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EXECUTIVE SUMMARY
In Ethiopia, the major direct and indirect causes of malnutrition are persistent food insecurity;
sub-optimal hygiene and sanitation in the household and community; poor maternal and child
feeding practices; high incidence of infectious diseases, often spread through poor hygiene or
unsafe water; and limited access to quality nutrition services and gender dynamics. Household
wealth, education, family planning, and gender are also key drivers of child under-nutrition.
The multi-faceted causes of malnutrition, therefore, require a multi-sector approach to
effectively and sustainably improve the nutritional status of women and children1.
Save the Children and its implementing partners through the Growth through Nutrition Activity
works to improve the nutritional status of women and young children in Ethiopia’s four
productive regions, focusing on the first 1000 days (from conception to age two). The Activity
works across all government and society levels, bring intensified multi-sectoral nutrition
programming to community level, and link development and emergency efforts to build
resilience and sustainability. The Growth through Nutrition Activity will benefit a large
proportion of an estimated 14 million people in the 100 targeted Woredas through health
service improvements, increased production and availability of quality food, and WASH
products and services, as well as Social Behavior Change Communication (SBCC) for nutrition.
The Activity plans to reach over 1 million “1000 Days,” pregnant women and children under
two to improve their nutritional status.
In the Activity’s course of implementation, it requires to set base values for its identified
indicators measuring results in areas of maternal and child nutrition; Water, Sanitation and
Hygiene (WASH), and behaviors related to utilization of quality nutrition services and
utilization of WASH products and services. The Activity therefore conducted, this baseline
survey to set base values for these selected indicators and also that will [1] provide
management with benchmark to periodically assess the advancement towards set targets, as
well as comparing improvements in livelihood and improved nutrition during the
implementation; [2] provide current quantitative data and inform possible strategy and target
revision/verification; and [3] assess the current state of women and children’s health, nutrition
and access to services.
The baseline survey was conducted using a pre-post Design Population Based Survey. The
data collection approach used for the baseline survey was a quantitative survey and qualitative
information through focus group discussions and one-to-one interviews with stakeholders was
also gathered. A total of 3,276 households were interviewed. A total of 2,450 women of
reproductive age (15-49), sampled at the household level, were interviewed to obtain
information on women nutrition and breastfeeding, on women’s empowerment, on
anthropometric measurements and on children’s nutrition. A total of 1,781 eligible children
under age 5 were identified in the sampled households and their caregivers (mostly women
of the reproductive age) successfully provided information on children’s nutrition and
children’s health status specifically on diarrheal episodes.
1

Government of the Federal Democratic Republic of Ethiopia. National Nutrition Programme. June 2013 – June
2015
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In this baseline survey non-pregnant adolescent girls 15-19 years were also interviewed for
assessment of adolescent nutrition including anthropometric measurement. Accordingly, a
total of 519 adolescent girls who at the time of the survey self-declared not to be pregnant,
who were not the primary caregivers of a child under five years of age in the household and
aged 15-19 were interviewed.
The Growth through Nutrition Activity baseline survey measured nutrition of children under 5
years of age and women of reproductive age. The prevalence of stunting (low height for age)
in the Growth through Nutrition Activity implementation areas (38.4%) is not any far different
compared to the national prevalence. Results show that 6.4% of children under 5 are wasted
(low weight for height). Only 12.4% of children aged 6−23 months are receiving a minimum
acceptable diet. About 45.2% of children are fed the minimum acceptable number of times
per day.
Women of reproductive age are not having adequate dietary diversity, 13.9% are consuming
5 or more of the 10 food groups. Overall, 18% of women have a body-mass index (BMI) which
puts them under the category of “underweight”. The prevalence of Iron and Folic Acid
supplement intake for at least three months among women who were pregnant in the past 2
years prior to the survey is 14.2%.
The decision-making indicators showed that about two-in-three (69.6%) women in the Growth
through Nutrition Activity implementation areas make decisions alone on self-earned cash.
Only about 31% of women in Growth through Nutrition Activity implementation areas make
decision alone on issues related to their own health and nutrition.
Most households lack access to sanitation facility; only 1.6% of the households have access
to improved not shared sanitation facility. Slightly more than half (54.2%) of the households
practice hand washing with soap and water. The availability of improved drinking water source
is 67.1% (mainly public tap/stand pipe and protected spring), and 86.0% confirmed to have
water all year round from the different sources.
Base line values for the indicators measuring base values in areas of maternal and child
nutrition; Water, Sanitation and Hygiene (WASH), and behaviors are presented in Table I.
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Table I - Summary Table for Growth through Nutrition Activity Outcome and Impact
Indicators Baseline Values
Base line values for identified indicators measuring base values in areas of maternal and child nutrition; Water,
Sanitation and Hygiene (WASH), and behaviors, July 2017
______


Percentage of children under age five who
had diarrhea in the prior two weeks
(prevalence within region; 162 out of 1,775 children
under age 5 had experienced diarrhea)



Women Dietary Diversity (WDD): Mean
number of food group consumed by women
of age 15-49
(within region; from a total of 2,450 women of age
15-49)



44.5

38.7

28.8

46.7

38.4

9.4

5.3

2.4

13.1

6.4

11.1

15.2

12.5

4.2

12.4

73.6

71.1

83.0

90.9

75.8

9.0

11.9

5.7

7.3

9.1

21.4

15.3

13.9

29.3

18.0

2.9

3.4

3.2

3.1

3.2

7.3

19.5

15.3

11.8

13.9

Prevalence of underweight women of
reproductive age
(prevalence within region; anthropometric data on
height and weight were taken from a total of 2,279
women of age 15-49)



Tigray

Prevalence of exclusive breastfeeding of
children under six months of age
(prevalence within region; a total of 194 children
whose age is between 0-5 months, of these 147 were
exclusively breastfed)



SNNP

Prevalence of children 6-23 months
receiving minimum acceptable diet (MAD)
(prevalence within region; a total of 508 children
whose age is between 6-23 months, 462 were
breastfed during day or at night before the
survey/interview day)



Oromia

Prevalence of wasted children under five
years of age
(prevalence within region; height and weight
measurements were taken of 1,259 children: Male
657 and Female 602)



Total

Amhara

Prevalence of stunted children under five
years of age
(prevalence within region; height and weight
measurements were taken of 1,259 children: Male
657 and Female 602)



_Region __________

Minimum Dietary Diversity – Women (MDDWomen)
(within region; 341 out of a total of 2,450 women of
age 15-49 found to consume minimum (at least five)
dietary diversity)
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Table I - Summary Table for Growth through Nutrition Activity Outcome and Impact
Indicators Baseline Values
Base line values for identified indicators measuring base values in areas of maternal and child nutrition; Water,
Sanitation and Hygiene (WASH), and behaviors, July 2017
______


16.9

9.2

14.0

29.7

14.2

22.8

2.7

10.0

3.4

11.5

48.9

56.9

57.3

53.1

54.2

65.2

69.4

64.5

75.3

67.1

2.4

1.6

1.0

0.0

1.6

50.6

68.0

61.7

64.2

61.7

Percent of households using an improved
sanitation facility
(percentage within region; percent of households
using an improved sanitation facility and not sharing
(51) out of the 3,276 households)



Tigray

Percent of households using an improved
drinking water source
(percentage within region; 2,199 out of
3,276households have access to an improved water
source; i.e., piped water into dwelling, yard or plot or
neighbor, public tap or standpipe, tube-well or
borehole, protected dug well, protected spring and
rainwater collection)



SNNP

Percentage of households applying proper
hand washing at critical moments
(percentage within region; of the total 3,276
households, 1,774) confirmed that members of the
household wash their hands with soap or other locally
available cleansing agent)



Oromia

Percent of households with soap and water
at a hand washing station commonly used
by family members
(observed; within region; percent of households with
observed presence of both water and soap (or locally
available cleansing agent) at hand washing station is
calculated (n= 187) over survey sample of households
which confirmation was made through observation
(n= 1,627)



Total

Amhara

Proportion of women receiving iron and
folic acid (IFA) supplementation for at least
3 months during pregnancy
(percentage within region; percentage of women who
took iron and folic acid for more than 3 months was
calculated over the total of 867 women who confirmed
to have been pregnant in the past two years)



