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Abstract

Background: Women in the postpartum period are more concerned about their weight status and
frequently practice unhealthy weight control methods. However, little is known about the practice
of unhealthy weight control among postpartum women in Ethiopia.

Objectives: To investigate the prevalence of unhealthy weight control practices and related facors
with postpartum weight status and body image dissatisfaction among postpartum women in Addis
Ababa, Ethiopia.

Methods: A health facility-based cross-sectional study was conducted among 640 postpartum
women from 6 months to 9 months postpartum period from randomly selected public health centers
and private maternal and child medical centers. Unhealthy weight control practices were assessed
by using the 12 item self-reporting tool with the reference period of 30 days. Body image
dissatisfaction was measured by using 8 items Evan & Dolan Body Shape Questionnaire. Bivariable
and multivariable logistic models were fitted to identify predictors of unhealthy weight control
practice while controlling for possible confounders. The results are presented using adjusted odds

ratio (aOR) with the respective 95% confidence interval (CI).

Results: The prevalence of unhealthy weight control practice among postpartum women in the past
30 days was 38.3% (95%CI: 34.4-42.2). Factors that were associated with unhealthy weight control
practices were Perceived overweight (aOR = 7.68; 95%CI: 2.01-29.38), being overweight
(aOR=6.48; 95%CI:1.86-22.53), having only one child (aOR = 2.98; 95%CI: 1.63-5.45), being a
single mother (aOR=5.94; 95%CI: 2.13-16.55 and having body image dissatisfaction (aOR=1.16;
95%Cl: 1.11-1.21). Further reported peer (aOR = 2.96; 95%CI: 1.56-5.62), husband/dating partner
(aOR =2.63; 95%CI: 1.44-4.82) and social media (aOR = 4.79; 95%Cl: 2.22-10.33) influences were
associated practice of unhealthy weight control practices.

Conclusion: Unhealthy weight control practice are commonly among post-partum women in Addis
Ababa. To address the problem, programmatic and severe provision related attentions should be
given attention.

Keywords: unhealthy weight control, postpartum women, eating disorder, Ethiopia
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1. INTRODUCTION

1.1. Background

Postpartum is a period from delivery of the placenta until the return of the reproductive organs to
their normal non-pregnant state. In humans, the postpartum period generally lasts for six to eight
weeks (1, 2). However, because of the long persistence of much physiological change now it is
recommended to extend the period to one year (3). The postpartum period, is characterized by
physiological and metabolic adjustment that foster return to a pre-gravid state. In this period, women
become susceptible to physical and psychological complications, including unhealthy weight status
and body image dissatisfaction (4). Cultural, psychological, and economical factors also put
postpartum women on to unbalanced diet with a greater risk of overweight or obesity. Many women

perceive this body shape and size change negatively, causing in body image dissatisfaction (5, 6)

Weight control practices include engagement in weight loss, gain or maintenance attempts (7). These
weight control practices are divided into healthy, unhealthy, and extreme which is life-threatening
(8, 9). Healthy weight control behaviors could include exercise, eating less fat, and increasing fruit
and vegetable intake ((9, 10). Healthy weight control practice that recommends for postpartum
lactating women is the combination of a healthy diet and exercise (11). On the other hand, unhealthy
weight control practices are a departure from the recommended weight loss strategies. The common
unhealthy weight control strategies are fasting for more than 24hours, eating small amounts of food
than usual, using a food substitute, skipping meals, and vigorous exercise. Extreme weight control
practices include use of drugs which suppress appetite, laxatives and diuretics and induced vomiting
(9, 12,13). Nowadays, such practices are not limited only to high income countries and adolescents,

it is also affecting postpartum women in low and middle income countries (12, 14-16).

Many factors may predispose women to practice unhealthy weight control activities. This may
include body image dissatisfaction (14, 17-22), which mainly relates to pregnancy-related weight

change, postpartum weight status, and weight retention (6, 18). Weight misperception,



socioeconomic status, race, culture and ethnicity, social pressure, and some demographic factors

including age and marital status are other predisposing factors (14, 23).

Studies show that overweight and obesity among women is increasing globally and also in low and
middle-income countries (27,31,32). Analysis from Ethiopia Demographic and Health Survey
(EDHS) data found that the prevalence of overweight/ obesity of adult women in Addis Ababa shows
rapid growth; which was 19.9% in 2011 and it became 29.4% in 2016 (33, 34). Based on the same
data analysis shows that, between 2000 and 2011, the prevalence of overweight and obesity
increased by 28%, and urban obesity raised by 43.3% (28). Other studies also shows the increasing
burden of overweight and obesity among women in Addis Ababa and other cities in Ethiopia. Based
on the study that has been done in Hawasa city, the prevalence of overweight including obesity
among adult women was 36.4% and in Addis Ababa among civil servants it was about 27.9% (29,
35). The Common effects of unhealthy weight control practice on postpartum women are depression
(24), eating disorders (13), and breastfeeding difficulties (24-27).

In order to design effective intervention, first we need to understand the extent of unhealthy weight
control practice and factors that lead postpartum women to engage in it. Therefore, it is necessary to
study the magnitude and predicting factors of UWCP among postpartum women in Ethiopian

context.



1.2. Statement of the problem

The prevalence of weight control attempts is directly related to the increasing prevalence of
overweight and obesity and it is more common in high-income countries. However; nowadays the
problem of overweight and obesity is not limited to those countries, it also getting increased among
low and middle-income countries like Ethiopia (1, 28, 29). In the postpartum period majority of
women attempted to lose weight. In this period weight loss attempt reaches about 70% to 82% (16,
30), the use of excessive exercise range from 2.1% to 25%(16, 18), fasting reaches about 73%, using
dietary pills about 8.3% (16), %, self-induced vomiting 2.6%, and laxative and diuretic misuse about
2.6 % (18).

Studies show that overweight and obesity among women is increasing globally and also in low and
middle-income countries (27,31,32). One of the main contributing factor for overweight and obesity
of women is pregnancy-related weight gain and postpartum weight retention (36). As a result,
women in the postpartum period experience high dissatisfaction with their weight and body shape
(17, 22). Study shows by 4 months postpartum, 70 % of women were attempting to lose weight and
many of them experience food restraint such as food avoidance and adherence to specific food rules
(30). Women who are less satisfied with their body shape and weight have mostly used unhealthy
weight control strategies; this experience puts them at a risk of developing eating disorders and
depression (23, 24). In addition, weight misperception, depressive symptoms, and socioeconomic
status are found to be other contributing factor to engage in different unhealthy weight control
methods (14).

The extreme unhealthy weight control practices are indicators of eating disorder symptoms (13, 24).
This practice among postpartum women may result in maternal and child health complications.
Extreme obsession of lactating women in loss of weight, mostly result in decreased intention to
breastfeed (17). Lactating women who devote their time to experience UWCP fail to get the
recommended daily allowance of energy and other nutrients. As a result they may not have sufficient
energy available to breastfeeding their infant (37). They are less likely to breastfeed their children
and more difficult to interact when feeding those, because of this infants are smaller than those of

mothers without eating disorders (24-26).



Postpartum women with high body image dissatisfaction and weight concerns were more engaged
in unhealthy weight control practices and all these practices have a great impact on the development
of postpartum depression and anxiety symptom which is an important health concern that affects the
health of mother and child. Depression among mothers affects the child’s early mental growth and
development to a large extent (21, 23, 38). Extreme weight control practices may also be a cause
physically damaging and life-threatening problems, causing osteoporosis, dental erosion,
gastrointestinal problems, kidney damage, and cardiac abnormalities, which combined with higher

suicide risk, result in elevated mortality (39).



1.3. Significance of the study

The problem of overweight and obesity among reproductive age women is not limited to high income
countries, it also becoming a problem in low income countries like Ethiopia. With the increasing
burden of overweight and obesity; weight loss concern among women become highly trained. In
Ethiopian context most postpartum women start to move out for work and for other social reasons
after 6 months. In relation to this, different factors push postpartum women to practice unhealthy

weight control practices.

The problem of unhealthy weight control practices are not only limited in the adolescent period, it
also becomes highly prevalent among postpartum women and women in the reproductive age group
in both developed and developing countries. However; most studies are focused only on unhealthy
weight control behavior among adolescent and there are limited number of studies among

postpartum women while this period is critical period in the lives of mother and babies.

As my knowledge the magnitude of unhealthy weight loss practices and related factors among
postpartum women has not been yet studied in Ethiopia. This study was therefore aimed to assess
the magnitude of unhealthy weight control attempt and its association with postpartum weight status

and body image dissatisfaction among postpartum women in Addis Ababa, Ethiopia.

The finding of this study could be used to know the extent of weight lose attempt behaviors of
postpartum women in Ethiopia and to identify the risky practices they take to control their weight.
It also helps to develop strategies to address those factors associated with unhealthy weight lose
attempt of postpartum women. In addition, the result of this study could also use to design and
implement prevention strategy and to promote healthy weight control strategies as a result, it will

promote maternal and child health.



2. LITRATURE REVIEW

This section summarizes literature from worldwide, continental, and national levels about the
prevalence of unhealthy weight control attempts and factors associated with unhealthy weight
control attempts. It includes studies done among the general population, adolescents, adult women,
and postpartum women. It also includes a conceptual framework that shows the predictors of

unhealthy weight control practices; which drives from different kinds of literature.

2.1. Prevalence of unhealthy weight control practice

In most studies reviewed the included unhealthy weight control behavior are long hour fasting,
eating small amounts of food than usual, using a food substitute like powdered and special drink,
skipping meals, more exercise, excessive smoking and the extreme weight control practices include
using drugs that suppress appetite, self-induced vomiting and using laxatives and diuretics
(14,15,18).

The prevalence of UWCP is directly related to the prevalence of overweight and obesity. With the
increasing overweight and obesity problem, studies show the increasing prevalence of weight control
attempt both healthy and unhealthy in the low and middle-income country (1, 14, 38). Most studies
are focused on the adolescent period and there are only a few studies done on postpartum women
with unhealthy weight control attempt prevalence (15,16,18,30).

Those available studies done among postpartum women reveal that, women in this period are not
satisfied with their weight and shape, and this leads them to weight loss attempts (15, 34). Many
postpartum women who attempt to lose weight do not use the recommended weight-loss strategies,
rather they use the unhealthy even extreme weight control methods. A commonly used weight
control method is dieting which is changing the way of eating for weight loses. Laxatives and
diuretics misuse also practiced by women (15, 16, 18, 30).

A study in the US reported that at 4 months postpartum 70 % of women were trying to lose weight
and this is also related to decreased weight satisfaction. The Satisfaction and Dieting Scale was used
in this study to assess dieting behavior and weight satisfaction (30). Similarly in Qatar high



proportion of postpartum women at 6 month postpartum period engages in some form of unhealthy
weight control practice; 73% by fasting or crash dieting, 25% excessive physical exercise, and taking
diet pills about 8.3% (16). Among Australian prim-parous postpartum women, 16.3% stated that
they had dieted since the birth of the baby, while 18.4% indicated that they were currently dieting.

