogurt or other dairy product
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2. Green vegetables-Amaranths, spinach, cassava leaves, kale and other green leafy

vegetables

3. Fruits-Ripe mango, Ripe papaya, Cantaloupe,Apricot

4. 1didn’t eat

Attitude of mothers towards vitamin A deficiency

504.How serious do you think a lack of vitamin A is?

1. Not serious 2. You’'re not sure 3. Serious

505.How good do you think it is to prepare meals with vitamin-A-rich foods such as carrots,

green leafy vegetables, sweet-potatoes or liver?

1. Not good 2. You’re not sure 3. Good

Knowledge of mothers on vitamin A deficiency

506.How can one prevent a lack of vitamin A in the body?

5.

Eat/feed vitamin-A-rich foods — having/giving a diet rich in vitamin A
Eat/feed foods fortified with vitamin A

Give vitamin A supplements/sprinkles

Other

Don’t know

507.Mothers should take Vitamin A supplementation as soon as possible (within 45 days)

after delivery?
1. Yes 2. No 3. I don’t know

508.Can you tell me how you can recognize someone who lacks vitamin A in his or her
body?
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1. Weakness/feels less energetic
2. Be more likely to become sick (less immunity to infections)

3. Eye problems: night blindness (inability to see at dusk and in dim light), dry eyes,
corneal damage, blindness

4. Other

5. Don’t know

509.Child should take Vitamin A supplementation two times a year after 6 month of age?
1. Yes 2. No 3. I don’t know

6 Prevention of anemia among mothers and children
Practice of mothers on prevention of anemia among mothers and children

601.Did you (Mothers of infants 0-5 mo) received iron—folic acid during pregnancy?
1. Yes 2. No

602.Did you eat meat (liver, kidney and heart) and animal product during pregnancy?

1. Yes 2. No
603.Did you eat green leafy vegetables and fruits during pregnancy?
1. Yes 2. No

Attitude of mothers towards prevention of anemia among mothers and children
604.How likely do you think you are to be iron-deficient/anaemic?
1. Notlikely 2. You’re not sure 3. Likely
605.How serious do you think iron-deficiency/anaemia is?
1. Notserious 2.You'renotsure 3. Serious
606.How good do you think it is to prepare meals with iron-rich foods such as beef, or liver?

1. Not good 2. You’re notsure 3. Good
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Knowledge of mothers on prevention of iron deficiency anaemia

607.Pregnant and lactating mothers should receive iron—folic acid?
1. Yes 2.No

608.What are the health risks for infants and young children of a lack of iron in the diet?

1. Delay of mental and physical development 2. Other 3. Don’t know

609.Consumption of meat and animal product during pregnancy is helpful to prevent anemia?

1. Yes 2. No

1. Consumption of green leafy vegetables and fruits should be consumed to prevent
iron deficiency anemia? 1. Yes 2. No
7 lodine

Practice of mothers on prevention of iodine deficiency

701. What kind of salt did you use while you cook family food? (If possible, ask the

respondent to show you the salt.)

1. Jodized 2. Notiodized 3. Don’t know/no answer

702. When did you add salt in to the stew?

1. Attheend 2. Atthe middle 3. At the beginning
703. Did you store salt in dark closed container?

1. Yes 2.No

Attitudes of mother towards iodine deficiency
704. How serious do you think a lack of iodine in the body is?
1. Not serious 2. You’re not sure 3. Serious
705. How good do you think it is to prepare meals with iodized salt?

1. Not good 2. You’re not sure 3. Good

Knowledge of mothers on prevention of iodine deficiency

706. How can iodine deficiency be prevented?
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1. Eat/prepare foods with iodized salt 2. Other 3. Don’t know

707. Do you know goiter can be caused by iodine deficiency
1. Yes 2.No
708. When do you think salt should be added in to a stew?
2. Attheend 2. Atthe middle 3. At the beginning
709. Salt hould be stored in dark closed container?
1. Ye 2.No

8 Nutritional information
801.Did you hear a message about maternal, infant and young children feeding?
1. Yes 2.No 3.Can’t remember

