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ABSTRACT

The prevalence of stunting is the conventional anthropometric measure that reflects multifactorial
social deprivation. Despite substantial reductions in recent years in Ethiopia, the prevalence of
stunting in the Amhara Region remains unacceptably high, affecting 47% of children under-five.
Several studies have been conducted to explain why this could be the case with a focus on districts,
despite they employed nutritional, biological, and economic models. The researcher argues this
necessitates a need for an adequate understanding of the influence of socio-cultural and gender
factors in the child stunting status. In light of this, a mixed-methods approach was employed to
collect and analyze the data needed to address these. Accordingly, information was collected from
303 mothers with stunted children through surveys and in-depth interviews. A group interview
with six individuals and key informant interviews were also made with four health professionals
and two woreda officials. The quantitative data were analyzed statistically whereas qualitative
data were analyzed using a thematic analysis. The research indicated that most of the households
lacked land, livestock, trees, and fruits, and produced small. Thus, the food did not last and face
food shortages seasonally. The study found that a household’s choice of ingredients is often
severely limited and the ability to mix the food into a nutritious combination is hampered by
traditions and religious values. The research indicated that most of the stunted children were
originally from mothers whose ANC and PNC visits were less than four and delivered at home.
The study further reveals that the vast majority of stunted children were from mothers married in
early life, illiterate, no decision making power within the household, and who did not make trips
to market, hospitals, or relatives. Mothers were found busy with domestic tasks, have few social
support networks and thus, prepare easily made food and feed children infrequently. In inferential
statistics, the variables having assistant with domestic tasks, consumption behavior during
pregnancy, stop consuming certain kinds of food during pregnancy, child age, household size,
maternal age, and decision on mother’s healthcare have a statistically significant effect on severe
stunting. The socioeconomic variables and maternal healthcare utilization were found not
statistically significant on affecting severe stunting. The researcher recommends that efforts to
reduce stunting prevalence should address cultural and gender issues alongside economic issues.
Also the need for a further study examining the family legacy of malnutrition where its effect on

child nutritional status is strong.
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CHAPTER ONE

INTRODUCTION

1.1.  Background

The physical and mental development of under-five children is a determining factor for the
development of a country or a region. They are sensitive indicators of a country’s health status as
well as economic conditions (UNICEF 2009:2). Particularly physical growth is a well-established
population-level indicator of overall well-being and social equity. Tanner (1992:115) expressed
child growth as a ‘mirror of the conditions of society’. Physical growth is also a suitable proxy for
children’s general health and nutritional well-being (de Onis and Branca 2016:24). Growth
assessment thus not only serves as a means for evaluating the health and nutritional status of
children but also provides an indirect measurement of the quality of life of a population (de Onis
and Blossner 1997:3). Therefore, ensuring the growth of children is a concern of families,
communities, and nations throughout the world (Mahmood and Nasir 2014:1009).

The growth of children worldwide varies from region to region and even within communities, to
a considerable extent because of differences in livelihoods and nutrition. Because young children
are developing physically and mentally and because they depend on others to ensure their health,
they are particularly susceptible to socioeconomic, gender and geographic inequities that lead to
marked differences in terms of growth and mortality (Black et al., 2013:430). But, children
throughout the world have the same potential for growth up to age five, irrespective of where they
are born if they are nurtured in healthy environments (Dewey and Begum 2011:5) and born to
mothers whose nutritional and health needs are met and if raised in unconstrained conditions
(Prendergast and Humphrey 2014:252). But many are not so fortunate. Alarming numbers of
mothers and children in developing countries are not getting the nutrition they need (Save the
Children 2012:3).

For mothers, this means an increased risk of death or giving birth to preterm or small babies who



are more likely to die or suffer from suboptimal growth and development (Allen and Gillespie
2001:18). For young children, poor nutrition in the early years often means they are too short for
their age or will be forever stunted (WHO 2013:1). Stunting or being too short for the age indicates
a failure to achieve one’s own genetic potential for height. It is a manifestation of severe,
irreversible physical and cognitive damage (PATH 2018:2). Globally, nearly 151 million children
under-five, or over 22 %-of all children, were affected by stunting in 2017. Africa and Asia
accounted for 39 % and 55 % of all children stunted globally, respectively (FAO, IFAD, UNICEF,
WFP, and WHO 2018:11). Latin America and the Caribbean Islands had 5.1 million under-five
stunted children, while Oceania and North America had 0.5 million under-five stunted children
each. Africa is the only continent where stunting is still increasing in absolute numbers, with the
highest-burden in sub-Saharan Africa (WHO, UNICEF, and WB 2017:4).

Ethiopia has the 7" largest number of stunted children worldwide, affecting more than 6 million
children (European Commission 2017:1). Hence, child growth is one of the main concerns of the
health sector in Ethiopia (FDRE 2016a:17). It has now set itself the target of reducing the
prevalence of stunting to 26% from 44% in 2020, an-ambitious targets of growth monitoring. A
lower percentage of girls, 36 %, compared to 41 % of boys were stunted. The stunting rate in rural
areas (39%) was higher than in urban areas (26%). There are also large inequalities in physical
development across regions, with the deprivation rate ranging from 15 % in Addis Ababa to 47 %
in Amhara (CSA and UNICEF Ethiopia 2018:36). Similar rates were also presented by the
Ethiopian DHS reports (2005 EDHS, 2011 EDHS, 2014 mini EDHS, and 2016 EDHS).

Ambhara Region has remained the region most highly affected by child stunting. Health inequalities
are related to social inequalities in nutrition through complex pathways, including policies
addressing health and nutrition (WHO 2018:1), and the nutritional state of the populace both
influences and reflects the level and pace of national development. Prendergast and Humphrey
(2014:252), in explaining the variation in stunting prevalence across countries and between
different populations within countries demonstrated the importance of socioeconomic factors. de
Onis and Blossner (1997:1) also stated that all the handicaps of poverty are more important than
genetics in producing growth deviation. Thus, poor growth is attributable to a range of factors

closely linked to overall standards of living and the ability of populations to meet their basic needs,



such as access to food, housing, and health care. A study by Walker et al. (2007:145) showed that
poverty and poor nutrition prevented over 200 million children in developing countries from
attaining their full potential development. Poverty is associated with poor maternal education,
inadequate food, poor sanitation and hygiene that lead to increased infections and stunting in
children. All these factors may detrimentally affect child development. UNICEF (2013:9) stated
that children in the poorest households are more than twice as likely to be stunted as children in

the richest households.

From epidemiological studies, it is apparent that suboptimal breastfeeding and complementary
feeding practices, recurrent infections, and micronutrient deficiencies are important proximal
determinants of stunting. However, studies found an association between prolonged breastfeeding
and poverty and growth retardation. For example, Cetthakrikul et al. (2018:5) found that child
stunting was higher among poor women who breastfed more than 12 months than among their
counterparts who stopped breastfeeding earlier in Thailand. Beasley and Amir (2007:4) reported
that breastfeeding up to 12 months can reduce child mortality, but heavy reliance on breastfeeding
threatens to complementary feeding practice as poor mothers could not afford and rely on
breastfeeding alone. These studies indicate the relationship between poverty, breastfeeding and

child development.

Growth failure occurs within a more complex interplay of more distal community and societal
factors, such as access to healthcare and education, urbanization, food production, and social
support networks (Stewart et al., 2013:25). Be gin, Frongillo, and Delisle (1999:680) revealed that
child growth and development also depend on caregiver’s resources. Caregivers’ resources
including education, beliefs, nutritional status, autonomy and control of resources, reasonable
workload, and availability of time, and family and community social support have a tremendous
influence on child growth and development. These resources influence mother’s breastfeeding and
feeding of young children, hygiene and health practices, food preparation and storage,
psychosocial stimulation and care for children (Be"gin, Frongillo, and Delisle 1999:680). All these
issues put mothers, their empowerment, at the forefront in determining the nutritional status of

children. Mothers as primary caregivers play a crucial role in the nutritional status of children.



Women’s status also affects child malnutrition via food security, maternal and childcare (IFPRI
2003:9). The more independent mothers are to make decisions related to food, feeding practices,
health care of children, and allocation of household resources towards her children, the more likely
their children are to be nourished and less likely to experience deaths (Carlson, Kordas and
Murray-Kolb 2014:2). The analysis of 36 national DHS data sets from South Asia, Sub-Saharan
Africa, Latin America, and the Caribbean by IFPRI has shown the stronger effect of women’s

decision making power on chronic child malnutrition in South Asia (IFPRI 2003:47).

With the growing problem of malnutrition, research had now been focusing on family and social
influences on children‘s eating patterns (Patrick and Nicklas 2005:87). Wardle et al. (2003:344)
demonstrated numerous socioeconomic and cultural factors influence patterns of feeding children
and the nutritional status of women and children. Children in developing countries are especially
vulnerable to behavior that may have harmful effects on their health, such as fasting during
pregnancy (Brainerd and Menon 2015:440). Studies have shown the role of poor food habits in
determining child growth (Esimai et al., 2001, Geresomo et al., 2017, and Ersino et al., 2018).
Traditional feeding practices are customary practices along ethnic lines. Ethiopia is a large country
with a diverse culture reflected by different diets and traditional feeding practices. In 2015, around
75% of the Ethiopian population were Orthodox and Muslims (CSA 2016:42). Prolonged fasting

is common in both religions.

The consequences of stunting are catastrophic (Cetthakrikul et al., 2018:2), not only in terms of
health but also in terms of economic outcomes. The economic consequences of stunting represent
losses of about 11 % of gross domestic product (GDP) every year in Africa and Asia (IFPRI 2016:
1). In Ethiopia, the report by the European Commission showed child stunting is estimated to cost
the national economy more than 16% of GDP every year (European Commission 2017:1).
Furthermore, the devastating impact of stunting spans across generations, as stunted mothers are
more likely to give birth to stunted children, resulting in vicious intergenerational poverty
(Prendergast and Humphrey 2014:251). The World Health Assembly (WHA) in 2012 aimed at the
reduction of stunting by 40% by 2015 as the core of its six global nutrition targets (WHO 2012:12).
Reducing stunting is also central to the WB Group's twin goals of ending extreme poverty and

promoting shared prosperity as well as building resilience and preventing instability ((Eozenou et



al., 2017:5). The United Nations’ Sustainable Development Goals (SDGs) identified stunting as
a key development indicator used to measure progress towards its goal to end hunger (United
Nations 2015h:15).

Forty-seven percent of children below five years of age in Amhara Region were stunted in spite of
34 to 40 % coverage of national cereal production, possession of 40 % of national livestock, diverse
agro-ecologies, arable land and fertile soil, and plenty of water potential in the Region (U.S.
Agency for International Development 2000:3, Amhara Regional State Bureau of Agriculture
2015:15). This necessitates the need to look for social and cultural factors determining child
stunting. It is therefore imperative to understand the socio-economic, cultural, and gender basis of
child stunting in this district for the design of effective and efficient interventions. Accordingly,
knowledge on the social, cultural, and gender basis of child stunting remains crucial, with the need
to reduce or eliminate the causes of stunting. Thus, this mixed-methods study provides a detailed
description of the impact of property, convictions about child-rearing and feeding practices, and
maternal empowerment on the degree of stunting of under-five children in Meket Woreda, North-

Wollo Zone, Amhara Region of Ethiopia.

1.2.  Statement of the Problem

Malnutrition, particularly chronic malnutrition or stunting, has attracted the interest of various
researchers in Ethiopia focusing on the prevalence, cause, consequence, and intervention
mechanisms (Umeta et al., 2003, Teshome et al., 2009, Getabil 2012, Gashu et al., 2016, Tariku et
al., 2017, Batiro etal., 2017, Aklilu 2017, Abeway 2017, Dewana et al. 2017, Shiferaw et al., 2018,
Woldehanna et al., 2018). However, these studies failed to adequately examine the situation of
households with stunted children and factors contributing to stunting as they merely linked the
issue with low income, poor diet and complementary feeding, sanitation, and demographic

determinants.

Socio-cultural, and gender factors, as well as economic factors other than income and employment,

has not been investigated. Amongst biological nutritionists, a substantial emphasis was examining



the effects of protein and micronutrient deficiencies, and inappropriate feeding practices on growth
retardation. The literature abounds with studies of calories in the diet- providing information on
only one of the important inputs for child health-caloric availability and nutrition. Umeta and
colleagues (2003) measured the content of zinc, calcium, and copper in breast milk by obtaining
breast milk from 305 breastfeeding mothers in a rural area of Dodota-Sire District, Arsi Zone,
Ethiopia to determine whether there is an association between zinc content in breast milk and child
stunting status. They found higher stunting among children whose mothers’ breast milk had lower
zinc concentration. However, Mosely and Chen (1984:28) argue that it is maternal diet and

nutrition during pregnancy that influences the quantity and quality of breast milk.

Maternal diet and nutrition are, in turn, influenced by household food security, and available health
care services. A holistic understanding of stunting necessitates, among other things, the influence
of mother’s access to food, mother’s consumption behavior, and mother’s fasting (abstinence from
animal source food) during pregnancy. Also, without considering those factors, Aklilu (2017)
identified low maternal weight gain during pregnancy as a key predictor of child stunting among
6-36-month-old children in Gurage Zone, Southern Ethiopia. Similarly, Adama et al. (2018)
assessed household, maternal, and child dietary intake using standardized dietary diversity tools
and tested their association with child growth. Children from households consuming “dairy,
vegetable, and fruit” grew more in height-for-age as compared to those who did not consume. The
study assumed that households are rational actors and consume food which is important for health

and nutritional wellbeing and call for nutrition education.

Adama and colleagues (2018) failed to consider the role of community food habits, religion, and
norms and values shaping feeding practices and preferences. Above all, they did not consider the
availability and accessibility of food at the household. However, numerous socioeconomic and
cultural factors influence patterns of feeding (EDHS 2011). Cultural beliefs, norms, and social
support networks contribute to poor feeding and dietary patterns (Wirth et al., 2016). Mosely and
Chen (1984) revealed that patterns of dietary intake and food choice are among the strongest
culturally conditioned tastes across all societies. Moreover, food insecurity and poor living
conditions are associated with stunting (Gupta 2017, Goudet et al., 2015). WHO (1997) reported
that it was more aware ever than before that the underlying causes of impaired growth are deeply



rooted in poverty and lack of education (WHO 1997). Food and nutrition education, in the presence
of widespread food shortages, ends up in teaching people to eat what they cannot afford or do not
have and, thus, has only limited potential. It reflects an attitude, such as ‘keep them poor but teach
them’ (Gurung 2010). Cognizant of this, this study assesses the role of food habits, food insecurity,

and household resource in influencing child linear growth in the study area.

Teshome et al. (2009) reported that inappropriate child feeding practices by mothers and caretakers
are the principal risk factor in growth retardation among under-five children in the food surplus
areas of Mecha and Wenberma woredas of West Gojjam Zone. But, Teshome and colleagues failed
to discuss what prevents mothers from applying recommended child feeding practices. It is known
that mothers must be empowered to feed and grow the food to provide a good diet for their
children, and several individuals have to be available to assist with domestic tasks. The mother’s
influence on household decision making relating to cooking, purchase of food and household
items, and ability to take short trips to market or relatives’ homes plays a great role on her

nutritional status and child feeding practices (Wirth et al., 2016).

Since childcare is assumed to be the sole responsibility of the individual mother (Save the Children
2012), it is important to look more closely at the actual social situations of mothers. All mothers
have to be away from home some of the time if only to fetch water and firewood, and work in their
gardens. Whyte and Kariukui (1991) reported that mother’s work prevents her from caring for her
child properly in western Kenya. Some studies tried to disclose the link between maternal
empowerment and child stunting in Ethiopia (Eshete et al., 2017, Dendir 2015). Nevertheless,
these studies measured maternal empowerment in terms of employment status in the formal sectors
having a specified salary. This might be because their study areas were towns. They showed that
maternal unemployment was a key predictor of child stunting. However, having a regular job with
a specified salary rare among rural women in Ethiopia. Therefore, this study measured maternal
empowerment in terms of age at first marriage, decision-making power, social support, and asset

ownership; to examine child growth.

The effects of socioeconomic status on determining stunting status were examined in Ethiopia,



although it is based on common socioeconomic status indicators such as income, education, and
occupation. Fentahun, Mamo, and Amare (2016) explored the socioeconomic factors associated
with stunting among 6 to 59 months aged children in East Belesa Woreda, northwest Ethiopia.
However, their study relied on a single index of socioeconomic status, family income. Family
resources, instead of income, are more stable over time and a more reliable measure for poor
households in developing countries (Deaton 2003:45). Moreover, income, education, and
occupation might not be the most adequate indicators of SES in very poor regions (Urke, Bull, and
Mittelmark 2011:742). In poor regions, only a few people have an adequate single source of cash
income, level of formal education is low, and many have multiple occupations. Accordingly, this
study relied on household resources such as land, livestock, and cereals produced and trees, as

indicators of wealth-important wealth indicators in rural Ethiopia (Andrew and Dennis 2008).

Demographic factors such as sex and age of child and family size were given due emphasis as
determinants of child stunting in public health literature. For instance, Lisanu and Gashaw (2018)
examined the prevalence and factors associated with stunting among school-age children in
Dembia Woreda, northwest Ethiopia. It was found that 38 % of school-age children were stunted
in that area. The key predictors of stunting they found were the age of a child, family size, and
child’s immunization status. However, sex and age of the child are driven by food security,
childcare practices, maternal education, and access to health services (Fenske et al., 2013, Goudet
et al., 2015). Therefore, it is a household resource and access to health services that should be
investigated. Immunization status also has more to do with access to health care services. The
health care system underlies multiple causal factors in the pathway to child growth and

development (Stewart et al., 2013).

The various studies above focused on demographic, nutritional, and biological determinants of
child stunting. On the other hand, few studies have focused on the consequences and intervention
mechanisms of stunting. Woldehanna et al. (2018) found that stunting has a significant impact on
the cognitive performance of children. It was found that stunted children scored 16.1% less in
listening and understanding of a single-word vocabulary test, and 48.8% less in a numerical test.
Fenn et al. (2012) evaluated research projects run by Save the Children to reduce child stunting in
food-insecure areas in Ethiopia. They intended to determine which interventions can best reduce



stunting and concluded that only hygiene practices had a significant impact on stunting reduction.

Previous studies failed to assess the role of social, cultural and gender-related factors in
determining the prevalence of childhood stunting. Hence, the important role of those factors and
their interaction with child growth and development has remained unexplored. There is, however,
a need to understand the causes of stunting. The Lancet Nutrition Series estimated that nutrition-
specific interventions, if scaled up to 90%, would reduce the prevalence of stunting only by 20%,
thus calling for a focus on social, cultural, and gender factors (Haselow Stormer, and Prier 2016:
156). Therefore, it is vital to explore the socioeconomic, cultural, and gender basis of stunting.

Besides, a focus on methods, all of the studies done in Ethiopia (Adeba et al., 2014, Haile et al.,
2016, Abeway 2017, Bekele et al., 2018) are focused on quantification of the prevalence and
predictors of stunting rather than on qualitative factors such as social networks and attitudes
towards and preferences of household and child feeding. In this regard, this study particularly
qualitatively addresses why maternal and child feeding habits as it is, while the available literature
remains trapped with timely initiation and duration of breastfeeding and complementary feeding
practices. When and why the mother’s breastfeed and feed the child will be qualitatively explored
in this study.

Baumann, Majeed, and Majeed (2018:253), sociologists in Toronto University Canada, argued
that studies on children’s linear growth faltering should not overlook sociological factors.
According to them, a sociological perspective on the influence of changes in childhood linear
growth faltering emphasizes a set of factors that are often overlooked by health scholars. In
particular, sociological explanations consider the role of population-level factors, allowing for
cultural and material dimensions of social dynamics to play a role in the understanding of slow
childhood linear growth. They concluded that a sociological understanding of the consequences of
social inequality can provide new ways of understanding biometric trends and that inequality can
manifest in a variety of ways, many of which are often unexpected (Bauman, Majeed and Majeed
2018:253). A socioeconomic, cultural, and gender-based perspective is often overlooked or

regarded as a minor consideration.



1.3.  Objective of the Study

1.3.1. General Objective

The general objective of this study is examining the socioeconomic basis of the degree of stunting:
household resources, beliefs: conviction about child feeding practices and maternal empowerment
among children aged 6 to 59 months (as measured by health posts) in Meket Woreda, North Wollo
Zone, Amhara Region.

1.3.2. Specific Objectives

The specific objectives of the study are:

» Examining the role of household resources in influencing child stunting status

> To explore cultural beliefs and social norm regarding food habits and feeding practices and
child stunting

» Examining the relationship between mother’s access to and use of maternal health care
services and child stunting

» Examining the link between maternal empowerment and child stunting

1.4.  Scope of the Study

This study explored the economic, cultural, and gender basis of stunting by examining mothers’
use of maternal health care services, household resources, maternal empowerment, and maternal
and child feeding habits. This study employed a cross-sectional survey design than a longitudinal
design. No anthropometric measurements of children and mothers were made. Rather, recorded

anthropometric data on child height was obtained from patient records in local health posts.
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Also, the study only examined the relationship between the independent variables and the degree
of stunting. Furthermore, either child or household dietary diversity score, one of the commonly
used indexes for assessing food availability and access at both individual and household levels
(Adama et al., 2018: 2), was not made in this study. The study simply addressed qualitatively what

staple food households eat and why.

The study also did not examine the factors on growth at different ages such as 6 - 11 months, 12 -
23 months, 24-35 months, and 36 - 59 months because these data were obtained from health
records in the health posts. It has examined the effects of socioeconomic, cultural, and gender-
related factors at all ages (6-59 months). But, it was recommended to examine the factors on
growth at different ages since the determinants of growth during the first year of life are
considerably different from those in later years (Prendergast and Humphrey 2014:251). For
instance, children aged 6-23 months are usually vulnerable to stunting because of various factors
such as lack of complementary foods containing the necessary nutrients during the early stages of
life which leaves them vulnerable to opportunistic infections resulting in poor health outcomes and

ultimately stunting (Bwalya et al., 2015:116).