The women who dieted had both lower weight and shape satisfaction (15).

The study done among disadvantaged Brazilian postpartum women shows the figure of different
unhealthy eating behavior among 4th -5th month postpartum women by using Eating Disorder
Examination Questionnaire (EDE-Q) and inappropriate eating behavior assessment. Based on the
study result, the prevalence of self-induced vomiting 2.6%, laxative misuse 1.9%, diuretic misuse

0.7% and excessive exercise was 2.1% (18).

Data analysis from a national survey in the US in 1999 and 2004 shows that; the prevalence of weight
loss attempts among adult women is 43.6 % and 37.6% respectively, this is about twice that of men.
Only 19.4% and 34% of them use recommended weight loss method which is a combination of
eating fewer calories and 150 minutes or more leisure-time physical activity in the respective years.
Others use unhealthy weight loss strategies like skipping meals, eating food supplements, joining a
weight loss program, taking a diet pill, taking water pills or diuretics, fasting for > 24 hours, taking

laxatives, and vomiting (12, 40).

According to the report from the population study done in Brazil, the prevalence of both healthy and
unhealthy weight control attempt among women was 30.8%. The most common methods they used
were dietary control and physical activities. However, 12.8% used some substance with the aim of
weight loss. The most commonly used substances were teas it accounts about 8.7% followed by the
drug which was 7.3% (41). In South Africa among 15 years and older adults; 12.1 % of participants
are attempted to lose weight, from the total participant 9.2% of participants reported using
medication, supplements, or other products to lose weight. Increasing water intake and drinking hot
water to lose weight in this study accounts for 9.2 % (42). Similarly in Togo, weight loss attempts
among adults reached about 40% (43).



The prevalence of weight loss attempts among adolescents is also high. A cross-sectional study
among university students in Beirut shows 7.8% of female students use extreme weight loss practices
within the preceding 3 months (44). Similarly among South African female university students
64.8% attempt to lose weight (8).

In Addis Ababa, Ethiopia, 30.8% of high school female adolescents were engaged in unhealthy
weight control practices (14). In this study, they use self-reported weight control practices of
adolescents in the previous 30 days and those who practice at least one methods in a week was
considered as UWCP. Skipping a meal, eating less amount of food, and doing excessive exercise
which is more than 1 hour per day is the most commonly used weight control method. This study
reveals the hidden and unrecognized burden of the problem (14). Another study in Addis Ababa,
Ethiopia by using EAT-26 Questionnaire, found 8.6% prevalence of eating disorder among
adolescent (45). From the above studies, we can understand that the concern of weight control and
the use of unhealthy weight loss practices becoming an increasing problem among postpartum
women, adolescents, and adult women. Even though the studies done in Ethiopia was conducted
among adolescents, other studies which was done in other low and middle-income countries among
postpartum women have reveal that the problem was not limited to adolescents and the western
population (1, 10, 16, 18).

2.2. Factors associated with unhealthy weight control attempt

There are so many predictors of unhealthy weight control practice. From different studies done in
the general population and postpartum women, we can divide these factors into two; individual
factors which include physical and psychological factors, and socio-cultural factors which include
demographic and socio-economic factors. This section will focus on these individual and social

factors associated with unhealthy weight control practice.



2.2.1 Individual factors

2.2.1.1 Body image dissatisfaction

Many studies shows that because of pregnancy related physiological change most women are not
satisfied with their weight and shape after having a baby. They have a desire to return quickly to
their pre-pregnancy shape and weight status and it leads them to engaged in different weight loss
attempts ((30, 46).

A qualitative study among postpartum women reveals that many postpartum women are shocked,
surprised and disappointed with their changed body shape and weight (17). Other studies which was
done among postpartum women also shows women’s dissatisfaction with their postnatal body
weight and shape is significantly associated with dieting and other unhealthy weight control
behaviors (15, 39, 46). Similarly Turkish women in the first year postpartum period show middle
level body image dissatisfaction and it correlated negatively with women’s age and birth number by

using Body Image Satisfaction(BIS) tool (10).

In US 23.6% of adult women are not satisfied with their body size which is about twice of men and
those women who are not satisfied with their body size are more likely try to lose weight (20).
Similarly other study in US shows increasing scale of body image dissatisfaction from 0-1 month to
9 month postpartum significantly. The body image dissatisfaction among them predicts the practice
of some unhealthy eating behavior. Body image dissatisfaction also positively associate with shame,
guilt, and depressive symptom; and negatively associated with self-compassion and marital
satisfaction (21, 30).

Similarly; another study which was done in Australia shows that women describe more body
dissatisfaction during postpartum period than the pregnancy time (19). In Qatar postpartum women
shows great body image dissatisfaction by using Body Shape Dissatisfaction score measurement and
the body image dissatisfaction relates with increased prevalence of unhealthy dieting behaviour to
lose weight (16). Another prospective study among disadvantaged population in Brazil shows that
the postpartum period is more risk for weight and shape concern than the pregnancy period. This
excessive concern with body shape and weight push them to engage in unhealthy dieting behavior
(25).



The study done in Ethiopia also reveals, about one third of female adolescents were not satisfied
with their body shape. This study use body part satisfaction scale to measure body dissatisfaction.
Body image dissatisfaction was associated with engagement in unhealthy weight control practice
especially the middle torso dissatisfaction (14). Similarly in many countries, high level of body

image dissatisfaction push adolescents to practice unhealthy weight controls (8, 47, 48).

2.2.1.2 Body weight misperception

Weight status misperception is defined as the disagreement or mismatch between an individual’s

actual weight status and their perceived weight status (49).

Most women in the reproductive age group show a discrepancy between their real and ideal weight
with preference to be slim, because of this they engage in both healthy weight control and unhealthy
food restriction strategies (10, 15, 16, 30, 36). A systematic review which includes 68 articles found
strong association between overweight perception and weight control attempts. Perceived
overweight was related with higher eating disorder but the direction of overweight perception and

the development of unhealthy weight control practice was unclear because of the study design (13).

Another nationwide population-based survey among Korean women shows a high prevalence of
weight misperception and which is strongly associated with different kind of healthy and unhealthy
weight control methods. Older women mostly underestimate their weight and less interested in
weight loss activity and on the other hand younger women overestimate their weight and more
interested in weight loss attempts (50). Weight misperception mostly overestimation has been found
to be associated with more unhealthy weight control behaviors (38, 50, 51).

The study done in South Africa shows, adults those who attempt to lose weight their perceived
weight is greater than the ideal weight and they had greater body size dissatisfaction. From the total

participant 9.2% of participants reported using some form of unhealthy weight lose methods (42).

Cross-sectional study among Chinese female adolescent found that 46% of participants
misperceived their weight status and 4.2 % of the total sample attempt to lose weight. Among those
20.2% were trying unhealthy weight control methods. From this study weight misperception was
associated with practicing different unhealthy weight control methods (52). Similar result is found

10



in Korean, USA African American, Latino, and White Youth, Saudis female college age students
and in South Africa community survey (9, 47, 53). On the other side, there are no significant
differences in weight reduction behaviors between Thailand females those who have correct
perception and misperception of being overweight (54).

In Ethiopia among female adolescents, over weight perception was higher and it was significantly
associated with engagement in unhealthy weight control practice. Because of this many underweight

and normal weight female adolescents were engaged in UWCP(14).

2.2.1.3. Current weight

The actual body weight status is another predicting factor of unhealthy weight control. In the
postpartum period, weight characteristics are their current postpartum weight and weight retention
after giving birth (21). The weight retained after pregnancy is the difference between postpartum
and pre-pregnancy weight. This change makes women to dissatisfied by their body weight and shape

and it may leads them to practice unhealthy weight control attempts practice (21, 48).

The study done among Korean women shows that; their perceived weight is more associated with
weight control attempts than their actual weight status. However; an overweight and obese woman
shows high weight control attempts, compared with normal weight women. Unhealthy weight

control practice was more practiced by obese women(50).

In Qatar, obese and overweight postpartum women shows high body dissatisfaction and unhealthy
dieting behavior than normal weight women (16). Similarly a prospective study among Brazilian
disadvantaged population shows that eating disorder symptoms was high among women who has

excessive weight gain during pregnancy and weight retention at 5-5"" month postpartum (18).

Another study among many race groups of adolescents in US shows that; those adolescents with
large body size has negative body perception and it is directly related with weight lose attempts (47).

In Ethiopia high proportion of overweight female adolescents are more engaged in UWCP than the
normal weight and underweight adolescents, it shows that 85.5% of overweight adolescents were
engaged in UWCP (14). Similarly other studies among adolescent also show the effect of high BMI
on practicing different type of weight loss practices (44, 47, 52, 55).
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Most of the studies reviewed show that actual weight status was associated with unhealthy weight
control practice. Overweight and obese women are more prone to practice unhealthy weight control
practice than normal and underweight women, even if weight misperception is more predisposed

women to unhealthy weight control practice,

2.2.2. Socio-cultural factors

2.2.2.1. Socioeconomic factors

From different studies there are two different arguments on the relation between body dissatisfaction,
engagement in unhealthy weight control methods and socioeconomic status. Some found that
women and adolescent from high socioeconomic status have many sources of information and more
influenced by media. They are close to westernization culture and it leads them to have weight
misperception, body image dissatisfaction and engagement in unhealthy weight control practices
(14,56,57). On the others hand, researchers discuss that people in the high socio economic status
have an access to get the proper information on healthy weight status and healthy weight control
practice (10,18,47,58).

Adult women in US from high Socio economic status have more weight concern and practicing
healthier weight control practices. Unhealthy dieting practices, on the other hand were more
practiced by women in low SES group (58). Similarly the study among youths in Minnesota from
different ethnic group reveals that higher SES was associated with positive body perception and
fewer weight loss attempts (47) . On the other hand in Sweden and British, adults with higher SES
group mostly perceive themselves as overweight. They try to lose their weight by more dietary
restrictive and physical activity (56, 57).

A prospective study done among disadvantaged postpartum women in Brazil argued that, their low
socioeconomic status are predisposed them to worse mental health and body dissatisfaction; it leads
them to unhealthy dieting behaviour (18). On the other hand Turkish postpartum women with high
SES also have high satisfaction with their body image (10).
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In Seychelles most adults with high socio economic status perceive their weight as overweight. The
study also shows that overweight/obese individuals from high SES were more likely to perceive

their excess weight appropriately (59).