If no you finished

802.From whom did you hear these messages?
1. Nurse 4. Radio/TV
2. Doctor 5. Other (specify)

3. Health extension worker
803.When did you hear these messages? During:

1. Pregnancy 5.  Well child contacts
2. Delivery 6. Immunizations
3. Post natal 7. Other (specify)

4. Sick child contacts
804.Where did you hear these messages?
1. Health facility 4. Other (specify)

2. Community event

3. Home
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Annex 4: Amharic Version Information sheet
AL OF @ ha@-AL+ A 24 @<t Ofr VIST AGHT PavlB av(\eBG 02,9751 aomPdf &

A0 ANA 2EACAT
MSALT0 PAEE 1ICATS 9L PRLS T/ hGA
hGAR2L RovlBav(su g

a0 @: W TRIPThLG | Pl (1T mmmmmmmmmmmmmmmmemmeen LOAA::NALA ANA RLOCHE F AMS A8 §hetet:
NGOG T1.L.PLLS FI0A AN T NTLNGDID PG A3 ACAP AmC fA ¢ h 20-30 L& PrL.008
O  OFLSA 1 AHVI® @28t W1t (W HUHS An@ PPy~ 12 0L @Rek Nav0FF7 (4
AATSE AATIG MmPAA U5 DATTINADTF (PG ATL.L99°MT AMEPAD- i F%RLA° (TSR ATPAHe
aATIIDY hG AATPATITVFDT £1o1GG A :

PHY TG hAT] (OLAN D4 P54 h&TLOFD- 1 2 Gaot (\FF QP AST PAFD Kt T NALATFD- A
ALFTFD hav D1l PATF@-7 TN,  haeAnht AS 910G 9°7 A7L91.0°00 ATIOP P77 TGk LoLhLeNt
a8 (1908 ANAAND: NTLPCN aPmPP LIPTA 1 ACAL PTLAMT aPLE (OLAL AS (WIC APG LLE
ATLTF AGHT AG V9T QAT R70LNENITDT a0LF AT18.LN0 LLAN::

N8LF3P Uvh PAML ARIPITMANP APLLTNTT AAPILIS. +AFe PTHALIPAL RPCAPT APPT 17
ATnPA : AT DI PP PTLAMT AT AMLA AP+ TAAE ALATI :: PTG Ot 67°CTHI° AAACAP
ALTINEIP ::

e T969° PGk S7°CF (LAHI° 290N @+ A\ AMPAL TAFLAPT NF LPSA :: aomed 14.PL74 T
AL NF LT PACAL aPA+G DLI° AATPATE W8U-9° TEEPTT AavavA( 498G hAPPYS (PRD+ OPT
AECm aoo@- M+ {ui9® LUt OL4 T ACAP 9°LU<7 (VHANP N9LPTHT AT AL 9°79° ALYt +&OF

ARG LM i (TG E AL O34 NaPPIPI° 19L.AT NELI° ALTCI it APATE . $LT 1917
1. () A2 2.() AeLauv9®
hav(191GA-11

TOFOA : PTGk AT NPT AR ATPATE LPLE NP OL LRI 9140157, P& L0G<::
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Annex 5: Amharic version consent form (&.+87%ro12218.%& CATICE +CTIP)

NGA 2:-AL9L0F@. D 2 Gavt (1FF PP AST PATF®- ZAGHT 08P aomPbe P&

NAF &4CTI07 Pt A PPGE GATY 1147 AP PPMPP@- TPEE PTIPDY apav\d WIRIPTA E Al
PIPAM®+ avl% AHY TGF A1ANT AF 09100 AT A9%75 PPPAM@<7 avl8 NFPAM.C ATRILmNP
FIEICTA 1 GAPE NALAT (TG PAPATE | PPE PATPAPANG (1 TPEM- aPhid ARCeR, PV A7LIVTFA
TICTA 2 QHY aPALTF O TGk ATPATE 4. PLT avPyT N4CTT ShLIINU-::

1. 076k +add 0Tk 4985 NP aPM@ET L P90 :
2. PGk FAFL LPLE aOPTFDT 099,029 Pavl B ANAANLD- AP 4.CTY

age

..M

aah

TGO IR LTLLALAIT D TICT N avlE ANAANLDTI® P PG +avsaI4m<7 NANAT 1 (AL c-Am-
2meek::

