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ABSTRACT

Background: Growth monitoring and promotion is a prevention activity comprised of growth
monitoring, linked with promotion that increases awareness about child growth and serves as the
core activity in an integrated child health and nutrition program. Even though growth monitoring
and promotion would appear to be a prerequisite for a good child health, several studies have

shown that there is a “know-do gap” among caregivers.

Objective This study was aimed to assess caregiver’s knowledge and utilization of Growth
monitoring and promotion services for children under two years old in Debre Berhan, Ethiopia
2020.

Method Community based cross sectional study supplemented with qualitative design was
conducted in Debre Berhan from February- May2020. Quantitative and qualitative methods were
used. For quantitative part, from the 421 estimated sample size 402caregivers were selected by
using a single population proportion formula with simple random sampling and data was
collected using adopted, structured and pretested interviewer administered questionnaire. For
qualitative 6 purposively selected health extension workers were interviewed (in depth
interview) to supplement the quantitative study to find out the challenges. Quantitative data was
entered into Epi data version 4.0.2 then exported to a Statistical Package for Social Sciences
version 21.0for analysis. Bivariate and multivariable logistic regressions were computed to see
the association of independent with the dependent variables. The results were reported as Odds

Ratio and 95% Confidence interval. Qualitative data was analyzed using thematic analysis.

Result with 402(95.4%) response rate, only 35% of the care givers were found to have adequate
knowledge about GMP while utilization of GMP services was 13.4%.Illiterate caregivers were 3
times less likely to know about Growth monitoring and promotion than those with secondary or
above level of education [AOR=3.54; (95% CI=1.22, 10.72)].Caregivers who didn’t get an
explanation about the weight status of their child were 5 times less likely to have adequate
knowledge about Growth monitoring and promotion than their counterparts [AOR=5.02; (95%
Cl=2.626, 9.597)].Additionally, those who said there was no nutritional counseling and
education sessions at the health facility were 2.4 times less likely to be knowledgeable about
Growth monitoring and promotion than those that attended the session [AOR=2,4; (95%
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Cl=1.356, 4.359)].Residents at rural area were more likely to utilize growth monitoring and
promotion than urban area [AOR=0.128; (95% CI1=0.035, 0.474)]. The odds of young child age
group (0-5 and 6-11month) not to utilize Growth monitoring and promotion were lower by
87.7% and 80.7% respectively compared to the 18-23 months of age [AOR=0.123 and
0.193;(95% CI1=0.029, 0.517 and 0.049,0.764)]. Children’s with more than 5 family members
were 3 times less likely to utilize Growth monitoring and promotion than those with
less]AOR=2.97; (95% CI =1.171,7.536)].The odds of not utilizing the service were lower by
94% for those who travel less than an hour to reach the health facility [AOR=0.06 ; (95%
Cl1=0.014,0.261))]. Care givers with poor knowledge were 2.4 times more likely not to utilize
Growth monitoring and promotion than those who had good knowledge [AOR= 2.45 ;( 95%
ClI=1.125-5.332)].Qualitatively, workload, lack of materials, lack of training and supervision

were among the major challenges faced by health extension workers.

Conclusion and recommendation Both Knowledge and utilization of Growth monitoring and
promotion were low. Thus, efforts should be made to deliver supportive supervision, trainings
and materials to health posts. Additionally, promotional campaigns must be initiated to create
awareness in both the rural and urban side of the city.

Keywords Caregiver, Growth monitoring, Children, Knowledge, Utilization, Ethiopia



1. INTRODUCTION

1.1Background

Children’s survival, growth and development depend upon a good nutrition, while the hopes and
future of children is robbed by malnutrition which leaves their lives’ hanging by the balance.
From birth to adulthood proper growth and function of all body parts and systems are fueled by
Nutrients. Without nutrients, normal growth and development of children will be impaired.
Malnutrition occurs when there is inadequate amounts of nutrients (proteins, calories,
carbohydrates, fats, minerals, and vitamins)that are important in keeping the body systems in

normal functioning manner (1,2).

Poor nutrition particularly in early childhood results in stunting. Stunting prevents children from
ever achieving their full possible height and restrains their brain development inhibiting it to
develop to maximum cognitive potential. As a result, children whose growth is stunted face
barriers and challenges in school and their communities. Poor nutrition also leads to wasting,
which threatens the life of children by making them more susceptible to chronic developmental
delays and poor immunity that increases the risk of morbidity and mortality, especially when

wasting is severe and not treated early (1).

Growth Monitoring and Promotion (GMP) is a process which involves a regular weighing and
measuring of height to compare the results with standard normal values. It is used in numerous
community-based programs to monitor the status of growth in children and to decide whether or
not to deliver additional interventions. However, some doubts are being raised about the
effectiveness in programs built on Community based Growth Monitoring (CBGM). CBGMP is
basically done by scheduled visits to the health provider and was started in communities with
low access to primary healthcare. Ideally the services were expected to be linked to and aided by
the nearest available health facilities in order to ensure quality monitoring service by the
community worker. Basically GMP is aimed at making child growth visible and to promote

actions to address growth faltering (3).



Majority of the countries in the world promote and monitor growth and in addition to that 125
countries had adopted the WHO standards for growth chart, implicating GMP particularly of

infants and young children as a widely regarded necessary element of primary health care (4).

Assessing growth is considered to be a prominent instrument for defining the nutritional status of
a particular individual or a population. If there is any impairment in the health condition or
nutritional status in a person, it almost always affects growth regardless of their cause. The
purpose of GMP is to reduce the risk of malnutrition by improving nutrition, educating
caregiver’s and produce early detection and referral for conditions manifested by growth
disorders (5).

Neglecting to react and address malnutrition will continue to produce a significant loss of both
human and economic potential for nations. Because of this governmental and non-governmental
organizations in Ethiopia are implementing prevention and promotion programs in order to
minimize malnutrition, especially in children. One of these programs is growth monitoring and
promotion (GMP) which improves nutritional status of children by initiating health extension
programs at community level .GMP is a prevention activity that expands knowledge about child
growth; increases child caring practices; builds additional interest for other health services, as
needed; and serves as the core activity in an incorporated child health and nourishment programs
(6,7).



1.2 Statement of the problem

The World Health Organization views poor nutrition as one of the most important threats to the
world’s health. When a child is undernourished, the negative consequences follow that child for
his/her entire life (6,8).The Latin America, The Caribbean, Asia and all the other regions has
shown a decrement of number of stunting except for Africa, Africa is the only region where the
number of stunted children has risen instead of declining further more east Africa is the most
affected by stunting compared to other parts of Africa (1). According to the 2019 Ethiopian Mini
Demographic Health survey (EMDHS), 37% of under five children in Ethiopia are short for their
age or stunted, and 12% are severely stunted. The prevalence of wasting is 7% and 21% are

underweight (9).

Even though crucial interventions to combat malnutrition are well known, they need to be more
integrated and increased in order to have a big impact in the nutritional status of children in
developing countries. Nutrition-specific interventions, which directly impact an individual’s
nutritional status and prevent malnutrition, must be applied and used to bring about change and

GMP is one of those specific interventions(6,10).

The government of Ethiopia initiated a program so that children participate in monthly GMP
sessions at different health posts and progress in participation has been seen with national
average performance of 44 percent in 2018 (11).But it is still low in the country if that number is
less than 80% (12).0On the other hand on a study conducted on southern part of Ethiopia
indicated the utilization of growth monitoring and promotion to be just 16.9% , which is a very
low number that raises a curiosity on utilization of GMP on other regions of Ethiopia (13).

Instead of being a program that’s regular and sustainable ,GMP is being misunderstood as
similar with the immunization activity and as a screening program for food aid (14).
Furthermore, all the mothers were aware of immunization services but they rarely mentioned
GMP programs when they were discussing about public health services for children, instead the

mothers considered it as a part of other maternal and child health services (15).



The other problem is the promotion aspect of GMP. it seems to be neglected by health
professionals, as a results of a study conducted in south Africa indicates that even though
majority of Care Givers strongly agreed that it was important for children to be weighed
regularly, more than half of them reported that their child’s growth was not explained to them on
the day of the assessment (16).

There was also a discrepancy with decreased utilization and continuation of GMP for people
located at rural and urban areas, For instanse the overall findings of a study done in kenya
found the coverage for continued GM to be low with the lowest coverage among children 12 to
24 months.Even more the coverage for continued GM in urban area were found to have a

higher coverage than that of the rural part of the area (17).

Even though there is a sign of a slight improvement seen in the current 2019 (EMDHS), the
numbers signify that there is still a huge work to be done on the prevention and treatment aspects
of malnutrition. One of the preventive ways to do that is GMP. But improvement on GMP can
only be successfully undertaken if the knowledge and utilization of GMP is properly assessed
and reasons why are determined, so that appropriate actions will be taken. More specifically the
Amhara region was literally the only region with zero percent of under 5 children whose weight
for age was above +2 Standard deviation (SD) units and is among the top regions with high
burden of malnutrition which could be related to poor knowledge or utilization of preventive
methods like GMP (9).Therefore, the purpose of this study is to asses caregiver’s knowledge and
utilization of growth monitoring and promotion for under two years in children in Debre Berhan,
Ethiopia,2020 .



1.3 Significance of the study

In Ethiopia malnutrition is widespread, despite many changes in the healthcare system, which
gave more focus to GMP but with no remarkable success. Even though the government of
Ethiopia started to implement the GMP, very little research has been conducted to assess the
knowledge of caregivers about GMP and status of real-world practice of GMP at the most basic

level.

This research could usefully bring important insights on the factors that influence successful
implementation of GMP so that ministry of health , Amhara regional health bureau and Debre
Berhan town health office or other organizations working in child survival programs design
interventions to improve the activities of GM and conduct a more comprehensive package of
interventions at the community level tailored to local needs as part of national and regional

nutrition programs by linking them to or delivering them during GMP.

Generally this study will aid to collect information about the current utilization of GMP and to
provide evidence-based results and recommendations for potential future implementations which
may be conducted by a variety of governmental or non-governmental organizations to bring
about a significant impact. It may also serve as a steppingstone and referred by other researcher’s
for further studies. Lastly it may be used by the health care providers to better the promotion

aspect of growth monitoring and promotion at the regional and national level.



2. LITERATURE REVIEWS
2.1 Overview

GMP is a strategy that was initiated for the promotion of health. It enables mothers to have an
insight about the normal growth or the lack of it in their children and to obtain specific relevant
and practical guidance to assure continued regular growth and health in their children. The aim
of all growth monitoring activities is achieving behavioral changes in the mother with respect to
quick response to illness, child feeding and an understanding of the various factors which

influence the growth and development of the child (18).