From the above studies we can see the association of socioeconomic status with weight perception,
body dissatisfaction and engagement in unhealthy weight control practices is mixed. So this study
will be able to see if socioeconomic status in our country has either positive or negative impact on

unhealthy weight loss practice.

2.2.2.2. Race and culture

Now a day, because of widely spreading western culture most societies put thinness as a standard
for beauty and give excessive concern on standards of beauty which is often difficult to achieve (60).
During the postpartum period because of pregnancy related weight and shape change women move
away from the thin ideal. This deviation results in body dissatisfaction and finally engagement in
different unhealthy weight control methods (15, 17, 36).

The study done in US among postpartum reveals that; body dissatisfaction is high among those other
than black race (6). Similarly the study done among different ethnic group youths shows; their body
size status, body perception and weight loss attempt is different in all ethnic groups(47). In US
engagement in different unhealthy dieting behavior among adolescents is not the same in all ethnic

groups (61).

Taking the above study findings, race and ethnicity in diversified society might have association

with weigh concerns and weight control practices.

2.2.2.3. Social pressure and media influence

The role of social relationships is more determining women’s body satisfaction, weight concern and

weight control practices. Because women “accept weight as a defining aspect of their value”(62)

While the spreading globalization, women in the low and middle-income countries also have access

to different source of information which told about different kinds of weight control methods.
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Studies show that among married women their husbands play a great role on women’s satisfaction
with their body, weight concern and weight control attempts. The study done in US shows, most
adult women wanted to become thinner because they thought their husbands wanted them to be thin.
This study reveals that husbands tend to be more content with their wives’ bodies (62). Similarly
another study in US shows that; marital satisfaction is significantly related to body satisfaction but

their marital status is not associated with increased body dissatisfaction (63).

In US one experimental study reveals that pregnant and postpartum women who exposed to
magazines with the picture of pregnant/postpartum women shows more body image dissatisfaction
than those who are not exposed to those magazine (64). The study done in Qatar among 6 month
postpartum women identifies the sources of information about nutrition and weight loses methods.
The main sources of information were Television (TV), Magazines and Newspapers, the Internet,

and Family and Friends (16).

In Brazil, the influence of mass media is associated with a greater probability of adolescents
presenting with body dissatisfaction and also associated with an increased risk of developing ED
(65). In South Africa, adolescent girls are influenced by peers and parental criticism about their

weight and it leads them to practice unhealthy weight control methods (66).

2.3. Physical exercise in the postpartum period

Regular physical activity is important life style to the health of women. Physical activity will help
women to improve aerobic fitness, decrease body fat, improve bone mineralization and decrease risk
of chronic diseases. Despite the health benefit of physical activity the safety issue of vigorous

activity are relevant to women (3)

In the postpartum period mild and moderate exercise after baby is feed is recommended because it
is helpful and no adverse consequence to the mother or to the breastfeed baby. However, strenuous
exercise during postpartum period may have different health consequence. Some studies show it has
effect on breast feeding, after vigorous exercise accumulation of lactic acid in breast becomes high
and IgA level in breast milk decreased. Breast-feeding women who perform strenuous exercise may

be at the risk of developing nutritional deficiency both micro and macro nutrients because of
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metabolic demand for lactation and exercise (3,11). From the studies done among postpartum
women excessive exercise range from 2.1% to 25% (16, 18). In the study done in Ethiopian
adolescent the prevalence of excessive exercise or more than 1 hour per day exercise was 48.4%
(14).
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3. OBJECTIVE OF THE STUDY
3.1. General objective:

e To investigate the magnitude of unhealthy weight control practices and related factors

among postpartum women in Addis Ababa, Ethiopia.

3.2. Specific objectives

e To assess the magnitude of unhealthy weight control practices among postpartum women in
Addis Ababa, Ethiopia.

e To determine the association between postpartum weight status and unhealthy weight

control practices among postpartum women in Addis Ababa, Ethiopia.

e To determine the association between psycho-social factors and unhealthy weight control
practices among postpartum women in Addis Ababa, Ethiopia.
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4. METHOD AND MATERIAL

4.1. Study Area

The study was conducted in Addis Ababa, the capital city of Ethiopia which lies 9°1'48"N latitude
and 38°44'24"E longitude with a total area of 540 Km?. Next to the city administration the city is
divided into ten sub-cities which are the second administrative units. In terms of population size,
kolfr Keranio is the largest sub-city followed by Yeka and Nifas Silk. Akaki Kality is the smallest
and is followed by Lideta and Arada Sub-cities. The sub-cities are also divided into wereda’s and
Ketena. The latter is the smallest administrative unit with an approximate population of 400. In the
city administration there are 116 woreda’s. In the city, there are 1269 health facilities, by ownership
status there are 1090 private, 112 public health facilities. According to the Mini EDHS 2019 report,
post-natal care (PNC) coverage in Addis Ababa was 73.5% and vaccination coverage was 83.3%
(67).

4.2. Study design and period

A health facility based cross-sectional study design was conducted among women from 6 months
up to 9 months postpartum in Addis Ababa. The study was conducted from February 15 to March
15, 2021.

4.3. Population

4.3.1. Source and study population

The source populations for the study were all postpartum women from 6 months up to 9 months
postpartum period in Addis Ababa. The study population was similar group of women who came
for family planning and expanded program for immunization services in the selected public health
centers and private maternal and child centers of Addis Ababa during the study period. We only
include women from 6 to 9 months postpartum period because most of the time women starts to out

for work and other social issue after 6 months and they were more exposed to weight concern.
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4.4.3. Inclusion and Exclusion criteria

All postpartum women from 6 months up to 9 months period after giving birth aged 18 years or
above were included in this study. Those women who had visible physical deformity were excluded.
We exclude women who had visible physical deformity because it needs to give training to the data

collectors on anthropometric measurements.

4.5. Sample size calculation

For the first objective
Single population survey formula was used to calculate the sample size using the following

assumptions. Since the prevalence of unhealthy weight control practice among postpartum women
in the low and middle-income country is not known, we assume the prevalence 50% (0.5). The other
assumptions made during sample size determination were 95% confidence level, absolute precision

or tolerable marginal error (d=0.05), design effect of 1.5 and non-response rate of 10%.

n= (Zo/2)*p (1-p)
d?

Where:-

n=sample size for unhealthy weight control practice

Z=standard normal distribution

Level of significance: 5% (alpa 0.05) =1.96

d=margin of error 0.05

P= expected prevalence of unhealthy weight control practice among postpartum women 50% (0.5)
Design effect of 1.5

Non response rate 10%

n= (1.96)% x0.5x(1-0.5)
(0.05)?
n= 384, by using design effect of 1.5 it becomes 576 then after consider 10% non-response it became

640. So, the final sample size was 640.
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For the second objective

Double population proportion formula was used to calculate the sample size for two predicting

factors.

n=[z w/2 \ (1+1/r) + zB\p1 (1-pl) + p2 (1-p2)/r] 2/(pl - p2)2

Table 1: Sample size calculation for the 2" objective.

By considering overweight and obesity as an exposure

P1 P2 P I (ratio) | B A Design | Non- N

(proportion | (proportion | (pooled (power) effect | response

of of unhealthy | proporti rate

unhealthy | weight on)

weight control

control practice

practice among

among normal

overweight | weight

and obesity | female

female adolescents)

adolescent) | (14)

(14)

85.5% 62.9% 742% |1 80% 0.05 |15 10% 198 in

(0.74) each

group
(396)
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For the third objective

Table 2:- Sample size calculation for the 3™ objective

By considering presence of body image dissatisfaction as an exposure

P1 (proportion of | P2 (proportion of P [(rat | B A [Des |Non- |N
weight reduction weight reduction (pooled | io) (pow ign | respon
medication/supple | medication/suppleme | proporti er) effec | serate
ment among nt among women on t

women with body | with no body image

image dissatisfaction (43)
dissatisfaction(43)
21.2% 7.9% 146% |1 80% |0.|15 |10% 181 in
0 each
5 group
(362)

The first objective was taken as the final sample size because it gives the largest sample size which
was 640.
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4.6. Sampling procedures

A multi-stage sampling procedure was used to obtain a representative sample of the study
population. A total of 137 health facilities were stratified into the government health center and
private maternal and child center. Among those facilities, there were 98 government/public health
centers and 39 private maternal and child centers. From these facilities 8 private maternal and child
centers and 20 public health centers a total of 28 health facilities were randomly selected. The total

sample size of 640 was allocated proportionally for each selected private and public health facility.

The selected private MCH centers were Sema MCH center, Family Guidance Association clinic
(FGA), Mariestopes, Abrak MCH center, Dinberua MCH center, Hemen MCH center, Care MCH
center, and Grace MCH center. The selected public health centers were Abuare HC, Akaki HC,
Kirkos woreda 5 HC, Kotebe 02 HC, Yeka woreda 10 HC, Nifas Silk woreda 2 HC, Nifas Silk
woreda HC, Kirkos woreda 4 HC, Arada Giorgis HC, Shiromeda HC, Addis Ketema woreda 5 HC,
Addis Ketema woreda 2 HC, Bole woreda 10 HC, Bole woreda 5 HC, Kolfe woreda 2 HC, Kolfe
woreda 5 HC, Akaki Kality woreda 1 HC, Yeka woreda 12 HC, Kotebe Mesalemia HC and Bole
Goro HC. All the selected health centers were non-Corona (Covid 19) centers.

Finally, using lottery method women in the postpartum period who meet the inclusion criteria were
selected from the appointment list of family planning and EPI registration books. When we come
across with women who didn’t come during their appointment time, then we select the next

consequent women from the appointment list.
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Schematic presentation of sampling procedure
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Figure 2: The schematic presentation of sampling procedure
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4.7. Data collection tools and procedures

4.7.1 Questionnaire

In the interview questionnaire questions on socio-demographic status, reproductive characteristics,
body weight perception, body image dissatisfaction, socio-cultural pressure, physical exercise,
weight loss attempt, and engagement in unhealthy weight control practice and the source of
information about UWCP were included. First, the questionnaire was prepared in English and then
translates to the local language Amharic. Three days of training were given to the data collectors
and supervisor. Before data collection, pretest were conducted on a sample of postpartum women

from another health facility which was not included in the study.