1.5.  Definitions of Terms

Stunted child- a child is considered to be stunted when his/her length/height-for-age falls below
-2 standard deviations of the World Health Organization child growth standard median (WHO
2012:67).

Moderately stunted- children are considered moderately stunted when they have height-for-age

minus two standard deviations (—2 SD) from the median of the reference population (WHO 2012)

Severely stunted- children are considered severely stunted when they have height-for-age minus
three standard deviations (-3 SD) from the reference population median (WHO 2012).

Access to health services-access to health services includes access to health care, qualified health

11



care providers, availability of supplies (WHO 2013:2).

Household resource- includes land, education, employment, income, amount of cereals stored,
number of livestock and fruit trees, and distance from health center/market (Be'gin, Frongillo and
Delisle 1999:682). The household resource is used as a wealth indicator instead of commonly used

socioeconomic indicators such as income, education, and occupation.

Household food security- is the ability of the household to secure enough food to meet the nutrient

requirements of all family members (Prabhat 2013:148).

Household food insecurity- is defined as the limited or uncertain availability of nutritionally
adequate and safe foods or limited or uncertain ability to acquire acceptable foods in socially

acceptable ways (Moradi et al., 2018:6).

Beliefs and norms-beliefs including religious ones and traditions related to feeding habits and
preferences like fasting (Brainerd and Menon 2015:440).

Women empowerment- women’s empowerment is a multi-dimensional concept with
disagreements in its definition and measurement, however, Sethuraman (2007) defines women
empowerment as women’s decision-making capabilities regarding household decisions,
employment, income, household assets, and; their experience of domestic violence (physical

abuse); and their education (Sethuraman 2007:2).

Food habits- according to James (2004:186) the term eating habits (or food habits) refers to why
and how people eat, which foods they eat, and with whom they eat, as well as the ways people
obtain, store, use, and discard food. Individual, social, cultural, religious, economic,

environmental, and political factors all influence people’s eating habits.

Nutrition-sensitive interventions-refers to interventions or programs to reduce malnutrition

including food security, adequate caregiving resources at the maternal, household and community
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levels and access to health services and a safe and hygienic environment-and incorporate specific
nutrition goals and actions (UNICEF 2015:20).

Nutrition-specific interventions-nutrition specific interventions are actions that have a direct
impact on the prevention and treatment of undernutrition, in particular during the 1,000 days
covering pregnancy and the child’s first two years. These interventions should be complemented
by broader, nutrition-sensitive approaches that have an indirect impact on nutrition status
(UNICEF 2013:17).

Gender-gender refers to the socially and culturally prescribed roles and values that are ascribed

to girls and boys, women and men in different societies and contexts (UNICEF 2011:10).

1.6.  Operational Definitions of Terms

Household wealth- wealth in this study refers to ownership of farmland, livestock, eucalyptus and
fruit trees, beehives, the number of cereals produced, and houses with roofs made of corrugated

iron sheet.

Access to health centers- health care accessibility indicates the mother’s access to maternal and

child health services, alongside with the geographical proximity to the health center.

Food insecurity-food insecurity is defined as a lack of available food in the household.

Maternal empowerment- in this study maternal empowerment defined in terms of making
decisions about the household purchase, use of money, and health care; availability of support with
domestic tasks and that have implications on the availability of food, on what a child needs and
utilization of health care service. Also, asset ownership, age at first marriage, and their experience

of domestic violence in the last 12 months are included as empowerment indicators.
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Social resource- mothers’ access to support with domestic chores, and it can be from the

household, neighbors or relatives and the community.

Fasting- is defined as abstinence from meat, dairy products, and eggs.

Mothers with stunted child- mothers with a stunted child in this study mean that mother’s whose

under-five child is identified as stunted by the local health post.

1.7.  Operationalization of Concepts

The measurement of concepts for this specific study was based on the evidence from national and
local reports. Meket Woreda Administration Office (2019) identified the average family size in
Meket Woreda (5 persons per household). This study considered household size above 5 large and
vice versa. Ethiopia Rural Socioeconomic Survey (2013) identifies the average rural household
landholding in Amhara Region 1.8 hectares, and in this study landholdings of 1.8 hectares and
more were considered wealthy. Tibebu and Sisay (2017) revealed that most of the food insecure
rural households in North Wollo Zone owned 3.07 livestock on average in 2017. Thus, this study
considered households with three or less domestic animals as poor. The amount of average
household cereal production in the woreda is 5 quintals (Meket Woreda Agricultural Office 2019).

For a child to be considered as having access to adequate health (World Bank 2018:27), the child
must have access to prenatal and postnatal services and birth assisted by a healthcare professional.
WHO (2007) and EDHS (2016) recommend at least four prenatal and postnatal visits by a pregnant
woman. The adequacy measure, therefore, uses four visits as the threshold and children whose
mothers have not used the antenatal and postnatal facilities at least four times and not delivered at
modern health facilities considered lacked access to healthcare services. Mother’s food intake
during pregnancy was assessed to identify whether it is increased, decreased, or remained
unchanged as compared with the pre-pregnant state; whether any food taboos were consumed

during pregnancy. Table 1.1 and Table 1.2 is the author’s constructions.
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Table 1.1. Operationalization of Concepts

Concepts Variable Indicator Measurement
Number of children | Children more than two ° ('Ba‘rjg_e c:r |0\:V
i ive i . . rdin
Household size under age five in a | ouseholds  with  five . inal scale
household members
Total number of
people in a
household
ANC attendance ANC attendance during e Loworhigh
the last pregnancy four e Ordinal scale
times
Utilization of | PNC attendance PNC attendance during ¢ Yes/No
maternal  health the last pregnancy e Nominal scale

care services

Place of delivery

Place of delivery during
the last pregnancy

Home or health
center
Nominal scale

Household
resources

Poor or better-

Landholding Holding land size of 1.8 °
hectares and above off
e Ordinal scale
Livestock Livestock possession of e Poor or better-
ownership below four off
e Ordinal scale
Cereal production | Number  of  quintals e Low orhigh
produced  in the last e Ordinal scale
harvest season (below 5
quintals)
Private tree | Having  fruit  and * Yes/No
possession eucalyptus trees able to be  Nominal scale
sold
Hive bee | The number of beehives * Beehive
possession possessed cour_mng
e Ordinal scale

Kind of housing

Houses with the roofing
made from corrugated iron
sheet

Houses with the roofing
made from thatched grass

Better-off or
poor
Nominal scale
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Household staple
food (subjective)

Type of food daily eaten
in the household

Nutritious/nutrie
nt-poor
Nominal scale

Consumption
during pregnancy

Consumed more than or
as usual during the last
pregnancy

Yes/No
Nominal scale

Food habits
Food taboos during | Stopped consuming Yes/No
pregnancy certain food during the Nominal scale
last pregnancy
Fasting during | Fasting during the last Yes/No
pregnancy pregnancy Nominal scale
Breastfeeding Exclusive breastfeeding Yes/l_\lo
for six months Nominal scale
Weaning food Type of weaning food Nutritious/nutrie
given to child nt-poor
Nominal scale
Age at  first | Married first at age below Low or high
marriage 18 statgs
Ordinal scale
Decision-making | Decide on the household Low or high
power purchase, use of money status
Maternal and health care Ordinal scale
empowerment
Yes/No

Assistance with
domestic task

If the assistance with a
domestic task is available

Nominal scale

Mobility

If she can go to the health
center, a market without
permission  from the
husband

Low or high
status

Nominal scale

Domestic violence

If the mother has been
ever battered by
husband/partner in the
last 12 months

Yes or No
Nominal scale
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Table 1.2. Summary of specific objectives, a unit of analysis, observation units and methods

of data collection.

food habits and feeding
practices and child
stunting

Health experts

Community
leaders

Religious
leaders

Research Objectives Unit of Observation Methods of Data
Analysis Unit/Data Collection and
Source Analysis
Examining the Health Mothers Survey
relationship between the institution Health experts In-depth interviews
mother’s access and (Hospital) hold head inf
utilization of maternal Household hea _Key "_] ormant
health care services and h Interviews
child stunting Mothers Group interview
Identifying the household Households Head of Survey
resources situation Household In-depth interviews
Examining the link Households Mothers Survey
between maternal Health experts In-depth interviews
empowerment and child H hold G . .
stunting ouseho roup interview
heads
Community and
religious
leaders
Exploring the role of Households Mothers Survey
religious, cultural and Household In-depth interviews
social norms in shaping heads

Key informant
interviews

Group interview

Source: author’s construction
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1.8.  Limitations of the Study

The study has some limitations. One main limitation is the failure to include households without
stunted children and determine the causality. Failure to investigate meanings attached to childhood
height, that is caregivers' perceptions of child growth and the meanings they attach to short stature
is another limitation of the study. There is also a limitation in the scope. The study has referred to
a single district. Finally, respondents were also asked for information dating back a long time that

could have resulted in recall bias.

1.9.  Organization of the Thesis

The thesis is organized into five main chapters. The first chapter provides the background of the
issue under investigation, child stunting. It gives an insight into the definition, magnitude, causes,
and consequences of child stunting. The reason to conduct the study and the purposes of the study
are also presented in this chapter. Moreover, the chapter includes scope, limitation,
operationalization of concepts, and organization of the paper. The second chapter presents the
literature related to nature, prevalence, and factors contributing to the study. The global and
regional prevalence of stunting is presented in detail. The chapter tries to provide a vast knowledge
of social, economic, and cultural predictors of stunting. Besides, the theoretical and conceptual
frameworks of the study are included in this chapter.

The third chapter presents the methods of the study. It outlines the research approach used and
rationale, the sample selection process, data collection methods, and how the data is analyzed. The
data obtained from the respondents and study participants are analyzed in chapter four. The data
analysis is made based on the specific objectives of the study. The final chapter, chapter five is

about the summary and conclusions of the study.
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CHAPTER TWO

LITERATURE REVIEW

This section deals with literature related to the concept of this specific study. Definitions,
prevalence, and determinants of stunting are presented. The theoretical and conceptual framework
that shaped the study is also presented in this section. To augment this literature, a structured
keyword search in Web of Science, PubMed and Google Scholar, along with published documents
from the World Bank, World Bank Group, UNICEF, and WHO was conducted to identify articles

related to the definition, prevalence, and determinants of stunting.

2.1.Concept of Stunting

Stunting as an expression of undernutrition was introduced in the 1970s by J.C. Waterlow
describing the linear growth retardation in children that results in decreasing their height
concerning age caused by prolonged nutritional destitution (Kikafunda et al., 1998:3). Since then,
stunting is used to measure the nutritional status of infants and children, particularly, linear growth
retardation and cumulative growth deficit. Today, the global epidemic of childhood stunting is
recognized as one of the most serious threats to humankind. The recent WB (2017) report identifies
it as a silent killer depriving children of their right to grow, to thrive, and to prosper, and, an

absolute stain on human collective conscience.

Thus, stunting became a sustained political priority and was treated as a serious human
development issue (World Bank 2017:6). At a young age, stunting indicates a continuing process
of failing to grow while in older children, it means failed to grow (WHO 1995:18); and represents
the long-standing effects of nutritional problems in the community and is not sensitive to recent,
short-term deviations of dietary intake. But, stunting is most likely to occur within the first 1,000
days, the period from conception through the child’s first two years of life (UNICEF 2017:5). A
child is considered moderately stunted if height-for-age is -2 SD units from the median of the

WHO reference population and severely stunted if height-for-age -3 SD.

19



2.2.Worldwide Prevalence of Stunting

Stunting is one of the most prevalent forms of undernutrition worldwide. Globally, in 2017,
stunting affected 151 million children under five. The number has decreased from 165.2 million
in 2012, representing a 9 percent decline over these five years (FAO, IFAD, UNICEF, WFP, and
WHO 2018:13). In seven regions, at least one in every four children under-five is stunted. The
prevalence of under-five child stunting in regions of Asia in 2017 is, 33.3 % in southern Asia,
25.7% in southeastern Asia, 15.2 % in western Asia, 11.8% in central Asia and 5.3 % in eastern
Asia. In regions on the continent of America, the prevalence of under-five stunted children is, 14.1
% in Central America, 7.5% in South America and 2.3% in North America. Oceania has 38.1% of

stunted under-five children.

2.3.Stunting in Africa

About 39% of children under age five in Africa were stunted in 2018 (UNICEF, WHO, World
Bank Group 2019:3). In 2018, more than one-third of all stunted children lived in Africa (ibid
2019). In Africa, the highest prevalence of under-five stunting is in Eastern Africa (35.6%),
followed by Central Africa 32.1%. Southern and Western Africa account 29.1 % and 29.9% of
stunted under-five children, respectively. The lowest prevalence of stunting occurred in North
Africa 17.3% (UNICEF, WHO, and World Bank Group 2018:4). The number of stunted children
in Africa has risen from 51 million to 59 million from 2000 to 2017, where but declined in Asia
and Lain America and Caribbean Islands from 135 million to 84 million and 9.1 million to 5.1
million, respectively (UNICEF, WHO, and World Bank Group 2018:5). Twenty-five of 47
countries of the WHO African Region have high (>30%) or very high (>40%) rates of stunting
(WHO 2017:6).

A meta-analysis of Demographic and Health Surveys (2006-2016) of sub-Saharan countries by
Akombi et al. (2017) found the countries with the highest significant prevalence of stunting in this
sub-region. Accordingly, the prevalence of stunting was highest in Burundi 57.7%, Malawi 47.1%,
Niger 43.9%, Mali 38.3%, Congo DR 42.7% and Chad 39.9% (Akombi et al., 2017:5).
Specifically, the study in rural Malawi by Semba et al. (2016:247) indicated Sixty-two percent of
the children were stunted. Mamabolo et al. (2005:503) also found out 48% of the children were

stunted in the Central Region of Limpopo Province, South Africa.
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2.4.  The Ethiopian Case of Stunting Prevalence

Thirty-eight percent of children under five in Ethiopia were stunted in 2016, showing a slight
decrease from 43% in 2011 (CSA and UNICEF Ethiopia 2018:36). Among different regions in
Ethiopia, the prevalence of stunting is 47% in Amhara, 43% in Benishangul-Gumuz, 40% in Afar,
40% in Dire Dawa, 39% in Tigray and Southern Nations, Nationalities and People’s Region
(SNNPR), 36% in Oromia, 32% in Harari, 27% in Somali, 23% in Gambella Region, and 15% in
Addis Ababa (CSA and UNICEF Ethiopia 2018:37). Children from Regions such as Oromia,
Somali, and Addis Ababa were identified to have lower probabilities to be deprived of physical

development.

The prevalence of stunting is reported high in various studies both in Ethiopia in general and
Amhara Region, in particular. For instance, Tariku et al. (2016) reported that the prevalence of
child stunting in Dabat district, Amhara Region is 64.5%. Fentahun et al. (2016) also found 57.7%
of children under five in East Belesa District, Amhara Region was stunted. Furthermore, Bekele
etal. (2018) found that about half of children aged 6 to 59 months stunted in Libo-Kemkem district,
Amhara Region (Bekele et al., 2018). Similarly, more than half (52.5%) of children aged 24 to 59
months in Butajira town and surrounding district, Southern Ethiopia were identified stunted
(Dewana et al.,2017). The lowest prevalence of stunting was identified by Hassen and Tefera
(2017) who found that the prevalence of stunting in coffee-producing districts of Jimma Zone,
Southwest Ethiopia was 24.1%.

Table 1.3 presents the prevalence and trend of under 5 children stunting in Ethiopia obtained from
2005, 2011, 2014, and 2016 EDHS reports. Table 1.4 which presents child stunting by sex, age (in
months) in Ethiopia and Regions is obtained from the 2016 EDHS report.
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Table 1.3. Prevalence and trend of under-five stunting by sex and regions, 2005-2016

2011

2005 EDHS | oo 2014 Mini EDHS | 2016 EDHS
Total 46.6% 44.4% | 40.4% 38.3%
Country level Male 47.3% 46.1% 40.9% 41.4%
Female 45.9% 42.6% | 39.9% 35.1%
Total 40.5% 51.7% | 45.9% 39.6%
Tigray Male 39.3% 54.8% | 45.1% 41.0%
Female 41.8% 48.7% | 46.9% 38.1%
Total 40.8% 50.0% | 46.5% 41.2%
Afar Male 39.5% 50.2% | 50.9% 43.9%
Female 42.6% 49.8% | 41.6% 38.1%
Total 56.7% 51.8% | 42.1% 46.1%
Ambhara Male 57.4% 55.1% | 42.3% 50.0%
Female 55.9% 48.5% | 41.9% 42.2%
Total 41.3% 41.3% | 38.3% 36.4%
Oromia Male 40.7% 42.4% | 38.9% 41.7%
Female 41.9% 40.1% | 37.8% 30.6%
Total 45.0% 32.9% | 36.5% 27.3%
Somali Male 48.4% 35.4% | 36.9% 31.2%
) Female 41.6% 29.7% | 35.9% 23.4%
Regions Total 39.7% 48.7% | 40.5% 42.8%
Benishangul Male 40.2% 50.1% | 42.2% 42.6%
Female 39.0% 47.2% | 38.8% 43.0%
Total 51.6% 44.1% | 43.9% 38.7%
SNNPR Male 54.7% 455% | 44.3% 37.6%
Female 48.8% 42.7% | 43.6% 39.9%
Total 29.2% 27.5% | 22.7% 23.6%
Gambela Male 35.8% 30.7% | 26.0% 26.1%
Female 23.4% 24.3% | 19.2% 21.1%
Total 38.4% 29.6% | 27.4% 32.1%
Harari Male 37.1% 29.7% 28.8% 33.2%
Female 40.0% 29.5% | 26.1% 30.9%
Total 18.4% 22.1% | 22.5% 15.0 %
Addis Ababa Male 20.1% 22.8% | 23.3% 17.0%
Female 17.1% 21.4% | 21.7% 13.0 %
Total 30.7% 36.4% | 27.5% 40.0%
Dire Dawa Male 32.9% 35.9% | 27.9% 34.1%
Female 28.0% 36.8% | 27.1% 44.7%
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Table 1.4: Prevalence of children aged 3 to 59 months indicating significantly low height
for age (stunting) by sex, age (in months) in Ethiopia and Regions - 2016

Region and Gender  =---=-s-seesmeee oo oo e

3-5 6-11 12-23 24 - 35 36-59  All Ages

Country Level

Male % 19.52 39.32 50.79 41.05 37.20 41.40
Female % 12.45 30.85 43.97 4421 36.59 35.10
Total % 16.35 35.21 47.43 42.54 36.90 38.30
Tigray

Male % 26.38 56.20 69.28 44 .47 36.86 41.10
Female % 14.12 46.32 65.58 52.37 45.17 38.10
Total % 19.88 50.70 67.45 47.89 40.83 39.60
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Table 1.4 Cont’d: Prevalence of children aged 3 to 59 months indicating significantly low
height for age (stunting) by sex, age (in months) in Ethiopia and Regions - 2016

Region and Gender — --------=-=-=-=mmnmnmo- mmemmmmemeemeeeeeeeneeeeeeeas

3-5 6-11 12 - 23 24 - 35 36 - 59 All Ages

Afar

Male % 18.17 45.46 77.68 50.73 52.39 43.90
Female % 15.00 47.83 77.56 68.56 46.27 38.10
Total % 16.57 46.52 77.62 59.22 49.34 41.20
Amhara

Male % 27.44 52.71 56.77 46.47 37.52 50.50
Female % 7.39 3281 53.08 49.73 34.61 42.20
Total % 18.45 42.34 55.00 47.93 36.01 46.10
Oromia

Male % 9.70 31.42 49.23 37.63 34.06 41.70
Female % 5.89 29.78 40.78 34.81 35.61 30.60
Total % 7.99 30.68 45.00 36.32 34.81 36.40
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Table 1.4 Cont’d: Prevalence of children aged 3 to 59 months indicating significantly Low
Height for Age (Stunting) by sex, age (in months) in Ethiopia and Regions - 2016

Somali

Male

Female

Total

Benishangul-Gumuz

Male

Female

Total

S.N.N.P

Male

Female

Total

%

%

%

%

%

%

%

%

%

34.92

32.87

23.44

14.60

35.63

24.38

30.08

34.17

31.75

42.11

35.10

39.08

24.49

24.48

18.59

39.00

24.67

31.59

12-23  24-35
38.71 33.06
33.06 35.21
36.49 34.14
48.12 30.56
47.66 44.56
47.88 36.92
42.17 43.89
34.94 56.26
38.43 50.23

25

36-59  All Ages
39.91 31.20
36.57 23.10
38.40 27.30
40.24 42.60
28.58 43.00
35.09 42.80
42.65 37.60
39.80 39.19
41.23 38.70



Table 1.4 Cont’d: Prevalence of children aged 3 to 59 months indicating significantly low
height for age (stunting) by sex, age (in months) in Ethiopia and Regions- 2016

Region and Gender = --------=-=-=-=mmnmnmo- mmemmmmemeemeeeeeeeneeeeeeeas

3-5 6-11 12-23 24-35 36-59  All Ages

Gambela

Male % - 42.35 34.82 17.39 22.95 26.10
Female % - 16.31 23.45 21.02 20.07 21.10
Total % - 31.27 29.28 19.30 21.53 23.70
Harari

Male % 22.22 36.62 60.02 32.89 29.88 33.20
Female % 12.98 32.18 35.90 40.48 19.42 30.90
Total % 17.06 35.15 46.24 36.58 24.37 32.10
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Table 1.4 Cont’d: Prevalence of children aged 3 to 59 months indicating significantly low
height for age (stunting) by sex, age (in months) in Ethiopia and Regions - 2016

Region and Gender = --------=-=-=-=mmnmnmo- mmemmmmemeemeeeeeeeneeeeeeeas

3-5 6-11 12 - 23 24 - 35 36-59  All Ages

Addis Ababa

Male % 5.13 15.38 18.22 18.52 25.11 17.00
Female % - 9.71 12.14 25.72 21.11 11.90
Total % 3.23 12.84 15.28 21.81 23.28 14.50
Dire Dawa

Male % - 23.22 46.43 36.58 26.22 34.10
Female % 12.17 20.26 32.37 25.55 33.77 44.70
Total % 4.89 12.59 43.72 37.78 19.65 40.00
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25.  Risk Factors Associated with Child Stunting

Childhood stunting has no single cause. It results from a complex array of interrelated factors. A
complex interaction of household, environmental, socioeconomic and cultural influences (de Onis
and Branca 2016:13) result in being stunted. The causes range from immediate drivers-such as
dietary diversity, infant and young child feeding and care practices, and micronutrient status-to
more distal, underlying socioeconomic, environmental, and other contextual factors. Among these
different stunting drivers, in this section, socioeconomic, sociocultural, and gender-related
determinants of stunting are reviewed with empirical evidence. However, whenever discussing
factors associated with child linear growth, it should be clear that the height deficit is a long term

process result.

