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ABSTRACT

The global strategy of infant and young child feeding recommends exclusive breastfeeding
for the first 6 months of life and continued breastfeeding with timely, adequate, and safe
complementary feeding up to 2 years of age or beyond. A minimum acceptable diet is an
indicator for evaluating child feeding practices that combines minimum dietary diversity,
and minimum meal frequency to ensure appropriate growth and development of infant and
young children. Otherwise, they are vulnerable to under-nutrition especially stunting and
micronutrient deficiencies. Therefore objective of this study was to assess practice of
minimum acceptable diet and its associated factors among Children Aged 6-23 month in
Alle special woreda. Community based cross sectional study was employed using multi
stage Stratified sampling technique among 323 study participants. Data was collected using
structured questionnaire through face-to-face interview. The data was entered to Epi-info
7.1.14 and analyzed by SPSS version 20. The descriptive result was presented with a
frequency table and graphs. Variables with a p-value less than 0.25 in bivariable analysis
were selected for multivariable logistic regression. The P-value and 95% CI of OR were
used to identify significant factors. As a result, the prevalence of minimum acceptable diet,
minimum dietary diversity, and minimum feeding frequency were 25.8%, 28.6%, and 90%,
respectively. Maternal knowledge (AOR = 2.02; 95% CI: 1.14-3.59; P = 0.016), household
food security (AOR = 3.13; 95% CI: 1.75-5.59; P = 0.001), postnatal care visit (AOR =
4.73; 95% CI: 1.71-13.11; P = 0.003), child’s age (AOR = 2.57; 95% CI: 1.29-5.11; P =
0.007), and marriage type (AOR=3.51; 95% CI: 1.83-6.73; P = 0.001) were significantly
associated with minimum acceptable diet. This result indicates that practice of minimum
acceptable diet in study area was low. Therefore, to promote a minimum acceptable diet,
taking preventive action among food insecure households, mothers with poor knowledge,
households where the father married with multiple women, mothers who do not attend post-
natal care visits, and mothers of children aged 6—11 months is recommended. The most
commonly used key words were minimum acceptable diet, children, practice, factors,

indicators, Ethiopia, and WHO
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CHAPTER ONE
INTRODUCTION

1.1 Back ground of the study

Global strategy of infant and young child feeding recommends exclusive breastfeeding
for the first 6 months of life and continued breastfeeding with timely, adequate, and safe
complementary feeding up to 2 years of age or beyond(1).World Health Organization
defined Complementary feeding as the process that begins after exclusive breast feeding
at a time when breast milk alone is no longer enough to meet the nutritional
requirements of infants so that other meals and liquids are needed in addition to breast
milk. Even though breastfeeding can go for more than two years, the indicated age is
commonly taken to be 6 to 23 months of age. Common indicators to guide
complementary feeding practice of infants and young children are: timely introduction
of solid, semi-solid or soft foods, minimum dietary diversity, minimum meal frequency

and minimum acceptable diet(2—4).

A minimum acceptable diet is an indicator for evaluating child feeding practices
presented via World Health Organization. It is a combination of minimum dietary
diversity, and minimum meal frequency, with the extra requirement that non-breastfed
children should have received milk at least twice on the previous day. Infants and young
children should have a minimum acceptable diet to ensure appropriate growth and
development, otherwise, they are vulnerable to under-nutrition especially stunting and
micronutrient deficiencies, and increased morbidity and mortality (5,6). WHO guiding
principles on feeding the breastfed child and the non-breastfed child recommend that
children aged 6-23 months be fed meals at an appropriate frequency and in a sufficient
variety to ensure, respectively, that energy and nutrient needs are met (7,8). In 2021, the
WHO and UNICEF published updated guidelines from the 2008 definitions of IYCF
indicators to mitigate issues of ISSSF, MDD and MMF (1,6).

Undernutrition is mostly caused by a lack of proper breastfeeding and supplemental
feeding practices. The complementary feeding period (6-23 months) is a window of
opportunity for preventing stunting, wasting, overweight, micronutrient deficiency and
its adverse consequences includes impaired cognitive and physical potential, poor

academic achievement and low economic productivity (9).



1.2. Statement of the problem

Complementary feeding is needed to fill the gap between the total nutritional needs of
the child and the amounts provided by breast milk to maintain the child’s healthy
growth and development. Supplementing breastfeeding with nutritious complementary
foods can reduce stunting among children of this age by 20%. Therefore, as an effective
intervention strategy for malnutrition, WHO and UNICEF recommended the
introduction of adequate complementary foods at 6 months with continued

breastfeeding for 2 years of age or beyond (7,10—12).

However, most of young children at global level suffering from consequences of
inappropriate complementary feeding practice. Recent global data on supplementary
feeding practice in low and middle-income countries shows that 50% of all children are
not meeting the minimum meal frequency; more than 75% of children are not satisfying
the minimum dietary diversity; and about 83% children are not receiving a minimum
acceptable diet (4). Globally malnutrition has been directly or indirectly accountable for
about 60% of the 10.9 million deaths among under -two year children each year, with
two-thirds of these deaths frequently associated with inappropriate feeding practices.
(13-15). Other evidences shows that from more than 3.4 million under-5 year children
die each year due to inappropriate feeding Practices, 67% of these deaths are associated
with inappropriate feeding practices during the first 2 years of life (16). About 178
million children were stunted and Africa has the highest rates (17) specially in SSA

include Ethiopia, Malawi, Benin, and the Democratic Republic of Congo (18).

Children who are malnourished as infants are more prone to illness and death and have
worse educational attainment; and adults who were malnourished during childhood have
lower productivity and earning potential. Malnourished I'YC have a higher risk of NCDs,
respiratory illness, enteric infections. With these combined impacts, economists estimate
that stunting can reduce a country’s gross domestic product (GDP) by 3% per year and
total annual economic loss due to poor child feeding was estimated to be between
US$257 billion and US$341 billion (4). There are positive association between
complementary feeding indicators and HAZ (stunting) which is contrary to association
between exclusive breast feeding indicators and HAZ in Bangladesh, Ethiopia, India

and Zambia (3,19).



In Ethiopia the status of minimum meal frequency, dietary diversity and acceptable diet
were 45%, 14% and 7% respectively (20). Similarly EMDHS 2019 reported children
age 6-23 months who meets the minimum standards of MF (55%),DD ( 14%) and AD
(11%) (21).

Government of Ethiopia made efforts to address appropriate complementary feeding
through strengthened the life-cycle approach, with particular emphasis on the crucial
period of first 2 years of life. Ethiopia continued commitment to young child nutrition
by developing the second phase of the National Nutrition Program (NNP II, 2016—
2020), The Seqota Declaration under NNP II and implemented by the sectors aims to
transform the lives of Ethiopian children through integrated community development in
agriculture, health, nutrition, education, water, sanitation and hygiene, as well as social
protection to end child under-nutrition by 2030. Even though different interventions were
carried out to boost minimum acceptable diet practice in Ethiopia, the problem is still

high and different from study setting to study setting (11,22).