4.7.2. Personnel and training

Data collection was conducted in a one-month duration which was from February 15 to March 15.
The data was collected by four clinical nurses and one BSC degree holder nurse. The principal
investigator taken the responsibility to control the quality of the data collected and the

anthropometric measurement. Their anthropometric measurement was taken after the interview

4.7.3. Assessment of weight control practices

The questionnaire for this research was developed based on reported weight loss and control
strategies of women extracted from different literature (12, 14, 50, 52, 61). It includes the self-
reported weight control practices of postpartum women in the previous 30 days. First respondents
were asked whether they were now trying to lose weight, gain weight, staying about the same, or are
not trying to do anything about their weight. Then they were asked whether they were currently
doing any of these unhealthy and extreme weight control practices which consist of 11 items:
skipping meal/breakfast, lunch or dinner, long hour fasting (fasting for more than 24 hours), eating
less food than usual, eating one-food diet, total avoidance of specific food item, taking traditional
home remedies, using a slimming belt, taking laxatives/diuretics , taking slimming tea, eating food
substitutes (e.g., canned or powdered or other special drink) and self-induced vomiting. The
frequency of practicing each item was categorized as “never”, “occasionally”,” once a week”, “2-3

times a week”, “more than 5 times a week” and ““daily/always”. The respondent can choose more

than one response since the response items are not mutually exclusive. Those who respond “Never”
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was taken as “No” and those who respond from “occasionally- daily/always” were taken as “Yes”
Engagements in at least one of the listed weight control methods within the previous 30 days were

taken as unhealthy weight control practices.

4.7.4. Physical exercise assessment

A separated questionnaire on physical exercise which was derived from the Godin-Leisure time
Exercise questionnaire to assess whether the participants was engaged in excessive physical activity
for the intention of weight loss (68). It includes three types of physical exercise; strenuous exercise,
moderate exercise, and light exercise. The items request the frequency and duration of those physical
activities in a week. Those who engaged in intentional strenuous physical activity in the past 30 days

were considered as unhealthy weight control practice

4.7.5. Anthropometric measurement

Anthropometric measurement was taken according to the standard procedure as explained below.
Weight was measure without shoes and with minimum clothes by using digital scale and it was
recorded to the nearest 0.1 kg. Measurement scales were carefully handled. Before the beginning of
data collection calibrated every day by placing 2-kilogram iron bars. Before taking each
measurement the data collectors checked whether the scales are at 0.00 reading.

Stadiometer was used to measure height. First, the body meter was rest on the ground then it was
fixed to the wall with facing the measurer. Women were stand straight with heels where weight is
spread evenly on both feet. The head, Shoulder blades, buttocks and heels touching measurement
board. The legs were in a straight line, the knees and heels could be together and the arms hanging
at sides. Then measurement was recorded to the nearest 0.1 cm. All measurement results were

recorded on the questionnaire.

BMI calculation was based on weight and standing height obtained according to standard
anthropometric measurement. In line with the WHO guideline BMI was classified as underweight if
BMI < 18.5 kg/m2, normal weight BMI 18.5-25 kg/m2, overweight BMI 25-30kg/m2 and obese if
BMI > 30kg/m2 .
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4.8. Study variables

4.8.1. Outcome variable

Unhealthy weight control practice is the outcome measure of this study. Unhealthy weight control
practices that are used in this study is extracted from different literature and it consists of the
following 12 items: 1) skipping a meal, 2) long hour fasting (fasting>24 hours), 3) eating less food
than usual, 4) eating a one-food diet only, 5) total avoidance of specific food, 6) eating food
substitutes (e.g., canned or powdered or other special drink), 7)using slimming belt, 8) taking
laxatives/diuretics, 9) taking slimming tea, 10) taking traditional home remedies and 11) self-
induced vomiting and 12) strenuous exercise. The items request the frequency of respondents who
have been engaged in those methods, with response categories of “never”, “occasionally”,” once a
week”, “2-3 times a week”, “more than 5 times a week™” and “daily/always”. The respondent can
choose more than one response since the response items are not mutually exclusive. Practicing at
least one of the listed weight control method within the past 30 days were considered as unhealthy

weight control practice. (12, 14, 61).
4.8.2. Independent and control variables

Demographic and socio-economic characteristics

Socio-demographic characteristics including age, religion, marital status, educational status,

occupational status, and household family size, and monthly household income was included (6).

Occupational status: This question was asked whether the woman is a Housewife, student,

government or NGO-employed, self-employed, and daily laborer.

Educational status of women: using scales ranging from 1) can’t read and write, 2) read and write 3)
primary education 4) secondary education 5) college graduate and above was assessed. Category 1

and 2 was categorized as no formal education.

Monthly household income was categorized in to four category 1) <3500 etb, 2) 3500-5000 etbh, 3)
5000-10,000 eth 4) >10,000 etb.
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Reproductive characteristics
Number of children, time from last birth, ANC and PNC visit, counseling during ANC and PNC was

assessed.
Body dissatisfaction

Body dissatisfaction is defined as not satisfying with some aspects of the body. It was assessed by
using 8-item Evans & Dolan, 1993 Body Shape Questionnaire which derived from the 34 item Body
Shape Questionnaire (69). Responses were given on a 6-point scale with a possible score range from
8 10 48. For “Never” score 1, for “rarely” score 2, for “sometimes” score 3, for “often” score 4, for
“very often” score 5 and for “always” score 6 was given. Participants with higher scores on the scale
indicate a greater body concerns and more body dissatisfaction. This measurement had been utilized
in several studies (6,21, 46). It was tested for face validity and the internal consistency was estimate

by using Cronbach’s alpha and it was 0.9.

Perceived Body Weight

The body weight perception measurement tool that was used in this study was the commonly used
tool in other literatures (9, 59, 61). To measure weight perception first postpartum women ask: ‘How
do you describe your weight?’ Responses rate on a 5-point scale: 1, very underweight; 2, slightly
underweight; 3, about the right weight; 4, slightly overweight; 5, very overweight. This variable was
divided into three categories; ‘perceived overweight’ (scores of 4 or 5), ‘perceived normal weight’

(score of 3), and ‘perceived underweight’ (scores of 1 or 2).
Influence by others

The item influence by others was measured by asking women if they had ever been influenced by
any of the listed options to practice weight loss activities. Those factors include families, peers,
husband or dating partners, social media, mass media and written materials. With response options

“yes” or “no” (14).
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Source of information about unhealthy weight control practice

The possible source of information for engagement in any of the listed UWCP was assessed by
asking “what are your sources of Information to get engaged in these weight control practices?”
including family members, peers, health professionals, husband or dating partners, mass media,
social media, and written materials/magazines. Source of information and education about healthy

weight status and healthy weight control methods also assessed (14, 64).
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4.9. Operational definitions

Unhealthy weight control practices: Those weight control methods which includes total avoidance
of specific food item, skipping meals, fasting, eating less amount of food, taking food substitutes
like powder or special drink, eating only one type of diet, using slimming belt, vigorous exercise,
taking traditional home remedies, taking slimming tea, taking laxatives and diuretics, self-induced
vomiting. Engagement in one or more UWCP strategies within the last 30 days was considered
unhealthy weight control practices. Those methods were grouped into two categories; from 1 up to
10 as unhealthy weight control methods and 11 and 12 was considered as extreme weight control

methods.

Body weight misperception: inaccurate perception of body weight compared with BMI. Self-
evaluation of one’s weight as “very underweight”, “slightly under weight”, “about the right weight”,
“slightly overweight” or “very overweight” irrespective of the actual weight status. It was categorized
into three ‘perceived overweight’ (scores of 4 or 5) ‘perceived normal weight’ (score of 3) and ‘perceived
underweight’ (scores of 1 or 2). From the combination of BMI and BWP, three different categories was
produced; Correspondence (BWP = BMI), underestimation (BWP < BMI), and overestimation (BWP >
BMI). We had defined a distorted BWP where there is a mismatch between BMI and BWP (underestimation

and overestimation).

Body dissatisfaction: feeling of discomfort with some aspect of their body. Body dissatisfaction
was assessed by the sum score of 8 item Body Shape Questionnaire. Responses are given on a 6-
point scale (possible score range 8-48), with a higher body shape score representing a greater number

of body concerns relating to physical appearance, or more body dissatisfaction.

Fasting/long hour fasting: is not taking any kind of food for more than 24 hour with the intention

of lose or maintain body weight.

Use of a food substitute: taking powder or a special drink in every meal time with an intention of

losing weight.

Skipping meals: is avoiding eating breakfast, lunch or dinner with an intention to lose weight, keep

from gaining or maintain weight.
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Vigorous exercise: is doing exercise type classified as vigorous in Godin-Leisure time Exercise

questionnaire

Traditional home remedies: using eating or drinking substances which is prepare in home with the

intention of weight loss like water with lemon or hot water.

Avoiding specific food item: is not taking some food item or group that postpartum women think

of increasing body weight

Taking only one food type: is taking only some food item or group that postpartum women think
of no effect on their body weight
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4.10. Data management and analysis

Data were coded, entered, and cleaned by using Epi data version 4.6.0.0. The statistical tests were
executed by using STATA version 15.1. Descriptive data was presented as mean, median,
percentage, standard deviation, and IQR. To assess the agreement between perceived body weight

and actual BMI we used cross tabulation and kappa statistics.

To see the association of each independent variable with the dependent variable, we used binary
logistic regression and the strength of the associations was assessed by computing Odds ratios and
95% CI. Variables from the bivariable analysis were selected and entered in the multivariable logistic

regression if the p-value is <0.2 (14).

In the multivariable regression model, we had checked for multicollinearity. Those variables with
variance inflation factors above 10 were considered as collinear variables (12). In the final
multivariable regression model but in this study there was no one variable with vif above 10.
Confidence intervals were two-sided and calculated at the 95% confidence level. All testing was
two-sided and considered significant at a = 0.05 level. Those variables which was significant at a p-
value of 0.05 in the multivariable logistic model was identified as an independent predictor. We
present the adjusted Odds Ratio (aOR) with 95% CI.
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4.11. Data quality management

A three-day theoretical and practical training was provided by the principal investigator for the data
collectors and supervisor on anthropometric measurement, interview techniques based on the

questionnaire, and the main purpose of the study.

Technical error of measurement (TEM) was calculated and the Intra observer technical error of
measurement for height was 0.4 and for weight it was 0.3. On the other hand the inter observer
technical error of measurement for height was 0.3 and for weight it was 0.31. All findings of the
technical error of measurement were within the acceptable range. While taking weight and height

measurements the data collector followed the standard guidelines.

Pre-testing of the whole questionnaire was done. To keep the data accuracy, the principal
investigator did the data entry. After data collection, data were entered and cleaned by using EPI

DATA version 4.6.0.0 and completeness was checked.

4.12. Ethical consideration

Ethical clearance was secured from the institutional review boards of Addis Ababa University
College of Health Sciences (ref number 002). Further, administrated clearance was secured at all
various levels of the health system. Written informed consent was obtained from postpartum women.

The informed consent was obtained without any undue pressure or inducement.

The study has benefited the participant to assess their weight status and they got counseling on the

consequences of engaging in unhealthy weight control practice if they are engaged in UWCP.

The participant of the study was also informed that they could refuse or discontinue the interview at
any time and they were informed that only codes were used and their name will not be mentioned in

the data. It will keep the confidentiality and privacy of respondents.