_Region __________

Proportion of households that reported
contact with trained frontline worker with
discussion/counseling on nutrition,
hygiene, agriculture in the reporting period
(percentage within region; percent of households with
children less than two years of age that reported
contact with HEW, or health professional or
development agent (443) over a total of 718
households)
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Table I - Summary Table for Growth through Nutrition Activity Outcome and Impact
Indicators Baseline Values
Base line values for identified indicators measuring base values in areas of maternal and child nutrition; Water,
Sanitation and Hygiene (WASH), and behaviors, July 2017
______


Oromia

SNNP

Tigray

27.6

35.0

33.3

12.9

30.8

30.9

24.8

31.7

9.7

26.7

77.9

71.1

65.2

60.0

69.6

Percentage of women in union with children
under two who make child health and
nutrition decisions alone
(percentage within region; of a total of 663 women
who reported on the decision-making practice, 177
reported that they themselves only decide on their
child’s nutrition and health care; and of the 663 only
65 (9.8%) reported their spouse/partner make the
decision on their child’s nutrition and health care and
421 (63.5%) reported that they with their
spouse/partner make the decision)



Total

Amhara

Percentage of women in union with children
under two who make maternal health and
nutrition decisions alone
(percentage within region; of a total of 663 women
who reported on the decision-making practice, 204
reported that they themselves only decide on their
own nutrition and health care; only 58 (8.8%)
reported their spouse/partner make the decision for
them and 401 (60.5%) reported that they with their
spouse/partner make the decision)



_Region __________

Percentage of women in union and earning
cash who make decisions alone about the
use of self-earned cash
(percentage within region; of a total of 569 women
earned cash or cash and kind for the work they did in
the past 12 months and of these 396 (69.6) reported
that they themselves only decided on the cash or
cash/kind payment they received for the work, 21
(3.7%) reported it is their spouse/partner who only
decides, 139 (24.4%) reported that they and their
spouse/partner tighter decided on how to use the
earned cash or cash/kind.

The current and planned Growth through Nutrition Activity intervention initiatives shall use
the reported baseline indicators in this report as a frame of reference to assess and evaluate
the impact of it outcomes and it contributions to achieving its objectives and the objectives of
the Feed the Future Ethiopia. Providing these raw results also allow implementing partners to
focus on discovering the factors that may contribute to these results and should contribute to
effective execution of the planned and ongoing interventions. The results should contribute to
effective evaluation of the Activity performance in ongoing and planned interventions.

1-

INTRODUCTION

In Ethiopia, significant efforts have been made to reduce malnutrition in the past two decades.
Ethiopia launched several multi-sector initiatives to address the direct and underlying causes
of malnutrition. It has demonstrated its commitment by the launch of “The Seqota
Declaration,” a national pledge to end child under-nutrition by 2030. Despite the efforts,
malnutrition is still high in the country. According to 2016 EDHS (Ethiopian Demographic and
Health Survey), 38% of children under 5 are considered short for their age or stunted24% are
underweight (thin for their age). Stunting is slightly higher among male than female children
(41% versus 35%) and among children in rural areas (40%) than urban areas (25%). There
are some regional variations; stunting ranges from as high as 46% in the Amhara region to
as low as 15 % in Addis Ababa.
According the 2016 EDHS, 10% of children in Ethiopia are wasted or too thin for their height,
including3 % who are severely wasted. Similarly, according to the 2016 EDHS, the nutritional
status of women age 15-49 shows that 70% have a normal Body-Mass-Index (between 18.5
and 24.9) and 22% are thin.
A number intertwined and complex factors (socio-ecological, structural, cultural and individual
level factors) contribute to malnutrition and food insecurity. Inadequate household income is
a major factor contributing to food insecurity and malnutrition. For example, according to the
2016 EDHS, the likelihood that a child is receiving the minimum acceptable diet generally
improves with the mother’s education level and household wealth. However, the proportions
of children fed according to the minimum acceptable dietary standards are quite low even
among children whose mothers have secondary education (15%) and children in the highest
wealth quintile (16%). Women’s age and number of children are among the most important
factors that affect maternal nutrition. Ethiopia’s total fertility rate of 4.6 (5.2 in rural areas
and 2.3 in urban areas according to 2016 EDHS) and mean household size of 4.6 (4.9 in rural
areas and 3.5 in urban areas according to the 2016 EDHS), particularly in the poorest
households, impact the ability of a family to adequately feed all of its members. According to
the 2016 EDHS, nearly half of Ethiopians have no formal education. According to EDHS 2016,
the proportions of children who are stunted and underweight decline with increasing mother’s
education and increasing household wealth.
The 2016 EDHS reported that 12% of children under-5 had diarrhea in the past two weeks
before the survey. Some other studies also complement this finding that for example, Oral
Rehydration Therapy (ORT) was used by only 31% of households when their children had
diarrhea and only 65 % knew about Oral Rehydration Salt (ORS) packet availability.
Dietary diversity is poor for both pregnant women and young children under-2. There is a high
burden of disease in Ethiopia that clearly impacts malnutrition. According to EDHS 2016, only
73% of children began breastfeeding within 1 hour of birth, and 92% within 1 day of birth.
Similarly, 58% of children under age 6 months are exclusively breastfed, and the percentage
of exclusive breastfeeding declines with age from 74% in 0-1 months to 36% in 4-5 months.
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In Ethiopia, access to improved drinking water is less than optimal. The country has one of
Africa’s lowest rates of access to improved water sources (which includes piped water into
dwelling, yard or plot, public tap or standpipe, tube-well or borehole, protected dug well,
protected spring and rainwater collection) and sanitation. The 2016 EDHS reported that about
two-thirds of households in Ethiopia (65 %) obtain their drinking water from an improved
source. The survey reported that 97% of urban households have access to an improved source
of drinking water, as compared with 57% of rural households. More than 9 in 10 households
(91 %) do not treat their drinking water; this is more common in rural than in urban areas
(92 % versus 88 %); EDHS 2016. Similarly, the 2016 EDHS report states that 6% of
households in Ethiopia use an improved and not shared toilet or latrine facility. Another 9 %
of households (35 % in urban areas and 2 % in rural areas) use facilities that would be
considered improved if they were not shared by two or more households.
Empowering women particularly in decision making on income earned, on own nutrition and
health as well as on health and nutrition of children are so important to achieving the improved
nutritional status of themselves and their children. It has been a well stashed fact that efforts
that identify and address the constraints that limit women’s full engagement in decision
making will improve the nutritional status of both children and women. According to the
Ethiopian Demographic and Health Survey (EDHS) of 2016, participation in decision making
showed that 71% of married women (married at time of the survey) participated in three
specified household decisions (own health care, household purchases, and visits to their
family), while 10% are not involved in any of these decisions.
Women who usually make decisions alone or jointly with spouse / partner are more likely to
seek and use health services to timely address the nutritional and health related problems of
their child/children according to the 2016 EDHS report. Again, direct access to economic
resources by women when they are employed is critical for improving nutritional status of the
women and their children. However, this access is meaningless unless women also control
how their earnings are used. According to EDHS 2016, 30% of women earning cash report
that decisions about the use on their self-earned cash are made by their own and 62% made
decisions jointly with their husbands.
In summary, in Ethiopia, the major direct and indirect causes of malnutrition are persistent
food insecurity; sub-optimal hygiene and sanitation in the household and community; poor
maternal and child feeding practices; high incidence of infectious diseases, often spread
through poor hygiene or unsafe water; and limited access to quality nutrition services and
gender dynamics. Household wealth, education, family planning, and gender are also key
drivers of child under-nutrition. The multi-faceted causes of malnutrition, therefore, require a
multi-sector approach to effectively and sustainably improve the nutritional status of women
and children.
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1.1-

Feed the Future Ethiopia | Growth through Nutrition Activity

Growth through Nutrition Activity works to improve the nutritional status of women and young
children in Ethiopia’s four productive regions, focusing on the first 1000 days (from conception
to age two). It works across all government and society levels, bring intensified multi-sectoral
nutrition programming to community level, and link development and emergency efforts to
build resilience and sustainability. At national, regional, zonal and Woreda levels, the Activity
works with line ministries to improve nutrition policies, strategies, guidelines and investments.
At Woreda and Kebele levels, it supports multi- sector coordination efforts, capacity building
and support for frontline workers from the health, agriculture and WASH sectors, and
interventions that strengthen local systems and services.
It is anticipated that the Growth through Nutrition Activity will achieve its goal of improving
nutritional status of women and young children through five Intermediate results (IRs): [1]
Increased access to diverse, safe, and quality foods; [2] Optimal nutrition, WASH, and
agriculture-related behaviors adopted; [3] Increased utilization of quality nutrition services;
[4] Improved access to WASH products and services; and [5] Strengthened multi-sector
coordination and capacity to implement nutrition and WASH programs.
Growth through Nutrition Activity has cross-cutting elements of gender equality and women’s
empowerment, learning and sustainable approaches and convergence of multi-sector nutrition
activities in the same geographic areas. It will benefit a large proportion of an estimated 14
million people in the 100 targeted Woredas through health service improvements, increased
production and availability of quality food, and WASH products and services, as well as Social
Behavior Change Communication (SBCC) for nutrition. The Activity plans to reach over 1
million “1000 Days,” pregnant women and children under two to improve their nutritional
status.

