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ABSTRACT 

Background: Optimal feeding practices are the most important determinants of nutritional status 

of children, especially at the first two years of life, which considered as “critical window of 

opportunity” for prevention of growth faltering. The level of nutritional status in Ethiopia is high, 

but currently showing improving trends.  

Objective: To assess nutritional status and associated factors among children aged 6-23 months 

attending community based nutrition program in Fedis District, Oromia Region, Eastern 

Ethiopia: health facility based study 

Methods: A facility based cross-sectional study was conducted on 598 children aged 6-23 

months from March 1, 2016 to March 30, 2016 at Fedis District. All children between the age of 

6 and 23 months who attended community based nutrition (CBN) program were included in the 

study. Anthropometric measurements and pre-tested structured questioners were used to collect 

data. Data were entered into EPi-dat version 3.1 and WHO Anthro soft wares and exported to 

SPSS version 20.0 for analysis. Bivariate and multivariate logistic regressions were used to 

identify associated factors of stunting, underweight and wasting. A p-value less than 0.05, was 

considered statistically significant. 

Results: The prevalence of wasting, stunting, and underweight among children aged 6-23 

months were 15.7%, 42.6 % and 29.1 % respectively. The main associated factors of wasting 

were wealth index, time at child breast feed after birth, ways to feed liquid foods, and minimum 

dietary diversity. As well, stunting was associated with age of mother and child, sex of child, 

place of residence, deprivation from colostrum and ways to feed liquid foods. Whereas, age of 

child, sex of child, suffered from any illness or infection during past two weeks, feeding 

colostrum, ways to feed liquid foods and minimum dietary diversity were significantly 

associated with underweight. 

Conclusions and recommendation: the prevalence of undernutrition is a critical and main 

public health problems among children aged of 6-23 months in Fedis District. Therefore, all 

sectors should be considered for all nutrition interventions with particular emphasis on the first 

1,000 days after child’s birth, which is a critical period inhuman life.   

  



 
 

INTRODUCTION 

1.1: Back Ground Information 

Adequate nutrition during the first two years of life is essential to ensure the optimal growth, 

health, and development of children. So, infant and young child feeding have single greatest 

potential impact on child survival. World Health Organization (WHO) and United Nation 

Children’s fund (UNICEF) guidelines were highly recommended that introduced to 

complimentary feeding at 6 month with continued breast feeding at two years (UNICEF, 2011). 

More than two-thirds of malnutrition related child deaths are associated with inappropriate 

feeding practices during the first two years of life (UNICEF, 2011, WHO, 2013). 

Addressing the problem of under-nutrition is critical to achieving all Sustainable Development 

Goals (SDGs). Therefore, nutrition is placed at the heart of the SDGs-indeed, nutrition is vital for 

achieving 12 out of 17 SDGs. The remaining 5 SDGs support improvements in nutrition (NNPII, 

2016). As a consequence, Complimentary feeding practices and continuing breast feeding for 

two years and above, improve overall nutritional status of young children (Disha AD et al., 

2012). 

Complementary foods are regularly introduced too early or too late as well as nutritionally 

inadequate and unsafe all over the worldwide. For that reason poor feeding practices are mainly 

lead stunting rate, which are highest in Asia and sub-Saharan Africa (EHNRI, 2010, UNICEF, 

2011).Global estimation suggested that 51 million, 162 million and 99 million of children were 

wasted, stunted and underweight respectively (WHO, 2013). 

The current Ethiopian Demographic Health Survey (EDHS) estimated that national prevalence of 

stunting, underweight and wasting among children aged of 6-23 months were 32%, 21% and 

13% respectively. However, the feeding practices of Ethiopian families remain sub-optimal 

(EDHS, 2016).So type of foods, time of complementary feeding initiation and feeding methods 

or practices are the main contributors factors for under five stunting (Teshome et al., 2009). 

Therefore, optimal breastfeeding and complementary feeding practices are important to meet the 

nutritional needs of children in the first two years of life (UNICEF, 2011, WHO, 2009). 
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1.2: Statement of the Problem  

Poor complementary feeding practice should be consequences irreversible outcome of stunting, 

poor cognitive development and increase the risk of infection, like diarrhea and acute respiratory 

infection (Sinhababu et al., 2010).Globally among 50-60% deaths of child, a third of these are 

due to inadequate complementary feeding followed by poor breastfeeding practices. The feeding 

practices were directly impact the nutritional status of the child (Childinfo, 2009). 

Greater than two-thirds of malnutrition related child deaths are associated with inappropriate 

feeding practices during the first two years of life (UNICEF, 2011). The prevalence of childhood 

under nutrition and the levels of undernutrition increases significantly from 3 to 18-24 months of 

age in low income countries (Disha AD et al., 2012). Starting complementary feeding at six 

months interventions alone were estimated to prevent almost one-fifth of under-five mortality in 

developing countries, which was a third among15 top ranked child survival intervention 

(UNICEF, 2011). 

In Ethiopia 51% deaths of the under-five age was occurred due to undernutrition (EHNRI, 2010). 

Current EDHS survey also revealed that the prevalence of infant undernutrition increased 

throughout the first year of life and stunting rate also increases steadily from age 6 months 

through the first 2 years of life. Stunting is slightly higher among male (41%) than female (35%) 

children. Stunting is greater among children in rural areas (40%) than urban areas 

(25%).Similarly, stunting decreases from 42% among children in the lowest wealth quintile to 

27% percent of those in the highest wealth quintile (EDHS, 2016). 

Study by Beyene et al revealed that undernutrition is highly associated with low complementary 

feeding practices (Beyene et al., 2015).The detailed analysis of EDHS also showed that only 7% 

of children age 6-23 months have met the criteria for a minimum acceptable diet (EDHS, 2016). 

Therefore, dietary diversity and meal frequency are the most significant to prevent an estimated 

6% of under five deaths (Aemro et al., 2013). 
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Then the influence of complimentary feeding practices and optimal breast feeding practices on 

nutritional status of children still questioned, particularly at place where malnutrition case load 

were regularly occurred, like Fedis District. Many studies find that a positive association 

between complementary feeding and optimal breast feeding practices with nutritional status of 

children, whereas none of the studies indicated a significance association between these 

nutritional indicators. Furthermore no specific studies within or adjacent Fedis District was done 

at previous one.  

Therefore, the present study was carried out to assess nutritional status and associated factors 

among children aged 6-23 months attending community based nutrition program in rural Fedis 

District, Oromia Region, Eastern Ethiopia. 

1.3: Significance of the Study  

The findings of this study are a useful tool for developing appropriate strategic objective 

interventions that will effectively address the problems of feeding practices and nutritional 

problems. Therefore, this study will add some facts on the observed gaps about the prevalence of 

undernutrition and associated factors among children aged of 6-23 months. 

Furthermore, the study will help health care providers and different local NGOs working at zonal 

and District levels in order to develop plan and implementation strategies to create public 

awareness about feeding practices. It will also serve as baseline data for further subsequent 

studies in the country. 
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1.4: Objectives 

1.4.1: General Objective 

To assess nutritional status and associated factors among children aged 6-23 months attending 

community based nutrition program in Fedis District, Oromia Region, Eastern Ethiopia from 

March 1,2016 to 30, 2016. 

1.4.2: Specific Objective 

 To assess the nutritional status among children aged 6-23 months attending community based 

nutrition program. 

 To identify factors associated with nutritional status among children aged 6-23 months 

attending community based nutrition program. 
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LITERATURE REVIEW 

2.1 Nutritional status of children aged 6-23 months 

The first two years of life are critical stages for a child’s growth and development. For that 

reason, any undernutrition occurred during this period could lead to impaired cognitive 

development, compromised educational achievement and low economic productivity. The three 

main indicators used to define undernutrition were stunting, underweight and wasting (UNICEF, 

2011). 

An estimated 805 million people worldwide are chronically undernourished (FAO, 2014), One 

hundred fifty-nine million children under 5 are stunted, In addition, at least 50 million are 

severely or moderately wasted (UNICEF/WHO/World Bank., 2015). In 2014, the global wasting 

rate was 7.5%, still threatening the lives of 50 million children across the globe. Approximately 1 

out of every 13 children in the world was wasted in 2014. However, millions of Ethiopians still 

suffer from chronic and acute malnutrition. The country ranks at the top both in sub Saharan 

Africa and the world for malnutrition (Global Nutrition report, 2015). 

A cross-sectional study conducted in Nairobi Kenya by Muchina indicated that the prevalence of 

Stunting, Underweight and wasting among children under two years are 10.6 % , 6.2% and 2.1% 

respectively (Muchina EN and Waithaka, 2010),which is low when compared with study done in 

Gahana,17%,18.3% and 6% respectively (Gyasi, 2008). Although, the study conducted in one 

slum of Dhaka City showed that the prevalence of under nutrition (Stunting 42.6%, Underweight 

55.7% and Wasting 36.5%) was high among children under two years of age (Akhtar K et al., 

2012).Similarly, study done in rural of Uganda also showed the prevalence of stunting, 

underweight and wasting were 25%, 12% and 4% respectively (Wamani et al., 2006). 

A community based cross-sectional study conducted in Filtu town of Somali region revealed that 

19.5% of children were found to be underweight,22.9% of the children were suffering from 

chronic malnutrition and 17.5% of children aged 6-23 months were suffered from acute 

malnutrition or wasting (Fekadu et al., 2015). A study from North Showa also reported that the 

prevalence of wasting, stunting, and underweight were 10.6%, 54.2%, and 40.2 % respectively 

(Aweke KA et al., 2012). A study in Kemba Woreda also showed the prevalence of stunting 

among children of aged 6-23 months was 18.7% (Agedew and Chane, 2015). According to 

research conducted in Mecha and Wenberma Weredas of West Gojam Zone, 43.2%, 14.8% and 



  

6 
 

49.2% of the children were suffered from chronic malnutrition, acute malnutrition and low 

weight for age respectively (Teshome et al., 2009). Other health facility based study conducted 

in Jimma Zone correspondingly indicated that the prevalence of underweight, stunting and 

wasting were, 14.4%,33.9% and 19.2% respectively (Beyene, 2012) 

 

According to current EDHS reported that the prevalence of stunting, wasting and underweight 

among under five children were; 38%, 10% and 24%respectively. Amongst them, the highest 

percentage of undernutrition observed among children aged of 6-23 months, which are 32%, 

13% and 21% respectively. Furthermore, the prevalence of Stunting, Wasting and underweight 

among Oromia region were 36.5%, 10.6% and 22.5% respectively (EDHS, 2016). 

 

2.2 Determinants of undernutrition among children aged 6-23 months 

2.2.1 Socio demography and health related information of Child 

A study conducted in low-income countries confirmed that Levels of undernutrition increase 

markedly from aged of 6 to 18-24 months of age (UNICEF, 2011). Other study conducted in 

Bangladesh hospital and in Basrah indicated that LAZ and LHZ were significantly higher among 

children aged 12-23 months (Kumar et al., 2006, Saleem, 2006). Gyasi also reported that the 

proportions of underweight (56.7%), stunting (59.7%) and wasting (68.2%) were high in the 

children aged 13-23 months (Gyasi, 2008). Finding by Dinash et al also confirmed that the 

proportions of underweight (45.5%) and stunting (81.8%) were found maximum among children 

aged 13-24 months (Kumar et al., 2006b). The highest proportion of wasting of 7% was in the 

age group 12–17 months, while underweight and stunting were still increasing at 18–23 months 

(Wamani et al., 2006). 

The current EDHS reported that the prevalence of stunting increases steadily from age 9 months 

through the first 4 years of life (EDHS, 2016). Findings from Dollo Ado District of Somali 

Region shows the prevalence of wasting was more prevalent in 6- 11months of children and the 

prevalence was decreases with age increases while the prevalence of stunting abruptly changed 

from 6-11 months of children to older children and the prevalence of underweight increased from 

43.2 % in children 6-11 months, to 45.2% in children between 12-23 months (Demissie and 

Worku, 2013). Similar study conducted in west Gojam zone shows children in the age group 13-

24 months were at significantly higher risk of stunting compared with children in the youngest 
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age category (<7 months) (Teshome et al., 2009). Mengistu et al also reported that Children age 

group 13-24 months were about 7 times more likely to be stunted than children age 6-11 months 

[AOR=7.15; 95%CI=2.33,21.90] (Mengistu et al., 2013). 

There is evidence that sex of child was highly determinant factors for undernutrition (Kumar et 

al., 2006). Whereas, a study in Gaza strip on the other hand revealed no gender difference in the 

nutritional status between boys and girls (Schoenbaum M et al., 2007). However, the national 

survey conducted in 2011 indicated that males are slightly to be wasted than female (11% and 

8% respectively) (EDHS, 2011). In addition, the current survey result also revealed that Stunting 

is slightly higher among male than female children (41% versus 35%) (EDHS, 2016). In 

addition, the odds ratio of being underweight and stunting was lower among female children than 

among male children (Nguyen NH, 2009). 

Other study conducted in West Gojam zone showed that male children were 1.5 times more 

likely to be stunted as female children (Teshome et al., 2009). A study in Butajira Ethiopia also 

revealed that boys are twice the odds of being underweight [OR = 2.00; 95%CI: 1.39, 2.86] and 

being stunted [OR = 2.08, 95%CI: 1.59, 2.89] than girls (Medhin et al., 2010). The study that 

conducted in six selected teaching health facilities of Jima zone showed that odds of being 

female child was 40% less likely to be stunted as compared to male children, while in contrary 

odds of being underweight among female children was 1.4 times higher when compared with 

male children (Beyene, 2012). Other study in Bule Hora District indicated male children were 

2.5 times [AOR=, 95% CI: 1.5-4.1] and 2.8 times [AOR = 2.8, 95% CI: 1.5-5.3] more likely to 

be underweight and stunted than female children respectively (Asfaw et al., 2015). The increased 

risk of underweight was 2.23 times and 78.9% among male children than Female in food secure 

and food insecure households respectively (Kahsay et al., 2015). 

In study conducted in Kemba Woreda, boys were 2.5 times [AOR: 2.50; 95% CI : 1.60–4.01] 

more likely stunted than girls (Agedew and Chane, 2015). Likewise, in Dollo Ado District boys 

were 1.69 [AOR=1.69 95% CI=1.16, 2.45], 1.53 [COR=1.53 95% CI=1.07, 2.19] and 1.7 

[AOR=1.70 95% CI=1.15, 2.51] times more likely wasted, stunted and underweight than female 

children respectively (Demissie and Worku, 2013). Similarly, Yisak et al reported that male 

children were 2.37 [AOR = 2.37, 95 % CI : 1.19-4.7] times more likely wasted than female 

children (Yisak et al., 2015). Megabiaw et al also reported male children were 1.19 [AOR=1.19, 
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95% CI: 1.07, 3.21] times more likely stunting than female children (Megabiaw and Rahman, 

2013). 

Children who were reported ill in the past 14 days before the study were more likely to be 

underweight with (p=0.012) (Ndanu, 2008). Different results were found that diarrhea in the past 

15 days were associated with increased odds of Stunting 2.3 and 2.5 times in West Gojam zone 

and Bule Hora District respectively (Teshome et al., 2009, Asfaw et al., 2015), increased odds of 

wasting 2.13 and 2.7 times in Filtu town of Somali region and Bule Hora District respectively 

(Fekadu et al., 2015b, Asfaw et al., 2015). And also, increased odds of being underweight 3.54, 

3.9 and 2.3 times in Filtu town, Bule Hora and NgheanVietnam respectively (Fekadu et al., 2015, 

Asfaw et al., 2015, Nguyen NH, 2009). 

Also, children who had acute respiratory infection in the preceding two weeks of the survey were 

1.96 times higher risk of being wasted compared to those who are not suffered with acute 

respiratory infection [AOR=1.96 95% CI=1.20,3.18] (Demissie and Worku, 2013). Furthermore, 

having history of a fever in the 2 weeks before the study were associated with higher odds of 

Wasting and being underweight with odd ratio of 4.4 and 2.4 respectively. Similarly, having 

history of cough was associated with higher odds of being underweight with odd ratio of 3.0 

(Wamani et al., 2006).  