So basically ,as emphasized by United Nations International Children Emergency Fund
(UNICEF’s), the procedure of GMP program is that primarily the weight will be assessed with
the result being interpreted after plotting it on the graph , then it will be analyzed to determine
whether there is growth flattering or normal growth . After the analysis, the results will be
communicated to parents with condoling based on results then the problem will either be solved

or referred to a higher institution for better management (19).

A variety of anthropometric measurements are used to assess child’s growth. Among them which
are studied are weight, height, mid upper arm circumference, head circumference and chest
circumference. But after a deep analysis of these measurements has led to the conclusion that
weight for age is one of the most suitable parameters for measuring a child's growth at the field
level (18).

Generally, GMP is a preventive strategy when implemented properly,

e It catches growth faltering at early stages and because weight changes relatively quickly,
it detects early sign of health and nutrition problems.

e GM can propose an entry point to preventive and curative health care and serves as a
collection of programs in line with critical reductions in malnutrition.

e GMP assumes key role in caring for children. This includes measuring of growth in
children, noting and interpreting to give health advice, treatment and follow up.

e |t likewise exhibits an achievement for routine health management information system

data, utilization and coverage of preventive health services over time(20).
6



2.2 Why Monitor Growth?

Other than its importance as an assessment role, GMP also has an educational Role that serves as
a guide in teaching caregivers and the community on how nutrition, physical activity and illness
can affect growth and by doing that it facilitates and motivates individual initiative and improved
child care practices. The other role is promotional and motivational role which provides regular
contact with primary health care services and facilitates their utilization. It raises caregivers’ and

communities attention and commitment to child growth and nutrition (21).

GMP depends on a procedure focused on behavioral change with caregiver’s and the community
in order to advance ideal health. The significance of growth monitoring and promotion has been
appeared to have a positive value as indicated by various studies for instance results in an
Indonesian study, the prevalence of underweight or stunting was higher among children who did
not have a growth monitoring card. The prevalence of stunting was higher among children who
didn’t routinely go to health centers for GMP in the last 3 months, so this demonstrated that

markers of malnutrition were found to be higher in those that do not utilize GMP (22).

2.3 Coverage of GM

GM programs are being embraced in various developing nations. Small scale programs being
carried out under committed supervision have given significant bits of knowledge in the
operational limitations associated with growth monitoring. Activities of GM are effective in
India, Indonesia and the Philippines. In spite of the fact that a relatively smaller scale than their
counterparts in Asia, certain African nations like Kenya, Botswana, Lesotho and Gambia are

likewise executing GM activities (18).

A cross sectional study conducted in Indonesia found out that there is a low coverage of growth
monitoring program especially in rural locations (Possession of Growth Monitoring Card (30.2
%) Routine visits to Posyandu in the last 3 months (52.3%))which led to the prevalence of

underweight and stunting among under-five children (22).

Overall findings of a study done in kenya found the coverage for continued GM to be low with
the lowest coverage among children 12 to 24 months.Even more the coverage for continued GM

in urban area were found to have a higher coverage than that of the rural part of the area(17).



A study conducted on southern part of Ethiopia indicated the utilization of growth monitoring
and promotion to be just 16.9% even though the national average participation for GMP has
reached 44 ,percent after its initiation program to participate children for monthly GMP ,as per
reports of the government of Ethiopia by 2018, (12,13).

2.4 Challenges of GMP implementation

A study carried out in countries of the Eastern Mediterranean Region clarified a common
constraints encountered in child growth monitoring programmes were categorized into
informational, tangible and attitudinal. The informational constriants included lack of adequate
training of personnel(reported by ministries of health (MOH) in 6 countries, 37%), followed by
incorrect plotting of the measured data (5 countries, 31.3%). Problem of understanding and
interprating the growth curves were reported many times(4 countries,25%).Tangible constraints
included poor condition of weighing scales : lack of maintenance, standardization and
timely replacements(4 countries, 25.0%). Attitudinal constraints were less common, but
still  a problem and included poor understanding by health care workers of the risk of
underweight and the importance of identifying and referring these children (3 countries
18.8%) (23).

As a challenge (52.2%) of the health workers in a study conducted in northern Ethiopia reported
that there was lack of GM equipment in their health facilities like weight scales, family health
care cards, stationary materials and also absence of pamphlets to promote GM. In addition to the
reports of the health workers the study found profession, educational status, work experience,

availability of GM equipment and attitude to be significantly associated with GM (24).

On observational part of a study done in Butajira, from the samples of all the family folders
taken from each health posts of that area none of the weight for age growth chart were plotted
when the investigators checked the history of under two children the reasons the Health
extension workers ( HEWs) put out for that was because of huge work load they didn’t have the
time to plot the chart and even though in majority of the health posts weight measuring
instrument were available , the HEWSs stated that they are not that much focused on weighing
children below six months because of the nutritional counseling that they are giving to the care
givers focus on complementary feeding (25) .



2.5 Factor affecting knowledge and utilization of GMP

Different studies have discussed the factors that affect the utilization of GMP. For instance,
according to a study in South Africa, with the exception of weight, anthropometric
measurements were not performed routinely for the majority of children aged 0 - 36 months,
indicating poor implementation. Correct procedures, as described in guidelines, were followed
for weight measurements in 68.1% of cases, followed by head circumference (56%),
length/height (18.3%), and MUAC (10.2%). As a factor ,various barriers were said to affect the
implementation of nutrition interventions which are poor staff knowledge and skills, lack of
time, staff shortages, and/or frequent staff changes of trained staff owing to attrition or rotation
(16).

A community based cross-sectional analytical study in Kenya found no significant associations
on most of the socio demographic characteristics but the respondents with college levels of
education were found to be more likely to take their children for GMP and to continue doing that
compared to those who had primary level of education making it similar to another study in
Ethiopia. In addition to Accessibility of health facilities/ services being critical, Mothers of
higher socio-economic status were more likely to continue with GM because they could afford

transportation costs to the health facilities for continued GM in the study populations (17,26).

Nutritional counseling and education is crucial to boost Mothers awareness about health care
services. From a report out of a study conducted in South Africa mothers who received or said
there is Nutritional counseling and education at the health facility they visit were found to have
a good enough knowledge about GMP than those who replied there is none. This finding was
also similar to that of a study in Ethiopia and a study that used focus group discussion with
panels in South Africa(26).

A cohort study conducted in Rwanda found the average utilization rate over three years to be
between 75-79% in which at the last year the utilization was reported to be 78.4 .Unlike the
study the Rwandan study the utilization of GMP was found to be quite low in studies conducted
in Indonesia 30.2%,Kenya 53.3%, Southern Ethiopia 16.9% , (13,17,22,27).



Furthermore, a Zambian prospective study found GMP programs to perform poorly due to weak
monitoring and supervision, poor practices among health workers and the lack of motivational

packages attached with the program (28).

On the other hand, a research done in southern Ethiopia found utilization of GMP services to
have no significant association with workloads of mother, knowledge about GMP chart, birth
order and continuation of GMP after full immunization. instead , the wealth index, place of
delivery, large family size and regular GMP frequency were found to be associating factors for
utilization of GMP services (13).

In Ethiopia husbands are mostly the primary spokespersons for their family, and their opinion
and decision are highly valued by mothers and children in utilizing health or any other services.
Qualitative Study conducted in Loka Abaya District reported that husbands’ encouragement to
GMP attendance was uncommon and also the nearby health facilities did little to inform and

promote GMP to the community (29).

Mothers who gave birth at the health facility and participants that had to travel less than one hour
to reach the nearest health facility were found to be more knowledgeable about child feeding and
growth monitoring according to a study conducted in Butajira. The study also found that the
higher the educational level of the mother, the more likely the mother is to utilize GMP than
illiterate mothers. Regarding occupation of the mother, those mothers who were housewives
were less likely to utilize GMP than farmers. Mothers with adequate child feeding and growth
chart knowledge were also about 5 times more likely utilize GMP than those mother with
inadequate knowledge but other factors like media were not found to be significantly associated
(25).

Positive relationship between knowledge of Mothers’ child feeding and growth chart was a
predictor of GMP utilization in studies from Ghana and Kenya. .Likewise, another similar study
conducted on the southern part of Ethiopia a while ago found association of knowledge about
growth monitoring and promotion to do with utilization of GMP, (17,25,30) .
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2.6 The Impact of Maternal knowledge on child growth and monitoring

A qualitative exploratory study on perceptions of GMP among an International Panel of District
Medical Officers found the main reason for the mothers to come was for vaccinations and
majority of the medical Officers did not put communication as their primary objective. Some
even tended to consider communication as a 'no-act’, while weighing was considered as the
technical justification of their presence in GMP. Communication with parents using the growth
curve was found to be secondary. It was never either reported as an objective of GMP or as a
criterion to evaluate the program efficiency. The growth chart was considered to have mainly
diagnostic purposes and used for the health information system this was also supported by
studies from Afghanistan and Ethiopia (13,31,32).

On the other hand, a cross-sectional study in Ghana, 70.3% of the caregivers expressed the
meaning of GMP as a weighing program whilst 26.7% related it as immunization. About 53.0%
of the caregivers had good knowledge in children’s GMP in which they associated the
importance of GMP to improve childcare practices. A higher number (87.6%) of mothers having
a good knowledge of GMP was also noticed in a similar study conducted in Ghana(33,34).

The Exploratory Qualitative Study conducted in Loka Abaya district, respondents (Mothers)
reported that they didn’t know about GMP and they thought the indigenous knowledge about
feeding and child growth are enough, or they become to know about it late. Even that was not as
a result of the health institutions effort but others in the village influenced them regarding
bringing their children to GMP session. Fear of the shame that would come because of the
measurement result , weighing of the children in an open field just like goods and exposure to
‘bad air’ or fear of evil eye when cloth was removed for measurement were one of the reasons

found to be influencing the mothers for GMP session (29).

11
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Figure 1: Conceptual frame work constructed by the investigator after reviewing different

littritures(14,17,18,23-29)
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3. OBJECTIVES

3.1 General objective
e To assess caregiver’s knowledge and utilization of growth monitoring and promotion for

children under two years old in Debre Berhan, Ethiopia.