1.2-

Purpose of this Report

This document is the report of the baseline survey of Growth through Nutrition Activity. It
provides baseline values for the Activity outcome and impact indicators. It is critical to keep
in mind that the Activity baseline survey is not designed to give national or even regional
statistically comparable results or statistics. The focus of the baseline survey is to provide
baseline data for the Activity implementation regions and to help the Activity track progresses
over time. Regional results as provided in the baseline survey only reflect those populations
living in the Activity intervention regions specifically the intervention Woredas within the
intervention regions.
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2-

GROWTH through NUTRITION ACTIVITY
BASELINE SURVEY DESIGN AND
METHODOLOGY

A representative population based quantitative household survey was conducted to collect
data for the required indicators (Impact and Outcome Indicators). The baseline survey
collected population based data (which serves to set base line values) for the identified
indicators measuring results in areas of maternal and child nutrition; Water, Sanitation and
Hygiene (WASH), and behaviors related to utilization of quality nutrition services and
utilization of WASH products and services. In addition to the quantitative household survey, a
stakeholder analysis (employing qualitative study technique) was conducted. The stakeholder
analysis was conducted to provide insights to help analyze community problems related to
nutrition and WASH. The stakeholder analysis report is separately prepared; however most
relevant qualitative information is also used in this report.

2.1-

Baseline Survey Objective

The main objective of the baseline survey is to set base values for the Activity indicators
measuring results in areas of maternal and child nutrition; Water, Sanitation and Hygiene
(WASH), and behaviors related to utilization of quality nutrition services and utilization of
WASH products and services. More specifically the justification of setting base values for these
selected indicators through the baseline survey is that they will:

2.2-

[1]

Provide the Activity management with benchmark to periodically assess the
advancement towards set targets, as well as comparing improved nutrition
during the its implementation;

[2]

Provide current quantitative data from intervention areas (Woredas and
respective Kebeles) and inform possible strategy and target
revision/verification; and

[3]

Assess the current state of women and children’s health, nutrition and access
to services.

Baseline Survey Design

With due consideration of the objective of the baseline survey (i.e., setting base values for
the outcome and impact indicators) and for the Activity management with benchmark to
periodically assess the advancement towards set targets, as well as comparing improved
nutrition by the end of the Activity implementation (end line), hence it was proposed that the
baseline study be conducted using a pre-post Design Population Based Survey.
The pre-post design is suitable and feasible design option for the baseline study as it is highly
likely to offer the best chance of establishing the base value for the Activity outcome and
impact indicators. The pre-post design helps to determine whether or not there was change
in indicators between the baseline and end-line population based surveys without making
statements about attribution or causation.

Growth through Nutrition Activity Baseline Survey Report

4 | Page

2.3-

Baseline Survey Population – Data Source

The Growth through Nutrition Activity intervention Woredas and respective Kebeles served as
the domain to sample Kebeles and Woredas for the baseline study 2. Households were sampled
from the identified Kebeles and Woredas and in these households, data was collected from
primary adult male/female (i.e. household head), woman aged 15-49 who primarily is a care
giver for a child under five, adolescent girls of age 15-19, and children under 5 years of age
(see Annex 2 for further details).

2.4-

Baseline Indicators – What was measured?

The Outcome and Impact indicators for Growth through Nutrition Activity for which underlying
data were to be collected through the population based baseline survey and will also be
measured at end line are provided in Box 1 below:
Box 1:



Prevalence of stunted children under five
years of age



Percentage of people applying proper
hand washing at critical moments



Prevalence of wasted children under five
years of age



Proportion of women receiving iron and
folic acid (IFA) supplementation for at
least 3 months during pregnancy



Prevalence of underweight women of
reproductive age



Percentage of children under age five
who had diarrhea in the prior two weeks

Minimum Dietary Diversity – Women
(MDD-Women)



Prevalence of children 6-23 months
receiving minimum acceptable diet
(MAD)

Percentage of men/women in union with
children under two who make maternal
health and nutrition decisions alone



Percentage of men/women in union with
children under two who make child
health and nutrition decisions alone



Percentage of men/women in union and
earning cash who make decisions alone
about the use of self-earned cash
Percent of households using an improved
drinking water source
Percent of households using an improved
sanitation facility.





2

List of indicators for which underlying data were to be collected through the
population based baseline survey



Prevalence of exclusive breastfeeding of
children under six months of age



Percent of households with soap and
water at a hand washing station
commonly used by family members



The population based quantitative survey sampling frame did not include Woredas where Growth through
Nutrition is not implemented to avoid dilution of outcome and/or impact results
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2.5-

Sample Size

The sample size required for the baseline survey is determined by its measurement objectives;
i.e., its Outcome and Impact indicators identified. Basic Equation 1 was used to calculate the
required sample size for indicators expressed as a percentage or proportion provided in the
Food and Nutrition Technical Assistance (FANTA III) Sampling Guide3.
2

2

n = D [(Z1-α+Z1-β) * (P1 (1-P1) + P2 (1-P2)) / (P2-P1) ]
n=
D=
P1 =
P2 =

Zα =

Zβ =

required minimum sample size per survey round or comparison group
design effect
the estimated level of an indicator measured as a proportion at the time of the first
survey
the expected level of the indicator either at some future date or for the Activity area such
that the quantity (P2 - P1) is the size of the magnitude of change it is desired to be able to
detect
the Z-score corresponding to the degree of confidence with which it is desired to be able
to conclude that an observed change of size (P2 - P1) would not have occurred by chance
(α - the level of statistical significance),
the z-score corresponding to the degree of confidence with which it is desired to be
certain of detecting a change of size (P2 - P1) if one actually occurred (β - statistical
power).

According to the Food and Nutrition Technical Assistance (FANTA III) Sampling Guide, the
required sample size for each Growth through Nutrition identified Outcome and Impact
indicators would be considered in determining sample size needs for the baseline survey. Since
the number of indicators to be measured is large and it is difficult to get base / current values
from secondary sources like EDHS, this was not possible. This was addressed by determining
which of the indicators is likely to be the most demanding in terms of sample size and use the
sample size required for that indicator. The major advantage of this procedure is that it will
automatically ensure an adequate sample size for all indicators to be measured.
With due consideration of the justification above, the indicator “Prevalence of stunted children
under five years of age” i.e., percentage of children, aged 0 to 59 months, whose height for
age is below minus two standard deviations (moderate and severe stunting) was selected to
serve as a basis for the sample size calculated; 38.4% stunting level for children 0–59 months
from 2016 EDHS. Accordingly, the baseline survey required information/ measurement on
n=1,139 children 0 – 59 months old.
The correspondence between households and eligible children is not always one- to-one.
Although some households will have exactly one eligible child, other households will have more
than one eligible child and some household will have no eligible children at all. Hence, an
approach was followed to more closely approximate the number of households that need to
be sampled and visited to ensure the required child sample size. The approach involved

3

Magnani, Robert. Sampling Guide. Washington, D.C.: FHI360/FANTA.
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inflating the required sample size (n = 1,139) using the Poisson distribution 4. Following this
approach, the total number of households to sample was 2,988. Assuming a 5% Household
non-response rate, it was required to sample 3,138 households to obtain information on 1,139
responding children 0 – 59 months. The description of the elements/ parameters of the
equation and the procedures followed are provided under Annex 1.