When compared with children in urban areas, children lived in rural areas were 4.3,2.2 and 3.8  

times more likely underweight, stunted and wasted  respectively (Nguyen NH, 2009). Another 

study conducted in the Democratic Republic of Congo in Slum of Dhaka City and in Vietnam 

determined that the proportion of undernutrition (Stunting, Wasting and Underweight) were 

markedly higher among children lived in rural areas than in urban areas (Kandala NB et al., 

2011, Akhtar K et al., 2012, Nguyen NH, 2009). Similarly, the current Ethiopian demographic 

health survey reported that the prevalence of stunting and underweight are higher among 

children lived in rural areas (40% and 25% respectively) than among children lived in urban 

areas (25% and 13% respectively) (EDHS, 2016). The comparative study conducted in West and 

East Gojam zone also shows being rural increased the odds of underweight with p<0.001 

(Motbainor et al., 2015). 
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2.2.2 Socio-Demography of Mothers or Care Givers 

United Nations Development Programme (UNDP) reports indicated that 42% and 32.5% of 

children were undernourished in Sub-Saharan Africa and in developing countries respectively 

(UNDP, 2012). A study done in Nigeria and Bangladesh (Odunayo and Oyewole, 2006),in 

Gumbrit, Ethiopia (Melkie, 2007) ,in Urban Allahabad (Kumar et al., 2006) and in Malaysia 

(Khor GL and ZM., 2003, Khor and Sharif, 2003) also indicated that children of low or poor 

socio economic status were more likely to be undernourished than those of higher socio 

economic status. 

Ethiopia demographic health survey reported that stunting decreases from 42% among children 

in the lowest wealth quintile to 27% of those in the highest wealth quintile. As well, the 

percentage of underweight children decreases with increasing mother’s household wealth 

(EDHS, 2016). Other study done in North Showa also indicated that children with family 

monthly income750-1000 birr were less likely to be stunted than children whose family monthly 

income were less than 750 birr (Mengistu et al., 2013). 

Study done in Zambia (Masiye F et al., 2010), in Nigeria and Uganda (Bukusuba J et al., 2009, 

Lawal and Samuel, 2010) and in four anganwari areas of urban Allahabad (Kumar et al., 2006); 

showed that there was a positive association between levels of maternal education and nutritional 

indices. The finding in one of Ghana  and Kenya Districts shown that underweight and wasting 

of the children had significant association with maternal level of education with P value 0.008 

and 0.019 respectively (Gyasi, 2008, Ndanu, 2008).  

 

Other study conducted in Nghean, Vietnam showed that Children whose mothers have a junior 

high school education were found to be 1.7 and 2.6 times more likely to be underweight and 

wasting than children whose mothers have an education level of senior high school or higher 

respectively (Nguyen NH, 2009). As well, children whose mother had secondary education or 

higher were less likely to have stunting, underweight, and wasting than those whose mother had 

lower level of education (P < 0.01, P < 0.01, and P = 0.02, respectively) (Darapheak et al., 2013). 
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As EDHS reported children born to mothers with no education (42%) are stunted compared with 

18% of children whose mothers have more than a secondary education and the percentage of 

underweight children decreases with increasing mother’s education (EDHS, 2016).In contrary 

study done in Jima Zone showed that children born to literate mothers 1.4 times more likely to be 

wasted as compared to children of illiterate mothers (Beyene, 2012). Children of those fathers 

able to read and write were 73.9% reduced risk of being underweight as compared to the children 

of fathers unable to read and write (Kahsay et al., 2015).  

Agedew et al also reported that children born to mothers who have no formal education were 

2.76 times [AOR: 2.76; 95% CI 1.63–4.69] more likely stunted than others (Agedew and Chane, 

2015). Similarly, Risks of being wasted and being underweight were 0.4 and 0.17 (AOR=0.17 

95% CI: 0.07-0.42) times lower for children of mothers attended formal education (Demissie and 

Worku, 2013). Risk of underweight among children whose fathers were illiterate was 6.7 times 

(AOR = 6.7, 95% CI: 1.8-62.2) more likely than children whose fathers were literate (Asfaw et 

al., 2015). 

 

Marital status have a significant association with nutritional indexes. Accordingly, study in one 

of Ghana District showed, mothers who did not have husbands, their children were 4 times more 

likely to be stunted than the children of mothers those who had husbands (Gyasi, 2008). Other 

study in Dollo Ado District indicated that children among their mothers married were less likely 

to be underweight than encounters [AOR=0.48 95% CI= 0.23, 0.99] (Demissie and Worku, 

2013). 

A study conducted in Nghean, Vietnam also revealed that children from families that had >=3 

children were found to be 4.2 times, 3.1 times and 5.4 times more likely to be underweight, 

stunted and wasted, respectively, than children from families with <3 children (Nguyen NH, 

2009). Other study in Gurage zone also showed that children living in households with eight to 

ten, five to seven family members were 4.44 times [AOR = 4.44, 95% CI: 1.65, 11.95] and 2.97 

times [AOR = 2.97, 95% CI: 1.41, 6.29] more likely to be stunted than those living in 

households with two to four family members (Fikadu et al., 2014). Surprisingly, finding from 

Jima Zone indicated that having family size > 4 (75%) found less likely to be wasted and 
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underweight as well as the odds of stunting was 1.3 times higher for children of 1-2 family size 

as compared with family size between 2-3 (Beyene, 2012). 

 

The chance of being underweight was also found to be 5.3, 5.9 and 4.9 times higher among 

children whose mothers were laborers, farmers and housewives respectively than a mother who 

worked in an office (Nguyen NH, 2009). Although, study done in Gurage zone and Saesie 

Tsaeda-Emba District indicated that children whose mothers worked as merchants and Farmer 

were 4.03 times (Fikadu et al., 2014) and 3.75 times (Kahsay et al., 2015) more likely to be 

stunted than children whose mothers worked as house wives and daily laborer .The risk of being 

underweight was 50% less for children of mothers with other occupation when compared with 

house wives (Beyene, 2012). Moreover, Agedew et al also reported that mothers who worked as 

daily workers and had private work activity were 3.06 and 2.39 times more likely stunted 

respectively than encounters [AOR: 3.06; 95% CI 1.03–9.12] and [AOR=2.39; 95% CI 1.61–

3.53]  respectively] (Agedew and Chane, 2015). 

Age of mother was also found to be the determinant factor for undernutrition. In view of that, 

study done in Saesie Tsaeda-Emba District showed that as age of mother increased the risk of 

being underweight for a child decreased by 6.4% (Kahsay et al., 2015) and it was similar to the 

study conducted in Tanzania, which indicates children of young mothers were at higher risk to be 

underweight (Bwalya, 2013). In contrary, findings by Tariku et al indicated that children with 

older mothers were 2.6 times [AOR= 2.60; 95% CI 1.07 6.35] more likely stunted than children 

with young mothers (Agedew and Chane, 2015). Other finding by Agedew et al also revealed 

that odds of stunting was decreased by 25% when mothers aged 20-34 years than if 35 and above 

(Megabiaw and Rahman, 2013). 
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2.2.3 Breast feeding Practices 

Sub-optimal breastfeeding practices put children in developing countries at high risk for 

undernutrition and its associated outcomes which are far-reaching and difficult to reverse later in 

life (Dewey K, 2008, Dewey and Adu-Afarwuah, 2008). Breastfeeding was independently 

associated with reduced odds of wasting (62%) and underweight (76%) (Fekadu et al., 2015). 

The finding from Ghana indicated that children who were not breastfed on demand were 4 times 

at risk of wasting as compared to those who were receiving breast milk on demand (Gyasi, 

2008). Other study from Saesie Tsaeda-Emba District also showed that children who were in 

partial breast feeding were 61.5% at reduced risk to be underweight when compared to those 

children who were not breast fed (Kahsay et al., 2015). 

The global rate of early initiation of breastfeeding remains below 40% (UNICEF, 2011). Study 

conducted in Nairobi Kenya showed that children who were not breastfed within one hour of 

birth were two times more likely stunted (Muchina EN and Waithaka, 2010). Finding from 

Ghana indicated that the age of the child in hours when breastfeeding was initiated was 

significantly associated with wasting (P = 0.004) (Gyasi, 2008). Similarly, initiation of breast-

feeding after six hours of birth or late initiation of breast-feeding and deprivation from colostrum 

were found to be risk factors for underweight and stunting with significant (P<0.05) (Kumar et 

al., 2006). 

The demographic health survey conducted in Ethiopia and Zambia revealed that continued 

breast-feeding was negatively associated with HAZ and WAZ in both countries (Disha AD et al., 

2012). Muchina et al also reported that the risk of wasting was 1.5 higher among children who 

had stopped breastfeeding before two years of age (Muchina EN and Waithaka, 2010). Similar 

study done in Gurage zone indicates children who breast fed for <2 years were5.61 times more 

likely to be stunted than those who breast fed ≥2 years [AOR = 5.61, 95% CI: 1.49, 11.08] 

(Fikadu et al., 2014). 

In contrary, study conducted in West Gojam by Teshome et al indicated that children who had 

been breastfed for 12-24 months were 2.2 times more likely to be stunted than children who had 

been breastfed less than one year (Teshome et al., 2009). 
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Another study done in Jima Zone showed that children of those mothers who stopped breast 

feeding were 2.7 and 2 times at higher risk of being wasted and underweight as compared to 

children of those mothers still breast feeding (Beyene, 2012). Also, the Comparative study by 

Kahsay et al found that children who breast fed for 1-2 years and ≥ 2 years were 67.8% and 

87.5% at reduced risk to be stunted in the food secure households respectively; and those who 

breast fed for 1-2 years in the food insecure households were 59.5% at reduced risk to be stunted; 

all these compared to those who breast fed < 1 year of duration (Kahsay et al., 2015). 

According to analysis of demographic and health survey data in Ethiopia and Zambia found by 

Disha et al shown that exclusive breast-feeding (EBF) is positively associated with weight-for-

height z-score (WHZ) (p<0.001) and weight-for-age z-score (WAZ) ( p<0.01) in Zambia (Disha 

AD et al., 2012). Likewise, study conducted in Nghean, Vietnam also indicated that risk of being 

underweight, stunted and wasted were 5.9 times, 3.7 times and 3.9 times higher among children 

who were exclusively BF for <6 months than for children who were exclusively BF for >=6 

months, respectively (Nguyen NH, 2009). Also, Fikadu T et al reported that children who were 

exclusively breast fed for <6 months were 3.27 times more likely to develop stunting than 

children who were exclusively breast fed for the first 6 months [AOR = 3.27, 95% CI: 1.21, 

8.82] (Fikadu et al., 2014). 

A study in India showed that neonatal and post neonatal deaths were around 5-6 times lower in 

infants fed colostrum than among those not fed colostrum (Dewey and Adu-Afarwuah, 2008). A 

community based cross-sectional survey conducted in Mecha and Wenberma Weredas of West 

Gojam Zone revealed that children who had not received colostrum were 2.1 times more likely to 

be stunted as children who had been fed colostrum (Teshome et al., 2009). 
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2.2.4 Complementary Feeding Practices 

Different studies revealed that adequate provision of nutrients crucial to ensure good physical & 

mental development as well as for long-term health (WHO, 2013). Sub-optimal complementary 

feeding practices put children in developing countries at high risk for under nutrition (Dewey and 

Adu-Afarwuah, 2008). Therefore, optimal complimentary feeding practices are protected 

children from both under- and over-nutrition and their consequences later in life. Complementary 

feeding must be nutritionally adequate, safe, and age appropriate (UNICEF, 2011). 

Inappropriate initiation of complementary foods leads to undernutrition and increased mortality 

and morbidity. Inadequate complementary feeding was significant risk factors for underweight 

(Kumar et al., 2006) Other study conducted in Karnataka showed that prevalence of malnutrition 

is higher among infants whom complementary feeding was initiated before six months and in 

whom complementary feeding was inadequate, or inappropriate (Sreedhara and Banapurmath, 

2013). 

According to study conducted in Bangladesh indicated that among 67 underweight children, 

40.8% were given appropriate complementary food, among 69 stunted children 43.1% were 

given appropriate complementary food (Ara et al., 2012). In Disha et al report’s, timely 

introduction of complementary food between 6-8 months of age was positively associated with 

HAZ (p<0.01) in Zambia (Disha AD et al., 2012). A study done in one of Ghana District showed 

that  odds of underweight was 4.6 times higher among children who were not received 

complementary feeding than those receiving complementary feeds (Gyasi, 2008). 

Also, study done in Filtu by Fekadu et al, in West Gojam by Teshome et al and in Gondar 

University Hospital by Amsalu et al reported that introduction of complementary feeding at 6 

months were reduced odds of stunting by 75% [AOR = 0.25  (95 % CI: 0.09-0.66] (Fekadu et al., 

2015), were increased odds of stunting by 2.2 and 3.4 times (Teshome et al., 2009, Amsalu and 

Tigabu, 2008) respectively. In addition, finding from Bule Hora by Asfaw et al reported that the 

risk of wasting was 3.3 times [AOR = 3.3, 95% CI: 1.5-7.4] more for children who started 

complementary feeding before 6 months than children who started complementary feeding at 6 

months (Asfaw et al., 2015). Similarly, a study in Kenya and Gondar University Hospital showed 

that an increased risk of being underweight when complementary food was started early (Bloss E 

et al., 2004). 
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Minimum dietary diversity indicator tells whether the child is receiving a complete (4 or more 

food groups from a total of 7 food groups) and balanced diet or not (UNICEF, 2011). A study 

conducted in Cambodia showed that stunting was negatively associated with dietary diversity 

(AOR= 0.95, 95% CI 0.91-0.99, P = 0.01) (Darapheak et al., 2013). Also, Disha et al reported 

that dietary diversity was significantly associated with Length-for-age z-score (p<0.001 in 

Ethiopia;  p<0.01 in Zambia) and Weight-for-age (p<0.001 in Ethiopia; p<0.10 in Zambia) 

(Disha AD et al., 2012, Motbainor et al., 2015).  

According to study in Kenya, underweight (87.5%) children were those not consuming the 

recommended four or more food groups (Ndanu, 2008). Other study done in Uganda (Bukusuba 

J et al., 2009),In Burkina Faso (Sawadogo PS et al., 2006), in India Srivastava and Sandhu 

(Srivastava N and A., 2007, Srivastava and Sandhu, 2007) showed that low dietary diversity was 

a predictor of stunting and underweight. Other finding by, Khatoon et al, and Moursi et al 

identified that a strong association between low dietary diversity score and LAZ score of infants 

and young children (Moursi MM et al., 2009, Khatoon et al., 2011). Moreover, dietary diversity 

score ≥4 was reduced odds of stunting with [AOR = 0.45(95 % CI: 0.21-0.95] by Fekadu et al 

and [AOR=0.04, 95% CI: 0.01- 0.07] by Motbainor et al (Fekadu et al., 2015, Motbainor et al., 

2015). 

Children those offered complementary foods less frequently are more likely to be malnourished 

(Saleem, 2006). According to study result done in Nepal, children fed complementary food less 

than four times a day were 3.60 times more likely to be malnourished than their counter parts 

(95% CI: 1.32–9.95) (Paudel R et al., 2012). Similarly, as Teshome et al reported, children with 

a daily feeding frequency of three and less than three times were also at higher risk of stunting 

than children who were fed more than 3 times (Teshome et al., 2009). This result agreed with 

finding from East and west Gojam, which indicated that as per meal of child increased by 1 unit 

the weight of the child was also increased by 0.035kg (Motbainor et al., 2015). In contrary, the 

study from prisons of Kenya showed that children who had adequate meal frequency were more 

likely to be underweight with significant (p=0.030) (Ndanu, 2008). 
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Bottles with a nipple are particularly prone to contamination and undernutrition (Perera  et al., 

2011,Patel et al., 2015). And also, bottle-feeding is more commonly observed in the severely 

malnourished groups (Amsalu and Tigabu, 2008). Another Finding from India revealed that 

about 18.2% of the mothers bottle-fed the babies which increase rate of diarrhea and malnutrition 

(Patel et al., 2015). A study in Kenya, Nairobi also indicated that children on bottle feeding and 

those who had discontinued breastfeeding were more likely to be wasted (Muchina EN and 

Waithaka, 2010, Muchina and Waithaka, 2010). 