3.2 Specific objective

e To assess knowledge of caregiver’s about growth charts and child feeding practices for
under two years children.

e To assess the utilization of Growth monitoring and promotion among caregiver’s of
under two years children.

e To identify factors affecting the knowledge and utilization of Growth monitoring and
promotion.

e To explore challenges encountered by health extension workers that affect growth

monitoring and promotion utilization by caregivers.
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4. METHODS AND MATERIALS
4.1. Study area and period

The study was conducted in Debre Berhan town from February 15- May 26, 2020. Debre
Berhan town is a city and woreda in central Ethiopia. Located in the Semien Shewa Zone of
the Amhara Region, about 120 kilometers north east of Ababa, capital of Ethiopianand about
695kms far away from Bahir Dar town, which is the capital city of Amhara regional state.
Debre Berhan has nine (9) urban ‘kebeles’(small administrative units)and 5 rural kebeles and
has a total population of 81,756 ; among which 19,214 were mothers of reproductive age groups
and 11,037 were children less than five years of which 2,649 are infants. The town has
24,056households at urban and rural areas. The town has one private hospital, one referral
hospital, three health centres and 14 health posts. Debre Berhan also has 2 HEWSs deployed in
pairs for every kebele, and affiliated with each kebele’s health post(35).

4.2. Study design

Community based cross sectional study supplemented with qualitative design was conducted.
4.3. Population

4.3.1. Source population
All caregiver’s of under 2 years old children and health extension workers that were found in

Debre Berhan town during the study period.

4.3.2. Study population
Quantitative study: Randomly selected caregiver’s with children less than 2 years of age who

lived in kebeles that were selected randomly during the study period at Debre Berhan.

Qualitative study: purposively selected health extension workers that were working in the

community health posts Debre Berhan.
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4.4. Eligibility criteria

4.4.1. Inclusion criteria
e Mothers (caregiver’s) of children less than 2 years of age that were present at the time of
data collection periodand give an informed consent.

e Health extension workers at selected kebeles that gave informed consent

4.4.2. Exclusion criteria
e Caregivers who were bed ridden due to an illness that limits the ability of the respondent

to reply to questions asked by the interviewer.

4.5. Sample size determination

A single population proportion formula was used to estimate the sample size. The prevalence
47% was taken for Knowledge of Growth Monitoring in Areka Town, Southern Ethiopia,
2017(26)after comparing it with other two studies because it yielded the highest number. Then
the sample size was estimated to be 383 with 10% non response rate included, the final sample
size became 421 with confidence level of 95% (level of significance, 0=0.05) marginal error of
5%.

n=(Zw/2)2 p (1-p)

d2
n= (1.96)°x0.47(1-0.47 = 3.8416x0.2491 =383
(0.05)? 0.0025

n =383 +10%=421
Where:  n = the desired sample size
Za/2=standard score corresponding 95% confidence interval (1.96)
d = degree of precision 5%
p=prevalence of utilization of GMP

With 10% non-response rate, the final sample size was estimated to be 421
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Table 1 : Variables and studies used to calculate the sample size by using their proportion

Variables Place of study Proportion used for | Calculated sample
calculation of sample | size with
size nonresponse rate

Knowledge Areka Town 47% 383

Knowledge Butajira 64% 354

Utilization 11% 151

Utilization Mareka district, 16.9% 216

4.6. Sampling procedure

The town consists of 14 kebeles (9 urban and 5 rural kebeles). By using simple random sampling
method (lottery method) 5 kebeles (3 urban and 2 rural kebeles) were selected namely from
urban (kebeles 02, 06 &08) and 2 from rural areas (atakiliti and Zanjira ). Then using the list of
under two years children from HEW’s in each of selected kebeles (K2=338, K6=121,
K8=171,K2=84 & K5=63),sample frame was prepared. Using the sample frame, the total
samples size was allocated proportionally according to the number of HHs with under 2 years
children to each of the selected kebeles. The first of the HHs were selected randomly and the rest
of the subjects were included through systematic sampling techniques, every 2™ HHs with under
2-year children for each kebele were assessed.
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4.7. Sampling technique

DEBRE BERHAN

Rural(3, 506
HHs)

Urban(20,550
[HHS) ]
K Il k2 || k3 || k4 | K5
1§0EE (== L

A
K6 K7] K8 || K9 | By using simple random sampling [K4 ] K5 ]

S
|

)

f_\

]

K 02 K 06 K 08 By Systematic random
T=338 Sampling from the T=84 =63
S=183 sample frame > 5%
N=421
(Total sample size)
K= kebeles /
T= total number of children under 2 S = proportionally allocated sample size in each kebeles

Figure 2:- Schematic representation of sampling procedures of the study, Debre Berhan,
Ethiopia, 2020.
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4.8. Study variables

4.8.1. Dependent variable

e Knowledge and utilization of GMP

4.8.2. Independent variables

» Socio demographiccharacteristics of caregiver
e Age of the mother/caregiver

e Marital status

e Ethnicity

e Religion

e Living area (urban/rural)

e Familysize

e Educational status of caregiver/mother
e Occupation of caregiver/mother

e Workload of caregiver/mother

e Household Income

> Socio demographic characteristics of the Child
e Age, sex and immunization status
» Health care service characteristics

e Availability of GMP services
e Time it takes or distance to the health facility
e Place of delivery

e Availability of trainings, supervision and condition of GM materials.

> Other factors affecting GMP utilization

e Family members encouragement for GMP attendance
e Perception towards the results of the GM

e Privacy of the child weighing place

» Sources of information
e Television, radio, Internet, Health extension workers ,Friend or Family members
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4.9 Standard and operational definition

e Knowledge: Knowledge was assessed based on 12 questions which contain questions
concerning meaning of GMP ,importance of GMP, Frequency of attendance in GMP,
Purpose of growth chart ,initiation of breastfeeding and complimentary feeding, feeding
frequency and interpretation of all the four growth curves which have 12 scores: Respondents
who scored 0-4 points were considered of having very low knowledge in GMP activities;
those participants who scored 5-8 points from the 12 were considered to have moderate
knowledge in GMP activities while at last those who scored 9 and above points were
classified as having high/good enough knowledge in GMP then intern considered to be
adequately knowledgeable(33).

e Utilization of GMP services: Participation of a child under two years for GMP services at
least once for 0 month age old child , at least two times for 1-3 months old child , at least
five times for 4-11 months old and at least four times per year for 12—23 months old age
child with the weight of the child marked on the growth chart were considered to have
utilized GMP(13).

e GMP: is the process of following the growth rate of a child in comparison to a standard
periodically and giving counselling services for the wellbeing of the child.

e Mother and child health card: A comprehensive health card that was prepared by ministry
of health which contains different health information’s including about danger signs for
newborns and mothers, variety of immunizations schedules, vaccination certificates weight
for age growth chart for both sex and the weight for age child growth charts for both sex and
used to plot the growth pattern of the child attending GMP.

e Caregiver: any adult person, which can be (Mother, Father, Grandparents, Aunt, Uncle or a
legal guardian), who is giving direct care and currently looking after the child’s every need.

e Health Extension workers: trained personnel in kebele health posts responsible for
identifying pregnant women, delivering antenatal and postnatal care, routine monitoring of

children and refereeing them to a better health setup in case of a higher health issue .
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4.10 Data collection tool and procedure

The quantitative data was collected by Pretested interviewer administered questionnaire. The
questionnaire was adopted after review of literature and other similar study (25,33).Data
collection tool consisting seven parts with closed ended questions about socio-demographic
characteristics, knowledge and utilization of GMP and other factors that may influence GMP
was used to collect the quantitative data’s. The questionnaire contained 53 questions and took
up to 30 minutes to complete the face to face interview .Mother and child health cardwas
reviewed to check the utilization of GMP services .6 data collectors were used and each data
collectors went home to home with the interviewer administered questionnaire to collect the
data.

In order to explore the health extension workers point of view, on the implementation of GMP,
qualitative data was collected by the principal investigator using adopted in depth interview
guide to purposefully selected health extension workers with 14 open ended questions and
probe questions in between so that it would aid to collect a rich and comprehensive data on the
health care aspect(25).During the interview the principal investigator took notes with the help of
tape records to interview selected study participants. 10health extension workers at the
community were selected for the interview but only six in- depth interviews were conducted
until the information saturated. Each interview took place in health post offices of HEWS in
order to provide privacy and confidentiality for the study participants for 30 minutes to 45

minutes.
4.11 Data quality assurance

Both the questionnaires were prepared in English language then translated into Ambharic then
translated back to English to check for language consistency and completeness. To maintain the
quality of data, pretest was done in 5% (21) prior to interview and before the actual data
collection periodin kebele 07, Debre Berhan. The pretest data was not included in the analysis.
This was helpful for the investigators to screen out vague questions and modify some of the
question item as soon as possible. Prior to data collection period, 2 days of training was given
for data collectors by the principal investigator about objectives of the study, the sensitivity of
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the issue, confidentiality of responses, contents of questionnaires and how they are going to

approach the study participants.

Onsite supervision was given to solve any ambiguity with data collection tools. Every
questionnaire was checked for its completeness and consistency by data collectors on site and
by principal investigator at the end of each data collection day. Any incomplete information in

relevant section was excluded from entry after data collection.

4.12 Data processing and analysis

Quantitative part: After the completion of the data collection the collected data was categorized,
coded, cleaned and recorded. The data entry was made by using Epi data version 4.0.2 and it was
exported to SPSS software version 21 for the analysis. Descriptive analysis was employed to
describe the percentages and number distributions of the respondents for socio-demographic
characteristics. Bivariate and multivariable logistic regression analyses were used to see the
association of independent with the dependent variables. Variables that have P value <0.25 on
bivariate analysis was fitted into multivariable logistic regression model to control for
confounder. Finally, the strength of association was measured using odds ratios with 95%
confidence interval (CI). Statistically significance level was declared at p-value < 0.05 and the

data is presented by tables, texts and graphs.

Qualitative part — First the data’s was recorded then verbal transcription of each tape records and
translation to English was made by principal investigator using Microsoft (MS) word .The
interview transcripts were reviewed thoroughly and read repeatedly to help familiarize oneself to
the data and develop codes. Then data were coded, analyzed and those with similar idea
categorized or grouped into themes (2 themes and 9 sub-themes) by Nvivo 12.0 software then

summarized by the main themes.
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4.13. Ethical consideration

Ethical clearance was obtained from the institutional review committee of department of nursing,
college of Health science, Addis Ababa University. By explaining objectives of the study and its
significance, relevant permission was obtained. At individual level after explaining the purpose
of the study, consent was obtained from all participants prior to their participation in this study.

The data was collected in a way to ensure confidentiality of the respondent. Study participant
was informed that the information would not be used for other researches and never be exposed
to third party. The participants were informed that their participation in the study is voluntary
and they have the right to stop responding to our interview at the time they want. Furthermore,
they were informed that any response or desire not to participate would not affect the service

utilization.