PG +avi. LD K4

Nsh (Amo-
A%0 ANA RZOCACT E MG A0 DAE T NICATS T1.LPLES LVLIPLS Tt

aaherc- 09 22898070, birukkelemb@gmail.com , A&a AN
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Annex 6. Amharic Version Questionnaire

hea 1: 7062 7 106R5 A DGR v-23

101. AL9LQ/PT Ot 107
1. <20 years
2. 20-24 years
3. 25-29 years

102. 35 years and above £+5 @+ 12400 A0N T2

1. A%
2. T4
3. ACT
103. PTG ®<7 VLI e T ?
1. ACt&hh PV
2. a-hAgP
3. hfah
104. 220F U-5FP7 LoNGAT
1. eamn
2. ankac

3. et
105. UFIPUCT 248

1. eotoILT

2. 1-89h&aA
106. LOANTO/ OO/ FLLE

1. fa-t9ic

2. 1-8%h&a
107. 20 3.3

1. 0t Aoet

2. P9\ (¢
108.200°G°4¢ 03+ 1. vt 2. 1mC
109.0M.$ AL 9°79UA OCUE 10, £15° 7
no. e0-HAN NHF

1. A&
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4. 30-34 years
5. 3544 hH NAL

T&1
LT ——

TCEN Tt

5. AANA (EMP()----mmnnmmmmee-

3.
4.

an eHat
AL

9-12% hea
PhAE /T AG hH 1AL

9-12% hea
PhAL /T AG DY 1AL

PPNt (LA
R T (1 1) e —

----h e NG

2.
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3. ik 5. A°0rtS hH NAL
4. ket
. AmPAL 97 PUA OB OOLPA? -7 1. A2& 2. (VG DL AL

0% erlaoAnt

n2. AB0 A7t Aok [ o 1@-?
1. 0-6 mC 3. 13-18 mc
2. 7-12 oc 4. 19-24 oc
n3. PSP 1. 018 2. Ot

AT A PPIOT (HavAnet

Nn4. AEO7 o1 10 CONSF? 1. Ak 2. M5 9068 Nt
n5. ePLav- WAL RttA ALCIPA? 1. AP 2. haLlhg
16. 2LV~ DAL DA ALCIPA? 1. AP 2. hALshgo

NEAG AhéAL Phaol &CLT pARhAT AL h@-ALt+ hah 24 @i+t AL9% QX VIST ATRT arhhA
N99.G LD h@-pt 7 harAnht AG 110C AL PPL0 PmPP PATICT TCTI°

1 eAS T vt F hhavaor)
+0C? etaoAht eome P

101. Mt AP PO.PA? 1 AD 2. hRAQPIP
AND AAQPI° NPT OF. T ¢7C 103 L74

102. N@AS 1g°7 Lhd 1LH OhA 10C AAED met PAmet?
1. osa'r 2. A%t 0hA 3. G 0hA 4. AAD.PI°

103. AAB-® 1908 PO 67 AT Mt havBavdFa. 14+ @0 ANDC F @V ORI 0, AT+t 1NC?
1. ho 2. hAamu-9°

104. a0 a4 0.7 (LB, O+ (WYIC) AANDLE 2AN? 1. AD 2. AALAI®

105.FATF QUL NOMF TI°E hdh He AP0 haem emN@. 11C AA? 1. AP 2. 209°
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hoop\hht? etavAnt eom@d

106.48°7 Al 6 OC et F avaavt °7 Phd Té- 10, NAD- LANA?
1. P& ALLA® 2. ACIMT hRLAUI® 3. T 10
107. AAS: QM apav) 927 Ph Té 10. NAD- LANA?
6. T4 AQLAT® 2. ACIMT ALLAUI® 3. T 10