The finding from Kenya by Gyasi showed that odds of stunting and underweight increased by 

1.3 and 1.4 times among children who had ever received a bottle feed respectively. Surprisingly, 

children who were still receiving bottle feeding at the time of the data collection were 0.8 times 

protected from wasting (P = 0.001; OR= 0.8; CI= 0.27-2.64) (Gyasi, 2008). According to 

evidence from EDHS indicates, 16% of infants under six months were fed using a bottle with a 

nipple, which leads risk of illness and reduces the child’s interest in breastfeeding (EDHS, 2011).  

Also, Fekadu Y et al, Fikadu T et al and Teshome et al found that the odds of stunting increased 

3.83 times [AOR = 3.83,95 % CI: 1.69-8.67], 3.3 times [AOR =3.30, 95% CI: 1.33, 8.17] and 

2.4 times among children who bottle fed in Filtu town, Gurage Zone and West Gojam 

respectively (Fekadu et al., 2015, Fikadu et al., 2014, Teshome et al., 2009). Similarly, Teshome 

et al reported that mothers who fed their children by hand, also warrants attention of the health 

educators to personal hygiene of the mother before, and during child feeding. 
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Figure 1 : Conceptual frame work on nutritional status and associated factors among children 

aged 6-23 months attending community based nutrition program, which adapted from: 

(UNICEF, 1999). 
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METHODOLOGY 

3.1: Description of study area and study period 

This study was conduct from March 1 to 30, 2016 in Fedis District of East Hararghe zone, 

Eastern part of Oromia region. The District is 24 km far from the zone and 550 km far from the 

capital city of Ethiopia (Addis Ababa). It is bounded on the East by Babile, South by Midaga 

Tola, West by Girawa, North by Haramaya Districts and Harari regional state (Personal 

communication with Fedis District health office head). 

  

Based on Central Statistical Agency of Ethiopia (CSA) reported in 2015, the District has a total 

population of 144,111.According to population structure sex ratio between male and female are 

nearly equal (51% to 49%).Out of the total population, 7,451 and 31,891 are number of children 

aged 0-23 months old and women in reproductive age groups respectively (CSA, 2015).The 

District has 19 rural and 2 urban kebeles. Concerning the health services, there are five health 

centers and 19 health posts. Most of the inhabitants in the District are subsistent farmers and 

merchants. The main economic resource in this area is agriculture. The main type of crops 

cultivated in this area are maze, sorghum, sweet potatoes and different types of grains. Khat is 

one of the most known cash crop product in this area (Personal communication with Fedis 

District agricultural Office head).  

 

All 19 health posts of the District are currently providing community based nutrition (CBN) 

services for children under five years through regular routine service delivery(Personal 

communication with Fedis District health office head).  
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3.2:  Study Design 

Facility based cross sectional using quantitative method was conducted in Fedis Districts from 

March 1 to 30, 2016. 

3.3: Source population 

All children aged 6-23 months attended CBN services in all health posts of Fedis District. 

3.4: Study Population 

All children aged 6-23 months attended CBN services in selected health posts of Fedis District 

during the study period. 

3.5: Inclusion and exclusion criteria 

3.5.1: Inclusion criteria 

All Children aged 6-23 months attended health posts during study period were included. 

3.5.2:  Exclusion criteria  

Children who were severely sick and those children mothers with mental illness were excluded 

from the study. 

3.6: Sample Size Determination 

Sample size was determined by using single population proportion and double population 

proportion methods for first and second objectives respectively. 

 Sample size calculation for first objective: 

The sample was calculated by using a single population proportion formula with the assumptions 

of 95% confidence level, margin of error of 5% and by taking the Prevalence of underweight, 

stunting and wasting of children aged 6-23 months that conducted in Somali Region of Filtu 

town, which was 19.5%, 22.9% and 17.5 %, respectively (Fekadu et al., 2015b), a design effect 

of 2 and 10% were considered for non-response rate. Finally the sample size for the three 

indicators of under nutrition were calculated as shown below (Table 1): 
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n= (Z α/2)2 *P (1-P) DEFF 

d2 

Where: 

n: desired sample size, DEFF: design effect taken as 2, Z α/2:  the standard normal variable at 

95% confidence level= 1.96, P: assumed expected prevalence of underweight, stunting and 

wasting were 19.5%, 22.9% and 17.5 %, respectively, d: the marginal error tolerated/degree of 

confidence = 5% = 0.05 

Table 1: Sample size determined by first objective or variable  

Variables of 

first 

objectives 

Populati

on size 

(N) 

Prevalenc

e (P) 

Margin

al error 

(d) 

design 

effect 

(DEFF) 

Calculate

d Sample 

size 

10% 

non-

respons

e rate 

Total 

require

d 

sample 

(n) 

Stunting 3680 22.9 5% 2 543 55 598 

underweight 3680 19.5 5% 2 482 49 531 

Wasting 3680 17.5 5% 2 444 45 489 

 

 Sample size determined for second objectives: 

The required sample size for second objectives were calculated by using Open Epi software. This 

EPI info software was used to determined sample size for the difference between population 

proportions as shown below. In this study breast feeding in the last 24 hour,24 hour dietary 

diversity and bottle feeding were the variables used to calculate the sample size with an 

estimated prevalence among the percentage of un-exposed with outcome and percentage of 

exposed with outcome enumerated on the table below (Fekadu et al., 2015). 
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Table 2: Sample size determined by second objectives or variables. 

 

In general the sample size of the first objective was taken because it is greater than that of the 

second objectives. Hence the required sample size for this study was 598 with adjustment for 

non-response rate (10%). 

3.7: Sampling Technique/Procedure 

Stage 1: Select and determine sample size for each health posts 

Among the 19 health post provided CBN program in the District; seven health posts were 

selected based on simple random sampling technique. Proportion of sample was allocated to each 

of seven health posts by population proportion size (PPS). 

Stage 2: Selecting participants from the selected Health posts 

Study subject was selected from each seven health posts by using systematic random sampling 

techniques. The sampling interval of the children in each health posts were determined by 

dividing the total number of children attended CBN program into the allocated sample size 

(where K is an interval size and N is targeted children aged 6-23 months attending CBN, K = 

Variable  % 

CI 

% 

power 

Ratio 

of 

sample 

size   

%of Un-

exposed 

with 

Out 

come 

% of 

Exposed 

with 

Outcome 

OR Risk/

Preva

lence 

Ratio 

 

Risk/

Preva

lence 

differ

ence: 

Total 

sample 

size  

(Fleiss 

with 

CC) 

Total 

sample 

with 

adjustmen

t for non-

response 

rate 

(10%), 

24 hour 

dietary 

diversity 

95 80 1 54 35 0.45 0.64 -19 224 247 

Bottle 

feeding  
95 80 1 22 40 2.3 1.8 18 236 260 

Breast 

feeding in 

the last 24 

hour 

95 80 1 17 4.7 0.24 0.28 -12 228 251 
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N/n). Therefore, all children who are fulfill the inclusion criteria were interviewed as per random 

number kth until the desired sample was reached. The initial interviewed study subject was 

randomly selected by a lottery method from the sampling interval. The sampling frame (list of 

children in the CBN) was obtained from each health posts. The sampling procedure is showed by 

the following figure 2. 

 

 

Where:  

PPS =Population proportionate sampling 

HPs=Health Posts with CBN program 

N= Average monthly targeted population 

n=sample size 

Figure 2: Sampling procedure for undernutrition and associated factors among children aged 6-

23 months attending community based nutrition program in Fedis District, East Hararghe zone, 

Oromia Region, Eastern Ethiopia. 

List of 19 HPs in Fedis District

Fechatu HP

N=575

n=93

Negeya Umar-
kule HP

N=636

n=103

Bedatu HP

N=444

n=72

Kare HP

N=421

n=68

Muleta HP

N=624

n=101

Riski HP

N=527

n=86

Belina Arba 
HP

N=453

n=74

Total Required sample size =598 

By Simple Random sampling 

Using PPS 
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3.8: Data Collection tools and Methods 

The study was used a structured questionnaire and Anthropometric measurements (Weighing 

scale, Length board and checking bi-lateral pitting edema).Measurements of height and weight 

were taken according to the WHO’s guideline (WHO, 2009).Data collection was conducted over 

a period of one month by trained Nurses or Health officers and supervised by supervisors and 

investigators.  

Socio-demographic data and IYCF selected indicators: were collected using pre-tested 

structured questionnaire, which are made up of both open and close-ended questions. The 

feeding practices were determined by WHO IYCF indicator and Socio-demographic status by 

mother of children aged 6-23 months. The wealth index questions were adopted from EDHS 

survey to collect common house hold assets and estimate wealth index of the patients by factor 

analyses. 

 

24 Hour Dietary Intake Recall: 24 hour dietary intake recall assessment on children aged 6- 23 

months old were done. The mothers or the caretakers were asked to state what they fed their 

child with previous 24 hours before the study. The dietary intake of all the foods, fluids taken 

and any other condiments added to the child’s food was recorded. The recall period was from the 

time they woke up, until the time they are going to bed.  

 

Anthropometric measurements: were used to determine the nutritional status of children. 

Measurements of height and weight was taken according to the WHO’s guideline as well as bi 

lateral pitting edema was checked (WHO, 2009). Three indices were used in assessing the 

nutritional status of children: Weight-for-age, Length-for-age or Height-for-age; Weight-for-

length or Weight-for-height. 
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3.9: Operational Definition 

• Minimum dietary diversity: Proportion of children with 6–23 months of age who 

received foods from four or more food groups of the seven food groups. The seven foods 

groups used for tabulation of this indicator will be: grains, roots and tubers; legumes and 

nuts; dairy products (milk, yogurt); Flesh foods (meat, fish, poultry and liver/organ 

meats); eggs; vitamin A-rich fruits and vegetables; and other fruits and vegetables. 

• Minimum meal frequency: Proportion of breastfed and no breastfed children aged 6–23 

months who received solid, semisolid, or soft foods (but also including milk for non-

breastfed children). The Minimum frequency was defined as: twice for breastfed infants 

6–8 months, three times for breastfed children 9–23 months, and four times for non-

breastfed children 6–23 months. 

• Stunting or Height-for-age is the proportion of under-five falls below minus 2 and minus 

3 standard deviations from the median height-for-age of the WHO/NCHS. 

• Underweight or Weight-for-age is the proportion of under-five falls below minus 2 and 

minus 3 standard deviations from the median weight-for-age of the WHO/NCHS. 

• Wasting or Weight-for-height is the proportion of under-five falls below minus 2 and 

minus 3 standard deviations from the median weight-for-height of the WHO/NCHS. 

• Community based nutrition (CBN): Is the main components of national nutrition 

strategy and program, which strive to improve the nutritional status of children and 

mothers through routine service delivery. The program includes; monthly growth 

monitoring and promotion for children aged 0-23 months, different micronutrient 

intervention for children under five, monthly nutritional screening for children aged 6-59 

months and nutritional screening for mothers (for pregnant and lactating). 

• Health Facilities (HFs): are health posts that provide community based nutrition (CBN) 

program. 
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3.10: Study Variables 

3.10.1: Dependent Variable 

The dependent variable for this study was undernutrition (stunting, underweight and wasting) of 

children aged 6-23 months old.  

3.10.2: Independent Variables 

• Selected indicators of IYCF: 

• Breastfeeding 

• Complementary Feeding Practice 

• Introduction of solid, semi-solid or soft foods 

• Minimum dietary diversity 

• Minimum meal frequency 

• Minimum acceptable diet 

• Bottle-feeding 

• Socio-demographic status, include: 

• Age of mother; Religion; Residence; marital status, Educational status of mother; 

Educational status of Father, Occupation of mothers, Occupation of fathers, Age of 

child, Sex of child, Size of family, and Wealth quintile. 

3.11: Data Management 

A total of 10% of the performance were randomly cross checked by the supervisors and 

investigator. The completed questionnaire was checked on the daily basis for completeness. 

After data collection was completed, data entry was done using Epi Data version 3.02 statistical 

packages. Data cleaning was executed by running frequencies and cross tabulations to check 

accuracy, outliers, consistencies, and missing value. 

3.12: Data Processing and Analysis 

The data was entered in to Epi data version 3.1 statistical package and WHO Anthro version 3.1 

for Anthropometric data and then transferred to SPSS version 20 for analysis. Descriptive 

statistics of mean and standard deviation were used. The three standard nutritional status 
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indicators (weight-for-height (Wasting), weight-for-age (Underweight) and height for-age 

(Stunting)) were expressed in standard deviations (Z-scores) from the mean of the international 

reference population according to the WHO growth standard. Children below-2 standard 

deviations (−2SD) of the WHO median for WLZ, LAZ, and WAZ were considered wasted, 

stunted or underweight respectively. 

Association between dependent and independent variables were assessed by using logistic 

regression. Multivariable logistic regression model was performed for all nutritional status 

indicators (Stunting, Underweight and Wasting). Statistical association was checked by 95% 

confidence interval and crude odd ratio. The significant variables (p-value < 0.2) observed in 

bivariate analysis was subsequently included in multivariate analysis. Finally, 95% confidence 

interval and adjusted odd ratio were checked and the significance variables were taken as 

associated factors of nutritional status (stunting, Underweight and Wasting). P-value less than 

0.05, were considered as statistically significant. 

3.13: Data Quality Control Procedure 

Structured questionnaire was prepared in English and translated into Afan Oromo language and 

retranslated back to English by language expert to increase measurement accuracy and for field 

work purpose. Pre-test of the questionnaire was done on 5% of sample size in Fedis District, 

which is not include in study before the actual data collection to see for the accuracy of 

responses and to estimate time needed. On daily basis collected information was reviewed and 

possible errors were returned to the collectors for correction.  

 

Prior to the survey a four-day intensive training on the objective and method of assessment were 

given to the data collectors. Training was given on data collection procedures for interviewers. 

The data collection, application of standard procedure, accuracy of test results were supervised 

by investigator. 

 

3.14: Ethical Considerations 

Ethical clearance was obtained from Haramaya University, College of Health and Medical 

Sciences, Institutional Health Research Ethics Review Committee. Permission letter was taken 

from East Hararghe Zonal Health Office and Fedis District Health Office. A signed consent was 

obtained from each mothers or care givers. Interviews and anthropometric measurements were 



  

27 
 

performed privately in a separate room set aside for this purpose. To maintain confidentiality of 

information obtained from each study participants, names or personal identities were not 

included in the data collection tools. All malnourished children identified in this study were 

linked to therapeutic feeding units (TFU) and all necessary costs for management were covered 

by the principal investigator. 
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4: RESULTS 

4.1 Socio-demographic characteristics 

A total of 598 children (aged 6-23 months) were included in this study with a response rate of 

100%. The mean (±SD) age of children was 13.2 (±4.94) months and ranged from 6 - 23 months. 

Of the total, 225 (37.6%) were aged 6-11 months, 208 (34.8%) were aged 12-17 months and 165 

(27.6%) were aged 18-23 months. Three hundred eight (51.5%) were females and 165 (27.6%) 

children were suffered from illness during the past two weeks (Table 3). 

Table 3: Socio-demographic characteristics and health status of child in Fedis District, 

Oromia Region, Eastern Ethiopia March, 2016.  (n= 598). 