4.14. Dissemination of results

The finding of this study will be submitted to Addis Ababa University, college of health
science, school of nursing and midwifery. The findings will also be disseminated to concerned
governmental and non-governmental organizations and will be made available at College of
health science library. Attempt will be made to present the finding in national and international
conference. Finally, efforts will also be made to get this paper published in peer- reviewed and

reputable journal.
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5. RESULT

5.1 Socio demographic and economic characteristics

Out of 421 selected sample size, 402 have participated giving a response rate of 95.4 %. Gender
wise, 208(51.7%) of children of the caregivers were boys and the majority 322(80%) of the
participants were from urban residence. From the total assessed children who were under 24
months of age, the mean (SD) age in month of the children was 11.12(SD 5.6). The mean (SD)
age in year of their caregivers was 26.4(SD 5.9).

Nearly half of the mothers 196 (48.8%) attended primary education and more than half of them
246 (61.2%) were housewives. Almost all the respondents have access to one type of source for
media (Table 2).

Table 2Sociodemographic characteristics of caregivers in Debre Berhan, Ethiopia, 2020.
(n=402)

Variables Frequency Percent (%)
Age of the caregiver 15-19 74 184
20-24 104 25.9
25-29 68 16.9
30-34 107 26.6
35-39 39 9.7
>40 10 2.5
Ethnicity Gurage 27 6.7
Oromo 54 134
Ambhara 301 74.9
Tigre 19 4.7
Somali 1 2
Religion Orthodox 308 76.6
Muslim 43 10.7
Catholic 18 4.5
Protestant 33 8.2
Education level llliterate 72 17.9
Read and write 33 8.2
Primary 196 48.8
Secondary and above 101 25.1
Occupation Housewife 246 61.2
Farmer 23 5.7
Merchant 46 114
Government employee 55 13.7
Private employee 24 6.0
Student 8 2.0
Marital status Married 361 89.8
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Single 14 3.5
Divorced 27 6.7
Husband education llliterate 15 3.7
Read and write 45 11.2
Primary 132 32.8
Secondary and above 210 52.2
Husband occupation Daily laborer 61 15.2
Farmer 68 16.9
Merchant 72 17.9
Government employee 111 27.6
Private 81 20.1
Student 9 2.2
Average income Low 260 64.7
Middle 115 28.6
High 27 6.7
Source of information Radio 98 24.4
(Media) TV 247 61.4
Internet 43 10.7
Others 14 3.5
Family size <orequalto5 259 64.4
>5 143 35.6

Others* family members, neighbors, marketplace conversations

The majority of the children 385 (95.8%) were delivered in a health institution while 17(4.2%)
were delivered at home. Nearly all of the children 398 (99%) has received immunization at least
once by the time of the survey (Table 3).

Table 3socio demographic characteristics specific to the child, Debre Berhan, Ethiopia, 2020.
(n=402)

Variables Frequency Percent (%)
Living area Urban 322 80.1
Rural 80 19.9
Sex of the child Male 208 51.7
Female 194 48.3
Child age 0-5 month 88 21.9
6-11 month 114 28.4
12-17 month 132 32.8
18-23 month 68 16.9
Place of delivery Home 17 4.2
health facility 385 95.8
Immunization history Yes 398 99.0
No 4 1.0
Siblings Yes 187 46.5
No 215 53.5
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5.2 Characteristics related to the health care service institutions

From the assessed caregivers, majority 386(96%) of them were able to show their health card
when ask to present it.320(80.6%) participants replied that there is a health care facility close by
and said it would take them less than an hour to reach the nearest health care facility.

When participants were asked for which type of health services they visit a health facility most
frequently, only 29(7.2%) said they took their child for their weight to be measured and the
majority 297(73.9%) said they took their child for immunization appointments. Two hundred and
thirty five (58.5%) of the study participants stated that they most frequently visit a health center
for health services while 149(37.1%) and 18(4.5%) said they frequently utilize health post and

private clinic respectively (Table 4).

Table 4Characteristics related to the health care service institutions, Debre Berhan, Ethiopia,

2020 (n=402)

Variables Frequency Percent
Have health card Yes 386 96.0
No 16 4.0
Health facilities around home Yes 324 80.6
No 78 194
Time it would take to reach the nearest >1 hour 324 80.6
health facility An hour and more 78 194
To what service take your child to health Weighting 29 7.2
facility Nutrition advice 24 6.0
Immunization 297 73.9
Treatment of diseases 52 12.9
Received advice from health worker Yes 178 44.3
No 224 55.7
Where do you get child health service Health center 235 58.5
Health post 149 37.1
Private clinic 18 4.5

While more than half (60.2%) of the respondents stated there is a weighing material in the health

posts they visit, more than half (59%) of them said there is no nutritional counseling and

education given there in those facilities (Table 5)
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Table 5Availability of health care services that are specific to the child, Debre Berhan, Ethiopia,
2020.

Variables Frequency Percent
Weighing Yes 242 60.2
No 160 39.8
Nutrition counseling/education Yes 165 41.0
No 237 59.0
Treatment of diseases Yes 299 74.4
No 103 25.6
Immunization Yes 340 84.6
No 62 154
Plumpy nut/ powdered milk Yes 135 33.6
No 267 66.4
vitamin A supplementation Yes 319 79.4
No 83 20.6

Large number of the participants 297(73.9%) stated it was for immunization reasons that they
visit the health facility most frequently while 52(12.9%) said it was for seeking treatment. Only
29(7.2%) replied for weighing purposes while the remaining 24(6%) goes to the health facility

frequently for nutritional counseling and education.

80 4 73.9%
70
60 -
50
40 -
30

20 - 12.9%
o | s .
Seeking Medical To Get the Child Immunization Nutritional Counciling
Treatment Weighed

Figure 3Caregiver’s reason for most frequent visit to a health facility for the child, Debre
Berhan, Ethiopia, 2020 (n=402)
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5.3 Growth monitoring and promotion Knowledge of Caregivers

The participants were presented with a variety of questions. Specifically, caregivers were asked
questions about the importance of GMP, about its schedule, about initiation of breast and
complementary feeding and additionally they were asked the frequency of feeding for different

age groups of children.

When caregivers were asked about the meaning of GMP more than half 210(52.2%) of them
described it as a form or part of the immunization process while 44(35.8%) described it correctly
as a weighing process, 18 (4.5%) said it was treatment of an illness and 30(7.5%) said they do
not know at all about what it meant. Majority of the respondents said they either don’t know
106(26.4%) or twice in a quarter 121(30.1%) when asked about the routine schedule of GMP
(Figure 4).
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30

20
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Part of immunization Weighing process  Treatment of an illness Don’t know

Figure 4 Caregivers description about the meaning of GMP according to their understanding
Debre Berhan, Ethiopia, 2020(n=402)
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However, out of 402 respondents a huge majority of them 379(94.3%) responded with the
correct time for initiation of complementary feeding and 325 (80.8%) correctly stated the
beginning and duration of exclusive breast feeding for the child. When caregivers were also
presented with questions about child feeding frequency 381(94.8%) of them knew to feed a 0-6
month old child on demand at least 8 times a day and 364 (90.5%) of them said they would feed
their child at least 3 times while 306(76.5%) stated correctly that they would feed their 12-23
month old child 4 or more times a day. Finally out of the total 402 assessed participants, only
145(36.1%) of the respondents scored high enough value (>9) to be considered knowledgeable
while 257 (63.9%) were not found to be adequately knowledgeable .More specifically
176(43.8%) and 82(20.4 %) participants scored a moderate and low level of knowledge

respectively.

M Adequate Knowledge

B [nadequate knowledge

Figure 5Knowledge of caregivers about growth monitoring and promotion, Debre Berhan,
Ethiopia, 2020.
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5.4 Factors associated with knowledge of Growth Monitoring and Promotion

Amongst the independent variables that were entered with knowledge of GMP for bivariate
analysis caregivers age, level of education ,occupation ,presence of health card ,health advice
from a health professional, explanation about the result of weight , nutritional counseling and
education, age of the child , residence ,average monthly income, husbands level of education and
occupation, source of media , type of utilized health facility, benefit of weighing a child , fear of
evil eye ,shame of impending bad result of child weight were found to be significant at p <0.25
and when entered again for multiple logistic regressions only three variables (level of education,
explanation about result of weight and nutritional counseling and education) were associated
with knowledge of GMP.

Level of education for the caregivers was significantly associated with knowledge for GMP.
Illiterate caregivers were 3 times less likely to know about GMP than those who attended
secondary or above level of education [AOR=3.54; (95% CIl=1.22, 10.72)].Respondents who
replied the weight and status of their child was not explained to them in detail after a GMP
session were 5 times less likely to have adequate knowledge about GMP than those whose
child’s weight was explained to them after measurement [AOR=5.02; (95% CI=2.626,
9.597)].Additionally, those who said there was no nutritional counseling and education sessions
at the health facility were 2.4 times less likely to be knowledgeable about GMP than those that
said there is a nutritional counseling and education session at the health facility they utilize
[AOR=2,4; (95% CI=1.356, 4.359)].
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Table 6 Association of independent variables to caregiver’s knowledge of GMP, Debre
Berhan, Ethiopia, 2020. (n=402)

Independent | Knowledge n (%) COR (95%CiI) AOR (95%Cl)
variable
Adequate | Inadequate

Hliterate 11(2.73%) | 61(15.17%) 4.281 (2.016 -9.089) 3.54(1.22-.10.72) *
Read and write | 13(3:23%) | 20(4.97%) 1.188 (0.533-2.647) 1.083(0.350 -3.347)
Primary 77(19.15%) | 119(29.60%) | 1.193(0.733-1.941) 1.611(0.812-3.192)
Secondary and | 44(10.94%) | 57(14.17%) 1 1

above

Explanation about weight status of the child after measurement

Yes 97(24.12%) 88(21.89%) 1

No 48(11.94%) | 169(42.03%) | 3-881(2.521-5.974) 5.02 (2.62-9.597) **
Presence of Nutrition counseling/education at the health facility

Yes 79(19.65%) 79(19.65%) 1

2.697 (1.771-4.108)
No 66(16.41%) 178(44.27%) 2.431(1.356-4.359) **

* Significant at P value <0.05, ** Significant at P value <0.01

5.5 Utilization of Growth Monitoring and Promotion and associated factors

One hundred and sixty-three (40.5%) participated in GMP services for a specific frequency
according to their child’s age. When the health card was reviewed for weight marking of the
growth chart, 54(13.4%) of the caregivers held a mother and child health card on which the
growth chart was marked by the weight result of the child after measurement .which made the

final overall utilization 13.4% during the study.