According to recently reviewed analysis, Comprehensive evidences were insufficient
and inconsistent regarding minimum acceptable diet among previously documented
literature. This variations highly contributed by contextual factors and societal level of
knowledge regarding an adequate diet for young children in addition to economic and
health service factors (10). Likewise most studies conducted previously based on
criteria of 2008 IYCF guideline which criticized and changed by WHO and UNICEF so
that generating up-to-date evidences is necessary. Moreover, no documented data were
accessible specifically in the study area regarding practice of minimum acceptable diet.
Therefore, the objective of this study were to assess practice of minimum acceptable
diet and its associated factors among children aged 6 - 23 months in Alle special

woreda, South Ethiopia.



1.3. Significance of the study

To bring improvement in infant and young child feeding, designing effective
programme that consider the understanding of the local condition and context for
prioritizing child nutrition related problems is required (16). So this study can be
significant in generating evidence based information to take appropriate action in order
to reduce the issues related to poor child feeding like under malnutrition, childhood
illness and others. It also could be helpful for the healthcare providers and stakeholders
to be more focused and direct forward towards intervention of important factors. In
more broaden way it can serve as important tool for planners, nutritionist and
programme personnel to pay attention on main determinant factors of child nutrition.
They could develop different strategies to prevent the morbidity and mortality
associated with the inappropriate feeding practice of the children based on collective

evidences. Furthermore, it can serve as base line for future researchers of related topics.



CHAPTER TWO
LITERATURE REVIEW

2.1. Prevalence of minimum acceptable diet

Various studies claimed that child nutrition problem has worldwide public health
importance with a vast majority of life losses reported in Africa and Asia. Worldwide
only one in six children are receiving a minimally acceptable diet While in East and
South Africa one in ten children satisfy the criterion(15,17). Health survey conducted in
some regions of east Africa reported prevalence of complementary feeding indicators.
Accordingly Less than 40% of the children aged 6-24 month had met the minimum
meal frequency as recommended levels in Uganda and Tanzania. Including Kenya
proportion of adequate dietary diversity were between 30-40% (23). Masuke R. et al
disagree with authors of above study in prevalence of adequate meal frequency (60%),
and dietary diversity (26%) in which 91.2% of children were given soft, semi-solid,
solid foods before six months of age (24) but Ekerette E.et al was in agreement with
prevalence of adequate meal frequency(36.7%) , dietary diversity(31.5%) and rate of
minimum acceptable diet 7.3% in which 85.4% of children were given soft/semi-

solid/solid foods at 6—8 months of age (17).

According to study conducted in Lagos state (Nigeria), magnitude of adequate diet
feeding was 47.0% (25). This practice was three times higher when compared with CF
(15.7 %) from study done in northern Ghana where proportion of children age 6-24
month who met minimum meal frequency, minimum dietary diversity (=4 food groups)
and minimum acceptable diet were 58.2 %, 34.8 %and 27.8 % accordingly (26) but
more or less similar with other study done in Ghana with timely initiation(72-6 %),
minimum meal frequency (46%), dietary diversity (51-4 % ) and minimum acceptable
diet (29-9 %) (27). Furthermore both studies done in Ghana and Nigeria are slightly in

line with study findings of minimum acceptable diet from Bangladesh (34.7%) (28) .

In Ethiopia, recent prevalence of appropriate complementary feeding practices was 22%
(10) which is almost similar with Temesgen et al (23.25%) (16) but higher than Areja.A
et,al 11.4% (29). Systemic review conducted in Ethiopia revealed that prevalence of
minimum acceptable diet was about 25.69%(30) which is higher than study conducted
in Lalibela (16.7%) (31) and Goncha district (12.6%) (5). But this finding slightly lower



than study conducted in Mareka district-dawro zone(35.5%) (32) and Debre berhan
town(31.6%) (33).

Furthermore, proportion of adequate diet feeding from study done in shashemene town
was three fold higher than those done in southern region. According to this study
children aged 6-23 months who met the criteria for complementary food introduction,
minimum meal frequency, minimum dietary diversity and minimum acceptable diet
practices were 67.9%, 61.7% , 42.5% ,and 41.7% respectively (15) but this finding
lower to study done in Addis Ababa that demonstrated prevalence of minimum
acceptable diet (74.6%) , minimum meal frequency (90.6%), and minimum dietary

diversity (80.2%) (14) .
2.2. Factors associated to minimum acceptable diet practice

Study conducted in some regions of east Africa (Uganda, Tanzania,and Kenya) reported
Children’s age, breastfeeding status, mother’s education level and working status,
household wealth index, prenatal care visits, receiving vitamin A supplements, using
modern contraceptives, and meal as main predictors of minimum child feeding (23).
Masuke R. et al disagree with authors of above study (24) but Ekerette E.et al was in
agreement with it (17). Study done in Logos state similarly identified higher level of

mothers’ education and occupation (25).

Non- postnatal check-up, cultural beliefs and habits, household poverty, home delivery
and non-Christian mothers were the most important risk factors for inadequate
complementary feeding practices (27). From these factors, Owen N. et al only shared
household poverty in addition to mother’s education and exposure to mass media as
significant risk factors in achieving a minimum acceptable diet (34). Study done in
Rwanda identified the socioeconomic status of caregivers, mother’s beliefs, knowledge
of complementary feeding guidelines, the social network, and lack of decision-making
power in the household as factors influencing child nutrition but that done in Lubao and
Kenya identified Cultural beliefs, taboos i.e. food taboos or restriction, beliefs

associated with certain foods and culture of polygamy (35,36).

According to systemic review and meta-analysis done in Ethiopia, Knowledge and age
of mother, age of child, health education, house hold wealth index and health service

factors such as postnatal ,ANC ,institutional delivery were influential predictors of



minimum complementary feeding (10). Work of Temesgen et al showed different
factors (mothers decision making status, mothers media exposure status and being urban
residence ) except health service factors (16). Similarly there were factor inconsistency
among studies done in western Ethiopia, Sidama zone (Bensa district) and Damot sore
district. For instance: (Health education, birth for the first time and very young children)
(9), (Mother’s knowledge, postnatal care service utilization, and household food security)

(37) and (Antenatal care and birth order) (29) respectively.

Independent predictors of minimum acceptable diet as mentioned by survey conducted
in Mareka (32) and Goncha district (5) were child age, maternal education, media
exposure, facility delivery and GMP service utilization. Likewise study conducted in
Debre berhan (33) and Lalibela (31) found out mother education, ANC and GMP
service utilization, sex of the child and maternal knowledge about child feeding but
Study done in Lasta district identified Exposure to public media, occupation of mother,
mothers decision making role, and postnatal care service as independent predictors (38).
Similarly Bereket Y. et al identified levels of education and Postnatal Care visits (39)
which agrees with study done in other part of southern Ethiopia except Government
employed mothers and birth intervals (40).