Variables 

 

Frequency Percent (%) 

Age of child (in month) 6-11 225 37.6 

12-17 208 34.8 

18-23 165 27.6 

Sex  Male 290 48.5 

Female 308 51.5 

Suffer from any illness or injury during 

past 2 weeks 

No 433 72.4 

Yes 165 27.6 

Main symptom primarily suffered from 

the major illness or injury 

diarrhea 87 52.7 

fever 27 16.4 

cough 26 15.8 

others 25 15.2 

 

A total of five hundred one (83.8%) of respondents (mothers or care givers) were enrolled from 

rural and 97 (16.2%) were from urban. The mean (±SD) age of care givers was 28.6 (±6.0) years 

and most of them were married. Four hundred sixty nine (78.4%) of the caregivers had no formal 

education and 125(20.9%) of them attended elementary school. Four hundred sixteen (69.6%) 

mothers were house wife and most of their husbands were farmer by occupation. Of the total 

households, 215(36%) were found in the lowest wealth quintile. The mean (±SD) size of families 

and having number of children were 6.11(2.10) and 4(2.08) respectively (Table 4). 
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Table 4; Socio-demographic characteristics of mothers in Fedis District, Oromia Region, 

Eastern Ethiopia March, 2016 

Variables 

 

Frequency Percent (%) 

Age of mother (in year) 15-19 36 6.0 

20-24 122 20.4 

25-29 167 27.9 

30-34 158 26.4 

>=35 115 19.2 

Residence Rural 501 83.8 

Urban 97 16.2 

Marital Status Single 2 0.3 

Married 589 98.5 

Divorced 6 1.0 

Widowed 1 0.2 

Educational status of mother/care taker Illiterate 469 78.4 

Grade 1-8 125 20.9 

Grade 9 and above 4 0.7 

Educational status of husband Illiterate 410 68.6 

Grade 1-8 158 26.4 

Grade 9 and above 30 5.0 

Occupation of mother Farmer 150 25.1 

Government employed 4 0.7 

Daily laborer 1 0.2 

Housewife 416 69.6 

Merchant 26 4.3 

Others 1 0.2 

Occupation of father Farmer 551 92.1 

Government employed 14 2.3 

Daily laborer 17 2.8 

Unemployed 2 0.3 

Merchant 13 2.2 

Others 1 0.2 

Family size 2-3 321 53.7 

4-5 112 18.7 

6-7 79 13.2 

>=8 86 14.4 

Having number of children 1-2 173 28.9 

3-4 194 32.4 

>=5 231 38.6 

Wealth index low 215 36.0 

middle 256 42.8 

high 127 21.2 
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4.2 Breast feeding Practices 

All mothers or care givers had “ever” breastfed their child. Of those who had ever breastfed, 492 

(83.2%) and 21 (3.6%) mothers were initiated breast feeding within one hour of birth and within 

more than 24 hours, respectively. Five hundred sixteen (86.3%) of the caregivers were 

breastfeeding at the time of the study and 464 (77.6%) of mothers offered colostrum to their 

children. Continued breastfeeding at one year and two years were 32 (39%) and 4 (4.9%), 

respectively. Three hundred forty three (57%) mothers offered exclusive breastfeeding to their 

children (Table 5). 

Table 5: Breast feeding Practices among children aged 6-23 months in Fedis District, 

Oromia Region, Eastern Ethiopia March,2016 (n= 598) 

Variables Frequency Percent (%) 

Child ever breast feeding Yes 598 100.0 

Time at child breast feed 

after birth 

Immediatelylessthan1hour 492 83.2 

Numberofhourslessthan24hours 78 13.2 

Daysmorethan24hours 21 3.6 

Child feed colostrum No 134 22.4 

Yes 464 77.6 

Feed or introduce any foods 

before the first six months 

No 343 57.4 

Yes 255 42.6 

Child still breast fed No 82 13.7 

Yes 516 86.3 

Types of food baby fed when 

not breastfed 

Breast milk by spoon ,cup, bottle 8 1.3 

Breast milk substitute by spoon ,cup or 55 9.2 

Other liquids 535 89.5 

Age at stop breast fed 

(in months) 

<12 24 29.3 

12-15 32 39.0 

16-19 22 26.8 

>=20 4 4.9 
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4.3 Complementary feeding practices  

The mean (± SD) age of complementary feeding introduction was 6.39(±4.97) and the timely 

starting of complementary feeding was 88.6%. Thirty nine (6.5%) of the children were not yet 

started complementary foods or drinks other than breast milks. Three hundred sixty (64.4%) of 

care givers were not offered one to two snack in between the main meals. Of the care givers, 241 

(41.4%), 13 (2.2%) and 303 (52.1%) were fed their children by using bottle, spoon and cup, 

respectively. Only 341 (61%) and 409 (74.9%) of children received the recommended minimum 

dietary diversity and minimum meal frequency respectively (Table 6). 

Table 6: Complimentary feeding practices among children aged 6-23 months in Fedis 

District, Oromia Region, Eastern Ethiopia March,2016 (n= 598) 

Variables Frequency Percent (%) 

Introduction of complementary feeding 

other than breast milk 

No 39 6.5 

Yes 559 93.5 

Age of started (in month) <6 59 10.6 

6-8 495 88.6 

>=9 5 0.9 

Give the child snack in between the 

main meals 

No 199 35.6 

Yes 360 64.4 

Ways to feed liquid foods Bottle 241 41.4 

Spoon 13 2.2 

Cup 303 52.1 

Others 25 4.3 

Drink or eat vitamin or mineral 

supplements or any medicines 

yesterday 

No 568 95.0 

Yes 30 5.0 

Minimum dietary diversity (MDD)  Food groups >=4 

(adequate MDD) 

341 61.0 

Food groups <4 

(Inadequate MDD) 

218 39.0 

Minimum meal frequency 

(per a day) 

>2 409 74.9 

<=2 137 25.1 

Minimum Acceptable diet (MAD) eat MAD 130 23.8 

not eat MAD 416 76.2 
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4.4 Undernutrition status of children aged 6-23 months 

The overall prevalence of wasting, stunting and underweight was 94 (15.7%), 255 (42.6%) and 

174 (29.1%), respectively. The mean (±SD) of WLZ, LAZ and WAZ of the study children was 

−1.13 (±0.81), −1.4 (±1.23), and −1.57 (±0.75), respectively. Furthermore, 0.5%,2.5% and 2.7% 

of children aged 6-23 months were severely wasted, stunted and become underweight 

respectively (<-3 SD). The highest prevalence of Stunting, wasting and underweight were seen 

among male children than female. As Compared with age groups, the prevalence of underweight 

and wasting were highest among children aged 6-11 months than aged of 12-23 months, but the 

prevalence of Stunting was higher among children aged 12-23months than aged of 6-11 months 

(Table, 7). 

Table 7: Prevalence of underweight, stunting and wasting among children aged 6-23 

months by age and sex categories at Fedis District, Oromia Region, Eastern Ethiopia 

March, 2016 (n=598). 

  Underweight % Stunting% Wasting% 

Prevalence by age categories 

6-11  (by months) 35.6 35.1 18.2 

12-23 (by months) 25.2 47.2 14.2 

Prevalence by sex categories 

Male 39             48.6                16.2 

Female 19.8             37               15.3 
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A figure 3, 4 and 5 shown, z-score curves are moved to the left of the WHO standard growth 

reference curve, that indicate undernutrition (Wasting, stunting and Underweight) is more 

prevalent among children aged of 6-23 months in Fedis District. 

 

Figure 3. WLZ (Wasting) scores compared to WHO growth standards in Fedis District, 

Oromia Region, Eastern Ethiopia March, 2016 
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Figure 4:  WAZ (Underweight) scores compared to WHO growth standards in Fedis District, 

Oromia Region, Eastern Ethiopia March, 2016 
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Figure 5:  LAZ (Stunting) scores compared to WHO growth standards in Fedis District, 

Oromia Region, Eastern Ethiopia March, 2016 
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4.5 Factors associated with wasting among children aged 6-23 months 

Wealth index, time at child breast feed after birth, ways to feed liquid foods and Minimum 

dietary diversity (MDD) were significantly associated with wasting. Children born from the 

richest households were 68% less chance to become wasted as compared with children from the 

poorest households [AOR=0.32, 95% CI: 0.14, 0.76]. Children who started breast feeding after 

24 hours of birth were 5.92 times more likely to be wasted than children initiated to feeding 

within hours or immediately [AOR= 5.92, 95% CI: 2.1-16.95]. Children whose mothers were 

used cup for feeding were 53% less likely to be wasted than those who reported to have used 

bottle feeding [AOR=0.47, 95% CI: 0.27-.83]. The odds of wasting among children consumed 

less than four (<4 food groups) dietary diversities were 2.01 times higher as compared to those 

ate more than four dietary items (>= 4 food groups) [AOR=2.01, 95% CI: 1.16-3.50] (Table 8). 

Table 8: Factors associated with wasting among children aged 6-23months in Fedis 

District, Oromia Region, Eastern Ethiopia March, 2016. (n=598) 

Variables Wasting (WLZ) COR (95%CI) AOR and 95%CI 

  No =504 Yes=94   

Age of 

mother 

(in years) 

15-19 34(94.4%) 2(5.6%) 1,00  

20-24 105(86.1%) 17(13.9%) 2.8(0.6-12.5) 2.4(0.5-12.9) 

25-29 144(86.2%) 23(13.8%) 2.7(0.6-12.1) 2.02(0.4-10.9) 

30-34 129(81.6%) 29(18.4%) 3.8(0.9-16.8) 4.6(0.8-26.1) 

>=35 92(80.0%) 23(20.0%) 4.3(0.9-19.0) 4.9(0.8-29.4) 

Age of 

child 

(in month) 

6-11 184(81.8%) 41(18.2%) 1.00  

12-17 180(86.5%) 28(13.5%) 0.7(0.4-1.2) 0.6(0.4-1.2) 

18-23 140(84.8%) 25(15.2%) 0.8(0.5-1.4) 0.8(0.4-1.5) 

Residence Rural 413(82.4%) 88(17.6%) 1.00  

 Urban 91(93.8%) 6(6.2%) 0.3(0.1-0.7) 0.5(0.2-1.2) 

Educational 

status of 

husband 

Illiterate 340(82.9%) 70(17.1%) 1.00  

Grade1-8 135(85.4%) 23(14.6%) 0.8(0.5-1.4) 0.9(0.5-1.8) 

Grade 9 and above 29(96.7%) 1(3.3%) 0.2(0.02-1.3) 0.2(0.03-1.9) 
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Having 

number of 

children 

1-2 150(86.7%) 23(13.3%) 1.00  

3-4 158(81.4%) 36(18.6%) 1.5(0.8-2.6) 1.2(0.6-2.5) 

>=5 196(84.8%) 35(15.2%) 1.2(0.7-2.1) 0.6(0.27-1.49) 

Wealth 

index 

Low 176(81.9%) 39(18.1%) 1.00  

Middle 210(82.0%) 46(18.0%) 0.99(0.62-1.58) 0.92(0.53-1.62) 

High  118(92.9%) 9(7.1%) 0.34(0.16-0.74) 0.32(0.14-0.76)** 

Time at 

child breast 

feed after 

birth 

Immediately less 

than 1hour 

426(86.6%) 66(13.4%) 1.00  

Number of hours 

less than 24 hours 

64(82.1%) 14(17.9%) 1.41(0.75-2.66) 0.95(0.45-2.03) 

Days more than 24h 10(47.6%) 11(52.4%) 7.10(2.9-17.37) 5.92(2.1-16.95)** 

Child feed 

colostrum 

No 107(79.9%) 27(20.1%)   

Yes 397(85.6%) 67(14.4%) 0.67(0.41-1.10) 0.76(0.40-1.45) 

feed any 

foods 

before the 

first 6 

month 

No 295(86.0%) 48(14.0%) 1.00  

Yes 209(82.0%) 46(18.0%) 1.35(0.87-2.10) 0.82(0.45-1.47) 

Ways to 

feed liquid 

foods 

Bottle 194(80.5%) 47(19.5%) 1.00  

Spoon 9(69.2%) 4(30.8%) 1.84(0.54-6.22) 0.61(0.12-3.27) 

Cup 271(89.4%) 32(10.6%) 0.49(0.30-0.79) 0.47(0.27-0.83)* 

Others 18(72.0%) 7(28.0%) 1.61(0.63-4.07) 1.55(0.51-4.71) 

Minimum 

dietary 

diversity 

(MDD) 

 Food groups >=4 

(adequate MDD) 

302(88.6%) 39(11.4%) 1.00  

Food groups <4 

(Inadequate MDD) 

172(78.9%) 46(21.1%) 2.07(1.30-3.30) 

 

2.01(1.16-3.50)* 

 

 

(*p value<0.05,**p-value<0.01,***p-value<0.001) 
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4.6 Factors associated with stunting in children aged 6-23 months 

Age of mother, age of child, sex of child, place of residence, deprivation from colostrum and 

ways to feed liquid foods were significantly associated with stunting in final multivariate 

analysis. Children whose mothers age found between 15–19 years were 2.67 times more likely to 

be stunted as compared to older mothers (>=35 years) [AOR=2.67, 95% CI: 1.11-6.40]. The 

odds of stunting among children aged 18-23 months were 2.35 [AOR=2.35, 95% CI: 1.47-3.75] 

times when compared with children age 6-11 months. Children born from mothers who lived in 

rural areas were 1.82 times more likely stunted as compared to those children born from mothers 

who lived in rural areas [AOR=1.82, 95% CI: 1.0-3.30]. The odds of stunting among male 

children were 1.78 times [AOR=1.78, 95% CI: 1.24-2.55] and children who did not feed 

colostrum were 1.72 times [AOR=1.72, 95% CI: 1.05-2.81] higher when compared to 

counterparts. The odds of stunting among children used hand feeding were 6.74 times 

[AOR=6.74, 95% CI: 2.07-21.91] higher as compared to children used bottle feeding (Table 9). 
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Table 9: Factors associated with stunting among children aged 6-23months in Fedis 

District, Oromia Region, Eastern Ethiopia March, 2016. (n=598) 

Variables Wasting (WLZ) COR (95%CI) AOR and 95%CI 

  No =343 Yes=255   

Age of 

mother 

(in years) 

15-19 17(47.2%) 19(52.8%) 1.68(0.79-3.56) 2.67(1.11-6.40)* 

20-24 69(56.6%) 53(43.4%) 1.15(0.69-1.93) 1.37(0.76-2.48) 

25-29 91(54.5%) 76(45.5%) 1.25(0.77-2.03) 1.32(0.76-2.25) 

30-34 97(61.4%) 61(38.6%) 0.94(0.58-1.54) 1.06(0.61-1.81) 

>=35 69(60.0%) 46(40.0%) 1.00  

Age of child 

(in months) 

6-11 146(64.9%) 79(35.1%) 1.00  

12-17 118(56.7%) 90(43.3%) 1.41(0.96-2.08) 1.53(0.99-2.37) 

18-23 79(47.9%) 86(52.1%) 2.01(1.34-3.03) 2.35(1.47-3.75)*** 

Sex of child Male 149(51.4%) 141(48.6%) 1.61(1.16-2.23) 1.78(1.24-2.55)** 

Female  194(63.0%) 114(37.0%) 1.00  

Residence Rural  275(54.9%) 226(45.1%) 1.93(1.21-3.08) 1.82(1.0-3.30)* 

 Urban  68(70.1%) 29(29.9%) 1.00  

Time at 

child breast 

feed after 

birth 

Immediately less than 

1hour 

271(55.1%) 221(44.9%) 1.00  

Number of hours less 

than 24 hours 

50(64.1%) 28(35.9%) 0.69(0.42-1.13) 0.71(0.40-1.26) 

Days more than 24 

hours 

15(71.4%) 6(28.6%) 0.49(0.19-1.29) 0.37(0.13-1.06) 

Child feed 

colostrum 

No 66(49.3%) 68(50.7%) 1.53(1.04-2.25) 1.72(1.05-2.81)* 

Yes  277(59.7%) 187(40.3%) 1.00  

Ways to 

feed liquid 

foods 

Bottle 153(63.5%) 88(36.5%) 1.00  

Spoon 8(61.5%) 5(38.5%) 1.09(.35-3.42) 1.22(0.36-4.21) 

Cup 169(55.8%) 134(44.2%) 1.38(0.98-1.95) 1.40(0.95-2.07) 

Others 4(16.0%) 21(84.0%) 9.13(3.04-27.45) 6.74(2.07-21.91)** 

(*p value<0.05, **p-value<0.01, ***p-value<0.001 
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4.7 Factors associated with underweight in children aged 6-23 months 

Age of child, sex of child, suffer from any illness or infection during past two weeks, feeding 

colostrum, ways to feed liquid foods and Minimum Dietary Diversity (MDD) were significantly 

associated with underweight. Children in the age group of 6-11 months were 1.86 times more 

likely to be underweight as compared to children in the age group of 18 to 23 months 

[AOR=1.86,95% CI: 1.09,3.15]. The odds of underweight among male children were 2.72 times 

at risk than females [AOR=2.72, 95% CI: 1.78-4.14]. Children who were not feed colostrum 

were 2.31 times at risk of underweight as compared to those who received [AOR=2.31, 95% CI: 

1.35-3.94]. 