Out of all the 402 participants majority of them 386 (96%) put forth their health card when asked
to do so. when asked about whether there is a health facility nearby, 324 (80.6%) Confirmed that
there is a health facility nearby and same amount of people said that it takes them under an hour
to reach that health facility. From the total respondents, 352 (87.6%) agreed the benefit of routine
monitoring of growth of the child even though 52 12.9 of them said they have previously missed
the appointments for GMP schedule and from them ,as the figure down below indicates, 22
(42.5%) replied they were too busy,17(32.7%) said the missed it because they forgot the time of
the appointment schedule,9(17.3) said it was because they feared the new Corona Virus

outbreak and lastly 4(7.7%) replied they were out of town.
30



5.6 Factors Associated with Utilization of Growth monitoring and Utilization

Multiple independent variables were entered for bivariate analysis and the residence of the
participant, Childs age, knowledge of GMP ,occupation and education level of the caregiver,
family size, explanation of the weight of the child after measurement ,nutritional counseling and
education, health advice from health professional, time it takes to reach a health facility, benefit
of routine weight measurement , choice of health facility , husbands occupation and education
level were declared to have significant value with p value of <0.25 but when they were analyzed
for multiple logistic regression residence, child’s age ,family size ,time it takes to reach a health
facility and caregiver’s knowledge of GMP came out having a significant association with a p
value of <0.05.

Residents who lived on the rural area were found to be more likely to utilize GMP than those
who resided in the urban side of the city [AOR = 0.128; (95% CI=0.035, 0.474)]. The odds of
young child age group or infants (0-5 and 6-11 month) not to utilize GMP were lower by 87.7%
and 80.7% respectively compared to thel8-23 month age group [AOR=0.123 and 0.193;(95%
CI=0.029, 0.517 and 0.049,0.764)]. Children’s with whom there were number of family
members which are more than 5 were 3 times less likely to utilize GMP than those with smaller
number of people living in the same household[AOR=2.97; ( 95% CI =1.171,7.536)]. The odds
of not utilizing GMP were lower by 94% for those who travel less than an hour to reach the
health facility [AOR=0.06 ; (95% CI1=0.014,0.261)]Finally caregivers who had poor knowledge
of GMP were found to be 2.4 times less likely to utilize GMP than those who had good GMP
knowledge [AOR=2.450; (95% CI=1.125-5.332)].
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Table 7 Association between independent variables and caregiver’s utilization of growth
monitoring and promotion. Debre Berhan, Ethiopia, 2020.(n=402)

Independent Utilization of GMP COR
variables n(%o) AOR
Yes No
Residence (living area )
Urban 35(8.7%) 287(71.3%) 1 1
Rural 19(4.72%) 61(15.196) 0.392(0.21 -0.730) 0.128(0.035-0.474)

**

Age of a child in months

0.331 (0.116- 0.95)

0.123(0.029 -0.517)

0-5 month 17(4.2%) 71(17.6%) -

6-11 month 21(5.2%) 93(23.1%) 0.351 (0.126 -0.981) 0.193(0.049-0.764) *
12-17 month 11(2.7%) 121(30.1%) 0.873 (0.291-2.623) | 0.754 (0.196 -2.9)
18-23 month 5(1.3%) 63(15.7%) 1 1
Family size

<or equal to 5 44(10.9%) 215(53.4%) 1 1

>5 10(2.5%) 133(33%) 2.722 (1.325-5.591) | 2.97(1.171-7.536) *

Caregivers Knowledge of GMP

Adequate

31(7.71%)

114(28.3%)

1

Inadequate

23(5.72%)

234(58.2%)

2.76(1.543-4.961)

2.450(1.125-5.332) *

Time it takes to reach the health facility

Less than 1 hour

49(12.18%)

275(68.4%)

0.384(0.148-1)

0.06(0.014-0.261)

**

An hour or more

5(1.3%)

73(18.1%)

* Significant at P value <0.05, ** Significant at P value <0.01
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5.7 Qualitative result

A total of 6 individuals were enrolled in the in-depth interview. From the total six participants, 5
of them were health extension workers assigned on health post of different kebeles and one was a
nurse working in a health center at GMP and immunization office. All the interviewed

respondents were female

Table 8Basic information of participants involved on the in-depth interview Debre Berhan,
Ethiopia, 2020.(n=6)

Code of Age | Sex Kebele Experience

HEW

HE1 32 Female | 02 3 months at this health post and 3 year on previous
local health post

HE 2 27 Female | 09 2 years

HE3 24 Female | 07 1 and a half year

HE4 29 Female | 08 2 years

HES5 34 Female | 05 9 years

HEG6 25 Female | 04 2 years

After the data’s that were collected were thoroughly read for better understanding and
looking for some sort of pattern or similarities, they were coded and those codes were
then grouped into themes and subthemes according to their similarity

Table 9Summery of a table containing themes, sub themes and codes after analysis of
qualitative data Debre Berhan, Ethiopia, 2020.

Themes Sub themes Codes
GMP Importance of GMP Early detection of malnutrition, advice to mother,
perception prevents under nutrition and chart used as guide
GMP implementation | GMP every month, using the growth chart, weighing the
child
GMP Meaning Follow up of weight, Weight status of the child
Challenges Health staff condition Absent HEW’s, shortage of staff, increased workload,

lack of determination, years of experience

Health post setting Closed health posts, lack or shortage of materials,
shortage of plummy nuts

Trainings Absence of trainings, few trainings, trainings focused on
other topics,
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Supervision and lack of supervision and monitoring, negligence of
monitoring concerned bodies

Community setting Crowded community, misunderstanding by the
community, fear of COVID 19 by the community, too
many homes to cover in the community

Mixed schedule with GMP as part of immunization, stopping GMP and
immunization immunization in health centers.

In depth interview

Perception of GMP

All of the health extension workers that were involved in the in-depth interview had a similar
overall know how on the meaning of GMP and its projected importance for the community in
particular child health. Majority of them mentioned how it is a follow up process instead of being
a onetime thing and also associated GMP’s significance in the process of preventing
malnutrition. But the promotional part of GMP did not spring immediately to the minds of the
HEW?’s unless the interviewer brought up the topic.

As HE1 put it

“Well GMP is a routine follow-up of children’s weight by using a weight scale. Measurement of
children’s weight is very important, and in that there is no doubt. the importance in my view will
be beneficial to the child, mother and also for us. For the child it will help keep his health by the
means of preventing him from under nutrition complications, for the mother well it will keep her
updated about the health status of her child and also she will get the early warning signs of under
nutrition so that she will correct her care and for the health professionals, monitoring a regular
weight of children will serve as a preventive surveillance for early detection of malnutrition so
that it will serve as a preventative measure”

The description of growth chart specifically the weight for age chart, as perceived by the HEW’s,
was quite in line with the standard definitions in the guidelines and on the health card itself. In
general, all of them described it is a good sign if the plots on the growth chart goes up ward
during multiple GMP visits and considered it a danger sign if it declines .all of them also agreed
with the fact that GMP has a way of preventing malnutrition or early detection for the

appropriate management or referral. For instance, HE2 put it like this
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“If the curve of the growth chart keeps on increasing as the time goes by it will tell us the child is
gaining weight and growing as expected and also indicates the unlikeliness of an illness, If the
curve of the chart keeps flat over the months it indicates that there is no change of weight and
that will make us advice the mother for an increased frequency and variety of food. the curve of
the growth chart keeps on declining it will tell us that the weight is decreasing and that is not
good so we check the z score to see if the child is malnourished or not if the weight is just
decreasing we will advise her and if it is showing sign of malnutrition we will refer them to the

health center ...”

Challenges for implementation of Growth Monitoring and Promotion
Health post settings

Necessary materials that are required to implement GMP should be present at health facilities
especially in health posts which are more accessible to the community .A weight scale is the
minimum and main requirement to conduct a proper growth monitoring, but unfortunately not all
the health extension workers that were involved on the in-depth interview said the materials are

all present. For instance, one interviewee (HE6) said

“The materials are usually found at the health center not at the health posts, since the health
centers deal with different patients and many people the government give priority for them and
also they provide them with the necessary equipment and materials, but as we don’t get attention
as much as the health centers, the concerned bodies do not answer our request for material and

other necessities”
HE1 also added

“The materials required to conduct GMP are not present here at this health post. as you can see
the services we give at this health post are mostly vitamin A and deworming when it comes to
children .Mainly, there is no weight scale here which is the most important material required for
GMP and | think it is being neglected thinking that it is being given at the health center but the
fact is most mothers prefer it to be here and they complain of the health center being too far. |
personally also think that it is better if they give us the necessary materials so that we can start

doing it here and it will save up time and effort too”
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Training for health extension workers

Even though all the health extension workers defined and explained what GMP is, it was also
understood from the points they raised more trainings are required to keep them up to date and
well informed so that they may not forget how the procedures are done and recorded

appropriately
HE3

“The trainings are not that many, meaning they don’t usually provide trainings that often, but the

trainings [ have received so far are mostly about immunization and maternal care”
In addition, HE1 said

“Here there is no training. But at the woreda, | used to work at a rural area there was one but
here there is none. The amazing thing here perceived by many about us, health extension
workers, is that we are only there for water and sanitation and family planning so this is the main
misunderstanding .if there has been more trainings for us we would be more motivated and
equipped to do our job. The thing is the community living here at the urban area so crowded and
there are so many poor people with children that are very vulnerable to malnutrition as | have
seen firsthand and they need attention by giving them supplements and fortified foods and

regular follow up.
Health staff condition

Time and manpower are usually of the essence when it comes to giving service for a community
particularly in our context to implement GMP. As it was understood from the HEW’s, because of
workload most of them said they don’t have enough time and manpower to give all sort of health

services including GMP to all those to which the services are intended for.

“.... For sure there is not enough manpower here. Well this kebele is so huge for example it’s a
combination of two kebeles and there was supposed to be 4 health extension workers but there is
only two of us here but even my colleague is away for maternity leave and am overloaded
HE1
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Community setting

Regional health offices decision to close some of the health centers and divert all cares to select
other health centers in order to use them as an isolation center for COVID19 patients. This
decision has affected the workload of health care personnel’s on specific site. Few health
extension workers and one nurse working at GMP and immunization center added the issue of
the current COVID19 outbreak on which it added a lot of stress and workload.