THL? etaoAht omed

710. V99t ht@OAS a7 L DA met oPat AAOTFA?

1. osar 2. A%t (hA 3.9 0hA  g4.hAQ

711 V99T PAG TR met F AT PUA LH aPar ] AATF@.?

1. Adh 6 @Ceh 2. AANALMPA 3. AADLPIP

712. VI5F (0B eFE 9T QAT Mt hovfovsFa. (44 @u (NAC @ @U P P,
@AMt AATFA? 1. Ao 2. eAOFage

713. PavP a0 0@y (158, @t (W7IC) V99T avavl A AAFA? 1. A@ 2. PANFaLg®

714. VIST7 NPT @, av 1 avavl AANT? 1. Amm 2, % 3. AADPI°

2 ten T8 N7 (vt
+90C7 (rhaevant

201. AAZ® et AA 44T T mAC AT AGAO £ 2107 AQEICLDATN?
1. ho 2. hAqBaoChe-tge

@AND AANEarCitg° Dt OL 104 1 205 £7.8-

202. gpEansP av’f Y1C PAEa0G?
1. 6oC 3. 2 havt
2. 1 koot 4, aADA (EmPh)——mmmme

203. tATFOULNONTATLEEICAONNHEOU L AANONTFOFLELLOASDTINNLGANAALAINT T 7L,
am? 1. 0ePC------ 2. hA@.pg°

100



204. DHUNPPOANTA TS QAATPISIPUTAAEOMNCATANANLAIOINTFIOAPTRNPIAML PO FAU-?
07 29°9) HCHCT AD AhLLAI°
71 T36 1 80 4H T ORI° NPT P04 At FoI0F
nrere  hacOCT AS
hl ac A F@- HhheF yopp ST 1o PAC -FhA 7 PhAad AC T Aad @e9° had-OC Po1LHI5-

At T
(+872: NATCE OBA 19P0C AFdey @LI° HET PTLH P TISTFM39° JooN-F

POCThATI0A@H ThA?

+273: PenPA VG 9P1NF (RUIC @O PPANPTT LAT)
PO HPEAICAT
OFTiRFCMINTO-LC aphh ORI Fhn PAINAT O
hYovi
AN DRI AT PAINGT HPRA PCT
(1834 MACITALTIAN OLI° PANT PAD-1T hGA OOP T
h,2eo9.H 8. 900 F
aEm-9° (07 et A2 PAATIND: PNCINDIPGPAIPRC DEYP
28he
e @EI° PLLP ANTTLA Ad DRI PAUC 9
NANiPL hO-NPF ORI (166 10O T
75 hTRAA WrRAA
(+£:76: SaMetianG 0L ANCeTT ATV ARL&ThaeT (PAIC
3917 b FEFLOT | @t PPANPTT LOI)
AS PmAPMeT
PRLA P17 (Thehy @RI° 0RLP (WETAL)) 30840 T T8 (Fheht @RI
PRLP)IYON (PAfeT PAIC @O NALF 1 T7h PAAOT GG LPTT
o)
ONPL PHYON Het PHA4 9P0F (P2 PHION & DRIP (1PL PHINN
&6 P0G CTATAN
-877: MOt GLGLPT WG 1AL Thiet

et AThATt  ogye
GLGFLPT

205.
1. ho

2. Abmag®

AN (FFATFS @ AACE T TI0T9° hent Adh 913 et (it ?

3. hA@.pye
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havahht? (araht

206.  ANS 097 OTALE ALTT 9PU0FT oAt 909 NATS 10+ NAD- LHNA?
1. P& ALLA® 2. ACIMT hRLAU® 3. T 10+
207.  AAS 0P7 i LH 9°0F7 aphnt 9°LhA P4 1@< 1A@- LAOA?
1. P hQLA® 2. ACIMT AQLAUT® 3. T4 10~
208.  APF7 AON v-AT Aot 240 vt TIPOT Pé 10 AAD+ LAON?
1. P& ARLA 2. ACAMT hQLAUI® 3. T4 10-

THL? (aeaht

209. VISt DF@AS DAyt LH 0hA MmALS AGAQ Lo IOo10FT avBavC h\ANTFA.?
1. N160C 2. A 3. AAQPI®
210. V957 AOh O Aot et aopQt AAQTFAL?