Children who had suffer from any illness or infection during past two weeks were 1.63 times 

more likely to be underweight than well children [AOR=1.63, 95% CI: 1.01-2.65]. The risk of 

underweight was increased 3.14 times among children fed by hand as compared to children used 

bottle feeding [AOR=3.14, 95% CI: 1.15-8.57]. Children who were not received adequate dietary 

diversities were 1.71 times more likely to be underweight as compared to those getting adequate 

dietary diversity [AOR=1.71, 95% CI: 1.09-2.69] (Table 10). 
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Table 10: Factors associated with underweight among children aged 6-23months in Fedis 

District, Oromia Region, Eastern Ethiopia March, 2016. (n=598) 

Variables Underweight (WAZ) COR (95%CI) AOR and 95%CI 

  No =424 Yes=174   

Age of child 

(in month) 

6-11  145(64.4%) 80(35.6%) 1.52(0.98-2.36) 1.86(1.09-3.15)* 

12-17  158(76.0%) 50(24.0%) 0.87(0.54-1.39) 0.83(0.50-1.40) 

18-23  121(73.3%) 44(26.7%) 1.00  

Sex of child Male  177(61.0%) 113(39.0%) 2.59(1.79-3.73) 2.72(1.78-4.14)*** 

Female  247(80.2%) 61(19.8%) 1.00  

Residence Rural 347(69.3%) 154(30.7%) 1.00  

 Urban  77(79.4%) 20(20.6%) 0.59(0.35-0.99) 0.90(0.46-1.77) 

Wealth index Low 154(71.6%) 61(28.4%) 1.00  

middle 168(65.6%) 88(34.4%) 1.32(0.89-1.96) 1.18(0.74-1.89) 

High 102(80.3%) 25(19.7%) 0.62(0.37-1.05) 0.60(0.32-1.11) 

Suffer from 

any illness or 

injury during 

past 2 weeks 

No 314(72.5%) 119(27.5%) 1.00  

Yes  110(66.7%) 55(33.3%) 1.32(0.90-1.94) 1.63(1.00-2.65)* 

Child feed 

colostrum 

No  80(59.7%) 54(40.3%) 1.94(1.29-2.90) 2.31(1.35-3.94)** 

Yes  344(74.1%) 120(25.9%) 1.00  

Feed any 

foods before 

the first six 

months 

No 251(73.2%) 92(26.8%) 1.00  

Yes 173(67.8%) 82(32.2%) 1.29(0.91-1.85) 1.24(0.76-2.02) 

Give the 

child snack 

in between 

the main 

meals 

No 156(78.4%) 43(21.6%) 1.00  

Yes 241(66.9%) 119(33.1%) 1.79(1.20-2.68) 1.55(0.96-2.50) 

Ways to feed Bottle 180(74.7%) 61(25.3%) 1.00  
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liquid foods Spoon 10(76.9%) 3(23.1%) 0.89(0.24-3.32) 0.49(0.07-3.35) 

Cup 213(70.3%) 90(29.7%) 1.25(0.85-1.83) 1.46(0.92-2.34) 

Others 11(44.0%) 14(56.0%) 3.76(1.62-8.71) 3.14(1.15-8.57)* 

Minimum 

Dietary 

Diversity 

(MDD) 

 Food groups >=4 

(adequate MDD) 

254(74.5%) 87(25.5%) 1.00  

Food groups <4 

(Inadequate MDD) 

143(65.6%) 75(34.4%) 1.53(1.06-2.22) 

 

1.71(1.09-2.69)* 

Minimum 

Meal 

Frequency 

(MMF) 

>2 284(69.4%) 125(30.6%) 1.00  

<=2 104(75.9%) 33(24.1%) 0.72(0.46-1.12) 0.73(0.44-1.21) 

(*p value<0.05, **p-value<0.01, ***p-value<0.001) 
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5: DISCUSSION 
The prevalence of wasting, stunting and underweight among children aged of 6-23 months were 

15.7% (95% CI: 12.5-18.9), 42.6 %( 95% CI: 38.5-46.8) and 29.1 %( 95% CI: 25.6-32.8) 

respectively. In multivariate analysis, wealth index, time at child breast feed after birth, ways to 

feed liquid foods, minimum dietary diversity, age of mothers’ and child’s, sex of child’s, place of 

residence, deprivation from colostrum, and suffered from any illness during past two weeks are 

as determinant factors of undernutrition in the study area. 

This study revealed that prevalence of stunting (42.6%), underweight (29.1%), and wasting 

(15.7%) were higher when compared with study conducted in Filtu Woreda of Somali Region 

(Stunting 22.9% and underweight 19.5%) (Fekadu et al., 2015), in Jima Zone (Stunting 33.9% 

and Underweight 14.4%) (Beyene, 2012), in North Showa (Wasting 10.6%) (Aweke KA et al., 

2012) and in Kemba Woreda Southern Ethiopia (Stunting 18.7%) (Agedew and Chane, 2015). 

This may be due to the dry season with period of food shortage happened in community level. 

However, the prevalence of wasting is nearly similar with study conducted Filtu Woreda of 

Somali Region (17.5%) and Jima zone (19.2%) (Fekadu et al., 2015, Beyene, 2012).While, the 

prevalence of stunting and underweight were lowered as compared to study done in North 

Showa,which is 54.2% and 40.2% respectively (Aweke KA et al., 2012). This might be 

difference also due to socioeconomic characteristics, geographical characteristics of study area, 

feeding habits and life styles. Also, the prevalence of undernutrition was higher than the current 

EDHS survey results, 32% stunted, 13% wasted and 21% to be underweight .As well, the 

prevalence of undernutrition were higher than that of Oromia regional reports (36.5%, 10.6% and 

22.5% respectively) (EDHS, 2016). 

According to the WHO undernutrition classification, when stunting, underweight, and wasting 

become more than 40%, 30% and 15% it is considered as very high or critical. In addition, when 

stunting, underweight and wasting become in the range of 30–39.9%, 20–29.9% and 10–14.9%  

it considered as high or serious (WHO, 2009). So, the prevalence of undernutrition in Fedis 

District was very high or critical alarms as per the WHO classification of undernutrition. This 

might be due to the current climatic condition or drought happened within areas. An additional 
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explanation could be that the data for this study were collected during drought season, when milk 

production, and the most complementary food was inadequate.  

This study revealed that stunting and underweight was more common among males as compared 

to females. Our finding is consistent with a study conducted in in Bule Hora District in which 

reported that male children were 2.8 and 2.5 times more likely stunted and can be underweight 

than female children with [AOR = 2.8, 95 % CI: 1.5-5.3] and [AOR=2.5, 95% CI: 1.5-4.1] 

respectively (Asfaw et al., 2015). Results by Agedew and Chane also showed that boys were 2.5 

times more likely to be stunted than girls [AOR: 2.50; 95% CI (1.60–4.01)] (Agedew and Chane, 

2015). 

Beyene and Teshome et al also reported that odds of being female child was 40%  and 38.7% 

less likely to be stunted as compared to male children respectively (Beyene, 2012, Teshome et 

al., 2009).Another study in Dollo Ado District showed that male children were 1.48 times More 

likely to be stunted as compared to female children (Demissie and Worku, 2013).Similarly 

current EDHS reported that stunting is slightly higher among male than female children (41% 

versus 35%) (EDHS, 2016).Surprisingly only few studies revealed that stunting was more 

common among girls than boys (Kumar et al., 2006b).Whereas, many studies in Ethiopia and 

elsewhere in developing countries have reported that under-two male children are more likely to 

become stunted than female children (Wamani et al., 2006, Hien and Kam, 2008). 

 

Our finding also indicated that males are more likely underweight than females. This result was 

also shown in the study conducted in Saesie Tsaeda-Emba District in which male children were 

2.23 times become underweight as compared to the female children (Kahsay et al., 2015). It also 

in line with study conducted in Dollo Ado District that showed males children were 1.7 times 

higher risk of being under-weighted as compared to female children [AOR=1.70 95% CI=1.15, 

2.51] (Demissie and Worku, 2013). Other study in Ghana shown the prevalence of underweight 

among males (18.3%) was higher than females (17.1%) (Gyasi, 2008).  

 

Similarly, Kumar et al reported that there were more male underweight children (37.0%) as 

compared to those of female children (35.4%) (Kumar et al., 2006). The odds ratio of being 

underweight was lower among female children than male children (Hien and Kam, 2008). 
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Overall, these sex variances occurred may be due to cultural and gender issues which, implies 

boys are more vulnerable to health and care inequities than female. 

 

This study also showed children being older (18-23 months) and being younger (6-11 months) 

were become stunted and underweight respectively. The result was supported by different 

authors, that showed the risk of stunting and underweight were increased with age of child 

(Khatoon et al., 2011, Beyene, 2012, Teshome et al., 2009, Yisak et al., 2015, Megabiaw and 

Rahman, 2013, Wamani et al., 2006, Hien and Kam, 2008).The current national EDHS also 

indicated the prevalence of infant undernutrition increased throughout the first year of life, 

mainly prevalence of stunting increases steadily from age 6 months through the first 2 years of 

life (EDHS, 2016). 

 

Demissie and Worku also reported that the risk of being stunted was 0.25 times lower among 

children that were 6-11 months of age than those older children (18-23 months) (Demissie and 

Worku, 2013).Study conducted at Hidabu Abote District also showed children age group 13-24 

months were about 7 times more likely to be stunted than children age 6-11 months [AOR=7.15; 

95%CI=2.33, 21.90] (Mengistu et al., 2013). Also, the study done in India and Ghana indicated 

that the proportion of stunting among children age of 13-23 months  were found to be highest, 

which was 59.7% and 81.8% respectively (Kumar et al., 2006, Gyasi, 2008). 

 

Too surprise, many studies conducted in different areas indicated that the proportion of 

underweight increased in age groups of children 12-23 months rather than children aged of 6-11 

months (Demissie and Worku, 2013, Kumar et al., 2006, Hien and Kam, 2008). However, the 

present study indicated a significant proportion of underweight was observed among young 

children (6-11months) than older children which may be due to late initiation of complimentary 

feeding and sub optimal feeding practices that consequences to risk factors of underweight. 

 

We found that children with their mothers’ age 15-19 were 2.67 times more likely stunted as 

compared to children with their mothers’ age above 35 years old. Though, our finding is almost 

similar with study conducted in Kemba Woreda that showed the prevalence of stunting was 

found to be significantly lowered among older mothers (above 31 years old) [AOR: 2.60; 95% 

CI: 1.07–6.35] (Agedew and Chane, 2015).Also, study result is supported with findings from 

Johannesburg, Tanzania, and Kenya (Bukania Z,et al,2014,Willey B.et al,2009 and Mcdonald 
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C.et al,2012).This may be due to having well experiences as well, exposure to optimal feeding 

practices and active feeding responses. 

 

This finding also showed that children born from mothers who lived in rural areas were more 

stunted as compared to those children born from mothers who lived in urban areas. This finding 

agrees with study conducted in Haramaya District ,which indicates the risk of stunting increased 

2.45 times among children in the rural kebeles than urban [AOR=2.45, 95 % CI: 1.25-6.66] 

(Yisak et al., 2015). The EDHS 2016 also reported that Stunting is greater among children in 

rural areas 40% than urban areas 25%. Similarly, different authors reported that the proportion of 

Stunting was significantly higher in rural areas than in urban (Megabiaw and Rahman, 2013, 

Kandala NB et al., 2011, Akhtar K et al., 2012, Motbainor et al., 2015, Hien and Kam, 2008). 

As regards to household wealth the present study showed that the percentage of wasting among 

children from high level of wealth indexes were 68% less likely become wasted as compared to 

children from poor family. The results of this study is in line with study conducted in Jimma and 

North Showa Zone that indicated children belonging to the low-income group were at a higher 

risk of being wasted than children of better income families (Mengistu et al., 2013, Amsalu and 

Tigabu, 2008). Similarly, Demissie et al reported that the percentage of stunting was decreased 

with increased household wealth (Demissie and Worku, 2013).Likewise, different literatures 

were revealed that Socio-economic condition as measured by wealth quintile showed a 

significant effect on acute malnutrition (Disha AD et al., 2012, Melkie, 2007). 

Also, we found that children who started breast feeding after 24 hours of birth were 5.92 times 

more likely to be wasted as compared to children started breast feeding within one hours or 

immediately. This finding was also supported by study conducted in one of Ghana Districts 

(Gyasi, 2008). In Contrary, the study done in slum area of Addis Ababa showed that, initiation of 

breastfeeding was not picked as a risk factor for malnutrition (Abate et al., 1999). This may be 

due to study sample and study areas. 

Our finding also indicated that children who feed complimentary food using cups were 53% less 

likely to be wasted than children who fed using bottle fed. This result consistent with other study 

conducted in Addis Ababa and Gondar University Hospital which, indicated bottle-feeding was 

more commonly observed in the severely malnourished children (Abate et al., 1999, Amsalu and 
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Tigabu, 2008). Similarly, the risk of wasting was 1.5 times higher among children who were on 

bottle feeding (Muchina EN and Waithaka, 2010).This may be due to improper sanitation with 

bottle-feeding can introduce infections to children and increase risk of illness. 

 

The present study also found that using hand feeding was a significant with stunted and become 

underweight. This finding is in line with the study done by Fekadu et al, he suggested that 

proportion of stunting was higher among children used hand feeding [AOR = 3.04, 95% CI: 

1.46, 6.32] (Fikadu et al., 2014). Similarly, study conducted in West Gojam Zone showed being 

used hand fed was strongly associated with increased odds of stunting (Teshome et al., 2009).In 

addition, the results are also supported with other studies in which feeding using bottle and hand 

were associated with increase the odds of stunting and underweight (Fekadu et al., 2015, Gyasi, 

2008, Khatoon et al., 2011, Teshome et al., 2009).This may be due to personal hygiene of the 

mother before and during child feeding which exposed children to infection as well, might be 

mothers were not actively fed children with giving adequate time. 

 

This finding also revealed that percentage of stunting and underweight was higher among 

children not fed colostrum. This is probably because colostrum provides protective effect to the 

newborn and infants. Those infants who did not receive colostrum may have high incidence, 

duration and severity of illnesses such as diarrhea which contribute to malnutrition. Many 

mothers recognized colostrum is differ from breast milk because of its color and its creamy 

consistency. So, this study in line with study conducted in Bule Hora District and in Nairobi 

Kenya (Asfaw et al., 2015, Muchina EN and Waithaka, 2010). Teshome et al also reported that 

children who did not receive colostrum were at higher risk of stunting (Teshome et al., 2009). 

Similarly, Stunting among children who were fed colostrum (42.1%) was significantly less than 

among those who were not fed colostrum (59.0%) (Kumar et al., 2006). Also, study by Medhin 

et al indicated deprivation from colostrum was risk factors for underweight (Medhin et al., 

2010). 

Concerning health related status, this finding shown that children suffered from any illness or 

infection during past two weeks were 1.63 times more likely to be underweight than healthy 

children. because suffering from illness or infection result in increased needs and high energy 

expenditure, lower appetite, nutrient losses due to vomiting, diarrhea, poor digestion, mal-
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absorption and the utilization of nutrients and disruption of metabolic equilibrium (Moursi MM 

et al., 2009). This finding agreed with study conducted in Bule Hora and Filtu District of 

Ethiopia, which suggests the presence of any illness or infection was associated with higher odds 

of underweight (Asfaw et al., 2015, Fekadu et al., 2015). Similarly, other author reported that 

Children who were reported ill in the past 14 days before the study were more likely to be 

underweight (Tariku et al., 2014, Ndanu, 2008). Also, Yisak et al and Hien et al reported that, 

children who had diarrhea were 2 and 2.3 times more likely to be under weight than those who 

did not having diarrhea respectively (Yisak et al., 2015, Hien and Kam, 2008).Furthermore, 

children having history of fever and cough were 2.4 and 3 times more likely to be underweight 

than non-diseased children respectively (Wamani et al., 2006). 

 

Lastly our finding showed that the odds of wasting and underweight was highest among children 

consumed less diverse diet foods (< 4 food groups) than those children practice well dietary 

diverse. This is supported by Motbainor et al in which diverse diet food that child ate per day 

significantly associated with underweight (Motbainor et al., 2015).Other study that conducted in 

Ghana (Nti C.et al, 2011) and in Cambodia (Darapheak et al., 2013a) showed that appropriate 

intake of diverse diet foods were significantly associated with a decreased risk of underweight. 