In order to minimize the risk of COVID 19 transmission we created a better and safer environment
for the data collectors and the participants through providing personal protective equipment like a

glove, face mask, and sanitizer. After each measurement, all instruments were disinfected.
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4.13. Dissemination of results

The result of this study will be defended at the School of Public Health, Addis Ababa University,
and College of Health Sciences as partial fulfillment of Master’s degree in Public Health Nutrition.
Furthermore, it will be shared to Addis Ababa City Administration Health Bureau. Attempts will
also be made to publish the study in a reputable peer review journal and present it in scientific
conference.
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5. RESULTS

5.1 Socio-demographic and reproductive characteristics of the study participant

From the 640 postpartum women that we approached 606 were willing to take part in the study
making the response rate 94.7%. Nearly a quarter (26.9%) of the participants were sampled from

private MCH centers and 73.1% were from public health centers.

The mean age of the participant was 32.0 (sd=6.3). The median family size of the participants was
3 (range=4-3). About 89.4% of the participants were married/live together and 5.1% were single.
Nearly half (48.7%) of the participants reported a monthly income between 5000 and 10,000 ETB.

Concerning occupational status 38.3% of the participants were self-employed (Table 3).
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Table 3: Socio-demographic characteristics of postpartum women in Addis Ababa, Ethiopia, June,
2021

Variables (n=606) Frequency Percent
Age
<25 127 20.9
26-30 115 19
31-35 151 24.9
>36 213 35.2
Religion
Orthodox 285 47
Muslim 150 25
Protestant 123 20.3
Catholic 35 5.8
Other 13 2.1
Marital status
Married/live together 542 89.4
Divorced or Widowed 33 55
Single/never live together 31 51
Educational status
No formal education 131 21.6
Primary education 148 24.4
Secondary education 178 29.4
College or above 149 24.6
Occupation
House wife 126 20.8
Student 32 5.3
Government and NGO 175 28.9
servant
Self-employed 232 38.3
Daily laborer 41 6.8
House hold family size
<=3 363 59.9
>=4 243 40.1
Monthly household income
<=3500 104 17.2
3501-5000 119 19.6
5001-10,000 295 48.7
>=10,000 88 14.5
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Reproductive characteristics of the study participants

In relation to reproductive health characteristics, the median number of children the participants
ever born was 2 (range=3-1). Nearly all of the women had at least one ANC (97.2%) and one PNC
(97.0%) visits. Only (2.8%) of women attend at least four PNC visit in there last birth and (17.8%)
had at least four ANC visit. In relation to time since last birth, 30.2% were at the 9" postpartum
months. (Table 4).

Table 4. Reproductive characteristics of postpartum women in the study, Addis Ababa, June 2021

Variables (n=606) Frequency Percent
No of children

One 174 28.7

more than one 432 71.3
Time from last birth

6 month 141 23.3

7 month 138 22.8

8 month 144 23.8

9 month 183 30.2
PNC in last birth

Yes 589 97.2

No 17 2.8
ANC in last pregnancy

Yes 588 97

No 18 3
Number of ANC (n=588)

One 209 34.5

Two 143 23.6

Three 128 21.1

Four or more 108 17.8
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Number of PNC (n=589)

One 448 73.9
Two 86 14.2
Three 38 6.3
Four or more 17 2.8

5.2. Physical exercise among women in the postpartum period

The other part of this study was concerning the exercise trend of postpartum women in the past 30
days. The exercise trend was divided into three; strenuous, mild or moderate type exercise. Strenuous
exercise is considered unhealthy for postpartum women. In this study, the prevalence of strenuous
exercise was 16.5%, Moderate, and mild exercise were practiced by 18.3% and 20.5% of the women
respectively. Physical exercise and the average time postpartum women spend in each exercise type

are presented below (Table 5).

Table 5. Exercise type, trend and average time per day of postpartum women in the last 30 days in
Addis Ababa, June,2021

Estimated frequency Average time per day

Exercise type Never Occasi Oncea 2-3 More than Daily/ Less than 30-60 More
(%) onally —week times 5timesa always 30 min/day min/day than

(%) (%) aweek week (%) (%) (%) (%) 60

(%) min/da

y (%)

Strenuous 835 2.3 2.5 2.8 6.6 2.3 17.2 713 11.5
exercise

Moderate 81.2 35 3.8 4.1 55 1.9 8.6 57.9 20.4
exercise

Mild 795 23 2.5 2.8 6.6 2.3 17.3 52 19.2
exercise
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5.3. Weight preference and prevalence of unhealthy weight control method

Among the total participants 43.6 % preferred to lose weight, 40 % preferred to maintain their current
weight, 8.6% preferred to gain weight, and 7.8 % were not sure about their weight preference. In the
last one month 60.1% did something to lose or maintain their weight. From those who attempted to
lose or maintain their weight 63.7 % used unhealthy weight control methods including fasting,

skipping meals, taking laxatives and diuretics.

The overall prevalence of unhealthy weight control practices in the last 30 days among postpartum
women was 38.3% (C1=34.4-42.2). Among those participants who engaged in unhealthy weight
control practice, 75.0% preferred to lose weight and 25.0% to maintain their current weight. The
prevalence of postpartum women who engaged in at least one unhealthy weight control method at

least once in a week was 34.5%.

The strategies used by those who attempted to control weight are presented in Tables 6. The most
frequent practices were eating less food than usual (32.4%), skipping meal (27.4%), and total
avoidance of specific food items (17.7%). On the other hand, self-induced vomiting (2.1%), use of
laxatives/diuretics and diet pills (2.1%) and fasting for more than 24 hours (2.1%) were the least

frequently practiced methods.

38



Table 6 .Characteristics of weight control methods practiced in the last 30 days among postpartum
women in Addis Ababa, June, 2021.

UWCP Never (%) Occasion One 2-3 More Daily (%)
ally (%) timesa timesa thanb
week week times a
(%) (%) week
(%)
Skipping meal 72.6 8.6 7.9 7.1 1.8 1.9
Fasting 97.9 0.9 1.16 0 0 0
Eating less food 67.7 8.7 6.1 5.3 94 2.9
than usual
Using traditional 87.1 2.8 2.9 2.9 2.1 1.9
remedies
Eating one food 90 2.1 2.8 1.9 2.1 0.9
type only
Total avoidance of 82.3 3.1 3.8 2.9 4.6 3.1
specific food item
Using slimming belt 94.7 2.6 0 0.8 0.8 0.97
Taking 97.9 0 1.2 0.99 0 0
laxative/diuretics
Taking slimming tea 94.4 2.8 2.8 0 0 0
Taking other food 94.2 3.2 1.5 0.99 0 0
substituents
Self-induced 97.9 0.17 0.8 0.9 0.17 0
vomiting
Strenuous exercise 83.5 2.3 2.5 2.8 6.6 2.3
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In this study the prevalence of extremely unhealthy weight control practice which includes self-

induced vomiting and using laxative/diuretics among postpartum women was 4.1%. Engagement of

postpartum women with unhealthy weight control practice is presented by the type of unhealthy and

extremely unhealthy weight control methods (Table 7).

The leading source of information about unhealthy weight control methods for those who engaged
in UWCP was social media (51.2%), peers or friends (50.2%), Husbands/dating partners (37.5%),

mass media (24.5%) , from health professionals (16.6%), written materials (13.9%) and Families

(6.5%).

Table 7: Unhealthy weight control practice by the type of extreme and unhealthy weight control

methods among postpartum women in Addis Ababa Ethiopia June,2021.

Weight control methods YES
N %
Extreme weight control methods
Taking laxative/diuretics 13 2.1
Self-induced vomiting 13 2.1
Unhealthy weight control methods
Skipping meal 166 27.4
Long hour fasting 13 2.1
Eating less food than usual 196 32.3
Using traditional remedies 78 12.9
Eating only one food type 61 10
Total avoidance of specific food 107 17.7
item
Using slimming belt 32 5.3
Using slimming tea 34 5.6
Taking other food substituents 35 5.8
Strenuous/Vigorous exercise 100 16.5
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5.4. Self-reported factors leading to unhealthy weight control practices

Of women who engaged in unhealthy weight control practice 36.6% said they were influenced by
husband, 26.7% said they were influenced by their peers and 23.3% said they were influenced by
social media to practice these weight control methods. The self-reported influences that leads

postpartum women to engage in unhealthy weight control practices is presented. (Figure 3)

Self-reported influences and engagement in UWCP

40 36.6
35
30 26.7
S 25 23.3
I
<
@ 20 16.8
o
@
a b 116
10 6.9
5 3'9 .
. ]
Family Husband/  Peer/friends Written health Mass media Social media
influence dating partner influence material  professionals influence influence
influence influence influence

self-reported factors

Figure 3. Self-reported factors leading to unhealthy weight control practice among postpartum

women in Addis Ababa Ethiopia, June, 2021.
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5.5. BMI and body weight perception

In this study, 9.7% of postpartum women were underweight according to their actual BMI, while
only 66.1% perceived themselves as underweight. About 55.8% of the participants were normal
weight, among them 20.7% perceived themselves as being overweight or obese. About 34.5% were
actually overweight or obese, while 21.5% of them reported perceiving themselves as a normal
weight. About 29 % of the participants displayed an inaccurate body weight perception by either

overestimating or underestimating their actual body weight (Figure 4)

Body weight perception and actual BMI of postpartum
women in Addis Ababa, Ethiopia, 2021

60 55.8%
49.2 %

50
o 40
(&)
s 28.7 %
< 39 27.6%28.7%
2
[5)
0 20

13.2% 9.7 % 9.7%
10 . . 5.8%

o

Under weight Normal weight Overweight Obese

B Weight perception H Measured BMI

Figure 4. Weight perception and actual weight status (BMI) of post-partum women in Addis Ababa,
Ethiopia, June, 2021.

Cohen’s kappa test was used to test the percentages of agreement between perceived body weights
and BMI, and it shows 70.9% agreement. Kappa value indicating “moderate agreement” (0.5).
Among those who perceived being overweight 20.4% were actually in the normal weight range and
from those who perceived normal weight 25.4% were actually underweight. Women those who
perceived their weight as overweight, 8.5% of them were actually underweight (Table 8)
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Table 8.The differences between perceived body weight and BMI among post-partum women Addis
Ababa, June, 2021.