1. Ahh 6 @C 4, 24 ochghiNAL
2. h6-11loc 5. dA
3. hl2-23 o
211, VI5°F AhAR LA 9°100FT O AP LI 9Par1) AAF@. NAD. PANN?
1. QePc------ 2. hA@.Pgo

212. hTLntAT PA0F avnd MBS (7 SHET T1TTT AANT?
1. PAMAT PP JOUVT AL 01D T 0OG D T T ATRAN AG PaPAANTT
2. AN PhFieL Gt AG AT PETPEOT WL E ATC 10€A AG PPN
3. NALF97 h POAOT €466 AG hThAT 0F A28 (et F OCHENT? # &7F F 997 £ T7¢ ¢
AGPaPAANTT
4. K118 PMA PMAATT IO0F AIPAN, 7977
5. UeA Qe APAN HET, PN,
6

. fA
7. hA@QPI°
213. AG T ALFF@T Adh aoF Z782m Larne-A?
1. @©C AS hu.f 03+ 4. 24 oC ASh H.E 1AL
2. h6-11 oc 5. dA
3. hl12-23mc 6. AA@.pge
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3 ¢Favav Y977 hav 2 (Hevaht
+90C% Otecaht

301 A%<t 2 AP AP@ FPN@O+H T+ 10C?

1. Ao

2. AdFavao-\igo[FT9°

3. @AA® AdFavao 79[ FNT9° hirt L7 ¢ 305 £1%
302.  U9r NJFavao 1H, A9°7 PhA LH AMONA. T hOFCAD. W FD8LE?7

1. hotca anam 3. hotrca. ain
2. Ah AL O, 4. hamOge
5. ha@.pge

303.  U9F NFavav 4, 9°7 Phd A0 AN F hOTCD. AD{LLH?
1. hotca anam 3. hotrca. ain
2. Ah AL o 4. 240 hAOTI°

304. U9k 0Favavo 1 H, 9°7 fhik 9290 AmAaL @ ho+Ca AD8L 07

1. hotco. Anam 3. hotcaqin
2. Ah A7 Lotca. 4. 990 hAOama@-9°
haoph 7 (tavAnrt

305.  ALTF Aavav ndk AL e Fhe apar1(l 907 PhA Té 10+ N1AD- PANN?
1. P& AhLLA® 2. ACIIMT ALLAUI® 3. PéIm-
306.  ALT AJavav- aNdk (FAL 270,071 9P aPeR,aPC 9°7 PhA T4 10+ NAD- LHNA?
1. P hQLA® 2. ACAMT hQLAUI® 3. T¢10-
214. AETF A Favav- gk OHAP 2717 Mt aPen,anC 9°7 PhA T4 10+ NAD- LHNA?
1. P hQLA® 2. ACAIMT hQLAUI® 3. T¢10-

TH0.? tavah TR P

215. V99T (1 Faeav- 11, A9°7 £hd\ LH a2 TOF AANTFA?
1. hotea. AnAm 3. hotea. ain
2. &h Areotca 4. KA@PY®
216. V957 (1 Favav- 11, 9°7 Ph 440 e@0L AAVF@.?
1. hote annam 2. &h AL Ot
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3. hotca. qin 4. haopge
217. V95t (1 Favav< 11, 7 Phd 9091l ap@.\L hAQTFa.?

1. hotca.n0Am 3. hote @0in
2. Ah AL otca. 4. haoPpge

4 1FAMC AS AP AGHT Ao

+90C? (ot

401 16AMC APAT AG AFm(. h0dt N0AM +en 14 (LT AL LH Far1(L, 10C?
1. A2 2. hAorge
402. 1F0M-C APAT AT OFm(. DrFALR 9P ALTRT (IFFAL A0 F O T ATRAA T PTALe §4-160T
AS PmAPmAeTT Tar(), 10C?
1. A2 2. hAoge
403. 1F0M-C ALAT AG 3L 423907 0.9 (Eih AL) AT 10C? (AAe @RI° PAav-T avq( )
1. A2 2. AAtAmP® 3. hAD-p9P