2.6-

Sampling Approach

Probability sampling using a multi-stage sampling approach was used to ensure households
have equal chance of being selected for the survey. The multi-stage sampling was a random
sampling of different units (including Kebeles, Gotes and Households as described below) in
nested successive stages. What follows are brief description on the sampling approaches used
at each stage of the sampling process; details are provided under Annex 2.


(1st stage) randomly selecting Kebeles which are within the Activity intervention
Woredas5. A total of 40 Kebeles (13 from Amhara National Regional State,13 from
Oromia Regional State, 11 from Southern, Nations, Nationalities and People’s (SNNP)
Regional State and 3 from Tigray National Regional State) were selected using
Systematic Random Sampling; further description is provided under Annex 2.



(2ndstage) randomly selecting the sample households (from the selected Kebeles using
“Gotes”). Systematic Random Sampling was used to select/sample “Gotes” within the
selected Kebele; the list of “Gotes” was available from the local community or the lowest
government administrative unit. Using Systematic Random Sampling, “Gote(s)”
was/were selected, and all households in the selected “Gote(s)” were surveyed till the
minimum number of HH to be surveyed in a Kebele was met; see Annex 2 for further
details.



(3rd stage) selecting individual sample elements from the selected households; i.e., (1)
primary adult male/female (i.e. household head, or primary income earner) for the
modules of the questionnaire requiring data about the household and Water Sanitation
and Hygiene; (2) woman in the household aged 15 – 49 for the modules of the
questionnaire requiring data about Women Nutrition and Breastfeeding, Gender and
height and weight measurement; (3) Adolescent girl in the household aged 15 – 19 For
module of the questionnaire requiring data about adolescent dietary intake; (4) Children
under 5 years of age for the modules of the questionnaire requiring data about Children’s
Nutritional Status, Diarrhea and Anthropometry. The selection of individual sample
elements is described under Annex 2.

4

Diana Stukel and Megan Deitchler. Addendum to FANTA Sampling Guide by Robert Magnani (1997): Correction
to Section 3.3.1 - Determining the Number of Households That Need to be contacted. Food and Nutrition
Technical Assistance III Project (FANTA) Washington, D.C.: FHI 360/FANTA. March 2012

5

At this stage of sampling, using Enumeration Areas (which are developed by the Central Statistical Agency of
Ethiopia) would have been ideal, however since the Ethiopian National Census planned for February/March
2017, the Ethiopian Statistical Agency has ceased providing EA with GIS Maps for any kind of survey that are to
be conducted. Hence, EA list was not available for the sampling strategy for this baseline survey.
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2.7-

Data Collection

The data collection approach used for the baseline survey is outlined below:
Quantitative
Survey

Survey data collected through face-to-face interviews using a
structured questionnaire

The questionnaire was developed with attention given to (1) the content and cultural
significance of questions to ensure validity and reliability of measures; and (2) the Activity
indicators to ensure that all required data is collected to measure the indicators against the
baseline in the future years of the Activity implementation. The questionnaire was translated
to the local languages; Amharic, Oromiffa and Tigringa.
The questionnaire consists of Module A - Identification and Informed Consent; Module B Household Roster; Module F - Water Sanitation and Hygiene; Module D - Children’s Nutritional
Status; Module D1 - Children Diarrhea; Module E - Women Nutrition and Breastfeeding;
Module E1- Adolescent Nutrition; Module J - Gender Cash; and Module K - Gender MCHN as
well as a module for anthropometric measurement of women, children and adolescent girls.
Reference was made to the standard population based survey questionnaire developed and
recommend by USAID/FTF in developing the questionnaire for this baseline study.
In the Growth through Nutrition Activity baseline survey, a total of 3,276 households were
interviewed. In the interviewed households, 3,177eligible women6 of reproductive age (1549) were identified for individual interviews. Of these women, a total of 2,450 women7 of
reproductive age (15-49) were interviewed to obtain information on the modules of the
questionnaire requiring data on women nutrition and breastfeeding, on women’s
empowerment, on anthropometric measurements and on children’s nutrition.
A total of 1,781 eligible children under age 5 were identified in the sampled households and
their caregivers (mostly women of the reproductive age) successfully provided information on
the modules of the questionnaire requiring data on children’s nutrition and children’s health
status specifically on diarrheal episodes. In this baseline survey non-pregnant adolescent girls
15-198 years were also interviewed for assessment of adolescent nutrition including
anthropometric measurement. Accordingly, a total of 519 adolescent girls who at the time of
the survey self-declared not pregnant, who were not the primary caregivers of a child under
five years of age in the household and aged 15-19 were interviewed.

6

Illegible women are women who meet the criteria to be interviewed as described in sub-section 2.6 – Sampling
Approach and as further described under Annex 2

7

With the baseline survey design and sampling approach agreed upon and followed in the baseline survey, if
more than one eligible women of reproductive age (15-49) is found in a household, systematic sampling was
used to only select one for the interview; although a total of 3,177 eligible women were identified for this
Growth through Nutrition baseline survey, one eligible woman/household was interviewed (total 2,450)

8

With the baseline survey design and sampling approach agreed upon and followed, adolescent girls 15-19 who
were not pregnant at the time of the survey and who were not the primary caregiver of child in the household
under 5 years of age were interviewed to obtain information on adolescent girls nutritional status including
anthropometric measurement to calculate Body-Mass-Index
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Table 1:

Results of the Household and Individual Interviews

Number of households, number of interviews, and response rates, according to respondents, July 2017

Region
Amhara

Oromia

SNNP

Tigray

Total

1,057

1,070

906

243

3,276

763

817

666

204

2,450

159

189

126

45

519

Number of eligible caregivers of children under 5 (0-59
months) interviewed (representing the number of under
5 children on whom information was obtained)

443

701

472

165

1,781

Number of children 6–59 months from whom accurate
and usable height and weight measurement data was
obtained to estimate stunting, wasting and underweight

339

468

330

122

1,259

Household interviews
Households interviewed

1

Interviews with women age 15-49
Number of eligible women interviewed2
Interviews with adolescent girls age 15-19
Number of eligible adolescent girls interviewed
Interviews with caregivers of children under 5

1

These are the total number of households visited and in which at least one illegible respondent was found and interviewed
on Modules A, B and F

2

These are women 15-49 identified in the households interviewed/visited; for this baseline survey only one women 15-49
was interviewed if there were more than one found in the household

2.8-

Baseline Survey Data Collection Implementation

Training of supervisors and enumerators and pilot testing took place from 3 July 2017 to 8
July 2017. HANZ Consulting and Save the Children/Growth through Nutrition Activity staff
conducted the training and participated and supervised the pilot test.
The training was organized in two parts. The first part focused on the substantive aspects of
the questionnaires module by module and was based on the paper versions of the
questionnaires as well as with session on taking anthropometric measurements. Part two of
the training introduced the ODK9 version of the questionnaire to supervisors and enumerators.
It served as a means for the supervisors and enumerators to acquaint themselves with the
ODK and it also served of identifying programming problems. Data collection and transfer
protocols have been part of the training program through the pilot test. The field pilot helped
reinforce what was learnt during training as well as finding any remaining bugs in the program.

9

The mode of data collection was on computer assisted personal interview. All data were directly recorded into
portable computer (tablet) during interview. ODK software was used to design data entry template and data
management system was installed on all tables. This mode of data collection, allowed range and consistency
check for data collection, skip logics were built in, allowed frequent uploading of collected data, ensured
continuous data quality review and allowed for timely solution if a problem arises
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The actual field level data collection started on 10th July, 2017 and ended on 7th August, 2017.
A total of six (6) supervisors and 30 enumerators participated in the data collection. HANZ
Consulting had the responsibility for survey implementation with Save the Children/Growth
through Nutrition Activity providing technical and supportive supervision support. The Save
the Children/Growth through Nutrition Activity staff travelled to sample sites to assess
implementation and to help solve unanticipated problems on the field. These supportive roles
of Save the Children proved crucial, particularly on provision of on-site guidance on data
collection.
A major task embedded with data collection was data transfer. The digital data collected using
ODK were regularly transferred to the HANZ Consulting central server during the data
collection period. Three objectives were to be achieved by doing so: to detect and correct
collection errors as quickly as possible; to reduce the likelihood of data loss; and to maintain
the integrity of the collected data. A purposely designed transfer protocol was adopted. Data
transfer from the field was planned to start as soon as data collection began. In the end, data
from 3,276 households from 40 Kebeles were collected.