2.5.1. Socioeconomic Factors Associated with Child Stunting

The growth of infants and young children throughout the world is related to the socio-economic
environment in which they live. Stunting is widespread among children living in environments
characterized by poverty, poor nutrition (Adair and Guilkey 1997:314), and lack of health services
(Ali, Rafig, and Chandio 2018:713) because poor living conditions result in high food insecurity,
low access to health care, unhealthy environments and a high risk of infections (WHO 2018:7).
Low socioeconomic status and socio-cultural context increase young children’s exposure to
biological and psychosocial risks that affect development through changes in brain structure and
function, and behavioral changes (Walker et al., 2007:145).

In South Asia, the highest prevalence of child stunting were reported among children born to the
poorest households, children who live in rural areas, children from families with specific social
identity (caste and ethnicity), and children born to particularly vulnerable women (young,
uneducated, disempowered) (UNICEF 2015:7). In Bangladesh, one-quarter of children in poor
households were found severely stunted (Das et al., 2008:143). Roma children in settlements in
Serbia were characterized by extreme poverty and were socially marginalized, as demonstrated by

substandard living conditions. And, Brcanski et al. (2014:701) revealed that due to their poverty
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and substandard living conditions, Roma children in Serbia were more than three times more likely
to exhibit stunted and/or severely stunted growth than non-Roma children in that country. Poverty
also varies geographically within countries. Northern states of Nigeria have higher poverty rates
and health deprivation index than their southern counterparts (Adekanmbi et al., 2013) and the
percentage of children with stunting ranged from 11.5% in the southern state to as high as 60% in
a northern state. In Guatemala, children of the indigenous population, who are predominantly poor
and rural, are found significantly shorter than landions, the non-indigenous middle-class
population in that country (Pebley and Goldman 1995:15).

All these indicate the underlying causes of impaired growth are deeply rooted in poverty and food
insecurity. Yet, they measured wealth in terms of income, education, and occupation. Resources,
rather than income are reliable measures of wealth in developing countries. Therefore, an exclusive
focus on income and goods as wealth indicators do not provide the right relation between wealth
and stunting. Empirical findings on the association between poverty and child stunting in Ethiopia
somehow lacked consistency, with some studies found the link, and some did not. Tariku et al.
(2017:5) identified lower wealth status is one of the key determinants of the highest prevalence of
stunting (64.5%) among children aged 5-59 months in Dabat District, northwest Ethiopia. On the
other hand, Hassen and Tefera (2017:199) revealed that childcare and not wealth is a predictor of
stunting among under 24-month-old children in Jimma Zone, Southwest Ethiopia.

The source of discrepancy might be the difference in wealth indicators and study populations.
Tariku et al. (2017) considered household assets and size of household agricultural land holdings
as wealth indicators of rural study residents whereas Hassen and Tefera (2017) studied the coffee-
farming population and measured household wealth in terms of assets and utilities. Subsistence
farming is the main livelihood of the residents in Tariku et al. study. Besides, Jimma zone is a zone
rated at the lowest drought risk in the country and coffee farming is most favored and is the
dominant form of livelihood. Moreover, the report by CSA and UNICEF Ethiopia (2018:37)
revealed that compared to children residing in Tigray, children in Amhara have an 8-percentage
point higher probability to be stunted, even though Tigray is less fertile than Amhara. Hence, all

this indicates one has to be careful when measuring rural wealth quintile.
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Stunting is affected by food availability in the household. Poor access to food particularly healthy
food contributes to childhood stunting (FAO, IFAD, UNICEF, WFP and WHO 2018:26), whereas
the availability of high-quality food and affordability of nutrient-rich foods prevents child stunting
(WHO 2012:3). Household food insecurity has short-term and long-term negative ill effects on the
physical and mental health of children in a period of rapid growth (Gupta 2017:364). A diet
characterized by insufficient intake of calories, protein, vitamins, and minerals will impede fetal,
infant and child growth and development. Such diets contribute to maternal undernutrition and
consequently to a higher risk of low birth weight, which in turn are both risk factors for child

stunting.

A study in Nepal found households with severe food insecurity 3.27 times more likely to be
severely stunted than food-secure households (Tiwari et al., 2014:11). Household food insecurity
is found associated with child stunting in Antioquia, Colombia (Hacket, Melgar-Quifionez and
Alvarez 2013:508). However, what is found to be left in food security assessment was a seasonal
aspect of food security, which is (Amanullah 2016:29) an important aspect for rural villages in
many developing countries and it is imperative to consider the context in which the study was
conducted during conducting research. However, studies that attempt to examine the relationship
between undernutrition and food insecurity were relied on quantifying food insecurity, neglecting
the seasonal pattern. This might be because most of the studies were quantitative in approach. In
developing countries, it is likely to have ample food during harvesting season and food deficit
during the harvesting period. Without considering the seasonal aspect, studies in Ethiopia have
found a higher prevalence of stunting in food-secure areas such as West Gojam (Teshome et al.,
2009, Woday et al., 2018). Thus, this study tried to incorporate the seasonal pattern of food

insecurity.

Access to health services is another important social factor for child growth. The availability and
use of health care services (World Bank 2018:9) minimize the effects of illness and preventively
address health issues, especially those linked with undernutrition. The important role of access to
maternal health care services in determining being stunted is well recognized. Deshmukh et al.
(2013:216) found access and utilization of health care services one main factor that affects child

growth in India. The findings of Bwalya et al. (2015:122) show that children whose mothers
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delivered at a health facility were likely to be stunted than those whose mothers delivered at home.
Das, Hossain, and Islam (2008:143) also described how important maternal care is in child
stunting. In their study, both severe and moderate stunting were found decreased with the increase
of maternal care, while the prevalence of stunting among children whose mothers did not take any
maternal care was found three times higher than that in children whose mothers received sufficient
care. Aoun et al. (2015:140) have also shown the relationship between the travel time to a health
center and variations in height for children less than five years of age in eastern Rwanda. Longtime
travel to the health center was found a significant association with child growth in the area.

Moreover, Haile and Tigist (2018:45) found that the odds of stunting is higher among children
born to mothers who attended less than four times antenatal care visit during their pregnancy in
two small towns (Awash Bello and Boneya) located Sebeta Hawas district, Oromia Region. Ersino
et al. (2018), however, found no association between access and utilization of health-nutrition
services (i.e. ANC attendance, number of ANC visits, place of delivery, receiving iron-folate
supplements or health-nutrition education) and child stunting in Halaba Woreda, Southern
Ethiopia (Ersino 2018:11). According to the study, during their most recent pregnancy, most
mothers attended their antenatal care (ANC) at a Health Post or Health Centre (depending on
proximity). This discrepancy must be tested by further studies and see whether there is an

association between a mother’s health care utilization and child stunting.

The discrepancy in findings between the above two studies might be due to two main reasons. One
it is reported that most mothers had geographical accessibility to health services, and the other is
that the study communities were part of a larger Ethiopia-Canada project between Hawassa
University (Ethiopia) and the University of Saskatchewan (Canada) that sought to improve human
health in south Ethiopia. This could help to increase the use of maternal health care services among
rural mothers. The situation in this study area, Meket Woreda is different. The lowland part of the
district is characterized by a lack of health centers, and no project is undergoing to improve the
health of the community in general and mothers in particular. Therefore, it is imperative to
investigate the role of access to and utilization of maternal health care services in influencing child
stunting status. Consequently, this study examined access to and use of maternal health care
services in Meket Woreda.
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2.5.2. Sociocultural Factors Associated with Child Stunting

Cultural food preferences and food taboos are additional major causes of undernutrition (Gemechu
2000:12), with deeply entrenched beliefs/cultural practices perpetuate stunting (WHO 2014:13).
Inappropriate cultural beliefs and practices often cause failures to give their children diets that are
less in quantity and quality than those they could. Odebiyi et al. (1989:990) reported food taboos
as major factors determining maternal and child nutritional status and health in the rural area of
Nigeria. Poor food habits account for a large number of nutritional deficiencies in that area. Kismul
et al. (2015:365) described how girls in South Africa are discriminated in food allocation and
malnutrition is more common among girls than boys. Male children are favored over female

children since they are a major source of old-age support and for other socio-cultural reasons.

The high percentage of malnutrition in three rural villages in ile-1fe, Nigeria was due to large
family size, poor dietary habits, and poor utilization of locally available foodstuffs (Ojofeitimi
1984:355). Darteh et al. (2014) revealed the higher prevalence of stunting among children from
Ewe ethnic group in Ghana compared to Akans was due to the ethnic group’s beliefs which prevent
pregnant women and infants from eating some foods which have nutritional elements needed for
optimal growth and development of the child (Darteh et al., 2014: 6). In Ethiopia, around Rift
Valley Lakes (Abaya and Chamo) people don’t eat some types of food like fish which is very rich
in its protein content because of their belief (Gugsa 1997 cited in Gemechu 2000:12). Ersino et al.
(2018:10) also identified food taboos during pregnancy were common among mothers in Halaba
Woreda, Southern Ethiopia. The most common foods mothers avoided during pregnancy in that

woreda were animal source foods.

Martorell and Zongrone (2012:310) stated the fear of birthing a large baby, which leads to ‘eating
down’ during pregnancy is also at play in influencing child development in developing countries.
Food habits are also dictated by religious dietary laws which restrict what is eaten. How and when
it is eaten greatly influences food habits and thus the nutrition of the members of the sect (Esimai
et al., 2001:42). Amanullah (2016:140) described a key role of religion in influencing food habits
and childcare practices in Bangladesh. Hindu families were found to consume diverse food which

32



was absent in Muslim families. Hindu mothers were also found sensitive to hygiene and on what
food to be given to the family members at what time. Thus, children from Hindu families are less
stunted than Muslim families. Also, religion influence feeding practice through dietary restrictions.
Fasting by pregnant Muslim women during Ramadan is linked to worse health outcomes for
individuals who were in utero during Ramadan: birth weights are lower (Brainerd and Menon
2015:442). Religious beliefs may also affect child health through their influence on female
empowerment and autonomy within the household. Nevertheless, what and why people eat, the
role of cultural and religious values shaping food habits and thus child stunting has not received

attention from studies.

Child’s health is also ultimately dependent on the caregiver’s care, usually their mothers (Shroff
et al., 2009) autonomy, (Hannan 2016) empowerment, and (IFPRI 2016:8) use of facilities and
services to optimize the child’s health, and ability to provide care to children. In developing
countries, where most women are denied a voice in household decisions, they are most likely to
be undernourished themselves and less likely to have access to resources that can be directed
toward children’s nutrition (UNICEF 2006:8). Kennedy and Cogill (1987) cited in Whyte and
Kariukui ((1991) found that in South Nyanza District, Kenya, children in female headed-
households were better nourished, and they suggested that it is because such mothers have more
control over household income and are more likely to spend it in ways that benefit children’s
health.

In South Asia, the low status of women is thought to be one of the primary determinants of
undernutrition across the lifespan (Shroff et al., 2009). In their comparison of malnutrition status
between sub-Saharan Africa and South Asia, Ramalingaswami, Jonsson, and Rohde (1996)
illustrated that the exceptionally high rates of malnutrition in South Asia are rooted deep in the
inequality between men and women. Unlike sub-Saharan women, the women of South Asia often
face restrictions that prevent them from leaving the household. Women shoulder “triple roles”,
including their biological role of bearing-rearing children (reproductive), and productive (farm
work) and social (community) responsibilities. These roles add a significant workload on women,
increasing their risk for poor nutritional status (Black et al., 2008:244). The mother’s workload

was identified as a key predictor of child stunting due to its effect on the quality of childcare.
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The average time it would take in the collection of firewood and fetching drinking water was
identified as the major factors associated with stunting in Guto Gida District, East Wollega Zone
by Adeba et al. (2014:8). That is, mothers in that area spent long hours in the collection of firewood
and water and this diminishes the caring for the child. It is found that families with long hour travel
for household consumable supplies of water and firewood were two-fold that their children became

stunted in comparison with families who travel fewer hours.

Women’s age at first marriage also affects a child’s growth. Early married mothers are likely to
get early pregnancy during adolescence, when mothers are themselves still growing, increases the
risk of further maternal stunting and leads to adverse obstetric outcomes (Gigante, Ramussen and
Victora 2005). Young mothers are more likely than older to have lower status within the household
and to lack control over the household allocation of resources including nutrition (Nahar and Pillai
2019:76). In many developing countries, it is common for girls to marry and begin having babies
while still in their teens-before their bodies have fully matured (Save the Children 2012).
Moreover, Sobkoviak et al. (2012:109) reported the poor growth of Liberian children is due to
mothers experiencing sexual domestic violence. Thus, an empowered caregiver is essential for a
child’s health and well-being.

The role of mother’s autonomy in deciding on household purchases, use of money and their health
care, and the availability of assistance with a domestic task in determining child stunting have been
neglected both in biological and sociological research, particularly in local research. The available
literature has stuck to disclosing the link between maternal education, income, and occupation and
child undernutrition (Lisanu and Gashaw 2018, Adeba et al., 2016, Tariku et al., 2017, Eshete et
al., 2017), indicating the more mothers’ are educated and have a specified job with a salary, the
lower the stunting prevalence. However, this is not always the case for rural women in Ethiopia
where 68.5 percent of employed women were unpaid family workers (CSA 2014). Age at first
marriage, social support, asset ownership, and decision-making power should also be investigated.
Unfortunately, the link between maternal empowerment and child stunting has remained
unexamined, except for maternal occupation and income. The whole picture of maternal
empowerment and its impact on child stunting ask to examine factors beyond income and

occupation.
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2.6.  Theoretical Framework of the Study

Although classical sociologists did not discuss health and illness directly, some works have
touched the issue of health and illness. Marx’s collaborator Engels (1845) uncovered the living
conditions of the working class in the then England. During his observation of the working-class
people, Engels witnessed deteriorated physical and health conditions of the working class linked
to capitalism. He observed that the number of working-class people in the streets looked wholly
or half-consumptive due to their poor living conditions and the inability to afford nutritious food.
They have peculiar physical appearance-appeared as pale, lank, narrow-chested, languid and
incapable of the slightest energetic expression. This is indicative of the impact of the poor living
conditions on growth, physical strength and appearance.

Engels also reported the pervasiveness of diseases arises directly from the poor feeding habits of
the then working class. He described the food of the laborer as indigestible enough in itself and is
utterly unfit for young children. As a result, they remained open to infectious diseases and weak
development. Moreover, Engels explained that insufficient bodily nourishment, during the years
of growth and development had increased the prevalence of rachitis (now called rickets) among
the working-class children (Engels 1845). He stated that appropriate feeding habits are crucial for
the child’s health and growth. Engels (1845) also stated poor feeding habits resulted from an
inability to purchase nutritious food; children of the working-class were stunted and affected by
infectious diseases. Therefore, his work signifies the role of poverty and poor living conditions in
child health and growth.

Having this as a background, the conflict approach addresses the sources of illness in work
environments, working-class health, and differences in health lifestyles (Cockerham 2010:10).
Furthermore, the WHO Commission on Social Determinants of Health (2008:3) stated that health
inequalities arise because of the circumstances in which people grow, live, work, and age. The
conditions in which people live and die are, in turn, shaped by social, and economic forces (ibid
2008:5). It is therefore imperative to consider the living conditions and resources situation of
households with stunted children.
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Durkheim (1951), another classical sociologist analyzed European suicide rates in 1897 and
identified suicide as the act of taking one’s life, which was determined by the individual’s ties to
his or her community or society. His work was an icebreaker to the role of society in influencing
health and illness. In this regard, Cockerham (2010:6) stated that Durkheim helps us not only to
understand the social facets of suicide but also to recognize that macro-level social events can
affect health in a variety of ways through stress and that the effects of stress can be mitigated
through social support. A contemporary sociologist show that health is ultimately determined by
position within the social structure-society determines health in many ways (Cockerham 2010).
Therefore, this study examines the role of norms, values and food habits in influencing child
growth and investigates the impact of cultural factors such as women’s status and religious

practices on stunting.

Considering works as a background, the researcher employed the political economy model and the
social ecology model as the theoretical frameworks of the study. The selection was made based on
their relevance to appropriately address the issue under investigation. Many sociological theories
strive to explain the difference in the health status of individuals and societies. Theories of the
sociology of health and illness defy the biomedical model of disease as many of them are

‘concerned with the social origins and influence on disease’ rather than pathological causes only.

Health disparities require addressing a complex set of structural, sociocultural, and psychological
factors. Accordingly, while social ecology stresses the importance of viewing health and health
problems in terms of their relationship to other facets of society and the environment, the political
economy goes further in suggesting that such problems must also be viewed in broad historical
context (Ward et al., 2010). In this way, the study addresses the socioeconomic, cultural and
gender-based basis of child stunting in the study area-addressing various issues related to the issue
under investigation. The political economy model is presumed to help to understand the role of
poverty, poor living conditions, social capital, and access to health care services on influencing
child stunting status, while the social ecology model helps to examine the role of cultural beliefs
and norms on feeding habits and preferences, healthcare utilization and thus on child stunting
(Minkler, Wallace, and McDonald 1995).
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2.6.1. The Political Economy of Health and IlIness

The political economy of health and illness model provides an important perspective on the social
aspects of health and illness, especially in its focus on highlighting the political and economic
dimensions of health status. It helps to understand the social structural reasons for disparities in
patterns of ill-health across populations. The political economy model examines health as an
outcome of social inequality and capitalism. It argues that the larger structural factors such as
poverty, unemployment, or environmental hazards contribute to or cause illness (Minkler et al.,
1995:116). Accordingly, the model argues that the poor health of the poor and the marked health
inequities between countries are caused by the unequal distribution of power, income, goods, and
services, globally and nationally, the consequent unfairness in the immediate, visible
circumstances of people’s lives- their access to health care, schools, and education, their conditions
of work and leisure, their homes, communities, towns, or cities-and their chances of leading a
flourishing life (Segall and Christopher 2016).

Poverty, early marriage, and patriarchy are common in Ethiopia. The percentage of women (15-
19 age group) who were not paid for their work was 66% (CSA 2016:255), while only 30% of
women make decisions about how their cash earnings are used independently. Fifty-eight percent
of women marry before the age of 18" (CSA 2016:67). The lack of control over economic
resources places decision-making power into the hands of men. Women’s social location and

patriarchy are the major causes of women'’s illness, according to this model.

Therefore, this study employed a political economy model to assess the situation of households
with stunted children regarding wealth, food security, access to health care services, and maternal
empowerment. The model explains the influence of poverty, food availability, maternal
disempowerment and lack of access to health care services on child stunting. That is, the model
helps to understand whether stunting is in line with the lack of resources, food insecurity, lack of
access to health care services, and maternal disempowerment or not. The model holds if the
majority of the households fall under this category. But, the political economy fails to examine the

important role of micro-level factors such as beliefs, knowledge, lifestyle, and cultural factors.
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2.6.2. Social Ecology Model

The ecological model articulated by Bronfenbrenner in 1979 presents health as an interaction
between persons and their ecosystem or social web, which consists of their family, community,
culture, and the physical environment. It illustrates how the health and well-being of an individual
are determined by multiple influences that interact at both the macro-level and micro-level. At the
macro-level, the focus of this study, factors such as social norms, and religion have a more indirect
influence on behaviors (Quick et al., 2017). According to the social ecology model, formal or
informal social norms that exist among individuals, groups, or organizations, can limit or enhance
healthy behaviors. Also, shared values and assumptions can form barriers when, for example,
people perceive that only particular social groups purchase so-called health foods. The existing

values and poverty can create a barrier to access health care.

The social ecology model also helps to understand how layers of influence intersect to shape a
person's food habits and choices. Food and nutrition are to a large extent cultural phenomena (Ward
et al., 2010). This study focused on food consumption as a cultural phenomenon and examines
what food is consumed, social and cultural norms like preferences for certain types of foods and
feeding habits. The nutritionist approach considers individuals to be rational beings engaged in
free and autonomous decision making processes unconstrained by cultural, economic, or social
factors. Given the deep social and cultural importance of food, however, an exclusive nutritionist

focus is problematic.

WHO (2017:12) states that while many people are aware of nutritional information and dietary
guidelines, daily food choices are powerfully mediated by food availability as well as family
habits, cultural preferences, and beliefs about food safety. This study examines how the web of
cultural norms surrounding food habits, childcare, and place of women in the household influences
child stunting status. This places child growth retardation growth within the broader social,
cultural, and gender context. Besides, the ability of the caregiver to attend to the needs of children
is influenced by social networks. Nevertheless, the social ecology model places little emphasis on
the role of structural factors like poverty, unemployment, and inequality on health and illness

though they have great implications on determining health and illness.
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2.7. The Guiding Conceptual Framework of the Study

The following conceptual framework is developed from a review of the literature related to the

study. It attempts to integrate different underlying factors associated with stunting indicated in the

foregoing discussions. The framework is constructed to depict socioeconomic, cultural, and

gender-based basis of child stunting. However, the framework is used only to shape the study;

giving suggestions on which parts to focus. The researcher believes that this approach helps avoid

the research from the risk of wandering all over the issues and subjects without direction by

providing clues and suggestions regarding presumed socioeconomic and cultural factors behind

stunting (Kibur 2013).

Figure 1 Integration of household resources, convictions about child rearing and feeding

practices and maternal empowerment in determining the degree of child stunting
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CHAPTER THREE
RESEARCH METHODS

The methods section presents a description of the study area and justification of site selection, the
research approach, methods used, and instruments of data collection, sample selection process,

methods of data analysis, data quality assurance, and ethical considerations.