Furthermore, survey conducted in some part of Oromia region differentiated influential
factors associated with appropriate feeding practices such as Mothers with children aged
6—11 months, the number of antenatal care (ANC) visits, socioeconomic status, sources
of information, mothers’ knowledge, and positive attitude (15). Study done on
composite indicator of complementary feeding in Addis Ababa mentioned the following
influential predictors like Educational level of husband, being a housewife, having a
history of more than three postnatal follow-ups, Having mothers age between 25 and 34
years, being male child and having children age between 18 and 23 months were
factors significantly associated with a minimum acceptable diet (14). In contrary, study
done in Benshagul gumuz region found out that urban settlement and postnatal checkup

were significantly associated with timely initiation of complementary feeding (3).



2.3. Conceptual frame work

The following diagram illustrates the relationship between dependent (minimum

acceptable diet) and independent variables; Sociodemographic, maternal health service,

child and culture related factors. solid line shows direct influence of independent

variables on dependent variable while broken line shows indirect influence of one factor

on to other (9,18,40,41).
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Figure 1.conceptual frame work of literature review adapted from other similar studies.



CHAPTER THREE
OBJECTIVES OF THE STUDY

3.1. General objective

To assess minimum acceptable diet practice and its associated factors among children

aged 6-23 month in Alle special woreda, Southern Ethiopia

3.2. Specific objectives

v To determine magnitude of minimum acceptable diet practice among children aged
6-23 month in Alle special woreda, 2023

v" To identify factors associated with minimum acceptable diet practice among

children aged 6-23 month in Alle special woreda, 2023



CHAPTER FOUR
METHODS AND MATERIALS

4.1. Study setting and period

The study was carried out at Alle special woreda, SNNPR region, from March 1-30,
2023. Capital city of the Woreda is Kolango which located at 650km from Addis Ababa
(Ethiopia’s capital) and 422km from Hawassa (capital city of the region) at the south
direction.. It is very remote and poorest in socio economy and infrastructure when
compared with other special woreda’s, and Zonal structures in the region. The Woreda’s
climate is 59% hot (kola) and 29% semi-hot (weyna dega), with the remaining 13%
freezing (Dega). The livelihood of almost all population is based on cattle reproduction
and farming system. The main crops grown in the area are wheat, maize, sorghum, soya
been and teff. South of Gamo Zone, north of south Omo Zone, east of Derashe Special
woreda, and western Konso Zone are all home to the special Woreda. There are 15 rural
kebeles and 2 urban kebeles (the lowest administrative unit in Ethiopia) in the woreda.
There are no hospital in the district, but about four health centers and eighteen health
posts providing health service to the population. According to Alle special woreda
population projection of 2014E.C based on 2007 census data, total population of the
woreda is about 91,239 from which male population accounts 44,707. About 18,620
households are there in the woreda. Children aged 6-23 months and under five year

constituted 3 % (2,662) & 15.6% (14,242) of the total population respectively.

4.2. Study Design

A community based cross-sectional study design was employed.

4.3. Source Population
Source population consisted of all children aged 6-23 month living in the Alle special

woreda.

4.4. Study Population
The study population consisted of all children aged 6-23 months living in the selected
kebele.

10



4.5. Eligibility Criteria

4.5.1. Inclusion Criteria:
All children aged 6-23 month whose women/care giver was permanent resident for at

least 6 months.

4.5.2. Exclusion Criteria:
Child’s mother or care giver who was severely ill, unable to hear and has mental

problem during study period was excluded from the study. Severely ill child also

excluded from the study.
4.6. Sample size determination and sampling technique

4.6.1. Sample size determination

For first objective: Sample size was calculated using a single proportion formula by
considering prevalence of minimum acceptable diet (11.4%) (29) with confidence level
of 95% and 5 % margin of error.
Having this information, Sample size determined as:-

no= (z a2)*(pq)/d?

no = (1.96)%(0.114) (0.886)/ (0.05)> =155.

n
Since source population (P) are less than 10,000 and P > 0.05, it was appropriate to

apply correction formula.

N no 155 155 147
" 1+(no/P) 1+155/2662 1+0.58 —

By taking design effect factor of 2 and non-response rate of 10%, maximum sample size
determined for the first objective was about 323.

For second objective: The sample size calculated for factors associated with MADP
that were significantly associated with outcome variables from previous studies and by
considering two sided confidence level of 95%, and power of 80% using Epi Info 7 Stat

Calc as illustrated bellow by table 1.
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Table 1.Sample size determination for factors associated with minimum acceptable diet
practices in Alle special woreda, southern Ethiopia, 2023.

B

o &

g e 5 =

2 2 £ o =

= = R

2 . 5§ g3 § 2 sif £

=) %] X wn =] o =

2 a : £&8 & £ S £% 2

~ £ g5 5 0 S -2
PNC follow up 95%  80%  2.06 4.5 4.1 16.2 283 (37)
ANC followup |[95% 80% 0.26 16.15 34 39.6 226 (29).
Food security 95% 80% 6 20 2.92 42.2 318 (37)

As calculated above, sample size for first objective (323) was higher than that calculated

for second objective. Therefore, it was taken as sample size for the study.

4.6.2. Sampling technique

Multi stage stratified sampling technique was used. First kebele was stratified as rural
and urban and then by using simple random sampling, 1 kebele was selected from urban
and 5 kebele from rural followed by proportional sample allocation (based on the
population size of each kebele). By obtaining sampling frame from each kebele health
post GMP & CHD registration, again simple random sampling method was applied to
obtain 323 study participants from selected kebele. Finally randomly chosen households

were visited and interviewed mothers/care givers of children aged 6-24 month.
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4.6.3 Diagrammatic presentation of sampling scheme

17 kebele in Alle special woreda

& Stratification hased on residence %

15 rural kebele 2 urban kebele
%\:/\r/ SRS
4 Y Y \/"~ o Y Q ™ / hd \
Eyana Turuba Gumma Dugulo D/mashile Gewada
(107) (80) (212) (178) (271) (299)
Proportional allocation followed by SRS ?
n=30 n=60 n=50 n=76 n=84

n=23

Total sample size =323

Figure 2.Diagrammatic presentation of sampling procedure of the mother-child pair of age 6-23
month in Alle special woreda, south Ethiopia, 2022 /2023.
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4.7. Study Variables

4.7.1. Independent Variables
= Socio-economic and demographic: age, gender, marital status, family size,

educational status, income, food security, wealth index, occupation, religion,
ethnicity, residence,

= Maternal Health service related: ANC, PNC, place of delivery, parity and
knowledge about CF.

= Child related characteristics: age, sex, birth order and Number of under-5
children in the HH

= Cultural factors: food taboos, marriage structure, cultural influence, influence

of significant others

4.7.2. Dependent Variable
*  Minimum acceptable diet practice

4.8. Data collection instrument and procedure

Data was collected using an interviewer-administered structured questionnaire that was
adapted from different literature and the WHO 2021 I'YCF guideline. It is organized into
major sections such as socio-economic and demographic, maternal health service-
related, child-related, and contextual factors. For dietary assessment and food security, a
24-hour dietary assessment and a household hunger scale were used, respectively. The
data collection tool was prepared in English and then translated into Ambharic by a
health professional perfect in both languages, and again, it was translated back into
English by another health professional to keep its consistency (2,6,9,15,29) .The method
of data collection was a face-to-face interview. It was done by interviewing
mothers/care givers of children aged 623 months during a house-to-house visit. Absent
households after three visits were considered non-respondents. Four diploma-holder
nurses and two Health officers participated in the survey for data collection and

supervision, respectively.