2.9-

Data Treatment and Analysis

The data collection and overall management was : - (a) Supervisors: assign HHs to
enumerators; received all data ; ensured questionnaires were correctly completed; and
monitored quality; resolved problems; troubleshot and send data to central office; (b)
Enumerators/ : received assignments of HHs from Supervisor; obtained consent; conducted
interviews and captured data; and sent data to supervisor’s machine; and (c) HANZ Consulting
Central Office: received and stored all data; monitored quality of data across all teams and
coordinated technical assistance for all field teams.
Data checks were conducted for the following: consistency of individuals interviewed for each
module, duplicate records, data completeness (e.g., variables, labels, and missing data); data
validity (e.g., frequency distribution anomalies and out-of-range values), and data consistency
(e.g., correspondence between the number of interviews at each level and skip patterns).
Data analysis for the indicators was conducted using statistical package for social sciences
(SPSS) and WHO Anthro. Descriptive statistics were used to generate the data tables. Crosstabulations were also used to generate for all necessary disaggregation. Missing data points
were excluded from the denominator and numerator indicator calculations.
“Don’t Know” responses, recoded to the null value, were included in the denominator. The
approach used in this report is to take all “Don’t Know” responses and recode them to null
value—to take the value of “no” (if a yes/no question) or “0” (if a numeric-response
question)—and to include the recoded data in the denominator of indicators. This approach
was used unless a specific indicator is defined otherwise (e.g., children who were not weighed
and measured and children whose values for weight and height were not recorded are
excluded from the denominator).
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“Don´t Know” values were generally treated as described above and allowed to stay in the
data. The exceptions were “missing data” like dates missing or “don’t know” values for critical
events, which are needed to correctly compute indicators such as Date of birth of women 1549; and date of each birthing of women aged 15 - 49 for living children under 5 years of age.
The procedure to impute these dates followed international Demographic and Health Survey
(DHS) standards, as described in DHS Data Editing and Imputation. Further details on the
indicators calculation are provided under Annex 3 - Analysis Steps in Obtaining Baseline Value
for each Indicator.
Most of the quantitative results in this report are presented as percentages and means, all
with one decimal point in tables and in the narrative.


Percentages. For values provided in nominal scales (e.g., yes/no responses),
percentages are computed using the unweighted number of cases that provided a given
response as the numerator, and the total unweighted number of cases for that column
as the denominator. Single response variables add up to a maximum of 100 percent
while multiple response variables may total more than 100%.



Means. For variables collected in a continuous scale format (e.g., number of household
members, mean number of food groups consumed), means are computed using the
unweighted sum of values as the numerator and the total unweighted number of cases
as the denominator.

The unweighted sample sizes for the results are presented in each table. To avoid showing
unreliable statistics, results are shown when the unweighted sample size is greater than 30
cases; however, a note of caution is included in tables where the cases are less than 30.

2.10-

Ethical Considerations

During the process of conducting the baseline survey, to safeguard respondents’ rights and
concerns, essential ethical issues were considered. Below is a list of major ethical issues that
were undertaken into account.


Prior to commencement of data collection, ethical approvals were obtained from Amhara,
Oromia, SNNP and Tigray Regional Health Bureaus.



Data collection team informed of their arrival, presence and of their task that brought
them to the Woreda and Kebele to the respective Woreda and Kebele administration and
sought permission and secured permission to undertake the survey from the relevant
Woreda and Kebele administration.
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Informed consent of respondents was requested before starting interviews; specifically,
before administering each modules of the questionnaire. Verbal informed consent was
obtained. For adolescents below the age of 18, and for children under five consents was
obtained from a parent or guardian.



All interviews were conducted, assuring that consent is always obtained and that privacy,
and confidentiality were maintained.



Respondents were informed that participation was voluntary and with no direct benefits
to the respondents as a result of their participation.



All interviews were conducted in a place where the process could not be watched by
other people. Respondents were assured to express themselves freely and make
independent decisions without fear of negative consequences.



The respondents were informed about their rights which include refusing to participate,
terminating the interview and refusing to answer any question they are not comfortable
with.
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3-

GROWTH through NUTRITION ACTIVITY
OUTCOME AND IMPACT INDICATORS - BASE
VALUES

This section describes the base values for the Growth through Nutrition Activity outcome and
impact indicators as obtained through the baseline survey. This section has sub-sections for
each indicator with narrative description and base values as obtained from the baseline survey.

3.1-

Demographic Characteristics

According to the 2016 EDHS the mean number of household members nationally in rural areas
is 4.9 persons, and the average household size in Growth through Nutrition Activity
intervention areas is 4.6 persons; in Oromia, close to 42% of households have at least 6
members, compared to the other three regions (Amhara 28.4%, SNNP 32.3% and Tigray
32.4%). Data describing household demographics in the Growth through Nutrition Activity
intervention areas are presented in the table below.
Table 2:

Household Demographics

Average household size and number and percentage distribution of type of households, July 2017
_____________Region______________
Amhara

Oromia

SNNP

Tigray

Total

Average household size
Average household size (within region) 1

4.3

5.0

4.6

4.6

4.6

38.1

48.8

42.2

57.6

44.2

76.4

80.8

76.1

88.1

78.6

Household with children under five
Percent of households with children under 59
months (within region) 2

Household with women of reproductive
age (15-49)
Percent of households with women of reproductive
age (15-49) (within region) 3

Marital Status of women of reproductive
age (15-49) (within region) 4
78.0

81.4

78.6

75.5

79.1

Percent of Divorced/Separated Women

9.2

3.4

5.2

12.3

6.4

Percent of Widowed Women

2.0

4.9

3.3

4.4

3.5

10.7

10.3

12.9

7.8

10.9

Percent of Married Women

Percent of Never Married /Living Together
1

Household size is calculated with consideration of the household size of a total of 3,276 households interviewed; 1,057
Amhara, 1,070 Oromia, 906 SNNP and 243 Tigray

2

Of the total of 3.276 households interviewed, 1,447 households have at least one child who is under 5; Amhara 403,
Oromia 522, SNNP 382, and Tigray 140

3

Of the total of 3.276 households interviewed, 2,575 households have at least one women aged 15-49; Amhara 808,
Oromia 864, SNNP 689, and Tigray 214

4

Of the total of 2,450 women of reproductive age (15-49) interviewed, 1,938 are married, 158 are divorced/separated,
86 are widowed and 268 were never married/lived together
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Individuals residing in the interviewed household 10 in Growth through Nutrition Activity
intervention areas, 58.7% have attended school no higher than primary-level education. This
percent does not significantly vary across regions; 54.4% in Amhara, 59.9% in Oromia, 61%
in SNNP and 62% in Tigray. Of those who have attended school, majority, 80.2% have primary
level education and of those who attended school 55.0% are male and 45.0% are female.
From the baseline survey it was evident that the proportion of female who have not attended
school is higher than male; of those females who responded to the question of ever attended
school (n=6,685), 47.3% have not attended school compared to 35.3% of male.
The second highest level of education attained is secondary which accounts for 11.1%. Only
1.9% of have certificate or higher-level education. The highest education level is the highest
level attained by anyone in the household.
Table 3: Education Level within Households
Percent distribution of education level attained among those who have ever attended school, July 2017

______

_Region__________
SNNP

Total

Amhara

Oromia

Tigray

Not attended school

1,872

1,877

1,419

358

5,526

Ever attended school

2,235

2,786

2,219

582

7,822

Total

4,107

4,669

3,638

941

13,355

54.4

59.9

61.0

62.0

58.7

Adult Education/Non-formal (read and write)

6.7

2.3

3.7

6.5

4.3

Pre-school

0.6

0.3

1.3

1.0

0.7

79.2

83.4

79.4

71.3

80.2

Secondary
Technical and Vocational Education and Training
(TVET)
Certificate or Higher

9.4

10.1

12.5

16.7

11.1

1.6

1.8

2.1

1.0

1.8

2.2

2.2

1.0

3.4

1.9

Don't know

0.3

0.0

0.0

0.0

0.1

Number ever attended school

Percent ever attended school 1
(within region)
Percent highest education level attended
(within region) 2