As HH4 stated

“The workload we are facing and lack of man power especially currently is so short because they
have diverted all or most of the mothers to our center because of other centers being used for
corona isolation center so we are so busy with handling them. We are unable to conduct the
GMP session for each individual properly. By on side we have to take care of our self from
corona and on the other, we have to give service to all, and people and it really has a huge impact

on us”
Mixed schedule with immunization

GMP is a program which should be delivered for the children on a regular schedule on monthly
basis for everyone but in parts of health facilities in Debre Berhan it is being delivered in
combination with immunization services and that is making it difficult to give the whole package

appropriately since many mothers gather at the same day for immunization appointment.

HE?2 stated “....the other thing concerning mothers is that they are fed up with the long que that
is at the health centers for immunization so mostly they are requesting for it to be given here, u
see the mothers think measuring weight as a part of the EPI not as its own independent service

but still they want it here *

As a challenge and also concern HEW’s also stated that GMP is not seen as important as
immunization so discontinuing or missing their schedule was noticed. Additionally, the current
issue of the COVID19 outbreak has put pressure on both the health facilities and the caregivers

of children to discontinue the service because of fear.

37



“As | said before the mothers only come for immunization and after that they will stop coming
and now, they don’t even come at all because of the pandemic disease COVID19. If we had all
the manpower, we needed we would have at least go to their houses but now since we don’t also

have that it’s causing a serious problem on the kids and also on the mothers” HE6
Supportive supervision and monitoring

When a certain intervention is set out to be implemented in the community by the health care
professionals it is recommended that the service is checked time to time weather its being done
according to plan and the standards. One of those ways to do that is by doing a routine
monitoring and supervision to those service areas unfortunately most of the HEW’s stated that
they do not get that much of monitoring or supervision especially concerning GMP.HE4 stated
that

“I don't think there is enough supervision and monitoring from concerned bodies to be honest
especially concerning GMP they told us to do it but they do not check whether we do it or not
frequently. Mostly we report to the coordinators in the corresponding health centers and those

are just numbers”
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6. DISCUSSION

This study was aimed to assess caregiver’s knowledge and utilization of GMP services for
children under two years age. It was found that knowledge and utilization of GMP was low in the
study area. Factors like educational status, information about the service and counseling were
found to be associated with knowledge of GMP Whereas knowledge about GMP, place of
residence, child age, family size and distance from health facility were associated with higher
odds of utilization of GMP.HEW’s were also found to be facing challenges of workload, lack of

logistics and training to update themselves.

This study revealed the knowledge of caregivers about GMP to be low. When this was compared
to two cross-sectional studies conducted in Ghana (33,35),it is much lower. Furthermore, this
study revealed that more than half of caregivers described GMP as a form or part of the
immunization process while less than half of them described it correctly as a weighing process.
On the other hand in a study in Ghana (33), 70.3% caregivers expressed the meaning of GMP as
a weighing program whilst 26.7% related it as immunization .The discrepancy might be because
of the study area, meaning this study was a community based study while the study in Ghana was
institutional based study on which the participants might have come to the health facility for
GMP purposes, which increases the likelihood of their positive perception about GMP.

Sixty percent of the caregivers were found to have poor knowledge about the growth chart used
for GMP which indicates that the health professional’s main focus was to measure weight and
find out the nutritional status of the children while they should have explained and discussed the
results with the caregivers of the children. In addition, it was also found that the main reasons for
caregivers to visit the health facility were for vaccination reasons rather than for GMP. This
problem was also noticed and supported by (13,31,32) . The reason for this may be in the studies
some health facilities used to give GMP together with immunization services which may mislead
the caregivers in thinking GMP as part of the immunization process or the growth chart was
considered for mainly diagnostic purposes rather than being plotted and thought to the mothers.
The other reason may be due to health professionals increased workload, which takes up more
time to discuss the whole thing with each individual, leading them to only measure and record

the result.
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Level of education for the caregivers was significantly associated with knowledge for GMP.
Iliterate caregivers were three times less likely to have knowledge about GMP than those who
attended secondary or above level of education. Similar finding was also noted by a study in
Ethiopia and a community based cross-sectional study in Kenya (17,26).This can be explained
by the fact that literacy will make caregivers be able to read and comprehend information from
different sources including the one in the health card which likely increases their knowledge
about GMP.

Caregivers who has said the status of their child, including the weight, have been briefly
explained to them after every GMP measurement session were found to be more knowledgeable
about GMP than those who said they didn’t get any information. This can be explained by the
finding from the qualitative part of this study showing most of the HEW’s challenge, as reported,
was shortage of manpower leading to lack of time to address the community with all the
extension packages by the outreach activity. The huge workload that the health professionals are
facing also adds in shortages in time and staff to explain all things in details (16).Similarly
workload was the same reason put out by health care providers from Ethiopia and South Africa
for not plotting the growth chart with the children’s weight result (16,25).Additionally ,as
reported by a study that assessed awareness of GMP among an international district medical
officers, the reason can again be attributed to the assumption that the health professionals might
just be using the GMP chart as a tool to only diagnose the nutritional status instead of using it to

explain to mothers (31).

Likewise, those who confirmed that there is a nutritional counseling and education at the health
facility they visited were found to have a good knowledge about GMP than their counter part.
This finding was also similar to a study in Ethiopia(26) and South Africa(36).The reason for this
might be because, since GMP is integrated in the module of nutritional education and counseling
(30),those who took part in the counseling and education sessions might have a great chance to
hear about GMP than those who didn’t.
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This study revealed the utilization of GMP was 13.4%.This number is considerably lower when
compared with a study in Kenya 53.3% (17) and cohort study conducted in Rwanda which found
the average utilization rate over three years to be between 75-79%(27). The reason might be
because of the difference in study design and operational definitions in which the criteria to
identify utilization of GMP is used.

Unlike the difference in utilization level with the above studies, the utilization of GMP in this
study was also found to be low or less than 50% with studies conducted in Indonesia
30.2%(22),11% and16.9%from two findings from Ethiopia(13,25).The reason for the low level
of utilization in these studies might be due to similar study design and similar health policy and
as it is also supported by findings of (23,14). As per findings of the qualitative part of this study,
HEW?’s raised the point that necessary materials like (weight scales, family health care cards,
stationary materials and also absence of pamphlets) that are required to implement GMP are not
present at health facilities especially in health posts; this could explain the low level of GMP
utilization. In addition , another study carried out in Eastern Mediterranean region also pointed
out tangiable constriants like lack or poor condition of weighing scales with lack of either
maintainance or timely replacment that was reported in 4 countries to affect GMP utilization
(23).

According to the result of the study, residents who lived on the rural side of the city were found
to be more likely to utilize GMP than those who resided in the urban side of the city. This
appeared to be in contrary with a study done in Kenya in which the urban area were found to
have a higher coverage than that of the rural part of the area(18).This might be due to time and
NGO’s investment.According to a recent review on the benefaction of non-governmental aid
organizations in addressing the shortage and workload of healthcare workers , it was found that
they are having a detrimental effect in improving healthcare service quality by also reducing
workload more in rural areas than urban(37).This was also supported by the finding of
qualitative part of the study in which the HEW’s said the rural part of the area gets more material
and logistic support from the NGO’s.

This study revealed children whose age was less than 11 months was more likely to utilize GMP
as compared to the18-23-month age group. This finding was also in line with the finding of the

Kenyan study (18). With support of findings from the qualitative part of this study, the reason for
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that might be attributed to caregiver’s main reason to visit the health facility being immunization
and with the perception of the major phases of vaccination ending in less than a year so mothers
might not prioritized coming for GMP after completion of immunization.

Children’s with whom there was larger number of family members were less likely to utilize
GMP than those with smaller number of people living together in the household. This finding
was also similar to another study in southern Ethiopia which found family size to be inversely
related with utilization of GMP (13). This is supported by findings of a cross-sectional study
from India(38) which found increased size of the family as a restraint for standard child health

care as a result of increased workload.

In study conducted in Kenya mothers of higher economic status were more likely to utilize GM
because they could afford transportation cost to further located health facilities (17). Another
study in Ethiopia found that mothers who had to travel for less than an hour were found to be
more knowledgeable (25) .This study also found that those who said it would take them an hour
or more to reach the nearest health facility were less likely to utilize GMP .A possible
explanation for this would be the transportation cost constraints to always attend the sessions and
the further they were from the health facilities the harder it would also be for the HEW" to reach
the family.

Positive relationship between knowledge Mothers’ child feeding and growth chart knowledge
was also predictor of GMP utilization in studies from Ghana and Kenya (17,39).Likewise, this
study and another study conducted on the southern part of Ethiopia a while ago found association
of knowledge about growth monitoring and promotion to do with  utilization of
GMP(25).Possibly indicating that the more knowledge the caregivers had about what GMP is
and its possible benefits, the more willing they get to utilize the service. As caregivers’
knowledge about GMP is supposed to be received from HEW’s, the HEW’s needs to get
trainings to continuously update themselves . Unfortunately as we understood from the in-depth
interview, there is no or little training being given to the HEW’s, this was also reported by a
study from South Africa in which various barriers were said to affect the implementation of
nutrition interventions which are poor staff knowledge and skills owing to lack of trained staff
(16).This could be due to the fact that there are financial constriants or lack of priority given to

this issue by the concerned bodies of the Government.
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In addition to trainings for HEW’s, supervision and monitoring are key factors to ensure the
continuity of a standard health care. If there is weak monitoring and supervision programs will
perform weakly and would lead to undesirable results in programs like GMP (28).when asked if
there was enough supervision or monitoring concerning the implementation of GMP the HEW
involved in the qualitative part of this study said there is little to none of that. This could be
because since the coordinators who are supposed to do the monitoring and supervision are nurses
working in health centers, they might be too busy to go out to health posts and conduct

supervision.
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7. CONCLUSION

Ethiopia is among the countries who are putting an effort to improve and promote a healthy
growth of children by conducting activities both at the health facilities and down at the
community level. Unfortunately, with less than half of respondents having adequate knowledge
and utilization of GMP, the results showed the sector is still being challenged and remained
unable to bring about plausible results. Factors associated with knowledge of GMP by caregivers
were level of education, explanation about weight and presence of nutritional counseling and
education. Whereas knowledge about GMP, place of residence, index child age, family size and
distance from health facility were associated with utilization of GMP.HEW’s are facing
challenges of workload, lack of logistics and training to update themselves which was the

possible reason for low knowledge and utilization of GMP by the caregivers.
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8. RECOMMENDATIONS

Based on the results of the study, the following recommendations are put forth to the concerned

bodies of different sectors
For the city health office planners and policy makers

e Providing all the necessary equipment’s needed for the implementation of GMP for each
and every health post located on both urban and rural side of the city.

e Supportive supervision and timely monitoring should be done at the sites where GMP
services are provided in order ensure the proper implementation of GMP

e Timely and regular trainings must be delivered to the health extension workers so that
they could keep themselves updated in giving a quality health care.

e Making the health posts and HEW’s more addressable to the target community or
encourage a method in which the HWE’s could go visit far located households to deliver

health services and awareness creation on the regular basis.
e Plan to separately deliver GMP than with immunization so that caregivers wouldn’t

stop coming after the vaccination is over.