4.9. Operational Definition

Timely introduction of complementary feeding: The proportion of children 6-8
months who introduced to solid and semi-solid or soft foods on day preceding survey.
All children consumed any solid, semi solid or soft food during survey was coded as 1

and otherwise coded as 0 (6).
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Minimum dietary diversity: Proportion of 6-23 months children who received at least
five food groups from total of eight food groups during previous 24 hours preceding
survey(1,6). Children received at least five food groups were represented by 1 and all
the rest represented by zero (0).

Minimum meal frequency: is the proportion of breastfed and non-breastfed children
6—23 months of age, who received solid, semi-solid, or soft foods by the minimum
number of times or more during the previous day. Minimum is defined as 2 times for
breastfed infants 6-8 months, 3 times for breastfed children 9-23 months, 4 times for
non-breastfed children aged 6-23 months whereby at least one of the four feeds must be
a solid, semi-solid or soft feed(6,37). Child who fulfilled minimum criteria was coded as
1 and otherwise coded as zero (0).

Minimum milk feeding frequency:- percentage of non-breastfed children 623 months
of age who consumed at least two milk feeds during the previous day(6).

Minimum acceptable diet:-for breastfed children 6-23 month; receiving at least the
minimum dietary diversity and minimum meal frequency for their age during the
previous day; for non-breastfed children 6-23 month; receiving at least the minimum
dietary diversity and minimum meal frequency for their age during the previous day as
well as at least two milk feeds (0).

Knowledge about minimum diet feedings: was measured among respondents using 6
items. Each correct answer earned one point, and any wrong answer got zero. The
calculated knowledge score ranged from O to 6 points. Those mothers scored mean or more
were considered as having good knowledge, whereas those scored below mean value
were characterized as poor knowledge (15).

Household wealth status: was measured by constructing wealth index from 22
questions through principal component analysis (PCA) and ranked as poorest, poorer,

middle, rich and richest wealth index.

Household food security: was measured with the Household Hunger Scale (HHS) that
has 9 items along with 9-frequency questions (91 9 F). Response categories are never (0
times), rarely (1-2 times), sometimes (3—10 times), and often (more than 10 times).
Therefore to define two groups: households reporting rarely to no hunger(never) in the
past month classified as food secured households but those reporting moderate-to severe

hunger in the past month classified as food-insecure households(37).
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4.10. Data quality control and management

Data quality was ensured during instrument development, collection, coding, entry, and
analysis. Adequate training was given to Data collectors and supervisors before the data
collection period. The session of training included the objective of the study,
significance of the study, confidentiality of information, respondent’s rights, informed
consent, pre-testing, interview techniques, how to record food items, and ways of
communication during the data collection period. The pretest of the instrument was
carried out in 32 households at Lalicho kebele, which is one of the unselected kebele.
The result of the pretest was discussed with the data collectors, and important
corrections and changes were made to the questionnaires accordingly. During the actual
data collection, the Principal Investigator (PI) and the supervisors guide the whole
process of data collection. The computed questionnaires were reviewed and checked for
completeness by the supervisors and principal investigator, and the necessary feedback

was offered to the data collectors.

4.11. Data process and analysis

The collected data was coded, cleaned, and entered using Epi-Info 7.1.1.14 and
exported to the SPSS 20 statistical package for analysis. Descriptive statistics like
graphs, frequency with percentage for qualitative data, and mean with standard
deviation for quantitative data were used to describe the socio-economic and
demographic characteristics as well as practice of MAD. To control the effect of
potential confounders and identify the independent effect of the explanatory variable on
the outcome variable, variables with a p-value less than 0.25 in bivariable logistic
regression were considered candidates for multivariable logistic regression analysis.
Before running multivariable logistic regression analysis, the assumptions of binary
logistic regression were checked. Model fitness was checked with Hosmer and
Lemeshow goodness of fit at p-value > 0.05. P-value and 95 % CI of OR were used to
identify significant factors of the outcome variable. The strength of associations and
statistical significances between independent variables and outcome variables were

expressed using the OR and its 95 % confidence interval.
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4.12. Ethical Consideration

A letter of ethical approval was obtained from the Institutional Review Board of Saint
Paul’s Hospital Millennium Medical College, and an official letter was obtained from
the public health department for the concerned bodies. Similarly, permission letters
were requested from the Alle special woreda health office to sub-administrative levels
and health facilities. Before starting the interview, the data collector explained the
purpose of the study to all the participants by confirming the confidentiality of their
information and that it would never be used for purposes other than scientific research.
They also informed that participation in the study was voluntary and autonomous.
Participants were well informed about their right to stop responding at any time if they

felt discomfort during the interview.

4.13. Dissemination of the Result

The final report of this study will submitted and presented to SPHMMC societies in
seminar, and efforts will be made to disseminate through publication and presentation in
scientific conferences. Therefore information will used for informed policy decisions,
planning, monitoring, and evaluation of programs on health in general and child health

in particular at both the national and regional level.
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CHAPTER FIVE
RESULT

5.1. Socio-economic and demographic characteristics

Out of 323 sampled mothers, 318 mother-child pairs participated in the study, yielding a
response rate of 98.5% and mean age of them were 29 year + 4.8 standard deviations.
Majority of mothers, 302 (95%) were married, 165 (51.9%) were followers of the
protestant religion and 295(92.8%) were Alle in ethnicity.

In terms of educational attainment, about 194 (61%) mothers had no formal education
(illiterate), 65(20.4%) had primary education and only 16 (5%) of them joined higher
level of education. Similarly 145(45.6%) fathers had no formal education followed by
secondary education. Occupations of vast majority, 279 (87.7%) mothers and 251

(78.9%) fathers were housewives and farmers, respectively.

Regarding households’ food security, 154 (48.4%) study participants were from food
secured households, while the rest were from food insecure households. Likewise
wealth statuses of 63 (19.8%) households were in the poorest wealth status rank. The

details of sociodemographic characteristics illustrated bellow by table (see table 2).
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Table 2.Socio- demographic & economic characteristic of mothers of children 6-23

month in Alle special woreda, SNNPR, Ethiopia, 2023(n = 318).