Primary

1

Percent ever attended school is calculated as attended school over the total (Attended + Not Attended)

2 Percent of highest education level attended is calculated over the total of those who ever attended school (7,822); 2,235

Amhara, 2,786 Oromia, 2,219 SNNP and 582 Tigray

10

The percentage on education level is representing the educational status as seen overall within the household
including the head of the household, women 15-49, children, adolescent girls and other members.
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3.2-

Nutrition

The Growth through Nutrition Activity baseline survey gathered information on diet, height,
weight, and age for children under 5, for women of reproductive age (15-49) and adolescent
girls (15-19) to calculate base values for indicators on stunting and Minimum Acceptable Diet
(MAD) for children under five, and for indicators on dietary diversity, underweight and
practices of exclusive breast feeding for women of reproductive age (15-49). The baseline
survey also gathered data to calculate base values for indicators on dietary diversity for
adolescent girls aged 15-19.
This section therefore provides the data on minimum dietary diversity consumed by women
of reproductive age (15-49) (MDD-Women) and by adolescent girls (15-19), the prevalence
of exclusive breastfeeding, the prevalence of children 6−23 months receiving a minimum
acceptable diet, the prevalence of underweight, stunted, and wasted children under 5 and the
prevalence of underweight women and adolescent girls.

3.2.1-

Children’s Health and Nutritional Status

3.2.1.1-

PREVALENCE OF STUNTED CHILDREN UNDER FIVE YEARS OF AGE

Poor nutrition has a high degree of prevalence and major impacts on the health of the
population. According to the 2016 Ethiopian Demographic and Health Survey (EDHS), 38%
of children under 5 are considered short for their age or stunted (below -2 SD), and 18%
are severely stunted (below -3 SD). Stunting is an indicator of linear growth retardation,
most often due to a prolonged inadequate diet and poor health. Reducing the prevalence of
stunting among children, particularly those 0−23 months, is important because linear
growth deficits accrued early in life are associated with cognitive impairments, poor
educational performance, and decreased work productivity among adults.
In this baseline survey as well, stunting is a height-for-age measurement that is a reflection
of chronic undernutrition detected in the Activity implementation areas. It was used to
measure the prevalence of stunted children (by a height-for-age Z score < -2) who were 659 months of age during the survey. In this survey, reliable and useable height
measurements were taken from a total of 1,259 children11 who were between the ages of 6
to 59 months during the time of the survey to estimate the prevalence of stunting.
In the Activity intervention areas, 38.4% of children between the ages of 6 to 59 months
are stunted. As mentioned above, height-for-age is a measure of linear growth. This means
that 38.4% of the children whose height-for-age is less than two standard deviations below
the median (-2 SD) are found short for their age or stunted, a condition reflecting the
cumulative effect of chronic malnutrition.
11

Height and weight measurements were taken of 1,314 children in total and of these 95.8% (1,259 (Male 657
and Female 602): 339 Amhara (M/169, F/170), 468 Oromia (M/239, F/229), 330 SNNP (M/176, F/154) and 122
Tigray (M/73, F/49)) accurate and usable height and weight measurement data was obtained to estimate
stunting, wasting and underweight. The 1,259 children data does not include the following weight-for-age
(WAZ), height-for-age (HAZ) and weight-for-height (WHZ) Z-scores: (WAZ <= -5 & WAZ >=5) & (HAZ <= -5 &
HAZ >= 5) & (WHZ <= -5 & WHZ >= 5)
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The prevalence of stunting, among boys (40.9%) is higher with five percentage points
compared to girls (35.7%). There are some regional variations; stunting ranges from as
high of 46.7% in Tigray to as low of 28.8% in SNNP. In Amhara, the percentage of stunted
children was estimated to be 44.5% and for Oromia it was estimated to be 38.7%.
Table 4: Nutritional Status of Children- Stunting
Percentage of children under age 5 years (6- 59 months) classified as malnourished according to Height-for-Age
anthropometric index (Stunting) of nutritional status by background characteristics, July 2017

_____

_Height-for-Age1________

Percentage below -2 SD

Percentage below -3SD

2

Age in Months
35.4

13.5

(n= 131 out of 370)

(n= 50 out of 370)

39.7

15.2

(n= 353 out of 889)

(n= 135 out of 889)

40.9

14.3

(n= 269 out of 657)

(n= 94 out of 657)

35.7
(n= 215 out of 602)

15.1

Amhara

44.5
(n= 151 out of 339)

Oromia

38.7
(n= 181 out of 468)

SNNP

28.8
(n= 95 out of 330)

Tigray

46.7
(n= 57 out of 122)

17.7
(n= 60
13.0
(n= 61
12.1
(n= 40
19.7
(n= 24

6 – 23
24 – 59
Sex
Male
Female

(n= 91 out of 602)

Region

Total

38.4
(n= 484 out of 1,259)

out of 339)
out of 468)
out of 330)
out of 122)

14.7
(n= 185 out of 1,259)

1 Stunting was estimated on children who stayed in the household the night before the interview. Stunting is expressed in

standard deviation units (SD) from the median of the WHO Child Growth Standards adopted in 2006. Table is based on
children with valid dates of birth (month and year) and valid measurement of both height and weight.
2

The prevalence of sever stunting (< -3SD) was calculated over HAZ score of HAZ <= -5 & HAZ >=-3 and over the total
of 1,259; (1,259 (Male 657 and Female 602): 339 Amhara (M/169, F/170), 468 Oromia (M/239, F/229), 330 SNNP
(M/176, F/154) and 122 Tigray (M/73, F/49))

Qualitative information (i.e., views, opinions and thoughts) regarding nutrition were gathered
following the implementation of this baseline survey through one to one interviews and focus
group discussions with community representatives/ leaders, women in the reproductive age
group (15-49), adult men in the community, Health Extension Workers, adolescent girls and
representatives of Woreda water, agriculture and health sector offices (all hence forth referred
to as “stakeholders” in this report).
The discussion held with these groups (stakeholders) revealed that the community in the
Growth through Nutrition Activity implementation areas face a serious challenge in accessing
food and also in their practice of balanced/nutritious food intake. Based on the exploratory
focus which can be factor for the observed prevalence of stunting. In the opinion of the
stakeholders food is not available because of either lack of farming land, drought, and limited
government support.
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The prevalence of stunting increases with age, peaking among the 18-23 months old children
and gradually declines thereafter among the children between 24-59 months old; see Figure
1.

Figure 1: Prevalence of Stunting by Age
Growth through Nutrition Activity Baseline Survey (July 2017)
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3.2.1.2-

PREVALENCE OF WASTED CHILDREN UNDER FIVE YEARS OF AGE

Low Weight-for-Height: wasting or thinness indicates in most cases a recent and severe
process of weight loss, which is often associated with acute starvation and/or severe disease.
However, wasting may also be the result of a chronic unfavorable condition. Provided there is
no severe food shortage, the prevalence of wasting is usually below 5%; a prevalence
exceeding 5% is alarming.
A child who is below -2 SD from the reference median for weight-for-height is considered too
thin for his or her height, or wasted, and as mentioned above a condition reflecting acute or
recent nutritional deficits. According the 2016 EDHS, 10% of children in Ethiopia are wasted,
and 3% are severely wasted (below -3 SD).
Children with wasting have extremely low weight for their height and have a much greater
risk of mortality. In the Growth through Nutrition Activity intervention areas the percentage
of children 6−59 months who are acutely malnourished (wasted), as defined by a weight-forheight Z score < -2 is 6.4% as estimated by this baseline survey and this low prevalence
compared to other studies like 2016 EDHS may be due to wasting being dependent on what
has recently occurred in the area, like drought, food shortage, season change, and perhaps
one of these may be a reason for the observed difference.
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On the severity index, prevalence of wasting between 10-14% are regarded as serious, and
above or equal 15% as critical. The prevalence of wasting across regions varies; 13.1%
prevalence in Tigray falling on the boarder of the category of “serious” condition to 2.4%
prevalence in SNNP falling into the category of “non-alarming”.
Table 5: Nutritional Status of Children – Wasting and Underweight
Percentage of children under age 5 years (6-59 months old) classified as malnourished according to Weight-for-Height
anthropometric index (Wasting) of nutritional status and percentage of children under age 5 years (6-59 months old)
classified as underweight according to Weight-for-Age anthropometric index by background characteristics, July 2017
Weight-for-Height/
Wasted
Percentage below -2D