3.1.Selection and Description of the Study Area

3.1.1. Description of the Study Area

This study was conducted in Meket Woredal. Meket Woreda, one of the nine woredas in North
Wollo Zone, Amhara National Regional State. It is bordered to the south by Wadla and Dawunt
woredas, in the west by Lay Gayint and Tach Gayint woredas of South Gondar Zone, in the east
by Guba Lafto Woreda, in the northeast by Gidan Woreda and in the north by Lasta and Bugna
woredas (Ministry of Agriculture (MoA) 2014:28). The seat of the woreda is Filakit town, about
665 km North of Addis Ababa, 220 km northeast of Bahir Dar, capital of the Region, and 145 km
northwest of Woldia town, the capital of North Wollo Zone. In terms of administration, Meket
Woreda is subdivided into 45 rural kebeles and 2 town kebeles (Ambelu 2011:31).

3.1.2. Justification for Study Site Selection
The area was selected due to the high prevalence of child stunting of 46% (Meket Woreda Health

Office 2019), which is very high according to the WHO standard (WHO classification considers
stunting prevalence equal to/more than 40% as very high, WHO 1997).

1 Woreda is the smallest district or administrative unit in Ethiopia (Kibur Engdawork. Exploring Factors
and Processes behind Recidivism: The Case of Kaliti Men and Women Prisons in Addis Ababa. Thesis,
Addis Ababa University).
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Ambhara Regional Health Bureau (2018:1) reported that prevalence and consequences of stunting
in the Region are the highest among the 27 Woredas in the Tekeze watershed livelihood zone,
where Meket Woreda is located. Also, chronic food insecurity and poverty persist in this area.
Meket Woreda is the only woreda in Amhara Region where the Productive Safety Net Program
(PSNP) Phase 4 is operating. PSNP communities in Ethiopia are the poorest, most food insecure,
and vulnerable in terms of environmental shocks (Ministry of Agriculture 2014:38). All eight rural
woredas of North Wollo Zone, including Meket, are identified as the most drought-prone and food-
insecure districts in Amhara Region (Hailu 2013:11).

Meket Woreda is also characterized by poor market access and poor physical infrastructure. For
instance, according to Meket Woreda Health Office (2019), there are only seven health centers
and 36 health posts? in the district. The rural population in Meket Woreda has suffered from
successive food deficits and famines. Annually, the survival of about 35% of the total population
depends on emergency relief food aid in the last two consecutive years (Ministry of Agriculture
2014:28). Also, Meket Livelihood Development Project Evaluation Report® (2008) reported that
maternal and child feeding practices in Meket Woreda were inappropriate and mothers are too
busy with household chores and fieldwork. Therefore, the area is appropriate to examine the role
of poverty, food insecurity, lack of access to health services, food habits, and maternal

empowerment in underlying child stunting status.

2 Health posts are of the front line contact that provides basic health services mostly for the rural
population, whereas health Centers, also part of primary health care units, provide a wide range of
preventive, promotive, and curative health services and serve as a referral point to Hospitals.

3 Meket Livelihood Development Project (MLDP) is phase Il of Save the Children UK ran from
June 2004 to April 2008 in the Meket wordea to alleviate poverty, environmental degradation,
food insecurity, and lack of essential services.
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MEKET WOREDA 8

Figure 2. The 45 rural kebele of Meket Woreda
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3.2.Research Approach

The study employed both quantitative and qualitative research approaches to collect and analyze
the data needed to address the various issues central to the study. Thus, it used a mixed-method
research approach. The mixed-methods approach involves collecting, analyzing, and integrating
quantitative and qualitative research in a single study or a longitudinal program of inquiry. The
purpose is to provide a better understanding of a research problem or issue than with either the
research approach alone (Creswell 2009:10). The two major advantages of using the mixed
methods approach in this study are as follows: First, the nature of the issue itself, the basis of
degree of stunting, entails a statistical examination of the factors associated with the stunting status
of an individual, community and a nation to guess as to what explains why the results occurred. In
this regard, the household wealth, maternal health care utilization and maternal autonomy and
empowerment indicators were examined quantitatively to identify their influence on child stunting
status. This helps to explain results (or how mechanisms work) in causal models, regarding the

degree of stunting.

Second, there is a gap and a need for understanding socio-cultural and gender attributes of stunting
in general and the socio-cultural environment of the study participants (mothers having stunted
child) in particular. For instance, qualitative methods best capture the mother’s narratives behind
fasting, their consumption behavior during pregnancy and the seasonal aspect of food insecurity.
Moreover, the qualitative approach responds to the question of why the household in general and
child feeding habits, in particular, is as it is, and why mothers did not use maternal health care
services from their point of view. Issues such as why the households consume a single type of food
regardless of the availability of other resources in the household and why mothers did not feed

their child adequately require an understanding of the factors from the participant’s point of view.

Consequently, employing a mixed-methods approach is appropriate for this study to gain deep
insight into the socio-economic, cultural and gender basis of stunting in the study area. Amanullah
(2016:28) stated that qualitative methods help to provide an in-depth understanding of cultural
factors of undernutrition, whereas quantitative methods help to capture socio-economic issues.
Qualitative methods such as key-informants and group interviews were also used to obtain

information on community feeding habits, accessibility and use of maternal healthcare services,
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and women’s position in deciding food preference, healthcare, and domestic burden.

Creswell (2009) lists six types of mixed methods strategies guiding the nature of data presentation
and analysis. Among these, this study has employed a ‘concurrent transformative strategy’ as a
data presentation and interpretation guide. In concurrent transformative strategy, both quantitative
and qualitative data are collected simultaneously and may have equal or unequal priority (Creswell
2009:216). Thus, both quantitative and qualitative data were collected concurrently and the
quantitative data was integrated with the qualitative data during data analysis. In this study,
however, more emphasis is given to the quantitative data because the basis of the degree of stunting
entails a statistical examination of the factors associated with the stunting status, while the
qualitative data aims are used to provide supportive information for quantitative data from the

participant’s point of view.

3.3.Methods of Data Collection

As a mixed-methods study, this study has employed both quantitative and qualitative methods of
data collection. The research specifically used surveys, in-depth interviews, key-informant

interviews and group interviews.

3.3.1. Survey method

The survey method was used in this study to examine the relationship between the independent
variables and the degree of stunting. The survey method was also used to examine the position of
households having a stunted child under-five regarding their wealth, access and utilization of
maternal health care services, and mother’s autonomy to decide on household purchases, use of
money and health care. The intention is to understand the commonly shared characteristics of the
study participants regarding the independent variables and examine the relationship with stunting.
The survey responds to the question to what extent households with a stunted child fell under the
category of lacked basic resources, lack health services, and disempowered mothers. Accordingly,
household resources, availability of health services, and maternal empowerment status were

measured quantitatively and their relationship with the level of stunting examined.
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Besides, the mother’s food intake during pregnancy including fasting was obtained through the
survey method. The goal is to determine whether mothers’ food consumption during pregnancy
‘increased’, ‘decreased’, or were ‘as usual’. The survey further examined the duration of child
breastfeeding and weaning food. Therefore, the survey remained significant in addressing the role
of wealth, maternal feeding habits during pregnancy, and maternal empowerment in child stunting

and particularly the degree of stunting.

A total of 273 mothers were selected for the survey. Why this amount and how they are selected
is briefly illustrated in the sample selection process section. Those who participated in the in-depth
interview were not included in the survey to address more numbers of respondent’s views. A semi-
structured interviewer-administered questionnaire was used to collect data. The survey
questionnaire was first prepared in English and later translated into Amharic and retranslated into
English. A total of six data collectors of Grade 11 and 12 students were involved in the data
collection under the close supervision of a degree holder supervisor. The training was given to data

collectors and a supervisor for a day. Health extension workers facilitated contact with mothers.

3.3.2. In-depth interviews

In-depth interviews were held with 30 purposively selected mothers having a stunted under-five
child. How these mothers were selected is described in the sample selection section of the study.
However, the number of participants was decided based on data saturation. Data was saturated
enough after interviews with 25 participants but the researcher added another 5 participants for
certainty. In-depth interviews help to obtain detailed information on mother’s access to and use of
maternal health care services, seasonality of household food insecurity, household, and maternal
feeding habits, social support networks, and access to market, cities and purchasing capacity.
Mothers were also interviewed to reflect on social norms and their beliefs regarding household
food habits and what and when they fed the child. In an in-depth interview, participants were asked
about the type of food daily eaten and the reasons behind it. The interviews were made side by
side with the survey data collection period by the investigator. The interviews were audio-recorded

with the consent of the participants. Interview checklists were prepared to guide in-depth
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interviews. Checklists were prepared first in English and translated to Amharic later and

retranslated to English.

3.3.3. Key informant interview

The researcher conducted key informant interviews as well. Accordingly, six key informant
interviews were held with professionals and government officials, who have a good knowledge
and experience about the issue under study. These are two health extension workers each from
Maserut and Berekeza health posts, nutrition professionals from Agrit health center and
community health facilitator in Zegay Dabza health post. The government officials include the
head of Meket Woreda health office and the head of Meket Woreda agricultural office. The key-
informants are selected according to the relevance of their position to the study objectives.
Information from health professionals was collected on the factors influencing the prevalence of
child stunting in the district, in general, and the mother’s use of maternal health care services,

household, and child feeding habits, and quality of childcare by mothers, in particular.

The woreda agricultural office was asked to provide information on food insecurity status,
commonly produced cereals, and the number of safety net beneficiaries in the district.
Accordingly, interview checklists were prepared to guide key informant’s interviews. Checklists

were prepared first in English and translated to Amharic later and retranslated to English.

3.3.4. Group interview

One group interview was conducted with six individuals including religious (Tewahdo Orthodox
Church) and community leaders, two household heads, and two mothers with under-five children.
They were considered to represent the group information and could provide important information
on the study objectives. The purpose was to elicit group information on community feeding habits,
the place of women in the household, accessibility, and utilization of maternal health care services,
and the perception behind fasting during pregnancy. The group interview was held at Agrit Health
Post.
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3.4.Sample Selection Process

This study selected its study members from health post records. The list of mothers having a
stunted under-five child was accessed from local health posts of Meket Woreda. The researcher
was not in a position to conduct child anthropometric measurements. According to the information
from Meket Woreda health office, there were nine health posts in the district during data collection
that had lists of under-five children identified as stunted and their mothers. These were Maserut,
Agrit, Debre Zebit, Lam-Wuha, Zegay Dabza, Aymat, Berekeza, Tsebelat, and Enat-Guya health
posts. Having a permission letter from the woreda health office, the researcher contacted these
nine health posts and accessed the list of stunted children and their mothers. Consequently, a total
of 303 mothers having stunted under-five children were identified from all nine health posts. That
is 35 mothers in Maserut Health Post, 32 in Agrit Health Post, 34 in Debre Zebit Health Post, 32
in Lam-Wuha Health Post, 37 in Enat Guya Health Post, 32 in Aymat Health Post, 31 in Berekeza
Health Post, 35 in Tsebelat Health Post and Zegay Dabza Health Post each.

The study is a census study. All, 303, of the households with stunted children were included in the
study. Census was made because the size of the study population was not large enough to draw the
sample and the difference also will be minimal if the sample size formula is run. Moreover, it is
not difficult to manage 303 respondents in a mixed-methods study. In this process, the researcher
alongside data collectors started collecting both quantitative and qualitative information
simultaneously. That is, first all of the data collectors start to collect survey data and then, the
researcher collects qualitative information from those mothers’ data collectors who were not met
at the moment. The researcher simply picked five mothers from six health posts (from the food

demonstration program) and interviewed.

However, qualitative data become saturated enough after the interviews with 30 mothers with
stunted children (not participated in quantitative data) and ended collecting qualitative
information. Hence, collected survey data from all the remaining 273 mothers with stunted
children. The selected health posts for qualitative data are Maserut, Agrit, Debre Zebit, Enat Guya,
Tsebelat, and Zegay Dabza health posts, as their order of contact.
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The data collection was made during the mother’s visit to the health posts. During the data
collection time, there was a program called ‘food demonstration’ implemented in each of the nine
health posts. The program is run by the Organization for Rehabilitation and Development of
Amhara* (ORDA) and Seqgota Declaration® as part of the intervention program on child stunting
in the woreda. Meket Woreda is one of the woredas identified by the ORDA and Seqota
Declaration for intervention on child stunting due to the severity of the problem in the district. In
this program, 30-40 mothers with a stunted child participate for 12 days. Mothers were expected
to come to the health posts in the morning with different food items available in their homes such
as eggs, wheat or barley flour, and injera and cook together and feed their children. The intention
was to convince mothers that it is possible to secure a child’s nutritional status through food
available at their household. The activity was implemented in cooperation with health extension
workers in each health post and community health facilitators employed particularly by ORDA.

Anthropometric measurement was made on the youngest children in the household. The idea is
through the participation of mothers in the food demonstration program it is possible to influence
the feeding habits and preferences of both mother and children in the household. Data were
collected for 13 days, from April 5, 2019, to April 18, 2019.

4 Organization for Rehabilitation and Development of Amhara or ORDA is an Ethiopian-operated, Non-
Government Organization (non-profit) that focuses primarily on water development programs as a key step
in the strategy to end chronic poverty and food shortages in the Amhara region of Ethiopia.

® Seqota Declaration is the Ethiopian Government commitment unveiled in July 2015 to end stunting in
children under two years by 2030 (G.C). Seqota Declaration, that builds and support the National Nutrition
Program, has a 15 years Implementation Plan (road map) that provides strategic guidance to be executed in
three phases namely innovation, expansion and scale-up phases. During this phase proven high impact
evidence-based and innovative interventions will be tested to generate learning that will be expanded and
scaled-up throughout the country.
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Schematic presentation of participant enrollment
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Figure 3. Schematic presentation of participant enroliment

49



3.5.Data Analysis

3.5.1. Quantitative method of data analysis

Quantitative surveys were carried out using a questionnaire. The questionnaires were checked
daily by the investigator and a supervisor for completeness and consistency. The data entry of
completed paper questionnaires was made to SPSS (Statistical Package for Social Sciences)
software version 22 during the data collection period each night. After data entry was completed,
the researcher made the data cleaning process to detect any errors during the data entry process.
Accordingly, the researcher ran frequencies for all variables to identify any variables with errors,
and some errors were identified and corrected. After ensuring data consistency, both descriptive
and inferential statistics were run for the analysis of quantitative data.

Descriptive statistics like frequency tables, percentages, and means were employed to summarize
variables and examine the position of households regarding covariates. Cross-tabulations were also
run to examine the association between the degree of stunting and independent variables.
Inferential statistics such as Chi-square, Phi Coefficient, and a logit regression was made to
examine the association and relationship between the degree of stunting and covariates. To conduct
logistic regression the dependent variable, degree of stunting was changed to the dummy variable
as moderate stuntign indicating no and severe stunting referring yes. However, in the first section

it is the common characteristics of households with stunted children descriptively presented.

3.5.2. Qualitative data analysis

For the analysis of qualitative data, tape-recorded interview data results were transcribed, coded
and categorized before they were analyzed using a thematic analysis. The researcher chose
thematic analysis, because thematic analysis is a way of identifying what is common to the way a
topic is talked or written about, and of making sense of those commonalities (Braun and Clarke
2012:59) and the result in the thematic analysis aims to highlight the most salient “constellations”
of meanings present in the texts (Joffe 2012:209). Accordingly, the researcher used this method to
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identify the characteristics that households with stunted children have in common. Also, since the
thematic analysis does not require detailed theoretical and technological know-how, it is more

accessible, especially for novice researchers (Braun and Clarke 2006).

The analysis process started with the audiotape records being transcribed verbatim. Following this,
the researcher started to undertake a thematic analysis. The themes were drawn from the research
questions themselves or what is known as “deductive/theoretical/top-down thematic analysis
(Braun and Clarke 2006). After the themes were drawn based on the aforementioned fashion; the
researcher went through the data corpus to generate codes. This was simply done by finding the
relevant answers to the study objectives because in the deductive analysis approach the coding can
be done through “capturing something interesting about the research question instead of line by
line coding” (Maguire and Delahunt 2017:3355). Through repeated writing and deleting, the
researcher was able to identify the final codes for analysis. Codes that form any meaningful
patterns or themes to the qualitative data were selected for analysis. The final decision was made
with great caution regarding if the codes could be fitted together to form a meaningful pattern or

theme.

3.6. Data Quality Assurance

The quality of data obtained is an integral part of the research. One can enhance the data quality
in various ways and at various research stages. Among these is a pilot study. The instrument was
piloted with 10 respondent’s interviews outside the study kebele 04 (Wof-Chena Kebele). It helped
to recognize and modify questions difficult for mothers to understand. The data collection
supervisor reviewed the instrument, particularly as he is from the local area. The data obtained by
the survey method was triangulated with qualitative data obtained by in-depth and key-informant
interviews and group interviews to see whether there is data discrepancy or convergence. Data
triangulation is the way of assuring the validity of the research results. Moreover, one-day training
was given to the supervisor and data collectors on how to collect data, content, and the nature of
the questions. However, | acknowledge some difficulties among data collectors in well-explaining

some of the questions to the participants.
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3.7.Ethical Considerations

The researcher contacted Meket Woreda health office with the support letter written from the
Department of Sociology, Addis Ababa University. The researcher briefed health officials about
the purpose of the study and the intention of the researcher. After a brief discussion with the
woreda health officials, the researcher has obtained permission and asked for the permission letter
to conduct the study from the office. Dessalegn Tizazu vice head of Meket Woreda Health Office
provided a written permission letter to all of the nine health posts to conduct the study stating the
existence of anthropometric data at the health post level. Having the permission letter from the

woreda health office, the researcher traveled to and contacted all of these nine health posts.

The law and code of ethics of research also require researchers to observe certain injunctions,
namely, never to cause unnecessary or irreversible harm to subjects; to secure prior voluntary
consent when possible and to never release harmful information about specific individuals that
were collected for the research (Neuman 2007:50). Thus the researcher explained the aim of the
study to participants to secure their voluntary consent before the study. It was made clear that the
information will not be used in an inappropriate or harmful manner. The participants were also
informed that they have the right to refuse to participate in the study at any time and skip any
particular question they might not want to answer. The actual data collection started after their

willingness to participate was assured.
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CHAPTER FOUR

DATA ANALYSIS AND INTERPRETATION

This chapter presents the major findings of the study based on data obtained from the study
participants through the survey and interviews to achieve the stated specific objectives of the study.
The chapter consists of six sections: The first section presents the background characteristics of
the study household while the second section describes the association with the level of stunting.
The third section presents the association between the level of stunting and household’s resources.
The fourth section is about the link between the level of stunting and household feeding habits.
The section also qualitatively presents household staple food, pregnancy and fasting, and
breastfeeding practices and the rationales behind. The fifth section discusses the mother’s access
and utilization of maternal health services and relation with the degree of stunting. It identifies
whether children stunted were originally from mothers who have access to and utilize maternal
healthcare services or not. Furthermore, the section qualitatively presents the reasons for not using
maternal healthcare services in the study area. Finally, the last section deals with association

between the mother’s empowerment status and the level of child stunting.

An attempt has been made to relate the data to other theoretical assumptions and previously done
empirical research that is presented in Chapter Two to see whether the data gathered from the study

are in line with those pre-existing assumptions.

4.1. Background Characteristics of Study Household

This section presents the background characteristics of stunted children and their mothers. It
provides insights on the mother’s socio-demographic and econmic characteristics which have an
overall impact on linear child growth status. Stunted children were described in terms of gender
and age, whereas their mothers were characterized by age, religious affiliation, and marital status,
and educational attainment, the gender of the household head, household size, and source of the

household food consumption.
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Table 4.1. Respondent’s socio-demographic characteristics

Frequency Percent
Sex of the children Male 189 69.23
Female 84 30.77
Total 273 100
Age of the children <10 months 24 8.8
11-21 months 144 52.7
22-32 months 67 24.6
33-59 months 38 13.9
Total 273 100
Mother’s age Less than 20 14 5.13
2110 30 167 61.17
More than 30 92 33.7
Total 273 100
Religious affiliation Orthodox Christian 268 98.2
Muslim 5 1.8
Total 273 100
Marital status Married 254 93
Widowed 6 2.2
Divorced 13 4.8
Total 273 100
Educational status No education 198 72.5
(mother’s) Primary education 67 24.6
Secondary education 8 2.9
Total 273 100
Household head Husband 254 93
Wife 19 7
Total 273 100
Household size Four &<4 229 83.88
Five to 8 44 16.12
Total 273 100
Number of children One 198 72.5
Sl S I e
More than 2 2 0.8
Total 273 100
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Source of household’s Own farm 195 71.43
food Purchasing 78 28.57
Total 273 100

Male sex and young ages outweigh stunted children in the study area. Nearly 70% of stunted
children were males and beyond half were aged 11 to 21 months. The average age of stunted
children was 28.8 months (SD=+0.84). The majority of study participants (62%) were in the age
category of 21-30 years, followed by age category for more than 30 years (33.7%). The mother’s
average age was 22.9 years (SD=+0.55). It indicates that most mothers were young. Looking at
their religious denominations, almost all (98.2%) were followers of Ethiopian Orthodox religion,
while the smallest proportion (1.8%) were Muslims. Similarly, the vast majority of the respondents
were currently married (93%) lived in male-headed households. Regarding literacy, most of the
mothers were found not educated (72.5%), while nearly one-quarter (24.6%) of the mothers had

primary education.

The family size was found small. Among all participants, 84% of the households had a household
size of four or fewer. Only close t016% of the households had more than four family members.
The average household size was 2.91 (SD=+0.51). In this study, the number of sibling’s under-age
five is the lowest. Mothers with one under-five child formed the majority of respondents (72.5%)
and those with two children formed about 26.7%. However, few mothers (0.8%) had under five
children more than two. Regarding the source of family food consumption, own farm, and purchase
from the market were reported as the main sources of household’s food. About 71% of the mothers
had accessed the food for consumption mainly from their farm, while around 29% of the mothers

had accessed household food consumption mainly from the market.