Variables Categories Frequency Percentage
Age of mother <=24yr 55 17.3
25-29yr 134 42.1
30-34yr 84 26.4
>=35yr 45 14.2
Marital status Married 302 95.0
Divorced 9 2.8
Widowed 7 2.2
Religion Orthodox 149 46.9
Protestant 165 51.9
Traditional 4 1.3
Ethnicity Alle 295 92.8
Others 23 7.2
Residence Rural 234 73.6
Urban 84 26.4
Mother education  Illiterate 194 61.0
Primary education 65 20.4
Secondary education 43 13.5
Higher level education 16 5
Father education Illiterate 145 45.6
Primary education 67 21.1
Secondary education 71 22.3
Higher level education 35 11.0
Mother occupation  Gov,t employee 19 6.0
House wife 279 87.7
Others 20 1.9
Father occupation Gov,t employee 35 11
Farmer 251 78.9
Others 32 5.7
Family size <=3 46 14.5
4-6 166 52.2
>=7 106 33.3
HH wealth index Poorest 63 19.8
Poorer 64 20.1
Middle 65 20.4
Rich 64 20.1
Richest 63 19.8
HH food security Food in-secured 164 51.6
status Food secured 154 48.4
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5.2. Maternal health service and child related characteristics

According to this Study, 49(15.4%) mothers gave birth at home, 293 (92.1%) attended
ANC, and 249 (78%) attended at least one PNC visit. Of 318 children enrolled in the

study, 169 (53.1 %) were males, 106 (33.3%) were in age category of 12-17 months

next to age category of 6-11 month and over all mean age of them were 12.94 +4.99 SD

months (see table 3).

Table 3.Maternal health service and child related characteristics of children 6-23 month

in Alle woreda, SNNPR, Ethiopia, 2023(n = 318).

Variables Categories Frequency Percentage
ANC follow up No 25 7.9
Yes 293 92.1
Frequency of ANC One time 24 7.5
Two time 74 23.3
>=three 195 61.3
Place of delivery Home 49 15.4
Health facility 269 84.6
PNC visit No 69 21.7
One visit 99 31.1
Two visit 121 38.1
Three and above 29 9.1
Sex of child Male 169 53.1
Female 149 46.9
Age of child 6-11 118 37.1
(in month) 12-17 106 33.3
18-23 94 29.6
Birth order of First 60 18.9
index child Second 87 27.4
Third 67 21.1
Fourth 104 32.7
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5.3. Culture and context related factors

Of the total respondents, 289 (90.9%) mothers have had decision on what child should
eat, 118(37.1%) husbands were married with two and more wives (polygamy). About
222(69.8%) mothers had got information about child feeding practices from health

extension workers/other health workers followed by from grandparents(44 or 13.8%)

(See table 4).

Table 4.culture and context related characteristics on child feeding in Alle special woreda,
SNNPR, Ethiopia, 2023(n = 318).

Variables Categories Frequency Percentage
Who decide what  Mother 289 90.9
child eat Father 7 22
Grand parents 19 6.0
Others 3 9
Source of Health professional 222 69.8
information Grand parents 44 13.8
Partner 24 7.5
Social media 8 2.5
Social gathering 20 6.3
Child care Mother 140 44.0
responsibility Father 7 2.2
Grand parents 8 2.5
Older children 17 5.3
Jointly 146 459
Cultural practice No 302 95.0
influence Yes 16 5.0
Food taboos No 315 99.1
Yes 3 9
Marriage type Monogamy 200 62.9
Polygamy 118 37.1
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5.4. Minimum acceptable diet status

5.4.1. Prevalence of food groups

From Eight food groups assessed during survey; Cereals (302 or 95%), breast feeding
(276 or 86.8%),and other fruit and vegetable (170 or 53.5%) were the most commonly

consumed food groups in 24 hours preceding the survey while lowest prevalence

reported for flesh foods (26 or 8.2%)(See fig.3).
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Eight food groups disaggrigated by age category

Figure 3.Types of food groups given to children aged 6-23 months during survey in
Alle special woreda, SNNPR, Ethiopia, 2023(n = 318).
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5.4.2. Prevalence of minimum acceptable diet practice

Out of 318 respondents, 170 (53.5%) mothers had good knowledge about minimum
acceptable diet feeding practice. About 91 (28.6%) mothers offered five or more food
groups (the minimum recommended diversity) to their child during day preceding the
survey. Most (286 or 90%)) of children satisfied minimum criterion of meal frequency
based on their respective age category as recommended and only 15 (36%) children
satisfied minimum milk food frequency out of 42(13.2%) non-breast feeding.
Percentage of children 6-23 months of age who consumed a minimum acceptable diet

during the previous day of survey were 25.8% (82) (see fig 4).
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prevalence of MDD,MMFand MAD in percent

MDD MMF MAD

Distribution of MDD,MMF and MAD by age category

Figure 4 prevalence of minimum acceptable diet practice among children aged 6-23
months in Alle special woreda, SNNPR, Ethiopia, 2023(n = 318)
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5.5. Factors associated with minimum acceptable diet practice

To determine the association between minimum acceptable diet practice and its
determinants; independent Variables with p-value <0.25 during bivariate logistic
regression analysis were considered as candidate variable for multivariable logistic

regression analysis to account for potential confounders.

Based on the bivariable logistic regression analysis results (P-values <0.25) the
variables selected for inclusion in the multivariable regression model were Maternal
knowledge, maternal age, mothers occupation, residence, post-natal visit, child age,
birth order of index child, marriage type, wealth index, and food security status were the
selected candidate variables based on predefined cut point for multivariable logistic

regression analysis.

Findings of multivariable logistic analysis revealed that household food security (AOR
=3.13; 95% CI: 1.75, 5.59; P <0.001), maternal knowledge (AOR = 2.02; 95% CI: 1.14,
3.59; P = 0.016), marriage type (father married with more than one woman) (AOR =
3.51; 95% CI: 1.83, 6.73; P<.001), post-natal visit three and above (AOR=4.73; 95%
CI: 1.71, 13.11; P =.003), and child age between 18 and 23 months (AOR = 2.57; 95%
CL: 1.29, 5.11; P =.007) were statistically significant factors associated with
the dependent variable. This finding presented below by Table 5 that illustrated

candidate and significant factors associated with minimum acceptable diet feeding

practice among mothers with children aged 6-23 months (see table 5).
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Table 5 Candidate and significant Factors associated with minimum acceptable diet
practice, among children aged 6-23 month in Alle special woreda, South Ethiopia 2023