Although, the study done in Basrah indicated high odds of wasting was significantly associated 

with less intake of dietary item (Saleem, 2006). 

 

The study is not without limitation. The first limitation was conducted during dry season when 

shortage of food happened at community level, which is not represent seasonal variations. The 

second limitation of the study was failing to incorporate some significant independent variables 

like, household food security. Moreover, it was also vulnerable for recall bias. 
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6: Conclusion and Recommendation 

6.1: Conclusion 

The prevalence of undernutrition (Wasting, Stunting and underweight) is a critical and main 

public health problems. All outcome of nutritional status is higher than the regional and national 

survey results. Wealth indexes, time at child breast feed after birth, Ways to feed liquid foods, 

consuming minimum dietary diversity, age of mother, age of child, sex of child, place of 

residence, deprivation from colostrum, and suffering from any illness or infection during past 

two weeks are the main factors influencing the nutritional status of children among aged of 6-23 

months in Fedis District.  

6.2: Recommendation 

 

 To strengthen community based nutrition and to conduct monthly growth monitoring and 

promotion for children under 2 years. Besides, to improve nutritional surveillance for 

vulnerable groups, mainly for children under two years. 

 Early detection and managing of severe acute malnutrition, moderate acute malnutrion  and 

common childhood illnesses  

 To promote initiation of breastfeeding within 1 hour of birth, use of colostrum and avoidance 

of using bottle and hand feeding.  

 Woreda administration should strengthen and established income generation active and 

saving at households like credit and saving process with collaborate of stake holders to 

improve family wealth index. 
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8: ANNEX 
 

8.1. Annex A. Participant Information Sheet and Informed Voluntary Consent Form (for 

mothers/care givers) 

My name is---------------------------------. I am working as a data collector for the study being 

conducted in this health post by Mesfin Assefa who is studying for his master degree at 

Haramaya University, the College of Health science. I kindly request you to give me your 

attention to explain you about the study and being selected as study participant.  

The study title  

Nutritional status and associated factors among children aged 6-23 months attending community 

based nutrition program in Fedis District, Oromia Region, Eastern Ethiopia. 

Purpose of the study 

The principal aim of this study is to write a thesis as a partial fulfillment for a Master’s program 

in public health Nutrition for the principal investigator. Moreover, the findings of this study will 

be used as an input for the District health managers and other stakeholders to prevent the grave 

problems of under-nutrition through the lifecycle approach in the community.  

Procedure and duration 

I will be interviewing you, using a questionnaire to provide me with pertinent data that is helpful 

for the study. There are about 34 questions to answer where I will fill the questionnaire by 

interviewing you. Additionally I will take anthropometric measurement (weight, height and 

checking Oedema) of your child. The interview will take around 30 minutes, so I kindly request 

you to spare me this time for the interview. 

Risk and Benefit 

The risks of being participating in this study are very minimal, but only taking few minutes from 

your time. There would not be any direct payment for participating in this study. But the findings 

from this research may reveal important information for the local health planners. In addition all 

children’s mothers or care givers will be counseled on IYCF components by data collectors. 
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Similarly, all malnourished children will be linked to therapeutic feeding units (TFU) and all 

necessary costs for managements/treatments will be covered by investigators. 

Confidentiality 

The information you will provide us will be confidential. There will be no information that will 

identify you in particular. The findings of the study will be general for the study community and 

will not reflect anything particular of individual person. The questionnaire will be coded to 

exclude showing names. No reference will be made in oral or written report that could link 

participants to the research. 

Right  

Participation for the study is fully voluntary. You have the right to declare to participate or not in 

the study. If you decide to participate, you have the right to withdraw from the study at any time 

and this will not label you for any loss of the benefits which you otherwise are entitled. You have 

right to not answering any questions that you don’t want to answer. 

Contact address 

If there are any questions or enquiries any time about the study or the procedure, please contact: 

Mobile: +251913350568 

E-mail:yeedmesfin@yahoo.com or assefamesfin4@gmail.com 

IRERC Office phone: 0254660708 

 P.O.Box: 235, Harar 

 

 

 

 

 

 

mailto:yeedmesfin@yahoo.com
mailto:assefamesfin4@gmail.com
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Declaration of informed voluntary consent 

I have read/it was read to me the participant information sheet. I have clearly understood the 

purpose of the study, the procedure, the risk and the benefit, issues of confidentiality, the right of 

the participating and contact address for any queries. I have been given the opportunity to ask the 

questions for things that may have been unclear. I was informed that I have the right to withdraw 

from the study at any time or not to answer any question that I do not want. Therefore, I declare 

my voluntary consent to participate in this study with my signature as indicated below. 

Participant (mothers/care givers) name and signature________________________date_______ 

Data collector: Name ______________________     Signature ___________Date __________ 
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8.2. Annex B. Participant information sheet and informed consent form for health posts 

head. 

My name is------------------------. I am working as a data collector for the study being conducted 

in this health post by Mesfin Assefa who is studying for his master degree at Haramaya 

University, the College of Medicine and Health science. I kindly request you to lend me your 

attention to explain you about the study to be conducted in this Health Post. 

The study title  

Nutritional status and associated factors among children aged 6-23 months attending community 

based nutrition program in Fedis District, East Hararghe Zone, and Oromia Region, Eastern 

Ethiopia. 

Purpose of the study 

The principal aim of this study is to write a thesis as a partial fulfillment for a Master’s program 

in public health Nutrition for the principal investigator. Moreover, the findings of this study will 

be used as an input for the District health managers and other stakeholders to prevent the grave 

problems of under-nutrition through the lifecycle approach in the community. 

Procedure and duration  

I will be interviewing the mothers of children aged 6-23 months using a questionnaire to provide 

me with pertinent data that is helpful for the study and additionally I will take anthropometric 

measurement (weight, height and checking Oedema) of the child. There are about 34 questions to 

answer where I will fill the questionnaire by interviewing mothers of children aged 6-23 months. 

The interview will take about 30 minutes for each subject, so I kindly request you to permit me 

to collect this data in this Health Post. 

Risk and Benefit 

The risks of being participating in this study is very minimal, but only taking few minutes from 

their time. There would not be any direct payment for participating in this study. But the findings 

from this research may reveal important information for the local health planners. In addition all 

children’s mothers or care givers will be counseled on IYCF components by data collectors. 

Similarly, all malnourished children will be linked to therapeutic feeding units (TFU) and all 

necessary costs for managements/treatments will be covered by investigators. 
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Confidentiality 

The information that we will provided will be kept confidential. There will be no information 

that will identify them in particular. The findings of the study will be general for the study 

community and will not reflect anything particular of individual person. The questionnaire will 

be coded to exclude showing names. No reference will be made in oral or written report that 

could link participants to the research. 

Right  

Participation for the study is fully voluntary. They have the right to permit or not to participate 

their child in the study. If they decide to stop, they have the right to withdraw from the study at 

any time and this will not label them for any loss of the benefits which they or their child 

otherwise are entitled. Mothers or care givers have the right to not answering for any questions 

that they don’t want to answer. 

Contact address 

If there are any questions or enquiries any time about the study or the procedure, please contact: 

Mobile: +251913350568 

E-mail:yeedmesfin@yahoo.comor assefamesfin4@gmail.com 

IRERC Office phone: 0254660708 

 P.O.Box: 235, Harar 

 

 

 

 

 

 

 

 

mailto:yeedmesfin@yahoo.com
mailto:assefamesfin4@gmail.com
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Declaration of informed Voluntary Consent  

I have read/it was read to me the participant information sheet. I have clearly understood the 

purpose of the research, the procedures, the risks and benefits, issues of confidentiality, the rights 

of participating and the contact address for any queries. I have been given the opportunity to ask 

questions for things that may have been unclear. I was informed that mothers of children under 

age of two have the right to with draw from the study at any time or not answer any question that 

they do not want. I am also informed that the Health Posts have the right to stop this study from 

being conducted in the facility if any misdeeds and unethical procedures are observed during the 

data collection process in the facility premises. Therefore, I declare my voluntary consent on 

behalf of the health Posts management to allow this study to be conducted in the facility with my 

signature as indicated below.  

_______________________________                                       __________________  

Name and Signature of HP head                                                Date  

 

________________________________                                  _____________________  

Name and Signature of Data Collector                                          Date 
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8.3. Annex C: Questionnaires on nutritional status and associated factors among children 

aged 6-23 months attending community based nutrition program in Fedis District, East 

Hararghe Zone, and Oromia Region, Eastern Ethiopia. 

Section0: Questionnaire Identification Data  

001 Questionnaire Identification Number______________ 

002 REGIONS: Oromia 

003 Zone: East Hararghe 

004 Woreda: Fedis 

005 Kebeles/Health Post___________ 

006 RESULT CODES:  

Completed =1,    partially completed =2,    Refused =3, others =4 

007 Date of Interview: ______/____/___________ 

Date     Month     Year 

008 Time of Start of Interview: _________:___________ 

    Hour              Minute 

009 Time of End: _________:__________ 

                                 Hour              Minute 

010 Checked by Supervisor– Name _________________ Signature _______ 

 Date ________________ 
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Instruction 1: circle the responses provided by the interviewer or write the appropriate answer 

on the space provided. 

Part I : Socio-demographic characteristics 

S.N Questions Option/Response Skip 

A) Section 1: Background of the mother/caretaker/ 

SD1 Age of mother or care taker 

(years)  

__________ (complete years)  

SD2 Ethnicity 1. Oromo  

2. Amhara  

3. Somali 

4. Harari      

Others(Specify) 

___________ 

SD3 Religion 1. Protestant  

2. Orthodox  

3. Catholic 

4. Muslim  

5. Others(Specify)______ 

SD4 Residence  1. Rural 2. Urban  

SD5 Marital Status 1. Single  

2. Married  

3. Divorced/Separated  

4. Widowed 

5. Others(Specify____ 

SD6 Educational status of mother/care 

taker 

1. Illiterate  

2. Grade 1-4 

3. Grade 5-8 

4.  Grade 9 -10 

5.  Grade 11-12 

6. College or University 

SD7 Educational status of husband  1. Illiterate  

2. Grade 1-4 

3. Grade 5-8 

4.  Grade 9 -10 

5.  Grade 11-12 

6. College or University 

SD8 Occupation of mother/care taker 1. Farmer 

2. Government employed 

3. Daily laborer 

4. House wife 

5. Merchant  

6. Others[specify] 

____________ 

SD9 What is your husband’s 

occupation? 

 

1. Farmer 

2. Government employed  

3. Daily 

laborer 

4. unemployed  

5. Merchant 

6. Others 

(specify)............ 

SD10 How many children have you 

delivered? 

________ no. of children alive  

SD11 What is the total size of your 

family? 

__________total size of family live in house  

B) Section 2: Background and Health status of the child 

SD12 What is the sex of your child? 1. Male  2. Female  

SD13 What is the age of your child? Age in completed months............................  

SD14 During the past 2 weeks did 

(Name) suffer from any illness or 

injury? 

1. Yes   2. No………...skip to BF16  

SD15 Can you describe the symptoms 

that (Name) primarily suffered 

from the major illness or injury 

during the past 2 weeks? Main 

symptoms 

1. Diarrhea (acute)  

2. Fever (acute) 

3. Difficult 

breathing 

4. Diarrhea 

(chronic) 

5. Skin 

infection 

6. Measles 

7. Malaria 

8. Vomiting 

9. Coughing 

10. Others 

(Specify) 
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Part II: BREASTFEEDING  

BF16 Did you ever breastfeed (NAME)? 1. Yes                2. No ……….skip to BF22  

BF17 How long after birth did you first 

put (NAME) to the Breast? 

1. Immediately (If less than 1 hour) 

2. Number of hours (if less than 24 hours)......  ______ 

3. Days (if more than 24 hours)....................... ______ 

4. Don't know 

 

BF18 Did you give (NAME) the first 

milk (colostrum)? 

1. Yes                2. No                 

BF19 Did you feed or introduce any 

foods before the first six months 

of life, even giving water? 

1. Yes                2. No                 

BF20 Are you still breastfeeding your 

child? 

1. Yes                2. No ……….Skip to BF21  

 

BF21 At what age was breastfeeding 

stopped? 

Age in complete months ............................................. ___mos. 

Don't know................................................... 88 

 

BF22 If you are not there to breastfeed 

the baby, what type of Food is the 

baby fed? 

1. Breast milk by spoon, cup, or bottle 

2. Breast milk substitute by spoon, cup, or bottle  

3. Other liquids 

 

 Part III: COMPLEMENTARY FEEDING 

CF23 Did you introduce liquids or foods 

(Semi-solid or solid) other than 

breast Milk to the baby? 

1. Yes                2. No……..Skip to CF29  

CF24 At what age did you first 

introduce? 

Age in complete months ________ 

Don’t know…………..…88 

Not yet started………………99  

CF25 Do you normally give the child 

snack in between the main meals? 

1. Yes  2. No   

CF26 How did you feed the liquid food 

to (NAME)? 

1. Bottle 

2. Spoon 

3. Cup 

4. Other (SPECIFY) 

_________________ 

 

 

Instruction 2: For each food item listed below, indicate/circle with 1, 0 and 8 on each category 

that the children drink or eat foods (24 hours recall). 

CF27 Now I would like to ask you about liquids or foods that (NAME) had yesterday during the day or at night. I am 

interested in whether your child had the item I mention even if it was combined with other foods. Did (NAME) 

drink or eat? 

Drink liquids and solid or semi-solid foods Yes No Don’t know 

CF27a Plain water? 1 0 8 

CF27b Juice or juice drinks? 1 0 8 

CF27c Soup? 1 0 8 

CF27d Milk such as tinned, powdered, or fresh animal milk? 1 0 8 

How many times did (NAME) drink milk? If 7 or more times, record '7' Number of times drank milk 
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___times 

CF27e Infant formula such as Plan, S-26? 1 0 8 

How many times did (NAME) drink infant formula? If 7 or more times, 

record '7' 

Number of times drank infant 

formula _____ times 

CF27f Any other liquids? 1 0 8 

CF27g Yogurt? 1 0 8 

How many times did (NAME) eat yogurt? If 7 or more times, record '7' Number of times ate yogurt _____ 

times 

CF27h Any commercially fortified baby food like Fafa, Hilina, Cerilak, Cerifam, 

Mother Choice? 

1 0 8 

CF27i Injera, bread, rice, noodles, porridge, or other foods made from grains such 

as tef, oats, maize, barley, wheat, sorghum, millet, or other grains? 

1 0 8 

CF27j Pumpkin, carrots, squash or sweet potatoes that are Yellow or orange inside? 1 0 8 

CF27k White potatoes, white yams, bulla, kocho, manioc, Cassava or any other 

foods made from roots? 

1 0 8 

CF27l Any dark green, leafy vegetables like kale, spinach, or amaranth leaves? 1 0 8 

CF27m Ripe mangoes or papayas? 1 0 8 

CF27n Any other fruits (banana, etc.)? 1 0 8 

CF27o Any other vegetables (tomato, onion etc.)? 1 0 8 

CF27p Liver, kidney, heart, or other organ meats? 1 0 8 

CF27q Any meat such as beef, pork, lamb, goat, or chicken? 1 0 8 

CF27r Eggs? 1 0 8 

CF27s Fresh or dried fish or shellfish? 1 0 8 

CF27t Any foods made from beans, peas, lentils, or nuts? 1 0 8 

CF27u Cheese or other food made from milk? 1 0 8 

CF27v Any other solid, semi‐solid, or soft food? 1 0 8 

 CHECK: Question CF27 categories ‘h’ through ‘v’ 1. Not a single yes........... 

2. At least one yes.... Skip to 

CF28 

CF28 How many times did (NAME) eat solid, semi‐solid, or soft Foods yesterday 

during the day or at night? IF 7 OR MORE TIMES, RECORD '7' 

Number of times. _____ times 

Don't know...................... 8 

CF29 Did (NAME) drink or eat vitamin or mineral supplements or any medicines 

yesterday, during the day or night? 

1 0 8 

 

Part IV: Resource status 

SN.  Yes No No. 