Weight-for-Age /
Underweight
Percentage below -2 SD

Age in Months
8.6

18.1

(n= 32 out of 370)

(n= 67 out of 370)

5.5

18.8

(n= 49 out of 889)

(n= 167 out of 889)

7.2

19.9

(n= 47 out of 657)

(n= 131 out of 657)

5.6
(n= 34 out of 602)

17.1
(n= 103 out of 602)

Amhara

9.4
(n= 32 out of 339)

24.2
(n= 82 out of 339)

Oromia

5.3
(n= 25 out of 468)

16.5
(n= 77 out of 468)

SNNP

2.4
(n= 8 out of 330)

10.0
(n= 33 out of 330)

Tigray

13.1
(n= 16 out of 122)

34.4
(n= 42 out of 122)

6 – 23
24 – 59
Sex
Male
Female
Region

Total

6.4
(n= 81 out of 1,259)

18.6
(n= 234 out of 1,259)

The severity of malnutrition was also estimated in this baseline survey according to Weightfor-Height anthropometric index. Severe Acute Malnutrition (SAM) is defined by a very low
weight for height (below -3z scores of the median WHO growth standards). In this baseline
survey a total of 23 children (6-23 months n= 8 and 24-59 months n = 15) out of a total of
1,259 children were found with severe acute malnutrition; i.e., 1.8% in proportion to the total
of the 1,259 children12. Moderate Acute Malnutrition (MAM), which is defined by a weightfor-height indicator between -3 and -2 z-scores (standard deviations) of the international
standard was also used to look in to acute malnutrition. A total of 5.0% (63 children; 6-23
months n= 26 and 24-59 months n = 37) out of the total of 1,259 were found with moderate
acute malnutrition13.
The level of wasting observed can be substantiated by the views of the stakeholders gathered
through the group and one-to-one discussions. Representatives from Woreda sector offices
believe that even if food is available, its proper utilization is a major problem in communities.
This argument was substantiated with a view of a discussant

12

SAM was calculated over the WHZ score of WHZ >= -5 & WHZ <=-3

13

MAM was calculated over WHZ score of WHZ >= -3 & WHZ <= -2
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“they [communities] do not know the importance of eating cabbage as it [cabbage] is considered as
food which poor [to mean households with very low economic standing] eat. They only eat meat only
once in a year and due to such dietary habits, there are stunted children.”

Representatives from Woreda sector offices do not believe that the community is getting
diversified food. This was substantiated with the fact that cereals and some legumes food
types are commonly produced. They also believe that communities do not have the culture of
feeding the children diversified food, which according to these representatives is associated
with knowledge gap on the importance of consuming diversified food.

3.2.1.3-

PREVALENCE OF UNDERWEIGHT CHILDREN UNDER FIVE YEARS OF AGE

Weight-for-age is a composite index of height-for-age and weight-for-height that accounts for
both acute and chronic undernutrition. Children whose weight-for-age Z-score is below minus
two standard deviations (-2 SD) from the median of the reference population are classified as
underweight. The percentage of children 6−59 months who are underweight Growth through
Nutrition Activity intervention areas, is 18.6% as estimated by the baseline survey (see Table
5). According to the 2016 EDHS, the prevalence of underweight has consistently decreased
from 41% in 2000 to 24% in 2016, i.e., over the 16-year period.
In addition to looking at the distribution of prevalence of stunting, wasting and underweight
among children by age, sex and region, the stunting, wasting and underweight prevalence
were also looked at by the category of Growth through Nutrition Activity implementation
Woredas in the four intervention regions. The intervention Woredas in the four regions are
either categorized as PSNP (Productive Safety Net Program) Woredas or AGP (Agricultural
Growth Program) Woredas. Table 6 provides the prevalence distribution of stunting, wasting
and underweight by these Woreda categorization.
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Table 6: Nutritional Status of Children – Stunting, Wasting and Underweight by Woreda Category
Distribution of prevalence of Stunting, Wasting and Underweight among children under age 5 years (6-59 months old) by Woreda
category, (unweighted) July 2017
Woredas
AGP Woreda
Percentage of children under age 5 years (6-59
months) classified as malnourished according
to Height-for-Age anthropometric index
(Stunting) of nutritional status
Amhara
Oromia
SNNP
Tigray

2

Percentage of children under age 5 years (6-59
months old) classified as malnourished
according to Weight-for-Height anthropometric
index (WASTING) of nutritional status
Amhara
Oromia
SNNP
Tigray

2

Percentage of children under age 5 years (6-59
months old) classified as UNDERWEIGHT
according to Weight-for-Age anthropometric
index
Amhara
Oromia
SNNP
Tigray
1

2

2

1

PSNP Woreda

Overall

37.2

42.0

38.4

(n= 345 out of 928)

(n= 139 out of 331)

(n= 484 out of 1259)

45.1

44.0

(n= 78 out of 173)

(n= 73 out of 166)

37.9

40.6

(n= 125 out of 330)

(n= 56 out of 138)

28.1

37.0

(n= 85 out of 303)

(n= 10 out of 27)

46.7

38.7
(n= 181 out of 468)
28.8
(n= 95 out of 330)
46.7
(n= 57 out of 122)

-

(n= 57 out of 122)

44.5
(n= 151 out of 339)

6.8

5.4

6.4

(n= 63 out of 928)

(n= 18 out of 331)

(n= 81 out of 1259)

9.2

9.6

(n= 16 out of 173)

(n= 16 out of 166)

7.3

0.7

(n= 24 out of 330)

(n= 1 out of 138)

2.3

3.7

(n= 7 out of 303)

(n= 1 out of 27)

13.1

5.3
(n= 25 out of 468)
2.4
(n= 8 out of 330)
13.1
(n= 16 out of 122)

-

(n= 16 out of 122)

9.4
(n= 32 out of 339)

18.4

19.0

18.6

(n= 171 out of 928)

(n= 63 out of 331)

(n= 234 out of 1259)

23.1

25.3

(n= 40 out of 173)

(n= 42 out of 166)

17.6

13.8

(n= 58 out of 330)

(n= 19 out of 138)

10.2

7.4

(n= 31 out of 303)

(n= 2 out of 27)

10.0
(n= 33 out of 330)

34.4

-

34.4

(n= 42 out of 122)

24.2
(n= 82 out of 339)
16.5
(n= 77 out of 468)

(n= 42 out of 122)

In the baseline survey a total of 40 Woredas in the four regions fall when Kebeles where systematically sampled, of which 10 are
PSNP and 30 are AGP Woredas; these disaggregated by region: Amhara 6 PSNP and 7 AGP Woredas, Oromia 3 PSNP and 10 AGP
Woredas, SNNP 1 PSNP and 10 AGP Woredas and Tigray no (0) PSNP and 3 AGP Woredas
In Tigray region there was no PSNP Woreda which fall into the sample selected for the baseline survey
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3.2.1.4-

PREVALENCE OF EXCLUSIVE BREASTFEEDING OF CHILDREN UNDER SIX
MONTHS OF AGE

The prevalence of exclusive breastfeeding of children under 6 months in the Growth through
Nutrition Activity implementation areas was estimated using the 147 children14 over the total
number of children surveyed with age between 0 and 5 months (i.e., 194). Hence the
prevalence of exclusive breastfeeding is estimated 75.8%. When exclusive breastfeeding is
looked across regions; about 83.0% (39 out of the 47) of the children in the SNNP are
exclusively breastfed, 90.9% (10 out of the 11) in Tigray, 71.1% (59 out of the 83) in Oromia
and 73.6% (39 out of the 53) of children under six months of age in Amhara 15. The 2016
EDHS, estimated that, in Ethiopia 58% of infants under 6 months are exclusively breastfed.
Exclusive breastfeeding
Figure 2:
Prevalence of Exclusive Breastfeeding
was also looked among
Growth
through
Nutrition
Activity Baseline Survey (July 2017)
boys and girls. The
100
prevalence of exclusively
90.9
breastfed is higher among
83.0
girls comparted to girls;
80
73.6
71.1
40.2% of girls and 35.6%
of boys were found
60
exclusively breastfed. The
prevalence of exclusively
40
breastfed girls is also
higher within regions
20
except in Amhara; Amhara
41.5% boys and 32.1%
girls, Oromia 28.9% boys
0
Amhara
Oromia
SNNP
Tigray
and 42.2% girls, SNNP
40.4% boys and 42.6%
girls and Tigray 36.4% boys and 54.5% girls.