Variables Categories Minimum acceptable diet COR(95 % CI) AOR(95%CI)
practice
Met (%) Not met (%)
Knowledge  Poor knowledge 30(20.3) 118(79.7) 1 1
about MAD "G qknowledee  52(30.6)  118(69.4) 1.73(1.03,2.91)*  2.02(1.14, 3.59)*
Residence Rural 55(23.5) 179(76.5) 1 1
Urban 27(32.1) 57(67.9) 1.54(.89, 2.66) 1.22(.63, 2.40)
Frequency No 15(21.7) 54(78.3) 1 1
of PNC visit One visit 21(21.2) 78(78.8) .97(.46, 2.05) 1.12(.49, 2.52)
Two visit 30(24.8) 91(75.2) 1.19(.59, 2.40) 1.38(.64, 2.98)
Three & above visit  16(55.2) 13(44.8) 4.43(1.75,11.22) *  4.73(1.71, 13.11)**
Wealth Poorest 18(28.6) 45(71.4) 1 1
index Poorer 15(23.4) 49(76.6) 77(.35, 1.69) .79(.32, 1.94)
Middle 12(18.5) 53(81.5) .57(.25, 1.30) .50(.20, 1.26)
Rich 16(25.4) 47(74.6) .85(.39, 1.87) 1.03(.43,2.51)
Richest 21(33.3) 42(66.7) 1.25(.59, 2.67) 1.36(.58, 3.18)
Birth order  First 17(28.3) 43(71.7) 1 1
Second 21(24.1) 66(75.9) .81(.32, 1.69) 1.16(.46, 2.95)
Third 11(16.4) 56(83.6) A49(.21, 1.17) .69(.24, 1.99)
Fourth 33(31.7) 71(68.3) 1.18(.59, 2.36) 1.49(.54, 4.14)
Food Food insecure 26(15.9) 138(84.1) 1 1
security Food secured 56(36.4)  98(63.6) 3.03(1.78,5.17)*  3.13(1.75,5.59 ) **
Mother House wife 69(24.7) 210(75.3) 1 1
occupation  Gov,t employee 7(36.8) 12(63.2) 1.78(.67, 4.69) 1.80(.53, 6.18)
Other 6(30) 14(70) 1.30(.48, 3.53) .80(.26, 2.44)
Age of child 6-11 month 23(19.5) 95(80.5) 1 1
12-17 month 25(23.6) 81(76.4) 1.28(.67, 2.42) 1.11(.55, 2.22)
18-23 month 34(36.2) 60(63.8) 2.34(1.26, 4.35) * 2.57(1.29, 5.11)**
Age of <=24yr 17(30.9) 38(69.1) 1 1
mother 25-29yr 32(23.9) 102(76.1) 70(.35, 1.41) .65(.29, 1.44)
30-34yr 18(21.4) 66(78.6) .61(.28, 1.32) .48(.20,1.16)
>=35yr 15(33.3) 30(66.7) 1.12(.48, 2.60) .92(.35,2.42)
Marriage Polygamy 16(13.6) 102(86.4) 1 1
type Monogamy 66(33) 134(67) 3.14(1.72, 5.74)** 3.51(1.83,6.73) **

Double star (**) indicates significance at p<0.01, single star (*) indicates significance at
p<0.05, 1- Indicates contrasted reference category, COR- Crude odd ratio, AOR-
Adjusted odd ratio.
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CHAPTER SIX
DISCUSSION

6.1. Minimum acceptable diet practice

To reduce malnutrition in a developing country like Ethiopia, adequate and safe infant
and young child feeding practice is crucial. According to the current study, magnitude
of minimum acceptable diet was about 25.8%. This finding was in line with findings
from systemic review done in Ethiopia (25,69%) (30), Ghana(29.9%) (27) and North
Ghana (27.8%) (26). However, it was lower to other similar studies conducted in Debr
eberhan town (31.6%) (33), Dawro zone (35.5%) (32), Shashemene (41.7%) (15), Addis
Ababa (74.6%)(14) and other countries like Northern Tanzania(60%) (24),
Nigeria(47.0%) (25) and Bangladesh (34.7%) (28). The variation might be because of
different study settings and study periods; this study was conducted in the rural
communities whereas the above study was conducted in urban communities. Moreover
the differences might be contributed by study design, sample size and difference in

socio-cultural/demographic characteristics.

In contrary, the result was higher compared with the national prevalence (7 %) report of
EDHS 2016(20), MEDHS(11%) (21) , rural community of Damot sore (11.4%) (29)
Lalibela(16.7) (31), rural community of Goncha District (12.6%) (5) and Nigeria (7.3%)
(17). The difference might be due to that EDHS was conducted on a culturally different
population, which may under estimate child feeding practices. Besides this, the DHS
covers both rural and urban areas, which reduces the figure while this study was
conducted on an almost culturally homogeneous population with similar feeding
practices. Furthermore, the reason for a high percentage of feeding practice compared to
other countries might be due to variations in study design, data collection period and
guideline change since indicators of this study computed based on 2021 WHO IYCF

guideline.
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6.2. Factors associated with minimum acceptable diet

Findings of this study revealed that household food security, maternal knowledge,
marriage type, post-natal visit three and above, and child age between 18 and 23 months
were statistically significant factors associated with minimum acceptable diet feeding

practice among children aged 6-23 month.

Accordingly mothers who had good knowledge about child feeding were two times
more likely to feed their children with minimum acceptable diet when compared to
those who had poor knowledge. This finding highly supported by study conducted in
Sidama zone (37) Labella (31), Debreberhan (33), Shashemene (15) and systematic
review done in Ethiopia (10). This indicate that knowing feeding frequency based on
child age and variety of foods leads the mother/ care givers to give acceptable diet
timely throughout all seasons. This implies that improving mothers/caregivers’

knowledge of general nutrition had a positive impact on I'YCF and child health.

The study also revealed that Odds of providing minimum acceptable diet feeding to
their children among mothers from food secured families were three times higher when
compared to those from food unsecured families. This was similar with findings from
Sidama zone (37),Malawi (34) and Ghana (27). This might indicate that poor
accessibility and affordability of food in the household could hamper minimum
acceptable diet feeding practices. Likewise odds of satisfying criteria of minimum
acceptable diet feeding among children aged 6-11 month were approximately three
times lower when compared to those whose age 18-23 month. Study done in western
Ethiopia (9), Dawro zone (32), Goncha district (5), Shashemene (15) and Addis Ababa
(14) were strong evidences supporting the current study. A possible reason for this
finding may be that as the age of the child increases, the ability to digest and absorb
different types of food increases, and mothers/caregivers are therefore diversifying their
meals accordingly. Perhaps mothers/caregivers believe that providing different types of
food and increasing the feeding frequency for older children is positive, while in
younger children they are afraid that they could harm the child or cause an illness by

feeding them a variety of foods.
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Number of post-natal care visit more than two times was also identified as independent
factor of minimum acceptable diet feeding practice. So that child whose mother
attended three post-natal care visits was five times more likely to achieve requirements
of minimum acceptable diet than those whose mother not attended PNC visit. This
finding was in line with similar study from Sidama zone (37) Lasta district (38), rural
sore district (39), Damote weydie (40) and Benishangul gumuz (3). Possible reason
could be that one of the packages of postnatal care is infant feeding and healthcare
professionals may usually advise them to feed their babies appropriately which can also
help them in avoiding traditional beliefs that might inhibit child feeding practices. This
highlights that postnatal care is crucial not only in treating maternal and neonatal health

illnesses, but also it improves infant’s nutrition.

Furthermore this study revealed that children from monogamy family (father married
with one women) were four times more likely to achieve minimum acceptable diet
feeding than those from polygamy family (father married with more than one
women).specifically this finding only supported by study conducted in Lubao and
Kenya (35,36). The possible explanation could be that being married with multiple
women may results in house hold resources reduction and poor support for mothers/care
givers especially during difficult seasons. It also may be brings disagreement that leads

to child ignorance in terms of proper care and diet feeding practice.
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7. STRENGTH AND LIMITATION OF THE STUDY

Even though this study addressed minimum acceptable diet practice and associated
factors in Alle special Woreda, it should be interpreted with the following strength &

limitations.