R30 Do you own the house you live in?  1  0   

R31 Does any member of this household own any agricultural land?  1  0  

R32 How many (LOCAL UNITS) of agricultural land do members of this household own?   _____ 

R33 Does your household have: 

 R33a Electricity?  1  0   

 R33b A radio/tape recorder/play CD/DVD?  1  0  
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 R33c A television?  1  0   

 R33d A mobile telephone?  1  0  

 R33e A Geepas  1  0  

 R33f A refrigerator?  1  0  

 R33g A table?  1  0  

 R33h A chair?   1  0  

 R33i A Dish and decoder?  1  0  

 R33j A Kerosene stove  1  0  

 R33k An electric stove?        1  0   

 R33l A fire wood (woods,muck,Straw/Grass) used for cooking purposes  1  0   

 R33m A kerosene lamp/pressure lamp?    1  0   

 R33n A Charcoal used for cooking?  1  0   

 R33o A watch/clock?  1  0   

 R33p A different farm materials (pick, adz, etc.)?  1  0   

 R33q A bed with sponge mattress?  1  0   

 R33r A bed with Cotton mattress?  1  0  

 R33s A bed with grass/straw mattress?  1  0  

 R34 Does any member of this household own those transportation mechanism: how many? 

 R34a A bicycle?  1  0 _____   

 R34b A motorcycle?  1  0 _____   

 R34c An animal-drawn cart?  1  0 _____   

 R34d A car or truck?  1  0 _____   

 R34e A Bajaj?  1  0 _____   

 R35 How many of the following animals does this household own? 

 R35a Milk, cows, oxen, or bulls?  1  0 _____   

 R35b Horses, donkeys, or mules?  1  0 _____  

 R35c Camels?  1  0 _____  

 R35d Sheeps?  1  0 _____   

 R35e Goats?  1  0 _____   

 R35f Chickens?  1  0 _____   

 R35g Beehives (traditional + modern)?  1  0 _____   

 R36 Does any member of this household have a bank or microfinance saving account?  1  0   

 R37 What is the main source of drinking water for members of your household? 

 R37a Public tap/standpipe?  1  0  

 R37b Borehole?  1  0  

 R37c Water from Spring?  1  0  

 R37d Rainwater?  1  0  

 R37e Tanker Truck?  1  0  

 R37f Surface water-river, lake, dam, etc.?  1  0  

 R37g Bottled Water (like high land)?  1  0  

 R37h Other water source?  1  0  

 R38 What kind of toilet facility do members of your household usually use? 

 R38a Pit latrine with slab  1  0  

 R38b Pit latrine without slab/open pit  1  0  

 R38c No Facility/Bush/Field  1  0  

 R38d Others  1  0  
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 Part V: Anthropometric measurement form 

Measurement Reading Remark 

AM39 Height of child (in cm; 1 decimal place)   

AM40 Weight of child (in kg; 1decimal place)   

AM41 Checking Oedema 1. yes 2. No 

 

            Supervisor Name----------------------------------------- Signature ---------------------------- 

Thank you very much for your cooperation!!! 
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8.4. Annex D: Participant information sheet and informed voluntary consent form (Afan 

Oromo version) 

Ibsa hirmaattotaa qorannoof kennamuu fi unka walii galtee 

Seensa: Akkam bultan/ooltan, maqaan koo_______________ jedhama. Keellaa fayyaa kana 

keessatti qorannoo obbo Masfin Asaffaa, digrii lammaaffaaf (mastarsiif) yunivarsiitii 

Haramaayaa, kolleejjii Saayinsii Fayyaatti barachaa jiruuf sassaabuun jira. Waa’ee qorannoo 

kanaa fi akkaataa qorannoo kanatti akka hirmaattan ittin filatamtan akkan sinii ibsuuf yeroo 

muraasa akka naaf kennitan isin gaafadha. 

Mata duree Qorannichaa: Dhiibbaa gochawwan biro haala nuutrishiinii daa’imman ji’a 6-23 

irratti aanaa Fadis,godina Harargee bahaa,naannoo Oromiyaa,baha Etiyoophiyaatti fidu 

qorachuuf kan qophaa’e dha. 

Sababa qorannichaa:Sababni guddaan qorannoon Kun barbaachiseef abbaan qoranichaa obbo 

Masfin Asaffaa qorannoo digrii lammaffaa argachuuf isaan barbaachisu guutuufi dha. 

Dabalataanis, bu’aan qorannoo kanaa galtee hoggantoota fayyaa fi deeggartoota fayyaa biroof 

kan fayyaduu fi rakkoowwan gama nanqina nyaataa yeroo umrii waggaa lamaa keessatti dhufu 

ittisuuf kan qarqaaru dha. 

Adeemsaa fi turtii qoranichaa:  Qoranichi daa’imman umriin isaanii ji’a 6-23 gedduutti 

argaman irratti kan geggeeffamu ta’ee,waliigala safara antiroopometirikii dabalatee gaafilee 34 

kanan of harkaa qabu ta’ee gaafilee jiran haati ykn gudiftuun kan deebistuu fi akkasuma safari 

antiroopometrikii isaanis ogeessan kan safaramu ta’a.Walumaa galatti qoranichi daa’ima tokkoof 

naannoo daqiiqaa 30 ni fudhata.Kanaaf qorannoo kana keellaa fayyaa keessatti akkan gegeessuf 

akka naaf heyyamtan isin gaafadha. 

Faayidaa fi miidhaa qoranichaa:Sababa qorannoo kanatti hirmaattaniif rakkoon guddaa isin 

irra gahu hin jiru, yeroo keessan muraasa isin irraa fudhachuu keenyaan alatti. Faayiidaa 

kallattiin sababa hirmaannaa keessaniin argattan hin jiru. Garuu odeeffannoon isin kenitan 

gochootni nyaata dabalataa haala nuutrishinii daa’immanii irratti qaqabsiisu hambisuuf qorannoo 

hedduu barbaachisuu dha. Akkasuma bu’aan qorannaa kanaa karoorsitoota fayyaa sadarkaa 

gaditti jiraniif galtee guddaa fi akkasuma yeroo qorannooti immoo kuninsitoota ykn haadha 

daa’imaa hunda gorsi waa’ee Nyaata dabalataa irratti warren raga sassaabbaniin 



  

67 
 

nikennama.Dabalataniis daa’imman hanqina nyaataa cimaa qaban kallattiin gara sagantaa TFP 

kan ergamanii fi baasiinyaaliif oolu hundi gama qorataatiin ni guuttama ykn ni mijata. 

Iccitii eeguu: Ragaan isin nuuf kennitan iccitiin qabama. Kallattiin waanti addatti isin 

calaqqisu/ibsu asirratti barreeffamu hin jiru.bu’aan qorannoo kanaa ummata naanoo kana malee 

addatti hirmaattota kan calaqqisu miti. Deebiin keessan yommuu galmaahaan maqaa keessa hin 

dabalatu, afaaniinis tahe barreeffamaan hirmaattota addatti qorannoo kana walitti kan hidhu hin 

jiru. 

Mirga:Hirmaannaan fedhii irratti kan hundaahe dha. Qorannoo kana irratti hirmaachuuf 

murteessuu yookiin dhiisuu dandeessu. Hirmaachuuf murteessitan illee yeroo kamittuu qorannoo 

kana addaan kuttanii bahuuf mirga guutuu qabdu. Sababa kanaan faayidaa isin argachuu maltan 

kan dhabdan hin jiru. Gaafii isini deebisuu hin barbaanne yoo jiraate deebisuuf dirqii hin qabdan.  

Walquunnamtii kamuu barbaachisuuf:Gaafii yoo qabaattan yookiin ibsa yoo barbaaddan 

yeroo kamittuu lakkoofsa bilbilaa qorataa qorannoo kanaa: 

Obbo Masfin Asaffaa 

Tessoo:Harar 

Bilbila:0913350568 

Email:yeedmesfin@yahoo.comor assefamesfin@gmail.com   fi 

Koree naamusa qorannaa dhaabbataa kolleejii saayinsii fayyaa, Yuunivarsiitii Haramaayaa lakk, 

bilbilaa 0254660708 lakkoofsa poostaa 235, Harar fayyadamuu dandeessu. 

 

 

 

 

 

 

 

 

mailto:yeedmesfin@yahoo.com
mailto:assefamesfin@gmail.com
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Ibsa fedhii hirmaataa qoranoo ta’uu ykn mirkaneessuu: Ibsa hirmaattotaa qorannoof 

kennamuu dubbiseera/ naa dubbifameera. Faayidaan qorannoo kanaa sirriiti naaf galee jira, 

akkaataa, rakkoo fi faayidaa akkasumas waa’ee iccitii eeguu, mirgaa hirmaataan qabu, 

akkasumas walquunnamtii kamuu barbaachiseef teessoon natti himameera. Waan naa hin galle 

gaafachuuf carraan naa kennameera.wayita kam iyyuu qorannoo kana addaan kutee bahuu akkan 

dandahu, akkasumas gaaffii debisuu hin barbaadne akkan deebisu akka hin dirqamne. Kanaafuu 

qorannoo kanatti fedhiin kan hirmaadhu ta’uu mallattoo koon nan mirkaneessa. 

Maqaa fi Mallattoo hirmaataa_________________________guyyaa _________________ 

Maqaa fi mallattoo raga sassaabaa ________________________Mallattoo_____Guyyaa _____ 
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8.5. Annex E: Participant information sheet and informed consent form for health posts 

head (Afan Oromo Version) 

   Uunkaa Hayyama keellaa fayyaa 

Seensa: Akkam bultan/ooltan, maqaan koo_______________ jedhama.Qorannoo obbo Masfin 

Asaffaa sadarkaa Keellaa fayyaatti maastarii ykn digirii isaa lammaffaaf yunivarsiitii 

Haramaayaa, kolleejjii Saayinsii Fayyaatti barachaa jiruuf raga sassaaban jira.Kanaaf waa’ee 

qorannoo godhamu akka beektanii fi qoranicha geggeessuf akka naaf heyyamtan isin gaafadha. 

 

Mata duree Qorannichaa: Dhiibbaa gochootni nyaata dabalataa/biroo haala nuutrishiinii 

daa’imman ji’a 6-23 irratti aanaa Fadis,godina Harargee bahaa,naannoo Oromiyaa,baha 

Etiyoophiyaatti fidu qorachuuf kan qophaa’e dha. 

Sababa qorannichaa: Sababni guddaan qorannoon Kun barbaachiseef abbaan qoranichaa obbo 

Masfin Asaffaa qorannoo digrii lammaffaa argachuuf isaan barbaachisu guutuufi dha. 

Dabalataanis, bu’aan qorannoo kanaa galtee hoggantoota fayyaa fi deeggartoota fayyaa biroof 

kan fayyaduu fi rakkoowwan gama nanqina nyaataa yeroo umrii waggaa lamaa keessatti dhufu 

ittisuuf kan qarqaaru dha.     

Adeemsaa fi turtii qoranichaa: Gaafilee waraqaa of harkaa qabu irraa gaaffilee baay’ee 

barbaachisoo ta’anii fi safara antroopometrikii daa’imaa nin fudhadha.Walumaa galatti safara 

antoopometrikii dabalatee gaafilee 34 isin gaafadha.Isinis deebii keessan tartiibuma gaafii 

kootiin naaf deebiftu. Gaaffi fi deebiin koo safara antiroopometirikii dabalatee gara naannoo 

daqiiqaa 30 qofa fixa, yeroo keessan akka na waliin dabarsitan kabajaan sin gaafadha. Dhuma 

irrattis daa’imman keessan safara antroopomeetrikii akkan fudhadhu,akka naaf heyyamtan isin 

gaafadha. 

Faayidaa fi miidhaa qoranichaa:Sababa qorannoo kanatti hirmaattaniif rakkoon guddaa isaan 

irra gahu hin jiru, yeroo isaanii qofa muraasa fudhachuun alatti. Faayiidaa kallattiin sababa 

hirmaannaa isaanitiin argattan hin jiru. Garuu odeeffannoon isaankennan faayidaa gochootni 

nyaata dabalataa haala nuutrishinii daa’immanii irratti qaqabsiisu hambisuuf qorannoo hedduu 

barbaachisuu dha. Akkasuma bu’aan qorannaa kanaa karoorsitoota fayyaa sadarkaa gaditti 

jiraniif galtee guddaa fi akkasuma yeroo qorannooti immoo kuninsitoota ykn haadha daa’imaa 

hundaaf gorsi waa’ee Nyaata dabalataa irratti warren raga sassaabbaniin nikennama.Dabalataniis 
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daa’imman hanqina nyaataa cimaa qaban kallattiin gara sagantaa TFP kan ergamanii fi baasii 

yaaliif oolu hundi gama qorataatiin ni guuttama ykn ni mijata. 

Iccitii eeguu: Ragaan isaan nuuf kennan iccitiin qabama. Kallattiin waanti addatti isaan 

calaqqisu/ibsu barreeffamu hin jiru.bu’aan qorannoo kanaa ummata naanoo kana malee addatti 

hirmaattota kan kan calaqqisu miti. Deebiin isaanii yommuu galmaa’u maqaa isaanii hin 

dabalatu, afaaniinis ta’ee barreeffamaan hirmaattota addatti qorannoo kana walitti kan hidhu hin 

jiru. 

Mirga:Maatiin ykn kunuunsitoonni daa’immanii qorannoo kana irratti hirmachuu fi hirmaachu 

dhisuu mirgaa nama dhunfaa irrattihunda’a.Qorannoo kana irratti hirmaachuuf murteessuu 

yookiin dhiisuu ni danda’u. Hirmaachuuf murteessan illee yeroo kamittuu qorannicha addaan 

kuttanii bahuuf mirga guutuu qabu. Sababa kanaan faayidaa isaan argachuu qaban kan dhabaniif 

tokko illee hin jiru.Gaafii isaan deebisuu hin barbaanne illee yoo jiraate deebisuuf hin dirqaman.  

Walquunnamtii kamuu barbaachisuuf:Gaafii yoo qabaattan yookiin ibsa yoo barbaaddan 

yeroo kamittuu lakkoofsa bilbilaa qorataa qorannoo kanaa: 

Obbo Masfin Asaffaa 

Tessoo:Harar 

Bilbila:0913350568 

Email:yeedmesfin@yahoo.comor assefamesfin@gmail.com   fi 

Koree naamusa qorannaa dhaabbataa kolleejii saayinsii fayyaa, Yuunivarsiitii Haramaayaa lakk, 

bilbilaa 0254660708 lakkoofsa poostaa 235, Harar fayyadamuu dandeessu. 

Ibsa fedhii hirmaataa qoranoo ta’uu ykn mirkaneessuu: Ibsahayyama keellaa fayyaa 

dubbiseera/ naa dubbifameera. Faayidaan qorannoo kanaa sirriiti naaf galee jira, akkaataa, 

rakkoo fi faayidaa akkasumas waa’ee iccitii eeguu, mirgaa hirmaataan qabu, akkasumas 

walquunnamtii kamuu barbaachiseef teessoon natti himameera. Waan isaaniif hin galle 

gaafachuuf carraa akka qaban beekera.yeroo kamitiyyuu qoranicha adda kutanii bahuus akka 

danda’an beekera.Akkasumas gaaffii debisuu hin barbaadne dhiisuu akka danda’an 

hubadheera.Kanaaf odeeffannoo kana bu’ura godhachuun qorannoon kuni keellaa fayyaa 

keessatti akka geggeeffamu hayyameen jira. 

Maqaa fi mallattoo nama hayyamee_______________________guyyaa ______________  

Maqaa fi mallattoo raga sassaabaa__________________Mallattoo _________Guyyaa ________ 

mailto:yeedmesfin@yahoo.com
mailto:assefamesfin@gmail.com
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8.6: Annex F: Gaaffilee adda addaa kan ragaan gochoota sirna soorataa fi haalli 

nuutrishinii daa’imman ji’a 6-23 aanaa Fedisitti,godina Harargee Bahaa,naannoo 

Oromiyaa,Baha Itiyoopiyaatti. 

Kutaa.0ffaa: Ragaa Waligalaa kan daa’imaa. 