Table 4.2. Respondent’s socio-economic characteristics

Frequency Percent
Own farm land Yes 186 68.1
No 87 31.9
Total 273 100
0.25 to 0.5 hectares 149 54.5
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Size of farm land | 0.75to 1.25 hectares 37 13.6
owned Total 186 68.1
Own livestock Yes 163 59.7
No 110 40.3
Total 273 100
Own fruit trees Yes 36 13.2
No 237 86.8
Total 273 100
Own eucalyptus trees Yes 48 17.6
No 225 82.4
Total 273 100
Own beehive Yes 19 7
No 254 93
Total 273 100
Kind of housing Hut 78 28.6
House with tin roof 195 714
Total 273 100
Visit for ANC Yes 145 53.1
No 128 46.9
Total 273 100
Visit for PNC Yes 107 39.2
No 166 60.8
Total 273 100
Place of delivery Home 187 68.5
Health center 86 315
Total 273 100

Andrew and Dennis (2008:50) described land as the foundation of wealth in rural Ethiopia. The
land produces both edible and marketable products for rural people. Even though in this study,
most of the households own land (68.1%), their landholding size remained too small, even smaller
than the regional landholding average (1.8 hectares). The majority, 54.5% out of 68.1% hold land
less than one hectare. The average landholding size was 0.3 hectares (SD+0.4). Regarding
household ownership of livestock, finding that the majority (59.7%) of the households possessed
at least one type of livestock, while the remaining 40.3% had no livestock at all. Only about 14%
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of households possessed more than four types of livestock. Most households (45.7%) had less than
three. The average livestock ownership was 2.1 (SD +0.6). As a result, it was common to share

oxen through partnerships (kenja) in the study area.

The ownership of trees and beehives among the study household was found to be minimal. More
than 80% of the households owned no trees and beehives. The majority of households (71.4%) had
a house with walls constructed with locally grown indigenous trees, and walls and floors treated
with mud-plastered and a tin roof, whereas above one-quarter (28.6%) of the households lived in
a hut. Thus, most households had a house with corrugated iron sheets. However, Meket Livelihood
Development Project Evaluation Report revealed in highland areas of the woreda covering houses
with grass is almost expensive as using iron sheets. Therefore, having a house with corrugated iron
sheets, especially in highland areas is not necessarily a determinant of a household’s wealth status

(Tessema et al., 2008).

Regarding antenatal attendance, beyond half (53.1%) of the mothers had attended antenatal care
during their stunt child pregnancy, while a sizeable number of mothers (46.9%) did not attend.
Even among those who had antenatal attendance, almost all (49.1%) of mothers had ANC
attendance less than four times. Only 4% of mothers had ANC attendance more than four times.
Accordingly, mothers had low antenatal attendance during stunt child pregnancy. 60.8% of the
mothers had not attended postnatal care, while the remaining nearly 40% of the mothers had
attended. Moreover, all of those mothers who have postnatal attendance had attended less than
four times. Thus, postnatal attendance among mothers for a stunted child remains low. Above all,
187 (68.5%) of mothers have made delivery of the stunted child at home.

Therefore, most children stunted were from mothers who had low antenatal and postnatal
attendances and deliver at home. In fact, in 2016, 66 percent of mothers in Ethiopia with children
age 0-11 months did not have four ANC visits or their ANC visits were carried out by unskilled
health personnel (EDHS 2016:43).

57



42.  The Level of Stunting

The table below presents the distribution of the level of stunting across child and household

demographic characteristics.

Table 4.3. The level of stunting and demographic characteristics

Indicators Moderate (-2 SD) Severe (-3 SD)
Frequency | Percent | Frequency | Percent

Level of Stunting Degree 201 73.6 72 26.4

Male 139 69.2 50 69.4

Child sex Female 62 30.8 22 30.6
Total 201 100 72 100

Child age in month <10 months 13 6.5 11 15.3

11-21 months 106 52.7 38 52.8

22-32 months 50 24.9 17 23.6

33-59 32 15.9 6 8.3

Total 201 100 72 100

Mother’s age Less than 20 10 5.0 4 5.6

210 30 112 55.7 55 76.4

More than 30 79 39.3 13 18.0

Total 201 100 72 100

Mother’s No education 145 72.1 53 73.6

educational status | primary education 48 23.9 19 26.4
Secondary education 8 4 0 0

Total 201 100 72 100

Household size < four 165 82.0 64 88.9

Five to eight 36 18.0 8 11.1

Total 201 100 72 100

Number of children One 145 72.1 53 73.6

U-5 Two 54 26.9 19 26.4
>2 2 1 0 0

Total 201 100 72 100

Source of Own farm 146 72.6 49 68.1

household’s  food Purchasing 55 27.4 23 31.9

consumption Total 201 100 72 100

The information about the percentage of children classified as moderately stunted and severely

stunted was obtained from each of the nine local health posts.
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Among 273 stunted children under five, the vast majority (73.6%) were moderately stunted and
the remaining 26.4% severely stunted. The finding is more or less similar with the findings of
Adeba et al. (2014). In their study, Adeba and colleagues found that 27.5% of children aged 6 to
59 months in Guto Gida District were severely stunted. The table indicates there is a significant
gender difference across the level of stunting, with male children formed the majority of severely
stunted children (69.4%) and female children (30.6%). Female children were less likely severely

stunted.

In terms of child age, children aged from 11 to 21 months showed formed (52.8%) of severe
stunting followed by children aged 22 to 32 months constituted (23.6%). The prevalence of severe
stunting was found lowest among children aged 33-59 months. This is similar to findings by
Teshome et al. (2009) and Yisak et al. (2015) who found male child sex and young child age,
particularly children age of 13-24 months, as predictors of child stunting. It is demonstrated that
(UNICEF 2014) boys than girls are at higher risk of preterm birth and exposure to environmental
stress (repeated infections, and increased exposure to toxins and air pollutants), affecting their
height. Young age children are vulnerable infants and young children are vulnerable to inadequate
nutrient intake during the period of complementary feeding (6 -23 months), the needs of nutrients
during this period is very high to support the high rate of growth while the supply is insufficient
to meet the demand (Michaelsen, 2015). The first two years in life provide an opportunity for the
child to achieve maximum growth potential but at the same time, it is a critical period for growth
faltering if the nutritional needs are not attained (Dewey, 2013).

Similarly, the prevalence of severe stunting was found highest among children born from mothers
under age group 21 to 30 years. Children born from young mothers were more likely to be severely
stunted, with the odds of severe stunting was higher among children born from mothers under age
group less than 20. This study found that infants who had mothers aged >30 years were less likely
to be stunted. The better baby caring experience developed by older mothers may attribute to this
result. Young mothers are more likely than older to have lower status within the household and to
lack control over the household allocation of resources including nutrition (UNICEF 2006, Hannan
2016). Also, they get early pregnancy during adolescence, when they are still growing. This

increases the risk of further maternal stunting and leads to adverse obstetric outcomes.
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In this regard, the study supports the findings of Haidar et al. (2005). In a study from northwestern
Ethiopia, Haidar et al. (2005) show that children born to girls <15 years old were significantly
more likely to be stunted. Importantly, the degree of child stunting decreases from severe to
moderate as the mother’s educational status increases. Children whose mothers were illiterate
constituted the majority (73.6%) of children severely stunted. Besides, mothers with secondary
education have no children severely stunted. Educated women are likely to be more aware of
nutrition, hygiene, and health care; and they can easily introduce new feeding practices that can
improve the nutritional status of children (Bwyala et al., 2015). Maternal education was identified
as protective of child linear growth in various studies (Tariku et al., 2016, Kikafunda et al., 1998,
and Dorsey et al., 2018).

The uncommon finding of this study is the level of stunting decreases as the household size
increases. That is, the majority (88.9%) of severely stunted children were from households with
less than four household members. This might be associated with the availability of assistance with
domestic tasks in large family sizes. The finding is in contradiction with many findings. Various
studies revealed that stunted children belong to large family size (Adeba et al., 2014, Tariku et al.,
2016 and Yonas et al., 2018), usually more than four. Yonas et al. (2018), for instance, showed
stunted children of his study to belong to households with eight and above members. In line with
this, the level of stunting did not increase with the increase in the number of siblings. The level of
stunting was very high for children from households with one and two siblings, 73.6 % and 26.4%
respectively. This might be due to the preponderance of young parental age in the study sample.
This is in contrast with the findings of Tariku et al. (2017) found under five children more than

two constituted 92.2%.

Regarding the source of household food consumption and the level of stunting, the prevalence of
severe stunting was found higher (68.1%) for households whose source of family food
consumption was ‘own farm’, whereas the prevalence of moderate level of stunting was found
highest among households whose source of family food is purchasing, 72.6%. This might be due
to low agricultural productivity and poor complementary feeding practices in the study area. Own
production of food does not necessarily mean ensuring per-capita food availability and nutritional
security. Accessing family food from farms was found to be associated with child stunting in Dabat
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district (Tariku et al., 2017:5).

The test for independence (Chi-square) test revealed that the level of stunting independent of
demographic variables such as religious affiliation (Asymptotic Significance (2-sided) 0.7),
household head (Asymp. Sig. 0.6), and marital status (Asymp. Sig. 0.4), and mother’s educational
status (Asymp. Sig 0.5). On the other hand, the Chi-square test indicated the highest association
between source of family food consumption and level of stunting with the lowest asymptotic
significance value 0.02, confirming households consume family food from their farm at risk of
having severely stunted children than households consume family food by purchasing.

The researcher has also employed the test for the association between the level of stunting and the
independent variables. Phi Coefficient analysis was made for variables measured at the nominal
level, while analysis of Gamma was done for ordinal level variables. The tabe below presents the
association between the level of stunting and socio-demograpic characteristics.

Table 4.4. Test for association between the level of stunting & demographic characteristics

Independent variables+Degree of stunting Value Approx.

Sig.
Marital status Phi .082 403

N valid cases 273
Phi .260 .000
Gamma -.407 .000

Age of the child N valid Cases 273
Mother’s age Phi 216 .002
Gamma -.458 .000

N valid Cases 273
Mother’s Education Phi .067 .545
Gamma -.019 .895

N valid cases 273
Household Size Phi 402 .000
Gamma -.699 .000

N valid Cases 273
Number of U-5 children Phi .061 .598
Gamma .057 .702

N valid Cases 273
Source of food Phi .166 .023
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N valid cases 273
Mother’s age at first marriage Phi .016 .966
Gamma -.025 .831

N valid cases 273

According to the table 4.4, the independent variables such as marital status, maternal educational
status, number of siblings’ in the household, and mothers age at first marriage have shown no
statistically significant association with the degree of stunting. The findings of no association
between the level of stunting and marital status and household head contradicts with a study done
in Nairobi, which reported that mothers’ marital status was independently associated with child
stunting (Abuya et al., 2012) and the finding by Pradhan (2010) that female-headed households
are more likely to have moderately and mildly stunted children. This could indicate that rather than
being married or not what matters most is the quality of co-operation between husband and wife,
and the possibility of support from other family members (Whyte and Kariukui 1991:174).

The findings age of the children and the degree of stunting are statistically significant (p=.00), and
the Phi Coefficient (0.3) suggests that there is a moderate relationship between the age of the
children and the degree of stunting. And, a gamma of -.40 indicates children’s age is moderately
associated with the degree of stunting and the relationship is negative. That is, as children’s age
increases the degree of stunting decreased from severe to moderate level. This is probably due to
the risky nature of the age group itself and the higher demand for care and simulation. There was
also a statistically significant relationship between the mother’s age and the degree of stunting
(p<0.05), and the strength of the association is slightly moderate (0.2). However, the gamma test
indicated the nature of the relationship negative (G=-0.5). That is the level of stunting increases
as the mother’s age decreases. Young mothers were more likely to have severely stunted children.
This might be young mothers lacked basic childcare skills and were socially and economically

unstable.

The relationship between household size and the degree of stunting is statistically significant
(p=0.00), and the Phi Coefficient (phi=0.4) indicates there is a strong relationship between two
variables. The nature of the relationship, however, is negative (G=-0.7) and strong enough. As the

household size increases, the degree of stunting decreases. Households with more than four
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members would have less severely stunted children. This is an odd finding and might be due to the
availability of assistance with domestic tasks and childcare in households with large family size.
Not only statistically insignificant, the Phi Coefficient (.06) and Gamma (.05), but a weak
relationship was found between the degree of stunting and a number of siblings in the household.
Similarly, the insignificant and weak relationship was observed between maternal educational
status (phi=. 06, G=-.019) and the degree of stunting.

43. The Level of Stunting and Resources Situation of Study Household

There are regional, national, and community wealth disparities in stunting prevalence, with
children from poorer households were more likely to be stunted and severely stunted. The variation
in the use of wealth indicators and the nature of the area where the study is undertaken play a large
role in the variability of the results. Calculating a wealth index in rural areas demands some sort
of subjectivity. This study, recognizing the fact that the main source of wealth in rural Ethiopia is
mainly asset-based than monthly income one, examined household’s wealth in terms of the
ownership of land, livestock, kind of housing, the amount of cereals produced and trees owned
and beehive. The table below presents association between the level of stunting and household
resources situations to observe whether there is a relationship or not.

Table 4.5. Cross-tabulation of the level of stunting and socioeconomic variables

Socioeconomic status indicators Moderate Severe

Frequency | Percent | Frequency | Percent

Land ownership Yes 138 68.7 48 66.7

No 63 31.3 24 33.3

Total 201 100 72 100

Livestock ownership Yes 142 70.6 21 29.2

No 59 29.4 51 70.8

Total 201 100 72 100

Fruit tree ownership Yes 32 15.9 4 5.6

No 169 84.1 68 94.4

Total 201 100 72 100

Kind of housing House with tin roof 172 85.6 23 31.9

Hut 29 14.4 49 68.1

Total 201 100 72 100
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As indicated in the above table 4.5, land ownership has not associated with the level of stunting.
The highest prevalence (66.7%) of severely stunted children were found in households who own
agricultural land, while households did not own agricultural land constitute 33.3% of children
severely stunted. But, the odds of being severely stunted were highest for children from households
without land (24 out of 63). The shortage of land influences child nutritional status and wellbeing
through its influence on food security, diet diversity, and purchasing capacity. In contrast to this
finding, children from a family whose landholding size was less than 0.5 hectares were found four
times more likely to be stunted in the study by Adeba et al. (2014). Height-for-age also varied
systematically with farm size in a Guatemalan community, the smaller the average farm size the
greater the deficit in height (Pebley and Goldman 1995).

Unlike land ownership, household livestock ownership was found significant in determining
children’s level of stunting. Households who did not possess livestock formed the majority
(70.8%) of severely stunted children than households who possess livestock (29.2%). This finding
is broadly in line with that of Haidar et al. (2005), which showed that child nutrition was influenced
by a dispossession of livestock. Possession of livestock helps to access animal source food, source
of growth important vitamins. Lack of livestock also means rare animal source food consumption.
Health extension workers and mothers during interviews have demonstrated the impact of lack of

livestock on consuming animal product food in the study area.

As it is indicated in table 4.5 one of the important predictors of the level of stunting was found
household tree ownership. It is found that the level of child stunting decreases as households own
fruit trees. It is revealed that among 72 children severely stunted, 68 (94.4%) were from households
who did not own fruit trees. Households own fruit trees had only the least proportion (5.6%) of
children severely stunted. Fruit trees provide growth important minerals and vitamins for children
and their mothers. In line with this, Tariku et al. (2017) in their study of predictrs of stunting in
Dabat district revealed 98.7% respondents did not won fruits. However, a variables eucalyptus tree
and beehive ownership did not show significant variation across the level of stunting. Finally, the
highest prevalence of severely stunted children was found from households living in a hut, 68.1%.
This finding contrasts that of findings by Teshome et al. (2009) showed no significant association

between children’s nutritional status and housing.
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Among the socioeconomic variables, however, the chi-square data revealed no dependence
between the level of stunting and land and livestock ownership (Asymp. Sig. 0.8 and 0.6),
respectively. The type of house households live had also shown no dependence with the degree of
stunting in a chi-square test, Asymp. Sig. 0.6. Nevertheless, the chi-square test has found
dependence between the level of stunting and the household’s fruit tree ownership (Asymp. Sig.
0.03). Furthermore, the study has employed the Phi and Gamma test to examine the strength and

direction of association between the level of stunting and socioeconomic variables.

Table 4.6. Test for association between the level of stunting & household resources

Independent variables*Degree of stunting Value Approx. Sig.
Own agricultural land Phi 019 756
N valid Cases 273
Own livestock Phi .034 578
N valid cases 273
Own fruit trees Phi 135 .026
N valid Cases 273
Size of land owned Phi .084 .250
Gamma 226 281
N valid Cases 186
Amount of livestock owned Phi 135 229
Gamma -.263 115
N valid cases 162
Amount of grain produced Phi 140 147
in the last harvest season Gamma -.156 142
N valid cases 273

The results of Phi test too have shown a statistically significant association (p<0.05) only between
the degrees of stunting and the household’s fruit tree ownership. The independent variables such
as households land and livestock ownership have not shown a significant association (p>0.05) with
the degrees of stunting. Although insignificant the results of phi and gamma indicated the direction
of the relationship between the degree of stunting and agricultural land owned was positive. Also,
the relationship between the degree of stunting and the amount of livestock owned was statistically
insignificant (p>0.05), but the Phi Coefficient 0.13 indicates that there is a slightly moderate
relationship between the two variables and gamma -.3 indicates the nature of the relationship

negative. This is the severe stunting decreases as the household’s livestock ownership increases.
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The relationship between the degree of stunting and the amount of cereals produced in the last
harvest season was statistically insignificant (p>0.05). The Phi Coefficient also indicated a slight
moderate relationship and the nature of the relationship negative (G= -0.2). That is the severe
stunting decreases when a household produces more.

The bivariate test for association has indicaed that socioeconomic variables are not primarily
predictors of the level of stunting as most socioeconomic variables found statistically insignificant.
This is not in harmony with the views of the political economy model which examines illness as a
result of socioeconomic deprivation. Political economy views health status dependent on economic
the conditions. As a result, the political economy model suggests, significant changes in the health
behavior of any group of individuals are seen to require altering the social and economic context
within which they live. In this regard, but the vast majority of stunted (without considering the
level) children were found from households with limited household resources and poor living

condition. And it supports the arguments of the political economy model.

In in-depth interviews it is found that the majority of the households having a stunted child lacked
the most important rural household resources except for house ownership and were below the
standard in terms of wealth indicators. The landholding size and livestock were inadequate for
supporting these households. Plant vegetables were uncommon and the amount of cereal
production was low. It is also found that household food purchasing ability was low and women
travel for four hours to access the market and cities on average. A low family income and poor
living conditions increase the risk of child stunting, as a result of high food insecurity, low access

to health care, unhealthy environments and a high risk of infections.

Food availability was said to be strongly affected by seasonality; many households were only able
to produce sufficient food to meet their food requirements for less than six months of the year.
Food shortage was reported to commonly happen during the summer season. For instance, 19 out
of 30 mothers had reported that their household had experienced food shortage last summer. One

mother explained food unavailability during the summer season as follows,
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Summer was a bad time for us. During this period food was highly unavailable. All
of us including the farm, require cereals during summer. For instance, there was a
time when we ate once a day or spend the whole day without eating anything. It
was common to have a cup of coffee with ‘yebuna kurs’ until dinner during the

summer season (Guded Abe, 37).

Stating the commonness of food deficit during the summer season, she mentioned two main
reasons why food shortage occurs during this season. She mentioned that the farm, men, and
children require more food during summer. This is to mean summer is time for cultivating and
cereal should be allocated and the increase in the need for food during this season. The key
informants also mentioned poverty (subjective definition) as one of the determinants of child
stunting in the study area. Zewditu-health extension worker in Maserut health post described the

higher prevalence of stunting in the district as related to the wide prevalence of poverty in the area.

The stunting prevalence in Meket Woreda is highly associated with poverty. There
is persistent poverty especially in the lowland part of the district. The lowland part
of the district is degraded and vulnerable to drought. Thus, there was persistent
poverty and food insecurity (Zewditu Lebey, health extension worker).

Similarly, the head of the Meket Woreda health office called poverty one main factor predicting

child stunting in the study area.

Child stunting is one of the biggest issues in our district [Meket]. The prevalence
of child stunting in this woreda is 46%, which is very serious and poverty plays a
key role (Berahn, the head of Meket woreda health office).

Moges head of Meket woreda agricultural office revealed the lowland part of the district as highly
degraded, drought vulnerable, and mountainous part of the district. This would hamper household
food production and is likely to result in food shortage, and thus linear child growth.
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4.4,

The majority of the mothers (61.2%) had food consumption behavior during pregnancy as usual,
while 34.8% of mothers had consumed less food than usual in their last pregnancy. Only a small
proportion of the mothers (4%) had consumed food more than usual during their last pregnancy.
And, nearly 20% of mothers out of 34.8%, reported a loss of appetite and nausea as a reason for
consuming less food during their pregnancy, while the remaining 10% and 4.8% of the mothers

reported making of abdomen weightier and lack of food in the house as a reason for the lower food

consumption during last pregnancy, respectively.

Nearly 41% of the mothers had stopped eating certain foods during their last pregnancy with the
majority of the mothers had stopped consuming lentil during their last pregnancy (16.5%). 6.2%
of mothers had also responded that they stopped both lentil and dairy products during their last
pregnancy. Almost all (93.4%) of mothers have breastfed their child for more than six months and

most children were provided cereal-based foods, whereas one-quarter have not provided.

Table 4.7. Cross-tabulation of the level of stunting and food consumption behavior

The Level of Stunting and Household Food Consumption Behavior

Indicators Moderate Severe

Frequency | Percent | Frequency | Percent
Mothers food More than usual 9 4.5 2 2.8
consumption  during Same as usual 145 72.1 22 30.6
the last pregnancy Less than usual 47 23.4 48 66.6
Total 201 100 72 100
Stop eating certain Yes 61 30.3 50 69.4
foods during pregnancy No 140 69.7 22 30.6
Total 201 100 72 100
Weaning food given to a Porridge 11 5.4 4 5.6
child Injera 93 46.3 28 38.9
Nothing 45 22.4 24 33.3
Porridge & Injera 52 25.9 16 22.2
Total 201 100 72 100
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This study indicated that the severity of stunting increases as the mother’s food consumption
behavior during stunted child pregnancy changes from more than usual to the same as usual and
less than usual. As indicated in table 4.7, the vast majority (66.6%) of severely stunted children
were originally from mothers who consume less than usual during pregnancy followed by mothers
who did not change food consumption during pregnancy (30.6%). The lowest prevalence (2.8%)
of children severely stunted was found from mothers who consume more than usual during

pregnancy.