BMI
Weight perception Under weight Normal weight Over weight Total Kappa Total
agreement
Under weight 39(66.1%)  31(9.2%) 10(4.8%) 80 0.5 70.9%

Normal weight  15(25.4%)  238(70.4%) 45(21.5%) 298
Over weight 5(8.5%) 69(20.4%) 154(73.7%) 228
Total 59 338 209 606

5.6. BMI, weight perception and unhealthy weight control practices

From those overweight or obese mothers, 66.5 % were engaged in UWCP, from normal weight 26%,
and from underweight mothers, 8.5% were engaged in UWCP. From those postpartum women who
perceived themselves as overweight, 70% were engaged in UWCP and from perceived normal
weight and perceived underweight women the prevalence of UWCP was 22.2% and 7.5%
respectively. Bivariable logistic regression result of the association between unhealthy weight

control practice, BMI and weight perception is present below (Table 9).
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Table 9. Bivariable logistic regression of the association between unhealthy weight control practice,

BMI and weight perception of post-partum women in Addis Ababa, Ethiopia, June, 2021.

UWCP
Yes % No % P-value
(chi2)
BMI 0.000
Under weight 7 11.8 52 88.2 -
Normal weight 86 25.4 252 74.6 0.03
Over weight 139 66.5 70 33.5 0.000
Weight perception 0.000
Under weight 6 7.5 74 925 -
Normal weight 66 22.2 232 77.8 0.005
Over weight 160 70.2 68 29.8 0.000

5.7. Body image dissatisfaction and unhealthy weight control practice

The mean Body Shape Score of postpartum women in this study was 16.1 (sd =9.5). The mean score
for those who engaged in unhealthy weight control practice was 22.7 (sd =10.7) and for those not
engaged in unhealthy weight control practices it was 11.9 (sd=5.5) (P-value <0.001). The mean body
shape score for perceived overweight was 22.6 (sd = 11.1), for those perceived normal weight it was
12.2 (sd=4.8) and for perceived underweight it was 11.6 (sd=6.8) The mean body shape score for
those real overweight women was 21.2(sd =11.8), for normal weight women it was 13.5 (sd=6.9)

and for underweight women it was 12.5 (sd=4.1)
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5.8. Multivariable logistic regression analysis showing the association between

main predicting factors and unhealthy weight control practice

In the bivariable analysis, we consider all the reproductive and socio-demographic characteristics,
BMI, weight perception and body dissatisfaction. From these variables marital status, occupational
status, educational status, monthly household income, time from last birth, number of children, body
dissatisfaction, weight perception and actual BMI were significantly associated with UWCP.

After controlling the effect of other independent variables, the multivariable logistic regression
analysis showed unhealthy weight control practice were statistically significant association with
marital status, number of children, body dissatisfaction, body weight perception and actual BMI
(Table.10).

From single postpartum mothers 64.5% were engaged in UWCP. Women in single /never married
group had 5.9 times higher odds of getting engaged in unhealthy weight control practice than married
postpartum women. (aOR=5.94; 95% CI1=2.13-16.56). Engagement in UWCP was found to be high
in the 9-month postpartum period (54.1%) than 6 months postpartum which was 20.6%. In relation
to the number of children which postpartum women ever born, 33.3% of mothers who had more than
one child were engaged in UWCP which was 50.6% among mothers who had only one child. The
odds of engagement in unhealthy weight control practice was 2.9 for those women who had only
one children compared with women who had more than one child (aOR=2.98; 95% Cl= 1.63-5.44).

In this study the odds of getting engaged in UWCP was increased by 1.1 times higher in every 1 unit
increment of body dissatisfaction score. (aOR=1.15; 95%CI=1.11-1.20)

Furthermore, postpartum women within actually overweight group had 6.4 times higher odds of
getting engaged in unhealthy weight control practice than those within underweight group,
(aOR=6.48; 95% CI=1.86-22.52). In this study, the odds of getting engaged in unhealthy weight
control practice were 7.6 times higher among those within perceived overweight group than women
in perceived underweight group, (aOR =7.68; 95% CI =2.01-29.38).

In relation to self-reported influences from others, the odds of getting engaged in unhealthy weight

control practice among those with husband/dating partner influence were 2.6 times higher than those
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with no husband/dating partner influence, (aOR=2.63; 95%CI1=1.44-4.82). Likewise, the odds of
getting engaged in unhealthy weight control practice among those with peer/friends influence was
2.9 times higher than those with no peers/friends influence, (aOR=2.96; 95%CI=1.56-5.62). Again,
postpartum women who had social media influence has 4.8 times higher odds of getting engaged in
unhealthy weight control practice than those who doesn’t had social media influence (aOR=4.79;
95%CI1=2.22-10.33).

Table 10. Multivariable analysis on factors associated with unhealthy weight control practice within

the last 30 days among post-partum women, Addis Ababa, June, 2021.

Unhealthy weight
control practices
Characteristics Yes (n) No(n) COR(95% CI) AOR(95% CI)

Marital status

Married/live together 201 341 1.0 1.0

Divorced or widowed 11 22 0.84 (0.40- 1.78) 1.65(0.51-5.29)

Single/never married 20 11 3.08 (1.45-6.57)** 5.94 (2.13-

16.55)**

Educational status

No formal education 33 98 1.0 1.0

Primary education 56 92 1.80 (1.07-3.03) 1.76 (0.72-4.24)

Secondary education 84 94 2.65 (1.62-4.34)* 1.37 (0.63-2.96)

College or above 59 90 1.94 (1.16-3.25)** 2.00 (0.89-4.49)
Monthly income (ETB)

<3500 23 81 1.0 1.0

3500-5000 40 79 1.78 (0.97-3.25) 1.38 (0.54-3.48)

5000-10,000 118 177 2.34 (1.39-3.94)** 1.58 (0.69-3.62)

>10,000 51 37 4.85 (2.59-9.09)**  0.80 (0.26-2.44)
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Time from last birth
6 months
7 months
8 months
9 months
Number of children
one child
More than one child
Weight perception
Perceived underweight
Perceived normal weight

Perceived Over weight

BMI
Underweight

Normal weight

Overweight

Body image dissatisfaction
Influences on weight control
family influence

Yes

No

Peer/friend influence

Yes

No
Husband/dating partner
influence

Yes

No

29
45
59
99

88
144

66
160

86
139

27
205

62
170

85
147

112
93

85
84

86
288

74
232
68

52
252
70

66
308

42
332

44
330
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1.0
1.86 (1.08-3.21)*

2.68 (1.58-4.53)**
4.55 (2.75-7.51)**

2.04 (1.43-2.93)**
1.0

1.0
3.51 (1.46-8.42)*
29.01 (12.04-69.89)

**

1.0

2.53 (1.11-5.79)*
14.75 (6.36-
34.16)**

1.18 (1.15-1.22)**

0.61 (0.37-0.99)*
1.0

2.88 (1.86-4.44)**
1.0

4.33 (2.87-6.55)**
1.0

1.0
0.69 (0.31-1.52)
2.11 (0.95-4.64)
1.34 (0.61- 3.00)

2.98 (1.63-5.44)**
1.0

1.0
3.31(0.93-11.69)
7.68 (2.01-
29.38)**

1.0
2.60 (0.76- 8.88)
6.48 (1.86- 22.52)

**

1.15 (1.11-1.21)%*

0.61 (0.31-1.19)
1.0

2.96 (1.56-5.63) **
1.0

2.63 (1.44-4.82) **
1.0



Social media influence

Yes 54 23 4.62 (2.75-7.78)**  4.79 (2.22-10.33)

**

NO 178 351 1.0 1.0

*p-value <0.05, **p-value<0.01
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6. DISCUSSION

The main purpose of the study was to assess the prevalence and factors associated with unhealthy
weight control practices among postpartum women. In this study the overall prevalence of unhealthy
weight control practice was 38.3%. We found that unhealthy weight control practices were
associated with being a single mother, having only one child, having actual or perceived body
overweight, body image dissatisfaction and influence from peers, husband/dating partner and social

media.

The finding of this study shows that, the prevalence of unhealthy weight control practice among
postpartum women in the past 30 days was 38.3%. However; we couldn't find the overall prevalence
of unhealthy weight control practice in other studies which was done among postpartum women.
When we try to compare each single unhealthy weight control method, the prevalence of excessive
physical activity was 2.1% in Qatar and 25% in Brazil (16,18). In our study, the prevalence of
excessive exercise among postpartum women was 16.5%; the reason for these difference in the
findings are the difference in the definition of excessive exercise. In relation to the extreme weight
control practices, among Brazilian disadvantaged postpartum women the prevalence of laxative
misuse was 1.9%, diuretics misuse 0.7% and self-induced vomiting was 2.6% (18). According to the
current study findings, laxative and diuretics misuse was 2.1% and self-induced vomiting was 2.1%,
these two findings were comparable with the figure showed in the Brazil study. The prevalence of
long hour fasting in Qatar among postpartum women was 73%, but in our study it was 2.1% (16,18).
The possible explanation for this much difference in the findings might be due to the inconsistent
definition of fasting, in our study it was fasting for more than 24 hours and in the Qatar study it was
for more than 12 hours (16).

In this study, the overall weight loss or weight maintain attempt among postpartum women during
the last 30 days was 60.1%. It was slightly lower than the figures reported by studies from Qatar
(82.3%) and US (70%) (16, 30). The reason for this difference might be socio-cultural and economic
variation with our study setting. The high prevalence of unhealthy weight control may imply that
frontline health workers have to provide counseling on healthy weight control as part of their ANC

follow up.
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In the studies done among adolescents or adults in low and middle-income countries, the prevalence
of UWCP were range from 23% -77 % (70-72). Our finding was lying in the above range, but there
was slight difference. The possible explanation for this difference is the use of various cutoff point
and different reference period. That means some studies use 30 days reference period and others 1
year period. The other reason is the difference in the study population characteristics across the

studies.

Previous studies in Addis Ababa, Ethiopia among female adolescents found the prevalence of
UWCP was 30.7%, this was slightly lower than our study. The possible explanation for this slight
difference is, in the previous study UWCP was defined as engagement at least one unhealthy weight
control method in a week, but in our study we defined UWCP as engagement at least one unhealthy
weight control method in the past one month. In contrast, another study in Addis Ababa, Ethiopia
found low prevalence of eating disorder among adolescents and it was 8.6%. The reason behind this
difference is due to the use of different measurement tools. They use EAT-26 Questionnaire it
measures attitude towards dieting and bulimia. And the other explanation for this is the study
population in the previous studies were adolescent and they haven’t similar characteristics with our

study population (14, 45).

The most commonly practiced unhealthy weight control methods in this study were skipping meals,
eating less food than usual, total avoidance of specific food items and being engaged in strenuous
exercise. Skipping meals and eating less food than usual was used as a frequent weight control
method among Ethiopian female adolescents (14). Engagement in more exercise and dieting were
mostly used weight control methods in Brazilian and US adults (12, 41). But in Qatar long hour
fasting or crash diet was a frequently used weigh control method among postpartum women (16).
The reason behind might be the cognitive developed among postpartum women on practicing these
methods as a healthy or it doesn’t have any harmful consequence and it is more likely cost-effective.
However, studies show that these practices have a risk on maternal and child health complications
(13, 24-26)

In this study single/never married postpartum women were more engaged in UWCP than married
women. Similarly, other studies show that single postpartum women were more dissatisfied with

their body image and they were more prone to practice such activities to lose weight (21,74). The
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reason for this might be related with less self-confidence and decreased body dissatisfaction is more
in single mother than married one (21). But, other study in US shows no association of UWCP with

marital status (75).