For non-governmental organization

o Allocate proportional logistic aid and training to health posts and health centers located
both the rural and urban areas.

e Emphasize and engage more on the promotional aspect of GMP like nutritional
counseling and education to create more awareness of caregivers about GMP as it was
found to be associated with utilization.

For researchers

e Additional studies should be done to assess care givers attitude and associated factors
towards growth monitoring and promotion.
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9. STRENGTH AND LIMITATION
The strength of this study is application of qualitative method in addition with quantitative
methods helped to assess not only caregivers but also challenges faced by HEW’s when
implementing growth monitoring and promotion so that it would supplement the data and
increases the validity. However, recall bias of caregivers when assessing their knowledge

towards GMP and utilization is worthy of acknowledgment as a limitation of this study.

46



10.

11.

10. REFERENCE
Unicef/ WHO/The World Bank. Levels and Trends in Child malnutrition - Unicef WHO
The World Bank Joint Child Malnutrition Estimates [Internet]. Unicef. 2019. Available
from: http://www.unicef.org/media/files/lIME_2015_edition_Sept_2015.pdf

Zimmerman M, Snow B. An Introduction to Nutrition [Internet]. Vol. 1.0. 2012. 813 p.
Available from: http://2012books.lardbucket.org/books/an-introduction-to-nutrition/

Mangasaryan N, Arabi M, Schultink W. Revisiting the concept of growth monitoring and
its possible role in community-based nutrition programs. Food Nutr Bull. 2011;32(1):42—
53.

de Onis M, Onyango A, Borghi E, Siyam A, Bldssner M, Lutter C, et al. Worldwide
implementation of the WHO Child Growth Standards. Public Health Nutr.
2012;15(9):1603-10.

Society CP. The use of growth charts for assessing and monitoring growth in Canadian
infants and children. Can J Diet Pract Res. 2004;65(1):22—-32.

European Parliament. The social and economic consequences of malnutrition in ACP

countries. Backgr Doc Eur Parliam. 2014;(July):02.

Griffiths M rosso J. Groth monitoring and the promotion of healthy young child growth.
Evid Eff potential to Prev Malnutrition [Internet]. Available from:
http://www.manoffgroup.com/documents/GMP_UNICEF_Nov_1608.pdf (accessed 19
March 2012)

Research Institute (IFPRI) IFP. Global Nutrition Report 2016 From Promise to Impact
Ending Malnutrition by 2030 Summary. 2016;20. Available from:
http://ebrary.ifpri.org/cdm/ref/collection/p15738coll2/id/130355

FMOH and EPHI. Ethiopian Mini Demographic and Health Survey key indicators. 2019.
Improving Nutrition Security in Africa.An EU - UNICEF Joint Action. 2016.

world Bank Group. Ethiopia Nutrition project performance Asessment Report [Internet].

47



12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

2019. Available from:
https://reliefweb.int/sites/reliefweb.int/files/resources/ppar_ethiopianutrition.pdf

UNICEF Headquarters New York U. Revisiting Growth Monitoring and its Evolution to
Promoting Growth as a Strategic Program [Internet]. New York,; 2007. Available from:
https://www.unicef.org/nutrition/files/Report_of Technical Consultation_on_GMP-
2007.pdf

Feleke FW, Adole AA, Bezabih AM. Utilization of growth monitoring and promotion
services and associated factors among under two years of age children in Southern
Ethiopia. PL0oS One. 2017;12(5):1-9.

Br P, Kharel G, Lj T, Pvs R. Operational definitions Methods Exclusion criteria. J Nutr
Disord Ther Daniel. 2015;5(4):4-6.

Bilal SM, Moser A, Blanco R, Spigt M, Dinant GJ. Practices and challenges of growth
monitoring and promotion in Ethiopia: A qualitative study. J Heal Popul Nutr.
2014;32(3):441-51.

Blaauw R, Daniels L, Plessis LM, Koen N, Koornhof HE, Nutr M, et al. Assessing the
utilisation of a child health monitoring tool. SAJCH. 2017;11(4):174-9.

Nyabuti, JI. Factors Assiociated with The Contiuation of Growth Monitoring Among
Children10 to 59 month old in Nymira Country, Kenya. Kenyata University; 2015.

Kapil U, Sciences B, Obesity C. Utility of growth monitoring : its relevance in the
promotion of child health. indian p. vol.31(September 2016):239-44.

Health P, Network R. Intersectoral Convergence for growth monitoring and Promotion.
Public Heal Resour Netw. 2014;(October):1-17.

Amiranti A. The importance of parenting on growth and development in toddlers. Folia
Medica Indones J. 2010;237-40.

Promoting Optimal Monitoring of Child Growth in Canada. Dietitians Canada Can Pediatr
Socieity [Internet]. 2010; Available from: www.dietetistes.ca.

48



22.

23.

24,

25.

26.

27.

28.

29.

30.

Sahanggamu PD, Purnomosari L, Dillon D. Information exposure and growth monitoring

favour child nutrition in rural Indonesia. Asia Pac J Clin Nutr. 2017;(May).

Bagchi K, Ismail LC. Practices in child growth monitoring in the countries of the Eastern
Mediterranean Region. East Mediterr Heal J. 2010;16(2):194-201.

Melkamu AW, Bitew BD, Muhammad EA, Hunegnaw MT. Prevalence of growth
monitoring practice and its associated factors at public health facilities of North Gondar
zone, Ethiopia. BMC Pediatr. 2019;19(1):1-8.

Desalegne L. Assessment of Knowledge and Utilization of GMP in Butajira, Ethiopia.
Addis Ababa University; 2017.

Daniel B, Tesfaye N, Mekonin E, Kassa A, Mensur K, Zerihun E, et al. Knowledge and
Attitude on Growth Monitoring and its Associated Factors among Mothers/Guardians of
Children Less than Two Years in Areka Town, Southern Ethiopia, 2017. J Nutr Disord
Ther. 2017;07(03).

Leonard W, Munyanshongore C, Wilmet MD-. Article UTILIZATION OF
COMMUNITY BASED GROWTH MONITORING SERVICES BY ELIGIBLE
CHILDREN IN RURAL RWANDA . 2010;68(3):40—7.

Mazina B. An Asessment of the effectivness of growth monitoring and promotion
practices with in the lusaka urban district of Zambia. University of Cape Town; 2014.

Tekle M, Tariku B, Alagaw A, Zerihun E, Bekele HW. Exploring Reasons for Low
Attendance of Mothers to Growth Monitoring and Promotion Program at Loka Abaya
District, Southern Ethiopia: Exploratory Qualitative Study. J Nutr Metab. 2019;2019:7.

Murphy G, Kaprielian VS, Hoyo C. Nutrition:Blended Learning Module for the Health
Extension Programme [Internet]. Dr Tom Heller, Senior Lecturer and L-AL, editor.
Federal Democratic Republic of Ethiopia Ministry of Health. Ethiopia: HEAT Health
Education and Training HEAT in Africa; 2011. 143-159 p. Available from:
https://www.open.edu/openlearncreate/pluginfile.php/4923/mod_resource/content/1/Nutrit
ion_Final_Print-ready_April_2011 .pdf

49



31.

32.

33.

34.

35.

36.

37.

38.

39.

Roberfroid D, Lefevre P, Hoerée T, Kolsteren P. Perceptions of growth monitoring and
promotion among an international panel of district medical officers. J Heal Popul Nutr.
23(3):207-14.

Mayhew M, Ickx P, Stanekzai H, Mashal T. Improving nutrition in Afghanistan through a
community-based growth monitoring and promotion programme : A pre — post evaluation
in five districts. Glob Public Health [Internet]. 2014;0(0):58-75. Available from:
http://dx.doi.org/10.1080/17441692.2014.917194

Tuobom Debuo D. Caregivers Knowledge, Attitude and Practices on Child Growth
Monitoring and Promotion Activities in Lawra District, Upper West Region of Ghana. Sci
J Public Heal. 2017;5(1):20.

Bukari M, Abubakari MM, Majeed M, Abizari AR, Wemakor A, Atosona A. Effect of
maternal growth monitoring knowledge on stunting, wasting and underweight among
children 0-18 months in Tamale metropolis of Ghana. BMC Res Notes [Internet].
2020;13(1):1-6. Available from: https://doi.org/10.1186/s13104-020-4910-z

Debre Berhan District Health Office. Annual review meeting report. Debre Berhan: Debre
Berhan District Health Office; 2005 EFY (2012/2013 G.C).

Faber M, Phungula MAS, Kvalsvig JD, Benadé AJS. Acceptability of community-based
growth monitoring in a rural village in South Africa. Food Nutr Bull. 2004;24(4):350-9.

Zihindula G, John RA, Gumede DM, Gavin MR, Wet N De. A review on the
contributions of NGOs in addressing the shortage of healthcare professionals in rural
South Africa SOCIOLOGY | REVIEW ARTICLE A review on the contributions of NGOs
in addressing the shortage of healthcare profes- sionals in rural South Afr. Cogent Soc Sci
[Internet]. 2019;00(00). Available from: https://doi.org/10.1080/23311886.2019.1674100

Peter R, Kumar KA. Mothers ’ caregiving resources and practices for children under 5

years in the slums of Hyderabad , India : a cross-sectional study. 2014;3(December).

Gyampoh S, Otoo GE, Nii R, Aryeetey O. Child feeding knowledge and practices among
women participating in growth monitoring and promotion in Accra , Ghana. 2014;

50



11. APPENDIX
Annex 1Consent Form (English version)

lam.....ooooeeeeeeiiiiienn... Who is here on behalf of Fuad Ahmed a pediatrics and
child health nursing student of Addis Ababa University. He is conducting a research
on’ caregiver’s knowledge and utilization of growth monitoring and promotion
for under two years children’ in Debre Berhan, for the partial fulfillment of
master’s degree for pediatrics and child health in Addis Ababa college of health
sciences. He has permission from Addis Ababa University College of health
sciences and the health office administrators of Debre Berhan to conduct this study.