Strength of the study

This study was conducted in rural setting where there was no clear evidence of similar
studies conducted so far. Primary data that collected from the respondents at community
level was one of the strength of the study. Other side that considered as strength of this

study was using new WHO IYCF guideline, as it is recent and validated.

Limitation of the study

Because of cross-sectional nature of the study design that collects point-in-time data, it
does not show a cause-and-effect relationship. The figure of this study may have been
overestimated or underestimated due to recall and social desirability biases that may
have been introduced at the time of initiation, diversity, and frequency of food. Another
limitation of this study was that the 24-hour dietary diversity recall may only show the
most recent feeding and requires repeated measurements. Seasonal variations might
affect the food groups consumed by the infants and young children during the time of

the interview
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8. CONCLUSION AND RECOMMENDATION

8.1. Conclusion

Minimum acceptable diet practice among children aged 623 months in the study area
was low, almost one from four children meet the recommended minimum criteria. So,
child feeding practices in the study area were not achieved the national infant and young
child feeding recommendation. Determinant Factors that significantly affects minimum
acceptable diet practice were maternal knowledge about child feeding, house hold food
security status, post-natal visit, age of the child and marriage type. This implies that the
problems are range from individual to household level, community level and even may
go through at large in the country level. Therefore, it is essential to raise the awareness
of the community regarding the minimum acceptable diet feeding practices, with special

attention on diversity of food considering significantly associated factors.
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8.2. Recommendations

Previous studies reported that inappropriate complementary feeding was responsible for
two thirds of child deaths; however, MAD is low in this study. So, to scale up this to
meaningful levels, the following concerned bodies should pay special attention towards

I'YC nutrition.

For Regional and woreda administrative;
v Promoting the socioeconomic status of the community, particularly poor

households with low food guaranty through multidisciplinary/inter-sectoral
collaboration engagement to improve child feeding practice.
v' Special attention should be given to cultural practices and norms that directly or

indirectly impacts health of infant and young children for instance culture of
polygamy.
For health system;

v' Educational/counseling intervention on nutrition for mothers or caregivers is
essential for improving infant and young child feeding practices, particularly for
mothers with younger children about, time, variety, quantity, and frequency of
food

v' Health professionals should carefully follow up mothers in PNC service with in
24 hour as first PNC visit and link to health extension after proper counseling to
maintain regular visit which can have positive outcome in later times of child
feeding.

v Home to home visit is proposed for health extension workers, site
supervisors/supporter and HDA to trace non-PNC users in the community.

v' Health development army trainings should be promoted for mothers especially
those with poor knowledge about proper child feeding practice as

knowledgeable mothers were more likely to feed their child properly.

For Researchers
v A large-scale longitudinal study will be proposed to the researcher in order to
arrive at the true figure.
v promoting qualitative research to explore sociocultural and behavioral related

factors toward complementary feeding
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APPENDIX

A. Information sheet

Date: ------------m-mm - --

Hello, how are you? My name is 1

provide the information about the researcher Kusheta Kussie who is Masters Student at
St, Paul’s Hospital Millennium Medical College. You are invited to participate in this
study that involves research in Prevalence and associated factors of minimum
acceptable diet feeding among children aged 6-23 month in Alle special woreda, South
Region, Ethiopia.

The aim and purpose of this research is to assess minimum acceptable diet practice
among children age 6-23 month and to generate evidence. The study is expected to
enroll 323 participants. We will conduct this study in Alle special woreda. It will
involve the following procedures. I am going to ask you the structured questionnaire
and you will be answer. All answer that you will answer is accepted as correct .If you
are willing enough to participate in the study; you will spend only 30 minutes.

The study may have discomforting information that makes you minimum discomfort to
disclose your experience but it is opportunity for you because information you provide
may save the life of many children. This study has been ethically reviewed and
approved by the Saint Paul’s millennium medical College research Ethics Committee
(approval number: PM23\2\2023).

In the event of any problems or concerns/questions you may contact the researcher
Kusheta Kussie, GMPH students. I kindly let you know that all of the answers you
provide me will be kept secret. The record of your name or address will not be kept by
the researcher. Any information from the participants like raw data will be stored
securely and kept confidential. The publications that will arise from this study will
exclude any information that will make it possible to identify the participants’ name or

identity.
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B: Ascent form

I selected participant that can read/listen and understood the information written on the
study information sheet and understood the purpose, benefit and what is required from
them if they take part in the study. They should understood that all the information
regarding them like name and all answers given by them must not be available on the
questionnaire and not transferred to a third party. Participants also understood that they

can decide whether or not to take part in the study or even withdraw from the study at

any time.
Signature of the participant----------------- Date-----------------
Facilitator Name------------=--=--==-mn=- Sign-------------- Date--------------

In case you need to contact, Contact Address of the Investigator,

Name: Kusheta Kussie
Phone: 0941620274/0929707121

Email address: kushetakusse @ gmail.com
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C. Data collection tool

(English format)

Saint Paul’s millennium medical College School of public health

Questionnaire to assess the Prevalence and associated factors of complementary feeding

practice among children aged 6-24 month at Alle special woreda,

PART- 1: Information on socio-economic & demographic characteristic

income in ETB?

NoQuestions Alternative responses(coding category) Skip
Code

1 [Whatis Age of the mother?

2 What is your current Marital status? |1. married 2.divorce 3.widowed 4.other (specify)

3 What is your Religion? 1. Orthodox 2. Protestant 3.Traditional religion
5.Other (Specify)

4 | What is your Educational level? 1. lliterate 2. Read and write only 3. Elementary
4. Secondary and preparatory school 5. College or university
graduate

S |What is father’s educational level? 1. Illiterate 2. Read and write only 3. Elementary
4. Secondary and preparatory school 5. College or university
graduate

6 Where is your Place of residence? 1. Urban 2. Rural

7  What is your Ethnicity? 1. Alle 2.konso 3. Derashe 4. Gamo 5. Others
(Specify)

8  What is size of your family?

9  What is Mothers/caretakers 1. Housewife 2. Daily Labor 3. Gov’t employee 4. Private

occupation? employee

S. Students 6. Merchant

10 [What is Occupation of the father? |1. Gov’t employee 2. Farmer 3.Merchant 4.Daily laborer 5.
Private employee

11 |What is your major source of food? |1.Farming 2.Market purchase 3.other(specify)

12 How much are your average monthly[1/<999  2/1000-2999 3/ 3000-3999 4/ >4000

PART 2- MATERNAL HEALTH SERVICE RELATED

13 |Did you Attend ANC services? 1. Yes 2.No

14 [If yes for Q13, how many? 1. One time 2. Two times 3. Three and above

15 Did you Attend Post-natal care? 1.Yes 2.No

16 [f yes for Q15, how many times? 1.0-2days 2. 3-6days 3. 7days & above

17 |Where was your Place of delivery? |1. Home 2.Health institution 3.other (...............c..cooeiiiiae.
18 |What is parity status of the mother? 1. Prim parous 2.Multiparous (2-4) 3. Grand multipara (5+)

PART 3: CHILD RELATED INFORMATION

19

What is Age of the child in month?
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20 What is sex of the child? 1.Male 2.Femal
21 How many under 5 Children are
there in the family?
22 What is birth order of the child? 1.1st  2.2nd 3. 3rd 4. 4t

PART 4: CONTEXT AND CULTURE RELATED INFORMATION

23

'Who decides what food the baby
eats?