Moreover, moderate stunting was higher when maternal food consumption behavior during
pregnancy did not change from the usual. Aguayo and Menon (2014:4) mentioned the poor
nutrition of women before and during pregnancy as one of the three main drivers of child stunting
in South Asia, the epicenter of the global stunting crisis. Preconception conditions including the
pre-pregnancy nutritional status of the mother, as well as her energy and nutrient intake, influence
the early processes of growth and development (Stewart et al., 2013:32). Since stunting is
presumed to start in utero, it is largely influenced by the mother’s dietary intake during her
pregnancy. UNICEF (2013) identifies improving women’s nutrition, especially before, during, and

after pregnancy as one of the main approaches to reduce stunting.

Above all, from 72 children severely stunted nearly 70% were from mothers who stopped
consuming certain types of food during pregnancy due to cultural reasons. It is mentioned that
mothers stop consuming during pregnancy nutritious food like lentils and animal source food.
Lentils are a highly nutritious food, rich in minerals, protein, and fiber (Ware 2018). Lentils also
include minerals such as zinc and copper which are important for child linear growth. In the study
area, however, mothers have abstained from consuming such nutrient-rich food alongside with
animal products during their pregnancy. Hence, cultural factors have influenced the mother’s food

consumption behavior during pregnancy.

Concerning the type of weaning food, children who consume injera as weaning and children where
weaning food was not provided formed the majority of children severely stunted, 38.9% and 33.3%

respectively. Makori et al. (2017:46) states relying on cereal-based complementary foods might
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limit micronutrient bioavailability and attainment of nutrients adequacy which may collectively
hurt the nutritional status of a child during the critical period of growth. Regarding this, Teshome
et al. (2009) have found an association between cereal-based food consumption and child stunting
in food-secure woredas of Mecha and Wenberma Woredas of West Gojjam Zone, Ethiopia. He
showed stunting was higher among children who received injera as weaning food (47.6%). A
significant proportion of children who were fed with porridge from cereals as a weaning food were

found to have been stunted possibly because of the low nutrient content (Adeba et al., 2014).

The chi-square output provided that there is a relationship (higher) between the level of stunting
and the mother’s food consumption behavior during pregnancy and stopping certain kinds of food
during pregnancy due to cultural reasons, with Asymp. Sig. 0.00 each of. It indicates that the
mother’s food consumption behavior during pregnancy statistically significantly affects the severe
stunting. Hence, maternal food consumption behavior during pregnancy remained prominent in

affecting severe stunting.

Table 4.8. Test for association between the level of stunting & food consumption behavior

Independent variables*Degree of stunting Value Approx. Sig.
Maternal food consumption behavior Phi 401 .000
during pregnancy Gamma 685 .000
N valid cases 273
Stop consuming certain food during Phi -331 .000
pregnancy N valid cases 273
Duration of a child breastfeeding Phi .025 679
Gamma 120 .664
N valid cases 273

A statistically significant (p=0.00) relationship was observed between the degree of stunting and
mother’s food consumption behavior during pregnancy. The strength of the association is strong
(phi=0.4) and the nature of the relationship positive gamma (0.7). That is when maternal food
consumption during pregnancy was more than usual, children were less likely to be severely

stunted.

There is also a statistically significant association (p<0.00) between the degree of stunting and
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mothers stop consuming certain kinds of food during pregnancy due to cultural reasons. The
strength of the association (¢=0.33) is a strong one. Regarding the influence of cultural factors in
consumption during pregnancy, among the mothers participated in an in-depth interview Yeshi
Kassa stated that,

We are not allowed to consume pea, lentil, chickpea, forage, and gruel when we
are close to giving birth. It is thought that consuming these foods makes delivery
difficult (Yeshi Kassa, 38).

Although, Yeshi was not able to clarify how it would make delivery difficult she stated that she is
told it makes delivery difficult. It might be that it would increase childbirth weight. The finding
confirms the idea that health behaviors are shaped by cultural beliefs and religious practices.
According to the social ecology model, macro-level factors such as social norms, religious values,

and social environment have a more direct influence on behaviors.

A statistically insignificant and tinny association was found between the duration of breastfeeding
(phi .03, G=.12) and the degree of stunting. The duration of breastfeeding by itself is not sufficient
to meet adequate breastfeeding. What and when mothers feed the child should be explored. On the
other hand, even prolonged breastfeeding was identified as a predictor of child stunting (Tiwari et
al., 2014 and Cetthakrikul et al., 2018). These findings are in harmony with the works of Tiwari et
al. (2014) in their cross-sectional study aimed to assess determinants of stunting among Nepalese
under-five children found prolonged breastfeeding (more than 12 months) has led to increased risk
of stunting and severe stunting among the Nepalese children. The possible explanation provided
for this was the poorest status of families that made breastfeeding the only viable choice but its

nutrient content alone is not sufficient to match the increased demand for children as they grow

up.

Below is the food consumption behavior of households with stunted children obtained through
qualitative methds. The rationale behind is to understand the food consumption behavior of

households with stunted children.
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4.4.1. Household Staple Food

The type of staple food usually eaten in the woreda appears to be associated with child stunting.
All 30 mothers who participated in in-depth interviews reported that their staple food was ‘Shiro
with injera made of ‘teff” and wheat. Although most households produced cereals such as barley,
sorghum, pea, lentil, bean, the mothers’ ability to prepare nutritious foods was rare. Feeding
vegetables and fruits were rare, which results in vitamin A and C deficiencies (Andrew and Dennis
2008: 97). Vegetables are nutrient-dense with vitamins and minerals essential for health.
Moreover, although most households own livestock, they consumed meat only during holidays.
Some of them have counted years since they consumed meat and dairy.

For instance, one mother Yeshi Kassa, 38, who participated in in-depth interviews described that
it is two years since she and her two children eat animal product food, even on special days. One

mother also described the situation as follows:

| used to drink milk when | was eight years old. My children have never consumed
milk or milk products. We eat meat when our relatives invite us during the holidays
(Habte Worku, 29).

The statements indicate the influence of both food habits and poverty on consuming animal
products. Consumption of animal source food was identified as protective of child linear growth.
Herrador et al. (2014:7) found children from families who consume their own cattle products were
less likely to be stunted in rural communities of Fogera and Libo Kemkem Districts, Ethiopia,
although they observed children of the area do not consume animal products as often. Furthermore,
Batiro et al. (2017:9) revealed children who occasionally ate the animal source of food were
protected from being stunted than those who did not eat in Kindo Didaye woreda, Wolaita Zone,
Southern Ethiopia. The key-informants mentioned that the staple food in the study area was
‘Shiro’.

They described the dual form of stunting in the district: poverty and inappropriate feeding habits.
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According to them, this is mainly due to the scarcity of resources and the cultural practice of eating
diverse food (meat) as of special events. But, they recognized the stronger effect of habits in
influencing feeding practices. That is, rural people prefer to have Shiro as daily household food
consumption instead of mixing available food into diverse nutritious food, especially among the
highlanders. In line with this, some mothers in in-depth interviews described that they daily
consume Shiro regardless of the availability of cereals, fruits, vegetables, and animal products in
the household. They reported that they want to sell for other needs rather than consuming at home.
Furthermore, one mother Meker Muche, explained that her household doesn’t consume diverse
food because they could be envied. Socioeconomic Survey (2013:37) also reported that farmers in

Ethiopia are more likely to sell high-value food grains and consume more of low-value food grains.

Atsede key-informant stated that most households in the study area were reluctant to consume
cabbage. The cabbage was thought of as food for the poorest of the poor and could convey the
message that the household had finished the cereals. Thus, she stated that most households remain
without eating cabbage out of fear of such labeling although it was available in their field. Also,

Atsede explained the challenge to convince the mothers to have fruit consumptions as follows,

Mothers are not willing to make their diet diverse even during pregnancy, even
though we continuously thought them to do so. Purchasing fruits and vegetables
while selling ‘teff” is something a joke for them. They want to use it for other needs.
They perceive the consumption of vegetables and fruits as not have great health
benefits (Atsede Getanew, health extension worker).

Another key-informant Zewditu elaborated on the problem as more evident among the Highlanders
irrespective of relative prosperity and fertile land. She described that most of the mothers in the
study area had nutrition knowledge but they did not apply it. For Zewditu the problem was the
domestic burden that most mothers had. She defined that mothers were busy with a domestic task

and spend less time on preparing diverse food. In her words, Zewditu stated that,

The root cause of the problem lies in the mother’s burden with the domestic task.
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Domestic tasks in the community were only the mother’s business and it is difficult
for mothers to take care of the child, prepare diverse nutritious food, and perform
household chores simultaneously. Lack of resources, particularly in our site
[Maserut kebele] had a minimal role in determining community feeding habits.
Look...for example, most people here [Maserut Kebele] have cereals, vegetables,
and animals. However, they do not consume what they produce except Shiro, a

staple food in the area (Zewditu Lebey, health extension worker).

Regarding this, some mothers reported that they prepare Shiro as a staple food to reduce the
domestic burden because ‘Shiro’ ingredients stay fresh for a prolonged time once it is prepared
and stored which minimizes their burden to prepare and travel to market. Food items other than
Shiro were less likely to stay for a long period while stored. It was not easy to travel for three to
four hours on average to purchase food items since markets were located distantly. ‘Shiro’ was
also stated time-saving food for mothers busy with domestic tasks. Therefore, mothers do not
spend more time on preparing ‘wot’ ingredients if they prepare ‘Shiro’. For instance, one mother,

Denasew Alebegn, described the reason for using ‘Shiro’ as a staple household food as follows:

......... we prefer to prepare Shiro because ‘Shiro’ as ‘wot’ ingredient stays for a
prolonged time once it is prepared. We cannot frequently go to the market for the
purchase of food items. We have more tasks at home and the market is located far
from us. Hence, we purchase peas used for a long period and prepare ‘Shiro’ as

‘wot’ (Denasew Alebegn, 28).

The group interview participants revealed that the domestic burden also has an impact on food
quality. They stated that the food quality by single mothers was better compared to that of married
mothers. Married mothers are busy with a household task and do not spend more time on cooking
alone. They prefer to cook immediately and food easy to cook. In this regard, the group participants
mentioned a proverb related to the quality of food by single mothers and indicate the influence of
house chores on the quality of food made. The proverb was “hA¢ 7177 hop ¢ P09 [literally

meaning that as gebeta (large round tray) was chosen for a dinner table, also for ‘wot’ prepared by
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a single mother (galamota)]. The proverb indicates the role of domestic burden in feeding
preference. Single mothers with less domestic burden were likely to prepare a special ‘wot’
although their feeding frequency was reported low. On the other hand, this might be a means to
attract the partner for single mothers.

Metsehet a key informant, had shown how mothers in the study area face challenges from their
husbands to feed children nutritious food. She stated that there were fathers who were not happy
when mothers provided special food to children though this was not confirmed by an in-depth
interview. It might be that mothers were not willing to provide such disagreeable information about
their husbands, considered as disrespect to their husbands. However, group interview participants
have argued that food was made by the husband’s preference. Metsehet described husbands feeling
when children are provided with special food while they were not, as follows,

Some husbands were not happy when a mother purchases vegetables, fruits, and
eggs to feed the child. He [husband] thought that she [the mother] was
familiarizing the child to strange things which the child would require to access
every day. This was, however, costly and inaccessible for a rural household. Thus,
the husband perceives such a thing as teaching rudeness for children. In addition
to this, some husbands were not okay with providing special food for children while
they were not provided. For instance, if the mother starts to feed child an egg while
providing ‘Shiro’ to the husband, he would get angry and say to her “fAE Q4
ANBHT A22A0 T ILPATT 17 AFOLALNT [literally it means, your child is a
husband. You feed him an egg to make him grow soon and strong, and get me to

hit) (Metsehet Birara, nutrition professional).

The statement is indicative that better food should be given to husbands, not to children. The
perception among husbands is if the child gets adequate food she/he will not be willing to accept
family order and even might resist. Generally, traditional cultural practices resulted in a low
frequency of consumption of nutritious foods and animal source foods in the study area. Animal

source food was found to have a variety of micronutrients including vitamin A, vitamin B-12,
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riboflavin, calcium, iron, and zinc. These micronutrients are the building blocks of tissue and are
important for a biochemical pathway (Headey et al., 2017:2). When the body has insufficient
intake of these nutrients, a child will not physically develop. Generally, this supports the views of
the social ecology model that health behaviors are shaped through a complex interplay of
determinants at different levels, especially by cultural and social values. In this study, feeding
practices and preferences were influenced by traditional values, norms, and social support

networks.

4.4.2. Pregnancy, Fasting, and Food Consumption

Fasting requires restricting food consumption. Fasting in Ethiopian Orthodox Tewahedo Church’s
dominant religion in the study area requires restriction from consuming nearly all kinds of animal
products for an extended period per year. Therefore, mothers were likely to restrict food in the
study area. But, dietary restrictions encountered by a child in his or her early growing years; the
child’s exposure to fasting in utero, hampers his/her growth potential. Cognizant of this, this study
has examined the mothers fasting frequency both during pregnancy and the non-pregnancy period

and their food consumption behavior. Fasting was found common in the study area.

Among 273 mothers who participated in the survey, the vast majority (94.1%) of mothers had
fasted during the last 12 months, while the least proportion (5.9%) was not. Similarly, fasting was
found common in the study area even during pregnancy. 91.2% of mothers had fast during their
last pregnancy (pregnant of a stunted child) whereas 8.8% were not. Regarding the meal frequency
during fasting (consumption of non-animal product food), all of them (94.1%) stated that they had
a meal two times a day regardless of their pregnancy status. That is they would have only lunch
and dinner per day. This finding is in harmony with the finding by Brainerd and Menon (2015)

who revealed that religious practices influence child growth in South Asia.

Since the vast proportion of mothers had fasted during their last pregnancy, it means they abstained
from eating nearly all animal products and consumed twice a day during their last pregnancy. The

commonness of fasting in the study area might be associated with a predominance of Orthodox
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Christianity. There is a high number of fasting days commemorated by the Ethiopian Orthodox
Church which may have repercussions on the nutritional status of the community. Ethiopian
Orthodox Church requires fasting (abstaining from eating nearly all animal products) between 100
and 220 days per year. During in-depth interviews, mothers have shown that it was common to
fast every fasting commemorated by the Orthodox Church in the study area. They reported that
stopping fasting because of pregnancy is not thinkable. Doing such a thing is indicated to result in
labeling by community and mocking. The mother will be labeled as deviant and secular. Thus, in
fear of such labeling a mother, whether she likes or not would fast. For instance, one mother

described the situation as follows,

....... I don’t want to disappoint my God. Besides, I don’t want to be odd in the
community by breaking fasting. My neighbors will sarcasm on me because it is
considered as wrongdoing (Haymanot Tefera, 31).

Her statement was indicative of the mother’s ability to resist cultural influence. She indicated how
religious and cultural values influence maternal food intake. Haymanot prefers to fast rather than
to disappoint her God and get mocked by community members. The key informants and group
interview participants have also revealed the influence of religious and cultural values on mothers
fasting during pregnancy. For instance, Metsehet Birara nutrition professional described mothers

fasting during pregnancy as follows,

We [health professionals] are very sad about that [mothers fasting during
pregnancy]. We don’t recommend them to fast during pregnancy. We usually teach
them that it is bad both for herself and a child’s health. However, they [mothers]
do not pay attention to our recommendation. In this community, cultural and

religious influences on fasting are strong (Metsehet Birara, nutrition professional).

The statement is indicative of how health workers get challenged in their attempt to convince
mothers not to fast during pregnancy where religious and cultural values are strong. This might

suggest what kind of intervention mechanisms should be adopted in such areas.
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Besides, Metsehet stated the mother’s strong adherence to religious values associated with fasting
during pregnancy. She described that the mothers state they were not going to break the fasting for
unborn baby (in the fetus), the baby whom they haven’t seen born. This is a manifestation of
cultural values in fasting. In one case, the statement ‘unborn baby’ indicates mothers were not
certain that they will have a safe delivery and a healthy child. In the other case, if the delivery was
not safe and she loses a child it would be double lost, loss of baby and blessing. Atsede health
extension worker has described the thought behind fasting during pregnancy in the community as

follows,

Mothers, in this community, believe that by fasting God’s help would be with them
during their delivery. They thought if they stop fasting during pregnancy their
delivery would not be safe. It is presumed that God would punish them on the
delivery. They say he [God] would protect us, so have to fast (Atsede Getanew,

health extension worker).

Nevertheless, this is indicative of the influence of organizational-level factors such as churches on
feeding practice and preference. And, it is in line with the assumptions of the social ecology model
of organizational-level factors like churches, community organizations, and stores constrain or
promote behaviors through rules, regulations, policies, and structures. Also, it indicates the
influence of community norms, another macro-level factor on feeding practices and preferences.
Mothers indicated that they fast in fear of labelings and mock from the community because failure

to do so is considered wrong among the community members.

4.4.3. Child Breastfeeding Practice

Speaking to the child breastfeeding frequency one mother Atalel Alemnew stated that,

| breastfeed my child when she gets to cry. If she is silent or got sleep, | am happy

that | can continue with my house chores (Atalel Alemnew, 27).
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Sahle community health facilitator during key informant’s interview has associated higher stunting
prevalence in the study area to widespread infrequent child feeding practice. In her words, Sahle

stated that,

For me, the economic factors have minimal impact on child stunting in this area
[Zegay Dabza]. Rather, the main factor contributing to child stunting was
inappropriate child feeding practice. That is, most of the mothers in the setting
don’t breastfeed their child hourly. If the child is slept for five consecutive hours
mother’s don’t wake up and don 't breastfeed the child. Rather they are happy that
they can perform their household tasks freely. If the child is to breastfeed, it has to
cry. In addition to this, mothers don’t prepare special food for children. They
provide food similar to what they consume. It would be either injera with Shiro or
Kik (split yellow peas in a mildly spiced stew) wot (Sahle Fikre, community health

facilitator).

Sahle attributed the greater role in determining to stunt to the feeding habit than economic factors.
Another key-informant Zewditu, stating the commonness of infrequent child feeding associated
the problem to the caregiver’s work burden and gender division of labor. According to her, mothers
are busy with household tasks and don’t remember to breastfeed/feed the child. That is mothers
forget to breastfeed their child hourly, they remember to breastfed/feed when the child gets to cry.
Thus, what determines their child feeding frequency is more of the availability of assistance with

domestic tasks. In her own words, Zewditu described it as follows,

| think one of the problems associated with these [low child feeding frequency] is
the fact that child feeding is the sole responsibility of the mother. However, mothers
are so busy with house chores. The domestic task in this area is solely the business
of women. Hence, mothers fed the child when they cry. Thus, for me, the higher
prevalence of stunting in this area is more to do with the domestic burden on

mothers (Zewditu Lebey, health extension worker).
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Thus, Zewditu indicated the role of gender-based division of labor and the patriarchal nature of
society in determining the nutritional status. Mothers have the responsibility to conduct household
chores, care for the child, and at the same time to help the husband with the farming. The sole
responsibility of husbands in the study area was farming. And, thus, mothers lack time to provide
appropriate care and nutrition for the child. Therefore, gender-based division of labor resulting in
caregiver time constraint has affected child linear growth, affecting feeding frequency alongside
with lack of awareness. In this regard, Nordang et al. (2015) identified increased mother’s work
associated with stunting among under-five children in rural Rukwa, Tanzania, affecting child
feeding frequency; IFPRI (2016) recognize having a competent adult caretaker as critical to a
child’s nutrition and health, especially in the first year of life. These findings are in harmony with
the works of Aguayo et al. (2016), who found that stunting was significantly more common in

children who were not fed a minimum number of times per day.

45.  The Level of Stunting and Utilization of Maternal Healthcare Services

Various studies had revealed the use of modern health care during pregnancy positively associated
with child height (Deshmukh et al. 2013:216, Das et al. 2008:216, Aoun et al. 2015:140). They
found when mothers avail antenatal and postnatal services and delivered at the health centers, the

lower the prevalence of chronic malnutrition.

Table 4.9. Cross-tabulation of the level of stunting and utilization of maternal healthcare

Indicators Moderate Severe

Frequency | Percent | Frequency | Percent
Visit a health Yes 112 55.7 33 45.8
facility for ANC No 89 44.3 39 54.2
service Total 201 100 72 100
Total 112 100 33 100
Visit health facility Yes 85 42.3 22 30.6
for PNC service No 116 57.7 50 69.4
Total 201 100 72 100
Place of birth Home 136 67.7 51 70.8
Health center 65 33.3 21 29.2
Total 201 100 72 100
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Regarding the degree of stunting and healthcare utilization, both the severe and moderate stunting
decreased with the increase of maternal healthcare service utilization. As shown in table 4.9, the
prevalence of severe stunting was highest among mothers who did not use ANC and PNC services,
54.2% and 69.4% respectively. Regarding the place of delivery, children born not at the hands of
physicians formed the vast majority (70.8%) of severely stunted children, while children born at
the hands of physicians constituted nearly 30% of severely stunted children. the findig is in
harmony with that of Bwalya et al. (2015:122) showed in Zambia children whose mothers

delivered at a health facility were less likely stunted than those whose mothers delivered at home.

Contrary to this, the chi-square test has shown the level of stunting and visits a health facility for
PNC and ANC services independent of each other (Asymp. Sig. 0.08, Sig. 0.1), respectively. This
might be due to the least number of mothers attended both ANC and PNC services in the study
area. The finding contradicts with that of Bwalya et al. (2015) found that the more the mothers had
ANC and PNC attendances, the lower chronic malnutrition. It is stated that the services received
during antenatal attendance might help mothers to take care of their children. Similarly, postnatal
clinic attendance might help mothers to obtain knowledge on diet, regain strength, and get the

child immunized.