In the current study we observed a significant association between the number of children women
had and UWCP. Women who had only one child were more likely to practice UWCP. When the
number of children increased the prevalence of UWCP tend to decline. A similar result was found
in other studies conducted in US and Turk (6,10). Prim-parous women were more engaged in UWCP
than multi-parous women because of first exposure to prim-parous women for body shape and
weight change from their pre-pregnancy status. Due to this change they might want to restore their
pre-pregnancy weight as quickly as they are trying to lose weight and engaged in UWCP. The other
reason might be the more children she has, the highest she becomes busier by taking care of her
children, following this she might have no time to think of her body image or practice weight

loss activities.

The other finding we observed was the significant association between high BMI and unhealthy
weight control practice. Overweight women were more practiced UWCP than normal weight and
underweight women. A similar finding of overweight and UWCP association were observed in other
studies (14, 16, 18, 47, 49). However, the finding in the Hong Kong study shows no association
between overweight and UWCP, the possible explanation is that they used self-reported weight and
height to calculate BMI and it might cause underestimation of BMI (76). In the previously done
study in Ethiopia, there was also an association between normal weight adolescents and UWCP (14).
The reason for this might be postpartum women were more concerned about their breastfeeding baby
and if they were on the line of normal weight they may not want to practice weight loss activity. It
shows body weight concern is the main leading factor to engage in UWCP.

In the present study, there was a strong association between weight perception and unhealthy weight
control practice. It was found that, 29% of postpartum women were either overestimate or under
estimate their actual body weight. Similarly in other studies, body weight misperception or the
variation between real BMI and perceived weight was high (9, 10, 14, 16, 36). Inaccurate perception

of being overweight was higher than the perception of being underweight and it was found to be
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significantly associated with engagement in unhealthy weight control practices. Similarly, in many
other studies weight overestimation was associated with UWCP (38, 50, 51). This implies that the
interest of women to become thin, is leading them to conclude with a wrong perception about their
weight even if they are in a normal weight range. When postpartum women don’t have the right
information about their actual weight status, they will have a distorted weight perception. The
distorted weight perception is leading postpartum women to engage in unhealthy weight control
practices. On the other hand, there was no significant difference in weight perception and UWCP in
Thailand female adolescents; the reason for this might be the sample in the study was both male and

female adolescents (57).

The other major finding was the strong association between body image dissatisfaction and
engagement in unhealthy weight control practices. A similar association was also found in other
studies (15,16,20,25). The mean BSQ score among women who engaged in unhealthy weight control
was significantly higher than those who don’t engage in UWCP. This indicated greater body
satisfaction in our sample, compared to the study done in US at 9 months postpartum and Evans &
Dolan's study of most sample of single young adult women (6,69). Body part dissatisfaction in
Ethiopian female adolescent was 34.3% and in other developing countries it ranges from 52%-75.2%
(14,77, 78). However; the measurement scale in this study and the other study was different and we
can only assess the mean BSQ score, not the prevalence. Body dissatisfaction was associated not
only with unhealthy weight control practice but also with age and number of birth of postpartum
women (10), with a feeling of guilt, depression, and marital satisfaction (19,21). This indicate that,
the aim of several women is not only to achieve the standard weight somewhat they have a tendency
to achieve unattainable flawless body. However, failure to achieve this idealized body image may

resulted in body dissatisfaction which is the leading factor for UWCP.

Regarding self-reported influences that predispose women to engage in unhealthy weight control
practice; peer, husband/dating partner and social media influences were strongly associated with
UWCP. We found that 36.6% of postpartum women who engaged in UWCP were found to have
husband/dating partner influence, 26.7% had peer/friends influence and 23.3% had social media
influence. Correspondingly in other studies, husband influence was associated with UWCP. The
reason given for this association is, many husbands want their wives to become thin and to have

attractive body shape (61,79,80). In Ethiopian study, among female adolescent the only significant
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social influence was peer influence which was 34.3%, this was greater than the current study; the
reason for this might be adolescents have a more exposer to influence by their peers (14). In a study
from US, postpartum and pregnant women showed more body dissatisfaction and they were
influenced by written material like posters and magazines. But in our study there was no significant
association of UWCP with written material influences. This may be related with reading a written
materials like magazines in Ethiopia had becoming less practiced compared with other medias (64).
In the postpartum period husband, family, friend and the media have played a vital role in supporting
women by providing positive advice on the physical change of her body.
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7. Limitation and strength of the study

This study has few limitations that need to be taken into consideration while interpreting its findings.
The first limitation is the study design, since it is a cross-sectional study design, the finding does not
assure the temporal relationship between unhealthy weight control practices and some of the
independent variables. The second one is, the body image questionnaire has not validated in
Ethiopian setup. This may have resulted in under or over estimation of the variable of interest.
Finally, recall bias could occur, since the participant reports the frequency of unhealthy weight
control practice which was happened in the past 30 days, it may underestimate the prevalence of

unhealthy weight control practices.

The study has also some strengths that should be noted. The study attempted to address a problem
that is largely unrecognized in low- and middle-income countries. In relation to this, the study may
use as baseline information since to my knowledge there is no prior study concerning this issue
among postpartum women in Ethiopia. Second, the study includes both private and public health
facilities. Lastly, BMI was calculated after taking anthropometric measurements instead of using

self-reported weight and height.

7. Conclusion and recommendation

7.1. Conclusions
This study document the prevalence of unhealthy weight control practice among postpartum women
was 38.3%. The findings might alert for the course of unhealthy weight control practice after
childbirth in the urban Ethiopia, where western beauty norms prevail and thinness is becoming a

common beauty model.

Unhealthy weight control practices were associated with being a single mother, having only one
child, having actual or perceived body overweight, body image dissatisfaction and influence from

peers, husband/dating partner and social media.
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7.2.

Recommendations

For health sector authorities and health workers

In both private and public health facilities information and health promotion activity on
healthy weight control strategies and healthy weight status should be provided to women
during ANC, PNC and other health visits

Women should be encourage to routinely monitor their weight throughout the postpartum
period.

Training should be given for healthcare professionals concerning on this issue.

Plan to design a follow up visit after 6 months postpartum period.

For researchers

Longitudinal studies are recommended to elucidate temporal associations between unhealthy
weight control practice and its risk factors.
Studies addressing the effect of unhealthy weight control practice on breastfeeding in

postpartum women.

For the media and the general population

Since social media is the major source of information, attentions should be given on the
information that shared and transmitted about weight status and weight control methods.
The mass media should give information and education on the way of healthy weight control
methods and promote a healthy lifestyle.

The society and women’s life partner should not criticise them on their weight and shape
change after giving birth since it push them to engage in unhealthy weight control methods.

Help and motivate overweight and obese postpartum women to follow a healthy lifestyle.
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ANNEXES
Annex 1: Informed Consent

Addis Ababa University, School of public health
Information Sheet

Hello, my name is I am here on behalf of Hana Assefa, a

student in Addis Ababa University School of public health nutrition unit. She is conducting a
research for partial fulfillment of her Master’s in Public Health Nutrition at Addis Ababa University
on “unhealthy weight control practices among postpartum women in Addis Ababa, Ethiopia”. She
has received permission from Addis Ababa university school of public health and Addis Ababa
health bureau to conduct this study. You are selected by random technique to participate in this
study because currently you have an appointment in one of the selected health facility. Your
participation on this study will only be based on your willingness .You have the right to choose not
to participate in this study. If you choose to participate, you have the right to stop at any time. If you
refuse or decide to withdraw later, you will not be subjected to any ill-treatment. If you agree to
participate in the study, your weight and height will be measured using standard measuring
instruments. Only light closes will be wearing during weight measurement and height will be
measured with bare foot. You will also be interviewed about your body weight perception, body
satisfaction, your weight control practice and any social pressure and possible sources of information
that could be associated with your weight control practice. The measurement and the interview may
take about 30 minutes. The study will give insight on the prevalence of unhealthy weight control
practice among postpartum women and factors associated with it. It could also provide the data for
policy makers and stakeholders on the prevention of unhealthy weight control methods and
promotion of healthy weight control methods. The information that you provide will be kept by
using only code numbers. The data will not be used for purposes other than the study. You have the
right not to answer any question which you do not want to answer. If you are not comfort with the
interview, you can ask any questions or withdraw at any time you want. This study will be successful

with your willingness and active participation.
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Informed Consent Form
Based on the above information, are you willing to participate in this study?
A) Yes B) No

If yes, | will continue and

If no 1 will skip to next participant after writing the reasons of refusal

Respondent Signature Date

Data collector Name Signature

Questionnaires 1D number

Date of data collected

Result of data collected A) Completed B) Not completed C) Partially completed D) Refused

Checked by Supervisor: Name Signature

For further explanation use the Principal Investigator’s Address;
Name: Hana Assefa Mengistu

Email: assefahana5@agmail.com

Cell phone: +251 920488124: +251910096480
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Annex 2: Survey Questionnaire (English Version)

Questionnaire ID Number

Addis Ababa University School of Public Health

Survey Questionnaire to assess unhealthy weight control practice among postpartum women and

related factors and source of information in Addis Ababa
Name of health facility

Service type/room

Date /DD/ IMM/ /YR/
Data collector Name

Signature
Supervisor Name

Signature
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Partl. Demographic and Socio-economic information

No.

Questions

Responses

Skip

101

Age

102

What is your Religion

A e A

Orthodox
Catholic
Protestant
Muslim
Other(Specify)

103

What is your current marital

status

o~ w0 N oE

Married or live together
Divorced/separated
Widowed

Never married before
Others (specify)

104

What is your educational

status

i A w NP

1.Can’t read and write
Read and write
Primary education
Secondary education

College graduate or above

105

Occupation

o ok~ w b PF

Housewife

Student

Government employed
Self- employed

Daily labourers

Others (specify)

106

Household family size

including you
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107 Monthly house hold income
108 Are you a member of social 1. Yes
safety nets 2. No

Part 2. Reproductive characteristics

201 Number of children
202 Time from last birth (in
month)
203 Have you ever attend . Yes
Postnatal care in your NO v 207
last delivery
204 How many times did you
receive PNC in your last
delivery
205 Have you ever attend . Yes
antenatal care in your NO v i, 301
last pregnancy
206 How many times did you

receive ANC in your last

pregnancy
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Part 3. Body weight perception assessment

For the following question answer one choice on the way you feel about your weight status

No. Questions Responses

301 How do you Perceive your body 1. Very underweight
weight status? 2. Slightly underweight
3. About the right weight
4. Slightly overweight

5

Very overweight

Part 4. Body Shape Questionnaire ( 8 items Evans & Dolan, 1993 BSQ)

Questions Never Rarely Someti | often Very | Alw

mes often | ays

1 Have you worried
about your flesh being

not firm enough?