hooAnh 7y (HtavAnt

404. OACTHG LH D&k OTAP A 9P aPao)) §°F P4 10+ AAD- PANA?
1. T hQLA® 2. ACIAMT ARLAUI® 3. T4 10+

405. NALLT AL 997,00 £9° 91 °70hA hAL: 10+ AAD- PANA?
1. D& ALLAT® 2. ACIME ALLAU® 3. hag 1m-

406. NACTHS LH 0ALLT POAOT °0FT TIHIEF Té 10 AAD- PANA?
1. P& AhLLA® 2. ACIMG ARLAU® 3. T¢ 10

THNL? etaaht oomed

407. 190 m-C AS AT ASHT h912m-+2C ATD8LC A8+ avav(l hANFaAL?
1. hotco. anam 6. AA@.PI®

2. 7ML A0FT QNAM  vsF apaviA)
ANOF.

NALLT POADT F2I0F7 avav(I AAVF@.

4. 907 ASHOE NALL7 1NN 6R.D. a7
AN

5. A
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408. M AGFTF OACTHS LH 0°LAM- U-AT aPLULAT LM T A109°, (AAL DRIP PAaP-7 avG( )
1. ALY 2. @ANAAL 3. 0A 4 hADPI°
409. (ACTHS 1LH €Ah AL @0 AT LMPTIN?
1. @791 PARIPC W& 1T W8S C LRCIA

2. POAL LH AhAeT? | FActT T SAt®ALT V97 10 OChT (ATIA F VNLOLAC AS he-0Ph)
FacT asvhaha

3. hAa@.pge
5ae37% &7 ¢tacAnt
19NC? et

501. NOALN 45 ¢7 @NT G877 h OALAN?
1. Ao 2. hA@OALh9® 3. ham.pge
502. AF] ht@AL h 6 OC (hA (AT v-AT L 003917 b OOBA?
1. A®@ 2. hd@ALI® 3. AA@.pYP
503. hHY (oPPmd OFATHS@. Aot 76 PO+ AP0 F@- PoLFAFO7 HCHC 9°0F7 O-+avahnet
TERA MG ADB{AU-:FATHS 7 AL AS 9T holhvthaet 0H5 @7 +av1PA?
1. PRI PO chAd- T AN T A T PATRAA ANDA/RAC ATRAA 1 Sh P 1L OF DRI AA
0§ T O T heAl TACT ORI® AbeT PO +PRA POCAT
2. R&¥AL WHNART- A%147H0 F ATST T hAad dmded: PPA 1997 AG Aot 4738 PmAeT PAFO-
Athott

3. GLGLPT- 040 TI7T T 0RLA T T T a0IRLT T ATOMVE
4. hANAU9®

haoAh 7 (taeahrt

504. PALFITLY h ATLT 907 £hA DAL 10 NAD- LAON?
1. hae ALLA® 2. hCIAME ALLAUY® 3. hag 10
505. 9°M1 (LHIE NALITLT b AOAOT F°0F AZL T T T ACTIL Pmd PATFO- AThAPT § M4
£7F WG HF aPen.avC 907 PhA T4 10+ NAD- LANN?
1. P4 ARLAT® 2. ACIAMG ARLAUY® 3. Té 10+
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TH0? eravaht aomeP

506.

a & L0 NP

507.

508.

A28 A@- PAF90T b AT NAD-TE OQT (1977 aPAh- ALhahd TFAA?
NA.F907 b P0AOT To10F7

00397 b 49O OUF7 av(t

003907 b P30

PAFT b BTGP TT 0TAM: T P

hA@-pJ°

AGPT WILDNG. DELMY GRINT b 1T AANFD.?

hO 2. PAF@I° 3, AA@.PIP

PaLFTN7 b APl SAVF@. ADTF 099.04017 PPANPF AT19167 HFLAT?
£09° 1S APIP P10

PapFavg® &0 AAFaL

3. PALT TOUC T 9UF 99 QA0 FOIC T PART aPLlP T A0t avy

509.

hA@.PI°
VIS h 6 ©oC A 62,3977 h Qavt 2 1LH, 9991 AAGF@. NATGF ALLAT?
A 2. hAO9° 3. haa.pge

6 £9° 771072 hAgrhAhA

+0C7 (tevhhrt

601 190MC ALAT A247 hS AN AL 1NC?