Table 4.10. Test for association between the level of stunting and healthcare utilization

Independent variables*Degree of stunting Value Approx. Sig.
ANC Visit Phi .087 149
N valid cases 273
PNC Visit Phi .106 .080
N valid cases 273
Frequency of ANC visit Phi 077 .652
Gamma 137 711
N valid cases 145

The findings between the degree of stunting and visits to ANC and PNC services were not
statistically significant (p>0.0.5), and the association is also weak (phi 0.09 and 0.10), respectively.
A statistically insignificant and tinny association was also found between the mother’s frequency
of ANC visit (phi .07, G=.14). This might be associated with limited access to healthcare services.
The findings support the findings in Halaba Woreda, Southern Ethiopia by Ersino et al. (2018),
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who showed no association between access and utilization of health-nutrition services (ANC

attendance, number of ANC visits, place of delivery), and child stunting.

Below is the reasons obtained through interviews for not using maternal healthcare services in the

study area.

4.5.1. Reasons for not Utilizing Maternal Health Care

Recognizing the significant and positive contribution of the use of maternal care to child
development requires scrutinizing the question that why mothers in the study area did not use
maternal health care services especially antenatal care service. Table 4.11 describes the reasons
behind the mother’s non-use of antenatal care services. The information was obtained from 128

(46.9%) mothers who did not use antenatal care during stunt child pregnancy.

Table 4.11. Reasons for not availing ANC service

Reasons for availing ANC service Frequency Percent
Not wanting to go 10 3.7
Long-distance to the health facility (reported) 75 27.5
Lack of awareness 13 4.8
Not wanting to go and long distance to the health facility 30 10.9
Total 128 46.9

Long-distance to health facilities were identified as the main factor that hinders mothers from
availing antenatal care services. As measured by the hour it took to arrive at the health facility, all
of them 27.5% out of 46.9% reported that it took them beyond three hours to arrive at the health
facility. It is challenging for pregnant mothers to travel hours to avail of maternal health care
services. Even during the postpartum period, it would not be simple to carry a child and go to
distant health centers. WHO (2016:75) describes long distance to health centers means children
were less likely to receive treatment during illness and benefit from micronutrient

supplementation. Lack of health facility also means mothers were less likely to take the child for
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immunizations.

Mothers who participated in in-depth interviews (especially lowlanders) also indicated a long
distance to the health centers as a factor for not availing maternal health care services. For instance,

a woman living in lowland described the challenge to access the health centers in their locality as
follows,

Here in lowland, there is no such thing called a health center. It is very uncommon
for us [lowland people]. We don’t have any exposure to modern health institutions.
We know they [health centers] are available in the Highlands. However, we don’t
go to the highlands to use health care services because it is too far and tiresome. It
might take us six to seven hours on foot. Moreover, transportation is not available

and the path is also full of ups and downs. It is a road covered by mountainous and
gorges (Fasika Wubet, 25).

Fasika also mentioned a lack of transportation services in the area which further makes access to
health services hard. Another woman from the lowland illustrated access to maternal health care
services as follows,

I haven'’t attended either antenatal or postnatal services for stunted child
pregnancy because there is no health center in our village [the lowland]. We have
to travel to the highlands to access the health centers. However, it is a half-day
journey on foot. Hence, it is hard for a pregnant woman to travel for half a day and
access maternal health care services (Felek Demle, 35).

Health extension workers during key informant interviews stated that lack of availability of health
centers in lowland areas was one of the main reasons for mothers not using maternal health care
services. For instance, Atsede described the situation as follows,

A woman from the lowland has to come to highland early ahead of two weeks for
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delivery if she has to deliver at health centers. This is because lowland mothers had
to travel even beyond a day on foot to access the health centers. However, going to
the highland is possible only if she or her husband had relatives living there
[Highland]. Unless, she had nowhere to rest and give birth (Atsede Getanew,

health extension worker).

Moreover, group interview participants explained the lack of awareness and not wanting to go to
health centers as the main reasons for not delivering at health facilities. They revealed that mothers
were not willing to show their body (reproductive organs) to a physician or nurse, whom they call
strangers. Furthermore, they stated that mothers relate safe delivery to the will of God rather than
medical help. In addition to long-distance to the health centers and lack of awareness among
mothers, a key informant added a lack of permission from their husbands to visit health care centers

as a reason for mothers not using maternal health care services.

Metsehet reported that some husbands do not allow their wives to go to health centers and some
mothers visit health centers secretly. She reported that young husbands, especially from the
lowland, do not want their wives to visit health centers because they want to have a baby
immediately after marriage. This way they think that they can prevent the increasing flow of young
wives to the cities because unless a woman gives birth she is likely to leave for the city. Therefore,
husbands consider every visit to health facilities as an attempt to use family planning. Hence, they
did not allow them to visit. Therefore, giving birth is considered as the glue for sustaining a

marriage.

However, this was not confirmed during in-depth interviews. This may be due to the unwillingness
of mothers to provide such personal information for a male investigator. The reasons provided for
not using health care services support the idea of the political economy model and the social
ecology model. That of the political economy model, the study participants, especially highlanders
were devoid of health centers, whereas according to the social ecology model it was found multiple

factors, cultural, affected health-care utilization.
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4.6. The Level of Stunting and Maternal Empowerment

In this study, the majority (80.6%) of severely stunted children were also originally from mothers
married early, less than eighteen. Mothers first married at the age above eighteen constituted only
19.4% of children severely stunted. Similarly, the majority (80.2%) of the mothers ask for
permission from the husband to go to a health center, a market, and public gatherings. Among 273
survey participants, 64.8% had no social support, while the remaining 35.2% had support with
domestic tasks. Thus, the majority conducted household chores, including childcare, by
themselves. 93% mothers currently living with husband, 245 (89.7%) mothers reported they were
not kicked or slapped by their husbands in the last 12 months. Mothers who participated in in-
depth interviews have also prominently reported the end of beating women by husbands in the

study area.

However, this study have showed women in the study area were less likely to make decisions by
themselves about major household purchases and the use of money. That is, for 71.3 % of the
mothers who participated in the study, the decision on the major household purchases was made
by their husbands. The decision on the use of money was exclusively left to the husbands. Only a
small proportion (6.3%) of the mothers decide on the use of money in the household. Group
interview participants have also mentioned the limited maternal power in deciding on major
household purchases and the use of money. They indicated that women participated less in
household purchasing and the use of money. For instance, group interview participants stated the

experience in the study area as follows,

We [husbands] decide whether we have to buy oxen or gun, and they [wives] decide
on the purchase of pepper and salt. They [wives] have nothing to do with this (Male
household head, group interview participant).

According to their statement, women’s decision power is limited to the purchase of domestic items
such as onion and peppers. This also means husbands are less concerned about the purchase of

food for household consumption. Women were not in a position to decide on large household
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purchases. It is indicative of the position women have in society and the pervasiveness of the
gender-based division of labor in the study area. The participant stated the purchase of gun and

oxen, relatively major purchasing’s in the study area, are left to the husbands.

Table 4.12. Cross-tabulation of the level of stunting and maternal empowerment indicators

Indicators Moderate Severe

Frequency | Percent | Frequency | Percent
Mother’s age at first <13 71 35.3 26 36.1
marriage 13-18 88 43.8 32 44.5
>18 42 20.9 14 19.4
Total 201 100 72 100
Decide on household Mother 21 11.2 3 4.5
purchase Father 131 69.7 50 75.8
Jointly 36 19.1 13 19.7
Total 188 100 66 100
Decide on the use of Mother 15 8 1 1.5
money Father 153 81.4 59 89.4
Jointly 20 10.6 6 9.1
Total 188 100 66 100
Decide on health care Mother 39 20.7 8 12.1
Father 76 40.4 43 65.2
Jointly 73 38.9 15 22.7
Total 188 100 66 100
Able to go to healthcare, Yes 31 16.5 4 6.1
market, and gatherings No 157 83.5 62 93.9
Total 188 100 66 100
Kicked by their husbands Yes 8 4.3 1 1.5
in the last 12 months No 180 95.7 65 98.5
Total 188 100 66 100
Have assistant with Yes 93 46.3 3 4.2
domestic tasks No 108 53.7 69 95.8
Total 201 100 72 100

The cross-tabulation output revealed there is an association between maternal empowerment and
the degree of stunting in the study area. Both severe and moderate stunting was found lowest if
mothers have the right to decide on household purchases, the use of money, their health care, and
able to go to market, healthcare and public gatherings and had an assistant with domestic tasks.
And, households, where a decision on purchasing, use of money and maternal health care was

made by husbands formed the majority of children severely stunted, 75.8%, 89.4%, and 65.2%
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respectively. Moreover, these households formed the majority of moderately stunted children. The
prevalence of severe and moderate stunting in households mothers was not able to go to healthcare,
market or social gatherings without the permission of husbands was 83.5% and 93.9%,
respectively. Thus, the prevalence of both severe and moderate stunting was found highest among
households where women were devoid of decision making power and, thus, indicated maternal

empowerment as the most important factor in determining the level of stunting.

The findings are broadly in harmony with that of IFPRI (2016:10) report stating women living in
communities where less value is placed on women’s well-being than men may find that
reproductive health services for women are unavailable. These circumstances make it difficult to
undertake the caring practices that are in their children’s best interests. They also hamper women’s
ability to provide adequate care for themselves, further undermining their ability to give adequate
care to their children. Furthermore, mothers with the right to decide on their health care can visit
health centers for maternal health care services and when the child gets sick. Autonomous mothers

devote to their nutrition and resist social and cultural challenges (IFPRI 2003).

Even if the vast majority of mothers with stunted children were found not experienced domestic
violence in the last 12 months, this study, however, found that domestic violence is associated with
the level of stunting. Almost all (98.5%) of severely stunted children were from mothers
experienced domestic violence in the last 12 months. Another important determinant factor was
having assistants with domestic tasks. The mothers without assistance with domestic tasks formed
95.8% of children severely stunted and 53.7% of moderate stunting. Lack of social support means
that mothers were very busy with domestic chores and could not provide adequate childcare and
support. This means they were less likely to feed the child and themselves quality food promptly,

keep the child clean and ensure child health. All these influences on child linear growth potential.

The lack of assistance with domestic tasks was largely due to their young age, small family size,
and the inability to hire a maid. Young parents were less likely to have a child big enough to do
domestic chores and help the mother. The finding support that of findings by Cetthakrikul et al.
(2018). Cetthakrikul et al. (2018:7) stated the reason behind the higher prevalence of stunting in
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an affluent area of Bangkok was a limited time mothers have for childcare due to the nature of
their work and the nuclear-family characteristic of most households in Bangkok, where little or no
support from relatives is provided to mothers. In the study by Ersino et al. (2018) the majority of
the study participants had six household members, the work-burden of women did not show a
significant association with child nutritional status. The important role of gender in underlying
maternal and child nutrition was not emphasized in the National Nutrition Program in Ethiopia
focusing on dietary factors. Concerning the availability of assistance with domestic tasks, one
mother, Fasika Alemnew, explained the burden of lack of social support in the domestic task as

follows;

I don’t have anyone who supports me with domestic tasks. Two of my children are
very little and unable to do the domestic task. It is solely my responsibility. Since
my kids are little, I also conduct the field task sheep grazing in addition to domestic
chores. | wake up early in the morning and perform house activities such as
preparing breakfast or making coffee. Then after, my husband goes to the field and
| take two of our sheep bought by a credit to graze while carrying my younger child.
| graze them [sheep] until midday and come back to home and then engage with
domestic chores. And, again, | return to graze late afternoon. It is very difficult to
handle (Fasika Alemnew, 26).

Fasika stated that she engages in both domestic and field tasks because her children were not
capable to graze sheep, a field task. She described how challenging it is to engage in both activities.
The double burden makes her less able to prepare adequate food and provide adequate childcare
because she cannot spend more time in preparing food and childcare. Moreover, during sheep
grazings, she carries a child exposed to sun and wind, which could affect the child’s health. Fasika
made it clear that domestic tasks are solely left to women. Hence, the time provided to child-
rearing and simulation is limited. Thus, domestic tasks and lack of social support affected

childcare.

In a chi-square test, the level of stunting have shown highest dependence with mothers having

assistance with domestic tasks (Asymp. Sig. 0.00) followed by variables mother’s decide on their
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healthcare (Asymp. Sig. 0.02) and ability to go to healthcare, market, and social gatherings without
asking permission from husbands (Asymp. Sig. 0.03). That is, severe stunting decreases as mothers
have an assistant with domestic tasks, able to decide on her healthcare, and able to go to healthcare,
market and social gatherings without permission from husbands. But, the test provided that the
variables the level of stunting and deciding on household purchase independent with each other
(Asymp. Sig. 0.3). The chi-square test has also shown there is independence between the degree
of stunting and mother’s decision on the use of money and experienced domestic violence in the

last 12 months (Asymp. 0.2, and 0.7), respectively.

Table 4.13. Test for association between the level of stunting and maternal empowerment

Independent variables*Degree of stunting Value Approx. Sig.

Mothers age at first marriage Phi .016 .966

Gamma -.025 .831
N valid cases 273

Decide on household purchases Phi 100 .282
N valid cases 254

Decide on the use of money Phi 121 155
N valid cases 254

Decide on mother’s healthcare Phi 217 .002
N valid cases 254

Assistance with domestic tasks Phi .389 .000
N valid cases 273

Mother’s ability to mobile Phi 133 .034
N valid cases 254

Experience domestic violence in the Phi .028 .660
last 12 months N valid cases 254

A statistically insignificant and tinny association was found between the mother’s age at first
marriage (phi 0.01, G= -.03) and the degree of stunting. A gamma of -.03 indicates the relationship
between the mother’s age at first marriage weak and negative. The level of stunting remains
moderate when the mother’s age at first marriage increases. Early married mothers were not mature
enough physically and mentally. They were also more likely to give birth to low-birth-weight
children and growth retardation. This is not in harmony with the findings of Efevbera et al.
(2017:13) identified girl child marriage as a risk factor for early childhood development and
stunting in sub-Saharan Africa using data from 37,558 mother-child pairs. Cetthakrikul et al.
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(2018:7) found the advanced age of mothers at the time of delivery lowered the probability of

stunting.

The results of Phi test have also shown a statistically not significant association (p>.005) between
the level of stunting and mothers decision on household purchases and the use of money. This is
in contrast with the findings of IFPR (2003) stated mothers who have the autonomy to decide on
household resources allocation/expenditure devote a greater proportion of resources to child-
centered expenditures and vice-versa. However, a statistically significant association (p<0.05)
between the degrees of stunting and mothers decision on their healthcare, having assistants with
domestic tasks, and mothers ability to mobile. In this study, for the majority, it is a husband who

decides on their health care.

The findings of the association between deciding on mother’s healthcare and the degree of stunting
was moderate (phi=0.2). Mothers with the right to decide on their health care can visit health
centers for maternal health care services and when the child gets sick. This is broadly in harmony
with what findngs of IFPRI (2016). According to IFPRI (2016:10) report, women living in
communities where less value is placed on women’s well-being than men may find that
reproductive health services for women are unavailable. These circumstances make it difficult to
undertake the caring practices that are in their children’s best interests. They also hamper
women’sability to provide adequate care for themselves, further undermining their ability to give
adequate care to their children. The relationship between mothers with assistance with domestic
tasks and the degree of stunting was statistically significant (p=0.00). The Phi Coefficient (0.04)
indicates there was a strong relationship between the degree of stunting and having assistants with

domestic tasks.

There was also a significant (p<0.05) and slightly moderate relationship (phi 0.13) between the
degree of stunting and mother’s ability to move to market, healthcare, and public gatherings
without asking permission from their husbands. The study supports the statements of IFPRI (2016).
IFPRI (2016:11) stated that disempowered women are less allowed to visit relatives, go to markets,

and social gatherings. As a result, they were less likely to be exposed to new social and health and
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nutrition knowledge. They also have little social support and more likely to be malnourished, sick,
or injured as a result of violence. Maternal permission to go to the market may allow for possible
interactions and information exchange with people outside the family circle. Going to the market
could potentially provide a forum for the exchange of information that helps a mother to gain
knowledge and advice which is beneficial for care, feeding or nutrition advice for children’s health
(Shroff et al., 2009:70).

Finally, the findings of the relationship between experienced domestic violence in the last 12
months and the degree of stunting were found statistically insignificant and very weak relationship
(phi 0.03). This might be due the small prevalence of domestic violence in the study area. This
finding contradicts that of Sobkoviak et al. (2012:109) reported the poor growth of Liberian
children is due to mothers experiencing sexual domestic violence. In general, maternal
empowerment status reflect the idea political economy model hold that is, women tend to endure
greater social and economic disadvantage than men, have restricted access to health-care services
and suffer poorer health as a result. The political economy model views inequality between men
and women contribute to higher disease burden among women. Women’s lower status is also
associated with community norms and values towards them. This assumed social ecology

community norms and values affect behavior at play with women’s status and thus child growth.

Variables found statistically significant in a bivariate association test were also included in a logit

regression model to examine if there is a relationship or not.

Table 4.14. Logit model output

Variables B S.E. Wald df | Sig. | Exp (B)

Child age -.667 378 3.117 1 077 513
Mothers age -.769 .603 1.627 1 .202 463
Household size -1.770 409 | 18.742 1 .000 170
Own fruit trees (1) - 712 704 1.024 1 312 490
Source of food 6.722 2 035

Source of family food (1) 767 .667 1.324 1 250 2154
Source of family food (2) -.563 .753 .559 1 455 570
Mothers feeding behavior during pregnancy .999 485 4,242 1 039 2717
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?{;)p consuming certain food during pregnancy | 1.638 537 9.292 1 002 5.143
Decide on mother’s healthcare 10.095 2 .006

Decide on mother’s healthcare (1) .657 .666 974 1 324 1.929
Decide on mother’s healthcare (2) 1.722 .549 9.836 1 .002 5.596
Mothers able to mobile (1) -1.365 T72 3.124 1 077 255

Mothers with Assistant with domestic tasks (1) 3.304 823 | 16.101 1 .000 27.218

a. Variable(s) entered on step 1: chilage, momage, HHsiz, ownFrtTree, SrcFFD, Feeddurpreg,
StopFood, DcidMoHIth, Ablego, and Assistant.

According to the logit regression test, a statistically significant relationship (p<0.05) was found
only between the severe stunting and household size, source of family food consumption, maternal
food consumtion behavior during pregnancy, stop consuming certain kind of food during
pregnancy due to cultural reasons, decide on maternal healthcare, and mothers having assistance
with domestic tasks. However, a statistically insignificant relationship was found between the level
of stunting and child and mothers age, own fruit trees, and mother’s ability to mobile without
asking permission from husbands.

The odds of the level of severe stunting decreases by .170 times as household size increases. The
odds of severe stunting also decreases by .570 times when the source of household food
consumption was purchasing and children from households whose source of household food
consumption was own farm were 2.154 times more likely to be severely stunted. Children from
mothers whose food consumption behavior during pregnancy was less than usual were 2.7 times
more likely to be severely stunted. Moreover, the odds of being severely stunted was 5.14 times
higher for children from mothers stop consuming certain kinds of food during their pregnancy,
indicating a strong positive relationship between the two variables.

The odds of being severely stunted decreases by 5.6 times for children whose mothers were able
to decide on their healthcare, indicating there is a significant moderate negative relationship.
Above all, the odds of being severely stunted for children significantly decreases by 27.3% when

their mothers have assistants with domestic tasks, strong relationship.
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CHAPTER FIVE

SUMMARY AND CONCLUSION

This research was intended to scrutinize what factors, other than biological, environmental, and
demographic factors, were at play in influencing under-five child stunting status in Meket Woreda.
To this end, the study investigated the role of socio-economic, cultural, and gender-related factors
in influencing child stunting status. It specifically examined how lack of resources, food insecurity,
lack of health centers and maternal health care service, low mothers status and traditional feeding
habits underlie child stunting, intending to examine the contribution of each of these to child

stunting.

To this effect, primary data were collected from 303 mothers having a stunted under-five child in
selected health posts of Meket Woreda through a questionnaire survey and in-depth interviews.
Key informant interviews were held with four health professionals working in health facilities and
two woreda officials from health and agricultural offices. One group interview was also held with
the community and religious leaders, mothers, and male household heads. This section presents a

summary of the study’s major findings and its conclusion.

The majority of children stunted were males and the age group 11-21 months. The research found
some of the maternal and household attributes were unlike the findings by previous studies. Most
of the stunted children were from young married mothers, male households and families with less
than four members including number of siblings in the household. In this context, the present study
showed that it is the quality of co-operation between husband and wife, and the possibility of
support from other family members that matters more than the marital status. Mothers in female-
headed households have a smaller domestic burden and have more time to childcare and simulation

which plays an important role in child growth and development.

The study found that the majority of households did not have enough farmland and livestock for
food security. The land shortage was partly associated with not participating in the 1997 land
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redistribution campaign due to their young age. Most of them owned less farmland than the
regional average and did not possess enough oxen to plow independently. As a result, they were
forced to engage in sharecropping and day labor, which resulted in heavy workload and instability.
Moreover, they produced cereals for not more than six or seven months from the harvesting time.
Thus, it exposed them to stress, food deficit, and poor living conditions. The study found that even
though eucalyptus tree ownership is common in the study area, most of the households with stunted
children did not own both fruit or eucalyptus trees and beehives. However, regarding housing,
most of them were found living in a house with eucalyptus with mud-plastered walls and tin roofs.
Food was available only seasonally, after the harvest. Thus food shortages were common during
the planting season from April to September. This is partly due to the shortage of land and
dependence on subsistence rain-fed agriculture. The larger part of the diet in Meket District is
obtained from locally produced foods.

The study revealed that household and maternal food habits were influenced by local religious
customs and traditions relating to feasts, fasts, and food-taboos. In this regard, the role of economic
factors in influencing daily staple food was minimal. Regardless of food availability, households
consumed Shiro as a staple food which is perceived as appropriate for rural people. Thus, they did
not prepare diverse meals from what was available at home or from the market. Having special
food regularly would also result in a mocking by neighbors. Mothers are also challenged by
husbands, who complain that children get special food but not feeding the same food for husband.
As a result, household food and feeding habits were characterized by a lack of dietary diversity,
low consumption of animal food sources and vegetables and dependence on cereals-based

complementary and staple foods.