001: Lakkoofsa Eenyummaa nama qorannoo keessatti hirmaatuu------------------ 

002: Nannoo------------------------ 

003: Godina----------------------- 

004: Aanaa------------------------ 

005: Ganda /Keellaa fayyaa--------------------- 

006: Haala deebii 

1. Xumurame   2. Walakkaan isaa xumurameera 3. Ni dide/didte 4. Kan biro------- 

007: Guyyaa guutame--------------------------- 

008:Sa’aa fi daqiiqaa itti eegalame--------------------------- 

009: Sa’aa fi daqiiqaa itti xumurame--------------------------- 

010: Supparvaayzara ilaalee, Maqaa--------------------------------Mallattoo---------------- 
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Ejeja 1: Deebii kenname iddoo barbaachisu irratti mari ykn iddoo duwwaa jirutti guuti. 

Kutaa 1ffaa : Haala bu’ura hawaasummaa fi diimoograafii 

Lak. Gaafilee Deebii/filmaata Ce’aa 

B) Odeeffannoobu’urahaadhaa/guddifttuu 

SD1 Umrii haadhaa ykn guddiftuu __________ (umrii waggaa guutuun)  

SD2 Sablammiin keessan maali? 5. Oromoo 

6. Amaaraa 

7. Somaalii 

8. Hararii 

5. Kanbiroo (yaa ibsamu) 

___________ 

SD3 Amantii 1. Pirootestaantii 

2. Ortodooksii 

3. kaatolikii 

4. Musliima 

5. Kan biroo (yaa ibsamu) 

_________________ 

SD4 Iddoo jireenyaa 1. Baadiyyaa 2. Magaalaa  

SD5 Haala gaa’elaa 6. Kan hin 

heerumne 

7. Kan 

heerumte 

8. Kan hiikte/gargar bahan 

9. Kan jala du’e 

5.Kan biroo (yaa ibsamu) 

_________________ 

SD6 Haala Sadarkaa barumsa 

haadhaa/guddiftuu 

1. kan hin baranne 

2. kutaa 1-4 

3. kutaa 5-8 

4.  kutaa 9 -10 

5.kutaa 11-12 

6. Kolleejjii ykn yuuniversitii 

SD7 Haalla sadarkaa barnoota abbaa 

warraa ishee 

1. kan hin baranne 

2. kutaa 1-4 

3. kutaa 5-8 

4.  kutaa 9 -10 

5.  kutaa 11-12 

6. Kolleejjii ykn yuuniversitii 

SD8 Haala hojii haadhaa/guddiftuu 7. Qotee/horsiise bulaa 

8. Hojjettuu mootummaa 

9. Hojjettuu 

guyyanii 

10. Haadha manaa 

11. Daldaaltuu 

12. Kan biro 

[ibsaa]_________

__ 

SD9 Hojiin abbaa manaa kee hoo 

maali? 

 

13. Qotee/horsiise bulaa 

14. Hojjetaa mootummaa 

7. Hojjetaa 

guyyanii 

8. Hojii hin 

qabu 

9. Deldaalaa 

10. Kan biroo 

(ibsaa)............ 

SD10 Walumaa galatti daa’ima meeqa 

deessee ykn qabdaa? 

________ lakk. daa’imaa kanneen lubbuun jiran  

SD11 Walumaagalattii baay’inni maatii keessanii meeqa? ___(warren  mana keessa jiraatan hunda dabalatee)  

B): Odeeffannoo bu’uraa fi haala fayyummaa daa’imaa kan ilaallatu 

SD12 Saalli daa’imaa maali? 1. Dhiira 2. Dubra/dhalaa 

SD13 Umriin daa’imaa kee meeqa? Umrii ji’a guutuun kaa’i............................(ji’a) 

SD14 Torbee lamaan darbe keessatti daa’imni kee dhibee gosa biro 

kamiiniyyuu/miidhama qaamaan qabamee/dhukkubsatee 

turee? 

1.  eeyyee  2.  lakkii…… skip to BF16 

SD15 Mallattoolee dhukkubbii 

/miidhama qaamaa daa’imni 

yeroo torbee lamaan darbe 

keessatti dhukkubsatee 

11. Garaa kaasaa 

(acute)  

12. Layidaa/Hoo’a 

qaamaa (acute) 

14. Garaa kaasaa 

(chronic) 

15. Infeekshinii 

gogaa qaamaa 

17. Busaa 

18. Haqqee 

19. Qufaa 

20. Kan biroo(ibsi) 

     ________ 
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maalfaadhaa? (mallattoolee 

beekkamoo ta’an) 

13. Rakkoo afuura 

baafannaa 

16. Shiftee 

Kutaa 2ffaa: Harma Hoosisuu (Breast feeding) 

BF16 Daa’imni harma hodhee beekaa? 1. Eeyyee 2. Lakkii …………………….skip to BF22 

BF17 Daa’imni erga dhalatee booda yeroo 

kam harma hoosisuu jalqabdee? 

5. Battaluma dhalatetti (sa’aa 1 gaditti) 

6. Dhalatee sa’aa ________(sa’aa 24 gaditti) 

7. Dhalatee sa’aa 24 olitti 

8. Hin beeku 

BF18 Daa’imni yeroo dhalatetti aannan harma duraa (siilga/siila) hodhee 

turee? 

1. Eeyyee 2. Lakkii              

BF19 Daa’imni kee umrii ji’a jahaan (6) duratti nyaata biro harma 

keetiin alatti fudhatee beekaa? Bishaanillee yoo ta’e 

1. Eeyyee 2. Lakkii 

BF20 Haga ammaatti/har’aatti daa’ima kee harma hoosisaa jirtaa? 1. Eeyyee 2. Lakkii ………..skip to BF21 

BF21 Daa’imni kee umrii ji’a meeqaa 

irratti harma hodhuu adda kutee? 

Umrii ji’a guutuun kaa’i____________(ji’a) 

Hin beeku................................................... 88 

 

BF22 Yeroo harma hin hoosisnetti ykn 

gonkuma hin hodhu ta’e daa’imni  

kee gosa Nyaataa kam fudhataa? 

4. Aannan harma haadhaa,maankaan,kubbaayyanii ykn xuuxxoon 

5. Aannan harma haadhaa bakka bu’u;maankaan,kubbaayyanii fi ykn 

xuuxxoon 

6. Dhangala’oo biroo 

Kutaa 3ffaa: Nyaata Dabalataa (Complementary Feeding) 

CF23 Harma hodhuun alatti Nyaata dabalataa; jajjaboo, geddugaleessa-

jajjaboo fi laafaa (kan qubaan fudhamu) jalqabsiistee jirtaa? 

1. Eeyyee                2. Lakkii….skip to CF29 

CF24 Umrii ji’a meeqaa irratti Nyaata dabalataa kana 

eegalsiistee ykn jalqabsiistee? 

Ji’a guutuun ka’i ______ 

Hin beeku…….88 

Haga ammaatti gonkuma hin 

Eegalssisne………………99 

CF25 Maksasii gidduu ciree,laaqanaa fi Irbaataa irratti ni kennitaafii? 3. Eeyyee Lakkii 

CF26 Daa’ima kee Nyaata dhangala’oo ta’an akkamiin 

soortaa/ nyaachiftaa? 

1. Xuuxxoon 

2. Maankaan 

 

3. Kubbaayyaan 

4. Kan biroo (ibsi) ___________ 
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Ejeja 2: Tokkon tokkon gosa nyaataa fi dhugaatii tarreeffaman kaleessa guyyaa 

ykn galgala (sa’aa 24 keessatti) dhuguu/nyaachuu gaafachuun lakk. 0, 1 and 8 kan 

jedhutti mari/guuti. 

CF27 Amma immoo mucaan kee kaleessa guyyaa fi galgala (waligala sa’a 24 keessatti) Nyaata jajjaboo,gareen jajjaboo 

fi dhangala’oo ta’an akka nyaate/dhuge sigaaffadha. 

Dhugaatii,nyaata jajjaboo,gareen jajjaboo fi laafaa kanneen nyaatee jiraa? Eeyyee Lakkii Hin beeku 

CF27a Bishaan qulqulluu? 1 0 8 

CF27b Cuunfaa dhugaatii/juice/? 1 0 8 

CF27c Shorbaa? 1 0 8 

CF27d Aannan (aannan saansame,daakuu aannanii,aannan loonii batalumatti elmame)? 1 0 8 

Si’a hagam daa’imni kee aannan dhugee? yoo 7 fi isaa ol ta’e “7” galmeessi.' (si’a)_______dhuge 

CF27e Nyaata daa’imaa qindaa’e (Infant formula such as Plan, S-26) 1 0 8 

Si’a hagam daa’imni kee Nyaata qindaa’aa daa’imaa (infant formula) kana 

dhugee?yoo 7 fi isaa ol ta’e “7” guuti. 

(Si’a) ________dhuge 

CF27f Dhangala’oo biro kamiiyyuu? 1 0 8 

CF27g Itittuu? 1 0 8 

Si’a hagam daa’imni kee itittuu nyaatee? Yoo 7 fi isaa ol ta’e,”7” galmeessi. (Si’a) ________dhuge 

CF27h Nyaata daa’imaa kamiiyyuu warshaan qindaa’e qophaa’e, kanneen akka 

Faaffaa,Hilliinaa, seerilaak, Seeriifaam, ‘Mother choice’? 

1 0 8 

CF27i Buddeena,Daabboo,Ruuzii,marqaa ykn nyaata midhaanii/calla  kanneen 

akka,xaafii,Loozii,Garbuu,Qamadii,boqqoolloo,Zengaajaa,ajjaa,boobee, 

daagussaa fi midaan kanneen biro irraa hojjetaman? 

1 0 8 

CF27j Kuduroota Vit.A’n badhaadhan kanneen akka: Dabaaqulaa, Kaarota, 

mixaaxisha kanneen keessi isaanii haalluu keelloo ykn burtukaanaa qaban? 

1 0 8 

CF27k Kanneen hundeen isaanii nyaataman (Dinnichaadii, Goodarree fi kkf)? 1 0 8 

CF27l Kuduroota baala magariisa keessatti guraacha’a qaban vit.A’n badhaadhaan 

kanneen akka raafuu,fiqoosxaa/kurumbaa dabalatee? 

1 0 8 

CF27m Fuduroota Vit.A’n badhaadhan kanneen akka maangoo bishaate,Paappayaa 

bishaatee fi cunfaa kannen irraa qophaa’e fi kan biroo? 

1 0 8 

CF27n Fuduroota biroo?(Muuzii,abukaadoo fi kan biro kana irraa qophaa’e) 1 0 8 

CF27o Kuduroota biroo?(Timatima,shunkurta/qullubbii fi kkf biroo)    

CF27p Tiruu, Kalee,Onnee ykn foon kutaa qaama biraa (organ meats)? 1 0 8 

CF27q Foon bineessota adda addaa (fresh meat) kanneen akka foon sangaa, booyyee, 

hoolaa, re’ee, foon indaaqqoo/lukkuu? 

1 0 8 

CF27r Hanqaaquu/killee? 1 0 8 

CF27s Qurxummii oo’aa ykn kangogsame? 1 0 8 

CF27t Dheedhii kanneen akka ataraa, baaqelaa, missira,loozii/acholonii,fi kanneen 

biro kan irraa hojjetaman? 

1 0 8 

CF27u Aannanii fi bu’aaaananii kannneen akka baaduu,itittuu,ayibii fi kan biroo? 1 0 8 

CF27v Nyaata biro jajjaboo,geddugaleessan jajjaboo ykn laafaa? 1 0 8 

 Mirkaneessa: gaaffiitoora  ‘CF27 h’ irraa 1. ‘Eeyyeen’ tokkoillee hin jiru 
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kaasee haga  'v’ jiru:- 2. yoo xiqqaate ‘eeyyeen’ tokko yoo jiraate……..skip to CF28 

CF28 Daa’imni kee kaleessa guyyaa fi halkan si’a/haga meeqa Nyaata  jajjaboo, 

geddugaleessan jajjaboo ykn laafaa kana nyaatee/fudhatee? 

Yoo si’a ‘7’ ykn isaa ol ta;e ‘7’galmeessi/guti 

(si’a)___________ 

Hin beeku............. 8 

CF29 Daa’imni kee kaleessa guyyaa fi galgala viitamina ykn albuuda ykn qorichoota 

ta’e kamiiyyuu nyaatee ykn dhugee turee? 

1 0 8 

 

Kutaa 4ffaa: Haala Qabeenyaa 

Qabeenya kanaa gadiitti tarreeffaman ni qabduu? eeyyee lakkii Lakk. 

R30 Mana jireenyaa keessan ta’e ni qabduu?  1  0   

R31 Lafa qonnaaf oolu ni qabduu?  1  0   

R32 Lafa qonnaa xindii meeqa qabduu? (safara naannootiin kaa’aa)      _______ 

R33 Meeshalee kanaa gadii manaa qabduu? 

R33a Ibsaa/Elektirika?  1  0   

 R33b Raadiyoonii/Teeppii sagalee waraabu/CD /DVD kan hojjetu  1  0   

 R33c Televjinii?  1  0   

 R33d Moobayilii  1  0   

 R33e Jiipaasii (Geepas)  1  0   

 R33f Rifirijireetara?  1  0   

 R33g Minjaala?  1  0   

 R33h Teessoo?   1  0   

R33i Dishii&Dikoodar  1  0  

R33j Buttaa gaazii kan gaazidhaan dalagu  1  0  

R33k Stovii human ibsatin dalagu  1  0  

R33l Qoraan (mukeen,kaboota ykn marga) Nyaata bilcheessuuf oolu  1  0  

R33m Faanosa/Kuraazii gaaziin hojjetu?  1  0  

R33n Kasala/ Cileen yaata bilcheessuf oolu  1  0   

R33o Sa’aati (kan harkaa/kan girgidaa)  1  0  

R33p Meshaaqonnaa adda addaa (dongoraa,qottoo,waanyoo,moofara etc)  1  0  

R33q Siree fi firashii (spoonjii)  1  0  

R33r Siree fi firashii ( Jirbii)  1  0  

R33s Siree fi firashii (Marga)  1  0  

R34 Maloota geejibaa kana qabduu? Baay’ina isaanii barreessi 

 R34a Biskileettii?  1  0  _____ 

 R34b Doqdoqqee?  1  0  _____ 

 R34c Gaarii beeyladaa/fardaa?  1  0  _____ 

 R34d Konkolaataa?  1  0  _____ 

R34e Baajajii?  1  0  _____ 

R35 Beeyladoota armaan gadii ni qabduu? Baay’ina isaanii barreessi 

 R35a Saawwan/loon aannanii, Qotiyyoo,korma?  1  0  _____ 

 R35b Faradoota, harroota, gaangee?  1  0  _____ 

 R35c Gaala?  1  0  _____ 
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 R35d Hoolota?  1  0  _____ 

 R35e Re’oota?  1  0  _____ 

 R35f Lukkulee/Indaaqqoo?  1  0  _____ 

 R35g Gaagura kanniisaa (kanaadaa +hammayaa)?  1  0  _____ 

R36 Galmee qusannaa kan baankii ykn miyikiroo fayinaansi ni qabda?  1  0   

R37 Irra jireessan maatiin kee bishaan eessaa argatuu? 

R37a Boombaa naannootti argamu irraa  1  0  

R37b Bool’a gadi qotame irraa  1  0  

R37c Burqaa/madda naannotti argamu irrraa  1  0  

R37d Bishaan roobaa irraa  1  0  

R37e Boottii  1  0  

R37f Laga,haroo/hidha bishaanii  1  0  

R37g Bishaan saansame (like high land)  1  0  

R37h Kan biroo  1  0  

R38 Mana fincaanii gosa kam qabduu? 

R38a Bool’a fincaanii gubban isaa uffifame (Pit latrine with slab)  1  0  

R38b Bool’a fincaanii gubban isaa banaa ta’e (Pit latrine without slab/open pit)  1  0  

R38c Mana fincaanii hin jiru/hurufa irratti qulqullaa’u (No Facility/Bush/Field)  1  0  

R38d Kan biroo  1  0  

 

 Kutaa 5ffaa: Foormii Safara Antirooppoometrikii 

 Safartuu Safara/gatii yaada 

AM39 Dheerina daa’imaa (l) (in cm; 1 decimal place)   

AM40 Ulfaatina daa’imaa(in kg; 1decimal place)   

AM41 Dhiitoo miila lamaanii qabaa/qabdii? 1. eeyyee 2. lakkii  

 

Maqaa suparvizaraa----------------------------------------- Mallattoo---------------------------- 

                            Hirmaachuu keessaniif baay’ee isin galateeffanna!!! 

 

 

 

 

 