1.

602.

603.

1.

hP 2. AAOONI® 3. hAQLPIP

1SAMC APAT 010 AT PATOAT TPOA TaP199, 10C?

hP 2. AAOONI® 3. hAQLPIP
NACTHTLEALTALPMAPMACT TATG -GS DT rHaP191,10C?
AP 2. RAOONI® 3. hAQLPYP

havahhvt: (tavat

604.

1.

605.

NALLY APt 9°NGet (19,00 R9° a1y PavPH h&A AN A+ PANN?
PavPH h&A AN 2. ACAMT ALRAU-I® 3. LaPPH A&A AN}
NALLY APl PPNGPT oo 90 aip 90 Phi haL 1@« AD- LAON?
NOL ALLAT® 2. ACOIME hRLAU-9® 3. haL 1o~
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606. 9°9 (LHE NALLT NOAAOT 10T A28 eV A2 7 FOT FemdPC (LHDS: T4 1@+ NAD- PANN?
1. P& ALLA® 2. ACIMG hLLAU® 3. 74 1@~

THOL? (aeaht

607. 1FAMC AT AT ATPT ARLT AT CAN AL aP@DAL ANNTF.
1. A® 2. PAF@-g° 3. AA@LpYP

608. VST N17.010T 9o @-OT PALLT ATLT NADIPT PG AN L1TOPFPA?
1. PARIPC hG ANAR ALt aPHoet 2, At 3. AADLPYI®

609. 0,07 hG PAINAT TPoA NACIHG LH aPap(l £9° “7h07 2hAhAA NA@. LHNA-?
1. A2 2. han(lg® 3. hA@.pg°

610. ALTAL. PMAPMOCTT AGELFELDOTT (ACTHS LH aPav(l AANT
1. A2 2.ea079° 3. hA@.pg°

7 KeL7 Otaeant

a1 (W

701. 8L 9290 AFHIE OFG AT ALY @ FMPTLEAG?

1. 0ATL7 P0AOT shLAL 2. NALLT £ANAOT ¢hL A 3. hA@.pg°
702. PO 9210 O FHIE: @, o0F 70, PIOT6R IS M.7

1. oogqia 2. aohind 3. avgavg g
703. 6. PI°FAPIOPA. HNLT hP DNT 10.7

1. A? 2. heLATPI® 3. AAD.PYP

havahhvt: (avant

704. (Q@-13F7 O-OT PASLT ATt aPFC NOL 10+ NAD- PANN?
1. hOe ALLA® 2. hCIAME ALLAUY® 3. hag 10

705. 9°M17 NA®L7 N0A0T 6@+ T T4 1D NAD- LHNA?
1. P& ALLA® 2. ACIAMT ARLAU® 3. T4 10

THO? Oteraht

706. PALLT ATLTT WL aPhANAN ATTANT?
1. QALL7 20A0T 9291 avarl 2. A 3. AAD-PYP
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707.

708.

7009.

RTPCT MARLT ATet AaPMRTAN?
AP 2. hPapMgrge 3 hAM.PGP
o AGHL: 6 D. aogR,a°C LANT IOF 1.7
aogR, LA 2. avhipd 3. aoBavs P
DTN PaOP AN TR TA PN T1.?
AP 2. hBLAPI 3. hAM.PgP
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Annex 7: Training module for data collectors and supervisors
. Instruction

< |dentify target subjects to be interviewed

< Procedures to be followed during interview of subjects, care of use of non leading
questions

< When to interview/convenient time

& Disclose the possible purposes of the study to the study participants

# When to start data collection and when to end
I1. methods of training

v’ Pass through the instrument with data collectors to point out specific instructions
v Provide an example of a completed instrument or an interview transcript for the data
collectors

v Allow data collectors to practice with the tool

Training module manual

Data collection method Data collector and | Training needs Training activities

Or instruction supervisors

Mothers or primary care Health extension | - Interviewing - Interview instructions

takers interview workers and techniques - How to ask questions
Nurses - How to follow and | - Trainee interview

feel the instrument practice
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