2 Has eating even a
small amount of food

made you feel fat?

3 Have you avoided
wearing clothes which
make you particularly

aware of the shape of

your body?

4 Have you felt ashamed
of your body?

5 Has worry about your

shape made you diet?

6 Have you felt happiest

about your shape when
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your stomach has been
empty (e.g., in the

morning)?

7 Have you felt that it is

not fair that other
women are thinner than

you?

8 Have you worried

about stretch marks on
different part of your
body?

Part 5.weight control practice assessment

No. | Questions Responses Skip
501 | What is your Preference 1. Nothing / not sure
about your body 2. Gain weight
weight? 3. Lose weight
4. Maintain weight
502 | Have you ever tried to 1ooYeS oo 604
lose weight in the last 2. No
30 days?
503 | Have you ever tried to 1. Yes
avoid gaining weight or 2. .No
maintain your body
weight in the last 30
days?
506 | Have you tried to do any of the following things within the last 30 days in order to
lose weight, avoid gaining weight or maintain your body weight?
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Never | Occasionally | Oncea |2-3 | More | Daily/
week times | than | always
a 5
week | times
a
week
Skipping
1 meal/breakfast, lunch
or dinner
Fasting for > 24
2 hr./long hour fasting
Eating less food than
3 usual
Taking traditional
4 home remedies (like
lemon tea, hot water,
etc. )
5 Eating one-food diet
6 Total avoidance of
specific food item
7 Using slimming belt
Eating food substitutes
8 (e.g., a special drink,
supplements).
Taking slimming
9 tea/diet pill
Taking laxatives or
10 | diuretics
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11 | Self-induced vomiting
after taking meal
507 | What are your sources of information to get engaged in these weight control
practice?
Yes No
1 Families
2 Peers/friends
3 Husband or Dating partners
4 Written materials (newspapers
and magazines)
5 Health Professionals
6 Mass medias (TV, Radio)
7 Social medias (e.g. Facebook,
instagram)
508 | Have you ever been influenced by any of the following to get engaged in weight
control practice?
Yes No
1 Families
2 Peers/friends
3 Husband or dating partners
4 Written materials (newspapers
and magazines)
5 Mass medias (TV, Radio)
6 Social medias(e.g. Facebook,

instagram)
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Part 6. Physical exercise questionnaire (derived from Godin — Leisure Time Exercise)

How many times on the average do you do the following kinds of exercise intentionally for the

purpose of weight loss in the last 30 days?

Never Occasionally | days Time
per per
Week | day

STRENUOUS EXERCISE (HEART BEATS
RAPIDLY) (e.g., running, jogging, hockey,
football, soccer, squash, basketball, cross
country skiing, judo, roller skating, vigorous

swimming, vigorous long distance bicycling)

MODERATE EXERCISE (NOT
EXHAUSTING) (e.g., fast walking, baseball,
tennis, easy bicycling, volleyball, badminton,
easy swimming, alpine skiing, popular and folk

dancing)

MILD/LIGHT EXERCISE (MINIMAL
EFFORT) (e.g., yoga, archery, fishing from river
bank, bowling, horseshoes, golf, snow-mobiling,

easy walking)

Part 7.Anthropometric measurement /BMI assessment

No Height Weight

701 Measurement | Measurement | Measurement | Measurement
1 2 1 2

Result

72



Annex 3
: Informed Consent (Amharic version)
A%.0 AN RLACHE: PUNLAON MS AamONP PO1-9°0 T9°VCT 15 A

Pavlf avav-@ 0

NAI® A729°7 10071

e ANAAY- PooMy-t PASNANN RLNCAHE PUNLA+aN
MG AMONP eOT-9° F9°VCTH AGA N7INHCH &4 aoCY MG AP THoTLT
PATA7 US ANG7 Nov@h 1a..:: +914P Covavldf dU-47 AL 85T NI
C NEVL-OAL LHETLF L MSTT PAPY ANLTT PoofAIMC AIPI°L T NTLA CON
NAZNAND N70.7F NFovim @LSOT AL TGHP UG ATLIHIE  hhshan
RLACHE AS hALONAND MG N.C VIP 42L& TPNANT::

ACOPI° (L2029, (HLLT Ch Mo, PGa0-6 AMANL (AT ao0lt (HY TSTHAL
A4 AP Ctavlm APT QY TG AL PCOL A4 NLPLT 1T AL
Ptao(lt LIPSAT LY TG+ AL AAGoAHG oo HL C+mOd 1@ S PPy
ham: FZA9° NaoY N AL 2149° (LLATI® oo 1P e+md LIPSA: (LY TS+ AL
AooOF6 L PLE NGIPTS N 71F N9°YA A%TELT NAAT OHY 9°n3 e
PULLCONDT 9°19° Al T TIC hBTCIH:

LUT TG AZITH GPLE P MNP WG dov PG LLE®T MmN CaNg-t
Phovt oopn.f SANA TN 1@ N9CCIP6 ULt oP T ANLTLT  AooHT AN Lo
ANOT a0 AT8.U0-9° |oo P77 QAN NNL ATCH SIPSA : NTeR149° P
aoMEP PLLAA®I A MY aomPPI° QA A@.1 P ANt AL 19°1F 0 @11
MLF® NALAIDT0 AChH TANLT®7 AgodMC CoLHMNET DT AICI° LT
hHYY° IC 011577 PoolB 9°5> AP+ POLTFA P°REPT AP8.U-9° AINVT 06T
ATSLNSO.  DANNDT TTUNG-P S PULEeIN TEL®TT ATMPPOINT: TGET
NGLCT NAMPAL NNLTPLT Agvaols: oot P) Adodn S PA-aomGds AT1L L7
30 LEPATMPTING::

LYV TG MamPAL h&VL-OAL NA NALTINC MS7T LAY AN T CardMmC
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AI 9L AG HLEU TEET  ovlET PULMeI®  LUPSA: hHVI® ANG TS 770N,
ATLLLE AG A%LooandT@. MALCA AhAT MG PAPT @-4.417 Aaodin holLLT
et CavpANeG BMMCE a0 T1LTT A1%PCOS W TSNS AT8U-9° M577
PP ANLAT CaoBbMMC AI°I° LT W18.LN044A7L oot BIPSA P70 0 WI°rT
afN7: By ACOL LULAM-T oolB NULOAMC PULMNPS P40 avAf hE P71 L.
LIPSA: NPA-aomed N'1€ AL PACAL 09°  hLbaoT9°:: Gy ool VT TG
hoo16 AL AMA A9°T9° G ALMAYIT:: LUTII° avl8 n2l.ooAnt@. hnd .
A A@. PUILooANTD. LPSA PTIRaANT LT TLES AaoAnt PTILLNTTT
TLE W18.a00N h@124.9°: Ph-oomLP LLLIAADT ®FF 9°F Vs
NATNTILF 1PEDI° Oat TIRLT STAN: NPA-oomBd AL PACNE 19 +ATE:
ALY TGHP OU-& TLG@. A% PN 1.
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Annex 4:Survey questionnaires (Amharic version)
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CURRICULM VITAE

PERSONAL INFORMATION

Name Hana Assefa Mengistu

Date of Birth March 1/1992

Gender Female

Marital status Married

Address Addis Ababa

Nationality Ethiopian

Email assefahanab@gmail.com
Telephone +251920488124/ +251910096480

WORK EXPRIENCES

e From Oct 2014 — Oct 2016 SNNPR, Gamo gofa Zone, Uba debretsehay Woreda, Beto H. Center
e From Nov 2016 — Oct 2018, KembataTembaro Zone, Damboya Woreda Funto H. Center

v' SC Focal at SNNPR, Gamo Gofa Zone, Uba debretsehay Woreda, Beto H.
Center

v Health extension worker Supervisor at SNNPR, Gamo Gofa Zone, Uba
debretsehay Woreda, Beto H. Center

v' Facilitate trainings on management of SAM to health professionals in
collaboration with GOAL Ethiopia and gamogofa zohe health office

v" Facilitate trainings on YFS and Family plannimg training to health
professional and health extension workers in collaboration with IFHP and
gamogofa zohe health office
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v HEAD of health center , EPI and YFS focal SNNPR, Kembata Tembaro Zone,
Funto H. Center

v Organize each reporting system from each service unit and from health posts.

EDUCATONAL BACKGROUND

High School & Preparatory (9-12) south wollo, Kutaber secondary & Preparatory School 2007-20010

BSC Public Health Officer Haremaya University 2011-2014

Languages:
SIN Language Speak Read Write
1 Ambharic Excellent Excellent Excellent
2 English Excellent Excellent Excellent

Additional Trainings

e May 23-29/2018, Blended &Integrated Nutrition, Transform PHCU Woliata Sodo /Ethiopia

e Oct 2-3/2017, Training on PITC and VCT ,Kembata tembaro zone health bureau
Durame

e June 2-4/2017, Health sector transformation plan, Kembata Tembaro zone health officer
Durame/Ethiopia

e April 20-22/ 2017, Heath communication and leadership skill, Communication for health
/gogota care wolayita sodo

e March 20-24/2017 Training on eHMIS and eIDSR , JSI/SNNP health bureau
Butajira Ethiopia

e Junl8-Aug 6/2016 Facilitate training on implanon next to health extension workers,
IFHP/Gamogofa zone health burea Arbaminch,Ethiopia

e Jun 21-Jun 28/2016 Training on comprehensive family planning and long acting FP
service, IFHP/SNNP health bureau Yirgalem ,Ethiopia

e May 20-26/2016 Facilitate training on management of Sever acute malnutrition, GOAL
Ethiopia Arbaminch Ethiopia
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e May 12-18/2016 Training on Management of sever acute malnutrition, GOAL Ethiopia
Arbaminch Ethiopia

e Dec 15-22/2014 Training on youth friendly service and syndromatic management of
sexually transmitted infections(YFS/STI) IFHP/SNNP health bureau Halaba, Ethiopia

Additional skills
Statistical and software:- Word, Power point, MS Excel
SPSS, STATA

Hobbies and Interest

e Leading and Providing services

Identifying and analyzing Problems

Planning and Implementing

Capacity building in different activities

Data analysis and interpretation

REFFERANCE:
Muluken Dubale :- Damboya health office head Tel:- +251910366048
Kidus Fitsum:- Funto health center head Tel: +251 912785924

Solomon Berhane:- USAID/Transform :SNNP PHCU Project, Regional  Nutritional
Officer Tel: +251920322620
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