The study also found that mothers’ dietary intake did not change during pregnancy. Mothers in the
study area did not follow the recommended food intake during pregnancy. A significant number
of the mother’s lost appetite and experience nausea during pregnancy. Because of the lack of
alternative foods and the absence of physicians for consultation, mothers eat ready available and
easy to make nutrient-poor food when experiencing loss of appetite and nausea due to pregnancy.
Moreover, some mothers had stopped eating certain nutrient-rich food during pregnancy for

cultural reasons. However, stopping eating certain food for cultural reasons was not found during
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the lactation period. Furthermore, the study revealed that religion has influenced food habits. It is
common to fast during pregnancy and the majority of mothers said to fast in fear of punishment
from God during delivery and mocking from the community. The study also revealed that stunted
children were fed irregularly and were provided mostly with cereal type foods. Children were not
provided a meal unless they cried. Similarly, although children were breastfed for a prolonged
period it was infrequent. These are partly due to the mother’s domestic burden and lack of

awareness about timely child feeding practice.

Mothers’ utilization of maternal health care services was also low. This is attributed to the long
distance to the health centers and not wanting to go to the health centers. In this context, low land
areas of the study area lack health centers. As such, patients have to travel for long hours to access
health care services. Also, mothers prefer to deliver at home because they do not want to open
their bodies to physicians or nurses, which they call strangers. Besides, mothers do not have trust

in the modern health system as they trust more in God.

This research revealed the low status of mothers of stunted children. Most mothers of stunted
children married at an early age and lacked basic education. They couldn’t decide on major
household purchases, the use of money, and their health care. Their purchasing power is limited
to basic food items and for the majority, it is husbands who decide on their health care. They also
have to ask for permission from husbands to go to the market, health centers, and social gatherings.
In addition to childcare, women are normally responsible for a wide variety of time-consuming
domestic activities. Men are not normally a source of substitute childcare and women find it
difficult to obtain such care from other women. This is a consequence of the low value placed on

women’s caring activities and leisure time.

The study indicated the vast majority of children were moderately stunted. However, the severity
of stunting has increased with a decrease in child age and higher among male children. The
children born of young mothers are at increased risk for severe stunting. It is also found that
children born of mothers educated have less prevalence of severe stunting. In contrast to the

common understandings, severe stunting was found not associated with household size and the
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presence of more than one toddler in the household. Additionally, the prevalence of severe stunting
was found highest of households that consume family food from ‘own farm’. However, the level
of stunting has not shown a significant difference among households with and without agricultural
land and livestock ownership. Also, children from households who did not own fruit trees and live

in a hut were found at increased risk of severe stunting.

A significant association was found between the prevalence of severe stunting and the reduction
of food consumption during pregnancy. This study also revealed that children born not at the hands
of physicians also constituted the majority of children severely stunted. But, both ANC and PNC

visits were found statistically insignificant effect on severe stunting.

This study showed that severely stunted children were from mothers subject to early marriage and
without decision making power on the use of money and their healthcare. Severe stunting declined
as maternal age increases and mothers can decide. Specifically, the logistic regression analysis has
shown that severe stunting has a significant relationship with the mother’s ability to decide on the
use of money at the household. Furthermore, the results generated by the logistic regression model
show that mothers without assistant with domestic tasks showed a significant relationship with the
occurrence of severe stunting. Finally, it is found that the majority of children severely stunted
were primarily from mothers kicked by their husbands and not able to go to healthcare, market,

and gatherings without permission from husbands.

For the most part, the findings of this study supported the theoretical framework of the study. As
discussed in Chapter Two, the theoretical framework of this study indicated that poverty, food-
insecurity, lack of access to health centers and utilization of maternal health care services,
inappropriate feeding habits, and mother’s low status can influence child stunting status. But some
variations are observed; the study uncovered that alongside the presumed factors, households with
a stunted child were not in absolute poverty, severe food shortage, and did not consume diverse

foods regardless of their availability in the home.
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The findings of the study have proved the sociological postulate which states that a society’s
culture and social structure affect health. It highlights the significance of economic, social, cultural
and/or gender factors impacting at multiple levels such as individual, household and community
in determining malnutrition. The lowland part of the Meket District lacks health centers and the
physical infrastructure and rampant poverty. Community traditions and customs, including
religious values, influenced feeding habits, especially in the highland part of the district. In this
study, shortage of land, absence of livestock, distance from the household to the health centers,
seasonal food insecurity, wrong eating habits, early marriage, and lack of mother’s autonomy and
social support have been logically connected to demonstrate how they influence the child

nutritional status.

The findings of the study support the argument that the reduction of stunting requires human and
social development (people). There should be an emphasis on food and nutrition security,
sustainable agriculture, health and education and women empowerment alongside nutrition-
specific support. However, there should also be a focus on ending a family legacy of malnutrition
since it has strong intergenerational effects. The focus on stunted families can kindle the influence
of parental nutritional status on childhood stunting and fasten the intervention process. Hence,
there is a need for studies with a focus on intergenerational influences, including the
intergenerational cycle of poverty and malnutrition. Besides, there should be a study including
both households with stunted children and without a stunted child who will fill the void left by this
study. To fail to protect young children at the critical ages of their growth and development is to
wreak lasting damage on a whole generation, the results of which may well have effects on

economic development and welfare for decades ahead.
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Appendix A. Questionnaire Prepared for Mother’s/Caregivers having Stunted
Children Under-five.
Preamble

Dear respondent! My name is Misganaw Getachew. | am a graduate student at Addis Ababa
University, Department of Sociology. Currently, | am conducting a thesis on the study entitled
‘Socioeconomic Basis of Child Stunting: Wealth, Culture, and Gender’. The study is part of the
requirements for completion of the degree of Masters of Arts in Sociology at Addis Ababa
University. This questionnaire is thus developed to obtain information on your socioeconomic
background, access and use of health service, empowerment indicators, food security status, and
food habits and feeding preferences. Your accurate and truthful responses are very crucial for the
success of the study. Bearing this in mind, | kindly request you to provide honest and accurate
responses for each question. I would like to assure you that the information you provide will be

kept confidential. Thank you in advance for your time and cooperation.

Segment 1: Certification and Identification

1.1. Interviewer’s Name: Signature:

1.2.Supervisor’s Name: Signature:
1.3.Date (DD-MM-YY)
1.4.Respondent’s Kebele Name:

1.5. Questionnaire ID Number:

General Instruction for Interviewers. In filling the answers please write the number
corresponding the respondent’s choice in the box provided in front of each question. For questions

without a box, write responses in the spaces provided in front of those questions.

Segment 2: Socio-Demographic background

1. What is the sex of the stunted child? (1=Boy, 2=Girl)...............c. oo, []
2. How old is the stunted child? ............cooimiiii e []

(1=<10 mo., 2=11-21mo, 3=22-32 mo., 4=33-43mo., 5=44-59 mo).

2. What is your current marital Status? ...........c.overiuiiiriniiitiiiie e ]
(1=Never married, 2=Married, 3=Divorced 4=Widowed)

xi



4. How old are you? (1=Less than 20, 2=21-30, 3=above 30)..........cccevivirirnnnn. []
5. What is your religion? (1=Orthodox, 2=Muslim, 3=Protestant, 4=Other)................ []
6. Who is the head of the household? (1=Husband, 2=Wife)......... .........ccceieiiiinnnn. []
7. How many people usually live in your household? (1=>4, 2=4 to six 3=<6).........[_|
Segment 3: Household resource index
8. Does any member of this household own any agricultural land? (1=Yes, 2=No)......... []
9. If yes to question No.8, how many ‘Temad’ of agricultural land did this household own?
(1=1-2, 2=3-5, 3=More than 5) ...........cccoeuiinieiiiieieee e []

10. Does this household own any livestock, herds, other farm animals, or poultry? (1=Yes, 2=No)

11. If yes to question 10, how many of the following animals does this household own? (Write

the amount in number in the boxes in front of each question)

a) Cattle, milk cows, 0Xen OF DUIIS...........ccoveiiiiiiiee e []
b) Horses, donkeys, or Mules. ........couiiiiiiiiii e []
) GOALS ... ittt []
Q) SR . .o []
) Chicken or other POUITY.........ccv o []
) BEENIVES. ...ttt sttt ee []
12. Does this household own fruit trees? (1=Yes, 2=NO0) ...ocvvviiiiiiiiiiiiiiieeeeees []
13. Does your household have eucalyptus trees? (1=Yes, 2=N0) ....cc.ovvviiviriiiniinnnnnn.. []
14. In what kind of house do you live? ..o L]
1=House with eucalyptus walls treated with mud plastered and tin roof
2=Hut 3=others specify
15. What is the main source of family food for this household? .............................. []
1=0Own production, 2=Purchasing,

3=Assistance from govt/NGO, 4=others specify
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16. What amount of grains stored in the last 6 mo.? (In quintals)

17. What type of cereals does this household produce in the last 6 mo?

Segment 4: Health-related questions

18. Did you see any health care personnel for antenatal care during the last pregnancy? (1=Yes,

19. If yes to question 18, how many times did the last child receive antenatal care during this

pregnancy? (1=1-3times, 2=3-5times, 3=>6tiME).........cevvuiririririninininaininnns. []
20. If No to question 18, what is your reason? (Multiple response possible).................... []
1=Not allowed going to the doctor =~ 2= Lack of money 3=Not wanting to go

4= Long distance to the health facility 5= Lack of awareness 6= other, specify

21. If your answer to question 20 is a long distance to the health centers, how long would it take
D MOUTS Y . []

1. One hour 2= Two hours 3= Three hours 4= More than three hours

22. Did you see any health care personnel for postnatal care for this pregnancy? (1=Yes, 2=No)

............................................................................................................ ]

23. If yes to question 22, how many times did the last child receive postnatal care?
(1=1-3times, 2=3-5times, 3=61ME) ......oeuiririrerininininiiiienaneeenannnn []

24. If no to question 22, what 1S YOUT T€ASONT .......uviriiittiit et eiete e eeeaaennn []

1=Not allowed going to the doctor =~ 2= Lack of money 3=Not wanting to go
4= Long distance to the health facility 5= Lack of awareness 6= other specify
25. Where did you deliver the stunted child? (1=home 2=health center 3=other, specify).....[ ]

26. Are you covered by any health insurance? (1=Yes, 2=NO).......coovviiiiiiniiiinnnnn. L]
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27. If no to question 26, why are you not covered by health insurance?

Segment 5: Food-habit measurements

28. Did your household face severe food shortage during the last year (12 months)? (1=Yes,

2N 0) et []
29. If Yes for question 28, how did your household cope with the food shortage during the last
YEAr (12 MONTNS)? ...viviiiiiiciccce ettt b ettt besa b e b []

1= Sell livestock, household or personal (jewelry) items 2= Eat fewer meals
3=Eat smaller meals 4= Eat “famine foods” (wild plants)

5=Receive famine relief food 6=get assistance from relatives or neighbors

7= other (specify)

30. How was your food consumption pattern during your last pregnancy? ................... []
1=More than usual 2=Same asusual  3=Less than usual (usual refers to non-pregnancy period)

31. If your answer for question No-30 is less than usual, what was your reason?

32. Did you stop eating certain foods during pregnancy for cultural reasons? (1=Yes,

33. If Yes for question No-32, what Kkinds of foods did you stop to eat?

34. Did you stop eating certain foods during lactation? (1=Yes, 2=NO)........ccvvvriiininnnn... []

35. If your answer for the question No. 34 is yes, what are those tabooed foods?

36. Did you fast in the last 12 months? (1=Yes, 2=N0).....ccooiiiiiiiiiiiiiiiiiee []
37. If Yes for question 36, how often per day do you eat during fasting periods? ............. []
1=0nce 2=Twice 3= Three times 4=other (specify)

38. What foods do you avoid during fasting?

39. Did you fast during your last pregnancy? (1=Yes, 2=N0O) .....ccvvviiiiiiiiiiinnnnannn.. []
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Segment 6: Maternal empowerment indicators

40. What was your age at first marriage (in complete years)..........coeeveeeiriinieennennn.. []

41. What is your education Status? ................c.ouuiuiineriiniiiiiee e, []
1=No education 2=Primary education 3=Secondary education 4=College education

42. Do you work for cash? (1=Yes, 2=N0) ..ot e []

43. Do you own any agricultural land either alone or jointly with your husband? (1=Yes,

27N 0) e []

44. Do you own any farm animals either alone or jointly with your husband? ................ []

45. Who decides on the use of mONey? ........oouiiiiiiiiiii e []
1=Both parents 2=The father 3=The mother

46. Who usually makes decisions about making major household purchases? ................ []
1=You 2=Husband 3=Jointly

47. Who usually makes decisions about health care for you? (=You, 2=Husband, 3=Jointly)

.......................................................................................................... ]
48. Can you go to the market, to the health center, and social gathering without permission from
your husband? (1=Y€S, 27N0). ... .vuviee e []
49. Did your husband ever kick, or slap you in the last 12 months? (1=Yes, 2=No) ........ []
50. Does someone assist you with domestic tasks? (1=Yes, 2=No) .........ccevieieiiennn.. []

51. If Yes to question 50, who assists you with domestic work? (Multiple response possible)...[ ]
1=Household member 2=Servant 3=Neighbor

Segment 7: Breastfeeding and weaning condition

52. For how long did you breastfeed your last child? (1= <3mo. 2=3-6 mo. 3=>6 mo.)........ []

53. What weaning foods did you give the child? (Multiple response possible).................. []
1=Porridge 2= Injera 3= Nothing  4=others, please specify

Thank you very much!!!
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Appendix B. Interview Guide for In-depth interview with Mothers/Caregivers
Having Stunted Children.

Hello, my name is Misganaw Getachew. I am doing my thesis for my Master’s Degree in Sociology. 1

would like to thank you in advance for meeting me today.

In our discussion, | aim to comprehend your socioeconomic background, existing situation of food security,
access to and use of health services, and feeding practices and preferences. | am trying to discover how
deep child stunting is rooted in a lack of health services, poverty, food insecurity, and inappropriate food
habits and feeding practices. Moreover, | am trying to understand the common characteristics that

households with stunted child share in common related to the above variables.

Thus, considering my interest, you should be able to see why | am asking most of the subsequent questions.
If you have other information that you think is important and that | have not asked you please feel free to

share it with me.

Please be aware that you have the right to refuse to participate in the study and answer any particular
question. Your accurate and truthful responses are relevant to the success of the study. | promise and
guarantee you the discussion between you and I will be kept confidential.

1. Identification

1.1. Interview NO.
1.2. Date of Interview:
1.3. Beginning of time:

1.4. Termination time:

2. Demographic Variables
2.1. Fictitious name

2.2. Age

2.3. Marital status

2.4. Educational status

2.5. Religion

2.6. Head of the household

2.7. Age at first marriage
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2.8. Number of educated individuals in the household
3. Access to and use of health care services

3.1. Availability of health care centers (Probing questions: Is health care center available in your
locality? How long does it take to access health care centers? Are health personnel available?)

3.2. Health care utilization behavior (Probing questions: Have you ever visited the health care
center? Where did you deliver your child? Did you seek advice or treatment for ANC and postnatal
facility? How often? Did you take your child for immunization? Did you take your child for
treatment if feel sick? Do health personnel provide door to door service? What is the main

challenge to utilize health care services?).
4. Household resources

4.1. Household income (Probing questions: Does this household head or you have a source of
income? How much per month? Do you and your household members have any type of loan? Do

you need to pay interest for the loan?)

4.2. Household house amenities (Probing questions: Does this household own any household
facilities? Do you have jewelry? What is the material your house is made from? Do you have
separate rooms for children?)

4.3. Household livestock ownership (Probing questions: Does this household own livestock? What
are they? How many are they? Are they enough for farming? If they are not enough for farming,

what mechanism do you use?)

4.4. Household land ownership (Probing questions: Does this household own land? How much
‘Timad’ of land do you own? Is it sufficient for a living? If not sufficient, what do you do for a

living? Do you have vegetables? Do you have pulses?)

4.5. Households access to and use of services (Probing questions: Does this household access
health care service in the face of illness? Does this household send children to school? Does this

household have access to the market? How long is the distance to urban centers from your home?

Can this household make food purchases? Do you have access to microfinance and credit service?
What are the main challenges to access those services (health, education, market, food purchase,

agricultural inputs, irrigation and credit service)?
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5. Food security and food habit

5.1. Household existing food-security status (Probing questions: Is this household self-reliant in
food production? Is what you produce enough for a household? Did your household face severe
food shortage during the last year (12 months)? How did you cope? In which season is the food

shortage severe? Do you have enough food for your child?

5.2. Household feeding habit (Probing questions: Does this household eat together? How often per
day does this household eat? How often per day do children eat? What foods do children eat
commonly? Are children prohibited from eating some foods? What is the reason? How do you

portion children’s food? To whom is better food given in the family?

5.3. Household feeding preference (Probing questions: What food does this household commonly
eat? Does this household eat food according to preference? Did you stop eating certain foods
during pregnancy and lactation? What are those foods? Who decides about the type of food to be

cooked? What does your child like to eat? Do you provide them what they like to eat? )

5.4. Food consumption behavior (Probing questions: Does this household consume products from
own cattle? Does your household consume products from own chickens? Does this household
consume own cereals produced by household/given as assistance or prefer to sell? What is your

reason? When do you eat foods like meat, milk and milk products and vegetables?)

5.5. Fasting and feeding (Probing questions: How many times do you fast in the last 12 months?
What food do you stop during fasting? How often per day do you eat during fasting? Do you fast
during pregnancy and lactation? How is your eating pattern during pregnancy period?)

5.6. Breastfeeding and weaning (Probing questions: For how long did you breastfeed your last
child? Why? When do you breastfeed? How many times per day do you breastfeed your child?
What weaning foods did you give the child? Why? At what age does your child start weaning?)

6. Mother’s Empowerment

6.1. Do you have someone who supports you (Probing questions: Whom do you give to your child
when you go to the workplace, market or social gatherings? With whom do you leave? How many

hours do you stay leaving your child? Did your child get food/breast milk during your leave time?).

XViii



Appendix C. Interview Guide for Key informant Interviews
1. In-depth interview with woreda officials

Hello, my name is Misganaw Getachew. | am a graduate school student at Addis Ababa University,
Department of Sociology. Currently, | am researching the impact of poverty, food insecurity, and
lack of access to the health facility, maternal empowerment and food habits on child stunting. |
would very much appreciate your participation in the study. Your genuine information is very
relevant to the success of this study. Whatever information you provide will be kept strictly

confidential so I require you to respond to the questions frankly.
1. Identification

1.1. Code given to an interviewee

1.2. Position

2. Main Issues

2.1. Health centers availability (Probing questions: How many health care centers are available in
the Woreda? How many health care providers are available? Are available health care centers and
health personnel’s sufficient for all people in the woreda? Are the Health Extension Workers and
Agricultural Extension Support providers available in each kebeles? How many?)

2.2. Food security in the woreda (Probing questions: Where is the woreda placed in terms of food
security? What are the main livelihood strategies of households in the woreda? How many people
in the woreda are food-insecure? How many people in the woreda are covered by productive safety

net program?
2. In-depth interview with health and agricultural professionals

Hello, my name is Misganaw Getachew. | am a graduate school student at Addis Ababa University,
Department of Sociology. Currently, I am researching the impact of poverty, food insecurity,
access and use of health care, maternal empowerment and food habits on child stunting. | would
very much appreciate your participation in the study. Your genuine information is very relevant to
the success of this study. Whatever information you provide will be kept strictly confidential so |

require you to respond to the questions frankly.

XiX



1. Identification

1.1. Code given to an interviewee

1.2. Position

2. Main lIssues (Health Professionals)

2.1. Health professional’s perception of socioeconomic predictors of stunting in the area (Probing
questions: Why is the area vulnerable to stunting? What socioeconomic, cultural and gender-

related factors do you think are particularly associated with child stunting in the area?)

2.2. Health center accessibility and health care utilization (Probing questions: Does this
community have access to health care facilities? Do you provide nutrition education? How do you
explain the mother’s health service utilization in the area? Do mothers regularly visit health care
centers for ANC and postnatal services? Could you tell me about the food habits of the

community?)

3. Main Issues (Agricultural Extension Workers)

3.1. Food productivity of the area (Probing questions: How do you explain the area in terms of
food production? What is per capita crop production of the area? How fertile is the land? How
prone is the area to drought, degradation and climate change? What are commonly produced

cereals in the area?)

3.2. The food security status of the area (Probing questions: Where do you put the area in terms of
food-security status? Are people in this area self-reliant in terms of food production? What is the

main source of family food in the area? How is the price of food in the area?)

3.3. Access to agricultural services (Probing questions: Do you provide Agricultural Extension
Support for households? Does the community have access to irrigation and modern agricultural

inputs?
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Appendix D. Group Interview Guide with Mothers/Caregivers, Household heads, and
Community and Religious leaders.

Good morning/afternoon! My name is Misganaw Getachew. | am conducting this study entitled
‘Socioeconomic Basis of Child Stunting: Wealth, Culture, and Gender’. The study is part of the
requirements for the completion of the degree of Masters of Arts in Sociology at Addis Ababa
University. You are selected to participate in this discussion because of your position on the issues
related to the study. In this session, points related to the community’s access and utilization of
health services, the situation of women’s status, and sociocultural factors influencing food habits
and feeding practices in the community will be raised and discussions would be followed. To
achieve the objectives of this research, your active participation is essential. | thank you in advance

for sacrificing your precious time to participate in this discussion.

Point of discussion
e Do women go to health care centers for ANC facility?
e What is the main challenge in accessing health care service?
e Do women own land, livestock, or poultry?
e Are women free to go to market, health care center without permission from husbands in
this locality?
e Do women decide on major household purchases?
e Do women and children eat together with families?
e Do pregnant women fast? Should they?
e Do women feed the same amount with men/husband

e What are the common sayings (proverbs) related to women and child feeding habits?
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