1.Mother 2.Father 3.Grandparants

24

From where do you get information
about child-feeding?

1. Health extension 2. Mother-in-law 3. Partner

4. Media 5. Social gatherings

25

'Who is responsible for taking care of
the baby?

1.Mother 2.Father 3.Grandmother 4.older children

26

Are there cultural practices that
influence child feeding in your
community?

l.yes 2.No
If yes ,specify -—--

27 |Are there food taboos that are related|l.yes 2.No
to child foods in your community? [If yes ,specify o
28 |Father of child has other wife? 1.Yes 2.No

PART 5: IYCF BASED INFORMATION

feeding?

29 [s your child currently in breast 1. Yes 2.No
feeding?
30 [[s your child Start complementary |1. Yes 2. No

31

If yes, when complementary feeding
was started (in month)?

32

If no, why?

Specify your reason;

33

How many times did a child ate any
solid,semi-solid and soft foods in
previous day?

34

'What foods the child ate in previous
day from morning when child start
walking to night until went to bed?

Food group

Food item

1 =yes
0=No

Breast feed

Breast feed

Grains, roots and tubers

corn/maize, rice, wheat,
sorghum, millet or any other
grains, potatoes, yams,
cassava, or other foods made
from roots

Legumes and nuts

beans, peas, lentils, nuts,
seeds or foods made from
these

Dairy products

39

List milk dirks frequency

Infant formula




Animal milk

Liquid Yogurt
Cheese, butter--
Hard Yogurt

Flesh foods

(any meat, fish, poultry and
liver/organ meats)

Eggs

Egg

vitamin-A rich fruits and
vegetables

pumpkin, carrots, ripe
mangoes, cantaloupe, apricots
, ripe papaya, dried peaches

other fruits and vegetable

other vegetables ( tomato,
onion, eggplant), including
wild vegetables, other fruits,
including wild fruits

35: KNOWLEDGE OF MOTHERS ABOUT INFANT AND YOUNG CHILD FEEDING

35.1 | Young children should feed the same kind of meals per|l. Yes 2. No
day.
35.2 Do you know how to feed young children? 1. Yes 2.No

35.3 | When to start complementary foods? 1. Before 6 month 2. At 6 month
3. After 6 month
35.4 Non breast feeding baby of 6—23 months should eat 1.Yes 2.No
four additional meals per day including night time?
35.5 Breast milk is sufficient for infant until 6 month of life 1.Yes  2.No
35.6 | Child feeding equipment must be clean 1.Yes 2.No

41 INFORMATION ON FOOD SECURITY

36.1 [[n the past 4 wks, did you worry that (1. No (skip to ---) 36.2
iyour household would not have enough 2. Yes
food?
36.1aHow often did this happen? 1 .Rarely (once or twice) 2 .Sometimes (3 to 10 times)
3. Often ( > 10 times)
36.2 [[n the past 4 wks, was any household [1. No (skip to---) 36.3
imember not able to eat the kinds of 2. Yes
foods preferred because of a lack of
resources?
36.2aHow often did this happen? 1. Rarely (once or twice) 2 .Sometimes (3 to 10 times)
3. Often (> 10 times)
36.3 [In the past 4 wks, did you or any 1.No (skip to ---) 36.4

household member have to eat a limited
variety of foods due to a lack of

2.

Yes
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resources?

36.3aHow often did this happen? 1 .Rarely (once or twice) 2 .Sometimes (3 to 10 times)
3. Often (> 10 times)
36.4 [n the past four weeks, did any|l. No (skip to ---) 36.5
household member have to eat some2. Yes
foods that you really did not want to eat
because of a lack of resources to obtain
other types of food?
36.4aHow often did this happen? 1 .Rarely (once or twice) 2 .Sometimes (3 to 10 times)
3 .Often (> 10 times)
36.5 [[n the past four weeks, did you or any (1. No (skip to ---) 36.6
household member have to eat smaller 2. Yes
meals than you felt you needed because
there was not enough food?
36.5aHow often did this happen? 1. Rarely (once or twice) 2.Sometimes (3 to 10 times)
3. Often (> 10 times)
36.6[n the past four weeks, did you or any |[1. No (skip to ----) 36.7
other household member have toeat 2. Yes
fewer meals in a day because there was
not enough food
36.6aHow often did this happen? 1.Rarely (once or twice) 2 .Sometimes (3 to 10 times)
3. Often (> 10 times)
36.7 [[n the past four weeks, was there ever (1. No (skip to ---) 36.8
no food to eat of any kind in your 2. Yes
household because of lack of resources
to get food?
36.7aHow often did this happen? 1 .Rarely (once or twice) 2. Sometimes (3 to 10 times)
3 .Often (>10times)
36.8 [In the past four weeks, did you or any [1. No (skip to --) 36.9
household member go to sleep at night 2. Yes
hungry because there was not enough
food?
36.8aHow often did this happen? 1 .Rarely (once or twice) 2 .Sometimes (3 to 10 times)
3. Often ( > 10 times)
36.9 [n the past four weeks, did any HH 1. No
member go a whole day and night 2. Yes
without eating anything because there
was not enough food?
36.9aHow often did this happen? 1 .Rarely 2. Sometimes 3 .Often
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42. Information on House hold wealth status

37.1

'What is the Material of floor?

1-earth 2-wood 3-cement 4-other

37.2

'What is the Material of roof?

1-thatched 2-metal sheet 3-other

37.3

How many People live per room?

1-less than three  2-three and above

37.4

'What Type of fuel used for cooking?

I-wood 2-animal dug 3-charcol 4-electricity 5-other

37.5

49.does HH have-----7(passible to circle
more than one or skip if none)

1-TV 2-Radio 3-Bed with mattress 4-Table,chair-- 5-
Electtricity 6-Ye ehil wofcho 7-motor cycle 8-mobile phone

37.6

Does HH have----- ?

No |es [Frequency if yes

Cow, ox calf----

Donkey, horse,
camel...

Goat

Sheep

Heen

Beehive

Agricultural land

37.7

Any member of HH who have
Bank/Omo microfinance account

1. No 2. Yes

37.8

'What main source of water your HH
use?

1-river 2-pipe 3-protected well 4-unprotected well
5-other

37.9

'What Type of latrine your HH have?

1-shared latrine 2-pit without cover 3-pit with cover

4-bush/field 5-other
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