The main goal of this study is to assess knowledge and utilization of growth
monitoring and factor affecting it. It will help in generating a base line data for
policy makers and fellow researchers concerning growth monitoring and promotion.
It will also helping you to practice the appropriate child feeding practice and
nutritional care of your child.

You are selected on random for this study because you are a mother or care giver of
a child age less than 2 years old. You have the right either to participate or decline
your participation. If you are willing to take part in the study you may respond to all
the questions or you may not answer questions you don’t want to, and have the right
to stop the interview at any time. You will not be at any risk or harm by
Participating in this study. Whether you are willing, refuse or decide to withdraw
later, you will not be ill-treated in any way. If you agree you will be asked to reply
to questions about yourself, your child growth and feeding knowledge and your
growth monitoring and promotion service utilization. The interview will not take
more than half an hour.

Confidentiality will be strictly kept to any information that you provide, names and
all the questionnaires will be coded for anonymity. Only the principal investigator
will know the details and will discard it after completing analysis. The data will not
be used for purposes other than the study. Contact details of principal investigator
and the person to whom to contact at any time for further explanation.

Name of principal investigator: Fuad Ahmed

Cell phone No - 0910633161
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Annex 2: Informed consent

Due to the fact that the information that was read to me was clear i have been given a chance to ask
doubts and my questions have been answered to my satisfaction. My participation in this study is
voluntary. | understand that my confidentiality will be kept and that | can leave at any time of the
process. | understand that no harm or risk will come to me whether I decide to leave the study or not.

Agree to participate?

No

YES

1. If yes, continue the interview

2. If no, skip to the next person by writing reasons why.

Relation of the respondent to the child

Respondent’s signature/thumb print Date

Interviewer: Name Signature

Questionnaire ID number

Date of interview Time completed

Result of interview:

1. Complete
2.
3. Absent

4. Denied permission

5. Incomplete

Supervisor: Name
Sign
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Annex 3 English version questionnaire

Survey questionnaire to assess utilization of growth monitoring and promotion and child feeding

and growth chart knowledge

Questionnaire No Kebele

House number__

Part 1-Socio demographic characteristics of the child

1. Gurage 2. Oromo 3. Amhara 4. tigrie

5.0thers specify

S.no Questions Response Skip
1 Sex of the child 1. Male
2. Female
2 Age of the child 1. 0-5month
2. 6-11 month
3. 12-17 month
4. 18-23 month
3 Has the child received | 1. Yes
immunization at least once? 2. No
Part 2: Socio demographic characteristics of caregivers
S.no Questions Response Skip
4 Age of the mother in completed 1. 15-19
Year? 2. 20-24
3. 25-29
4. 30-34
5. 35-39
6. >40
5 1. Orthodox
Religion? 2. Muslim
3. Catholic
4, Protestant
5. Others(specify)
6 Ethnicity?
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Level of education

N I R

. lliterate

. Read and write

. Primary

. Secondary and above

occupational status

o oA W N B

. Housewife
. Farmer
. Merchant

. Government employee

Private employee
Student

What is your current marital
Status?

. Married

. Single

. Divorced
. Widowed

10

What is the educational
status of your husband?

. lliterate
. Read and write

. Primary

. Secondary and above
. other(specify)

11

What is the occupation of your
Husband?

N o o, WONPRFPOTE WODNEPERER WODN P

. Farmer

. Merchant
. Government employee
. Private employee

. Daily laborer

. Student

. Others(specify)

12

Household average monthly
Income

Birr
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13 Source of water supply 1 Piped water
2. Bore hole
3. Unprotected well
4. Protected spring
5 River
14
15 Number of people living in the| 1. Lessthan5
household (family size) 2. More than 5
16 Does the child have any| 1. Yes 2. No
siblings?
Part 3. Source of information
1 Which one of the following 1. Radio
. ; 5
media does your family use? 5 Television
3. Internet
4, HEW’s
5. Family members or friends
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Part 4: knowledge Questions of Mother child feeding practices

S.no Questions Response S
ki
p
1 What does GMP mean to you? 1.Weighing 2. immunization
3.Treatment of ailment
4. do not know
5. Others specify
2 What is the importance of GMP? 1. Acquire knowledge on childcare
2. Improve on childcare practices
3. Do not know
4. Others specify
3 How frequent is a mother expected tof 1. Once in month
attend GMP session? 2. Twice in a quarter
3. Do not know
4. Other specify
4, What is this growth chart used for?, 1. Monitor growth
(SHOW THE CHART) 2. Do not know
3. Others specify
5. In your own opinion, when should a 1. Up to one week
mother initiate breast feeding and for 2. Up to 6 months
how long should it be exclusively 3. Up to9 months
given 4. Do not know
6. In your own opinion, when should a 1. At6 months
mother initiate complimentary feeding 2. Do not know
3. Others specify
7. How many times are you expected tof 1. On demand
breast feed a child that is 0-6 months? 2. Do not know
3. Other specify
8 How many times are you expected to] 1. 3times or more
feed a child within 6-11 months in @ 2. Do not know
day? 3. Others specify
9 How many times are you expected to] 1. 4 times or more
feed a child within 12-23 months in @ 2. Do not know
day? 3. Others specify
10 What does it mean for a child when the| 1.Child is not growing well

curve on the growth chart is going
downwards?

2.Child maybe sick/has been sick and is in

danger
3. Child is eating well
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4. Do not know
5. Others specify
11 What does it mean for a child when the|. 1. Child’s weight is increasing
curve on the growth chart is flattening?| 5 chiid is healthy and growing well
3. Child needs attention and follow up
4. Do not know
5. Others specify
12 What does it mean for a child when the| 1. Childs weight is decreasing
curve on the growth chart is rising? 2. Child is healthy and growing well
3. child is not eating well
4. Do not know
5. Others specify
13 Total knowledge score of the caregiver
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Part 5: caregivers growth chart knowledge and utilization

s.no Questions Answer S
ki
p
14 Does the caregiver have the child’s 1. Yes 2. No
health card ?
15 Is the child’s weight marked on the 1. Yes 2. No
growth chart?
16 Do you know that taking your 1.Yes
Baby weigh regularly has 2. No
benefit for your child?
17 Have you missed your appointments /| 1. Forgotten
interrupted your follow up ? if sowhy| 2. Too busy
3. No
4. Others specify
18 What is the benefit of taking your 1.to monitor the child growth
Baby weight regularly? 2. to know if my child is
healthy
3.to seek for medical care
4. to know if the child is ill or not
5.other(specify)
19 Overall caregivers utilization of] 1. There is utilization

GMP

2. There is not enough
utilization
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Part 6: Health care service characteristics

weight is measured?

s.no Question Response Skip
20 Is there health facilities 1. Yes
available around your home 2. No
21 Place of delivery 1.home 3
3. 2.health facility
22 How far is the nearby health 1. Less than an hour
institution from your house?
(In terms of hours it takes to 2. More than an hour
reach on foot)
23 For what services do you | 1. weighting
usually take your children to the | o nutrition advice
health facility?
3 Immunization
4. Treatment of diseases
5 Vitamin A supplementation
6. Others (specify
24 Have ever received an advice] 1. Yes
from 2. No
Health worker about the health
of your child?
25 Where do you usually get health| 1.health center
service for your child usually? | 2. health post
3.private clinic
4.other (specify
26 Is growth monitoring and |1.Yes
promotion service available for | 2. No
your child?
27 Do you get enough explanation, 1. Yes
about the child’s weight after the] 2. No

X/
°e

According to your experience, what type of service offered in health facility?
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27. Weighing 1. Yes 2. No

28.Nutrition counseling/education 1. Yes 2. No
29. Immunization 1. Yes 2. No
30.Treatment of diseases 1. Yes 2.No
31.plumpy nut/ powdered milk 1. Yes 2.No
32.vitamin A supplementation 1. Yes 2.No
Part 7 other factors
1 Does your husband supports and 1.Yes
encourage you to take the child to to 2.No
attend GMP sessions?
2 Do you fear of shame thinking the results 1.Yes
of the growth monitoring would be bad? 2.No
3 Do you believe or fear the child will be 1. Yes
exposed to bad air or evil eye when closes 2.No

are taken off for the monitoring purposes?

4 If yes to previous question (9) 1.Yes
Would that prevent you from taking the 2.No
child to GMP?
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Annex 4Consent Form for In Depth Interview (English version)

Health institution — Health post
Code of the health post

My name is Fuad Ahmed and | am conducting out a thesis to assess knowledge and
utilization of growth monitoring and promotion for caregivers/mothers of under 2 years old
children on Debre Berhan residents to find ways of improving the service. | would like to talk
to you about your experiences on growth monitoring and promotion service.

The interview should take less than an hour. I will be recording the session because I don’t
want to miss any of your comments. Please try to speak up so that you will be heard clearly
your comments.

All responses will be kept confidential meaning that your responses will only be shared with
research team and you can rest assured that any information we include in our report does
not include your identity in any way .you can end the interview at any point in time during
the interview .

Do | have your permission and willingness to continue?

I

Yes No

Thank you!
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Code of the health extension worker

Annex 5 Sample interview guide for in-depth interview (English version)

Age sex

Questions

Response

Main questions

1 How do you describe the meaning of growth monitoring
and promotion mean to you?

Sub question

A. Could you help me understand the purpose of the
growth chart?

B. Do you think it is important? If so In what way?

C. What do you say about GMP preventing malnutrition?

Probe:

As a prevention activity

As a promotion activity

Main question

2 How do you think is GMP implemented?
3. How do you describe the growth chart of the child
Sub question

A. What possible actions do you think is taken for
undesirable results?

Probe

Weight
Height
Age

Probe:

Curve on the growth chart is falling
Curve on the growth chart is rising

Curve on the growth chart straight
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Main question

4 What can you mention as a challenge encountered at the
health post in implementing GMP?
Sub question

A. Do you think the on job trainings you get are
enough?

B . Do you get enough supervision and monitoring
from concerned bodies?

C Are the materials required for implementing

GMP always available?

Probe:

types of training

benefits of the trainings

Impacts of the supervision

o Type materials are available and

which are not

D Do you think there is enough man power and
enough time to conduct the both the monitoring and
promotion aspect of growth?

E What other challenges can you mention for its
implementation?

Main question

5 . What are the common complaints of caregivers

missing the GMP session?

Probe :
e Number of HEW’s present at the health post

Probe :

. Possible  recommendations  to

answer those complaints
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Annex 6 Amharic version of the questionnaire
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11. 2 AA TP TIVCTRLE?
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Annex 7 ; Sample of WHO growth monitoring standardized chart
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