75.8

Total

To further look into the practice of exclusive breastfeeding, women of reproductive age were
asked of their breastfeeding practice immediately after delivery on their last-born child who
was born in the past five years prior to this survey. Overall, of the total of 1,427 women who
reported that they had a child in the past five years, 98.9% (1,411) have confirmed to have
ever breastfed their last born (99.3% in Amhara, 98.0% in Oromia, 99.7% in SNNP and 98.4% in
Tigray). Of these women (1,411), who have confirmed to have ever breastfed their children,
6.7% have given their last-born children something to drink other than breastmilk in the first
three days after delivery; which means the reaming 93.3% have not given anything to drink
other than breastmilk to their children in the first three days after delivery.

14

These children are 69 boys and 78 girls who were under six months of age during the survey who were breasted
and did not have any liquid or solid food on the day or night of the day before survey/interview day

15

Caution should be taken when interpreting the prevalence of exclusive breastfeeding for Tigray as the number of
children less than 6 months of age was less than 30 in the survey sample.
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Table 7:

Prevalence of Exclusive Breastfeeding within the First 3 Days After Delivery and
Early Initiation of Breastfeeding

Prevalence of Exclusive Breastfeeding within the first 3 days after delivery and percentage of early initiation of breastfeeding,
July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Prevalence of Exclusive
Breastfeeding within
the first 3 days after
delivery
(within region)
95.3

87.8

97.9

95.2

93.3

(n= 385 of 404)

(n= 385 of 498)

(n= 376 of 384)

(n= 119 of 125)

(n= 1317 of 1411)

Immediately
(less than 1 Hour)

55.0

81.7

91.7

88.8

77.4

In Hours
(less than 24 Hours)

38.4

15.3

8.3

9.6

19.5

In Days
(more than 24 hours)

6.7

3.0

0.0

1.6

3.1

Total
Percentage of early
Initiation of
Breastfeeding (the time
elapsed before putting
the new born to breast
after delivery) 1

1

Percentage of initiation of breastfeeding was calculated over the total of (n=1,411: Amhara 404, Oromia 498, SNNP 384 and
Tigray 125) women who had confirmed to have ever breastfed their last born (born in the last five years prior to the survey).
Of these 1,092 (222 Amhara, 407 Oromia, 352 SNNP and 111 Tigray) have confirmed to have initiated breastfeeding
immediately after delivery.

From the focus group discussions with stakeholders, an exploration was conducted to learn
about the beliefs and practices of the community with regards to initiation of breast feeding.
It was consistently mentioned by women that a child should be given breast milk immediately
after birth. However, the men have varied responses. In most discussions, it was noted that
men understand that breast milk should be given 2-3 hours after birth.
The women reported that, in old days, nothing is given to the new born baby until placenta is
removed. Nonetheless, these days, since women deliver at health facility and because of the
learning gained from Health Extension Workers, it was reported that the communities’
perception about breast feeding has changed. The views and opinions about when should
breast feeding start has changed; women now understand that breast feeding should start
immediately within 1-2 hours after birth.
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In the baseline survey, the prevalence of continued breastfeeding at one year of age was
estimated on a total of 221 children whose age was between 6 to 12 months (51 Amhara, 93
Oromia, 58 SNNP and 19 Tigray). Of these, a total of 208 (47 Amhara, 89 Oromia, 53 SNNP
and 19 Tigray) were found to have been breastfed on the day or night of the day before
survey/interview day16; hence the prevalence of continued breastfeeding of children between
6 to 12 months of age is 94.1%. According to the 2016 EDHS, continued breastfeeding is
relatively long at 92% at age 1, while 76% continue breastfeeding until their second birthdays.

3.2.1.5-

PREVALENCE OF CHILDREN 6-23 MONTHS RECEIVING MINIMUM
ACCEPTABLE DIET (MAD)

The minimum acceptable diet (MAD) is used to assess the proportion of children age 6-23
(n=508) months who meet minimum standards with respect to infant and young child feeding
practices. Specifically, children age 6-23 months who have a minimum acceptable diet meet
all three infant and young child feeding criteria; see Annex 3 for details on the criteria.
The minimum acceptable diet (MAD) among breastfed children is met if the child consumes
four or more food groups from the standard seven food groups17 and is fed the minimum
number of times or more per day. Minimum dietary diversity for the non- breastfed child is
defined as four or more feedings of solid, semi-solid, soft food, or milk feeds for children 6−23
months. For non-breastfed children to receive a minimum acceptable diet (MAD), at least two
of these feedings must be milk feeds.
Of the total of 50818 children whose age is between 6-23 months, 462 (90.9%) were breastfed
during day or at night before the survey/interview day, and the remaining 9.1% (46) were
not breasted. In order to calculate the Minimum Acceptable Diet (MAD), for both breastfed
and non-breastfed (as detailed under Annex 3), the food intake from the food group and the
frequency of intake was asked. Accordingly, it was the finding that, among the 462 children
who were breastfed, only 63 (14 Amhara, 30 Oromia, 17 SNNP and 2 Tigray) meet the MAD
criteria; i.e., intake of four or more food groups and minimum meal frequency of two or more
feedings of solid, semi-solid, or soft food for children 6–8 months and three or more feedings
of solid, semi-solid, or soft food for children 9–23 months.
As to the children who were non-breastfed (n=46) no child met the required criteria; i.e., four
or more food groups out of the food groups, minimum meal frequency of four or more feedings
of solid, semi-solid, soft food, or milk feeds, with at least two of these feedings being milk
feeds.

16

There was no child breastfed by another woman or given breast milk from another woman by spoon,
cup, bottle, or some other way on the day or night of the day before survey/interview day

17

See Annex 3 on the categorization of consumed food types asked during the survey into the standard seven
food group.

18

Amhara (total 6-23 months n= 126 and of these 112 breastfeed); Oromia (total 6-23 months n= 198 and of
these 182 breastfeed); SNNP (total 6-23 months n= 136 and of these 121 breastfeed); and Tigray (total 6-23
months n= 48 and of these 47 breastfeed)
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Although establishing the estimate for Minimum Acceptable Diet (MAD) requires both the
number of breastfeed and non-breastfed children 6-23 months who meet the criteria
(described above), MAD was only estimated using the number of children 6-23 months who
meet the criteria/requirement (as there is no non-breastfed child who met the criteria) over
the total number of children 6-23 months who were interviewed (508) in the baseline survey.
Hence, the results indicate that only 12.4% of children 6-23 in the intervention areas received
an adequate diet.

Table 8:

Minimum Acceptable Diet among Breastfed Children

Prevalence of children 6-23 months receiving minimum acceptable diet by breastfeeding practice, July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Prevalence of children 6-23
months receiving minimum
acceptable diet (within region)
Total

11.1

1

(n= 14 of 126)

15.2
(n= 30 of 198)

12.5
(n= 17 of 136)

4.2
(n= 2 of 48)

12.4
(n= 63 of 508)

Prevalence of children 6-23
months receiving minimum
acceptable diet by Sex (within
region)
Male
Female

7.1

8.6

5.9

4.2

(n= 9 of 126)

(n= 17 of 198)

(n= 8 of 136)

(n= 2 of 48)

4.0

6.6

6.6

0.0

(n= 5 of 126)

(n= 13 of 198)

(n= 9 of 136)

-

7.1
(n= 36 of 508)

5.3
(n= 27 of 508)

Prevalence of children 6-23
months receiving minimum
acceptable diet by Woreda
Category (within region)
AGP
PSNP
1

7.1

13.1

12.5

4.2

(n= 9 of 126)

(n= 26 of 198)

(n= 17 of 136)

(n= 2 of 48)

4.0

6.6

0.0

0.0

(n= 5 of 126)

(n= 4 of 198)

-

-

10.6
(n= 54 of 508)

1.8
(n= 9 of 508)

Caution should be taken when using the region-specific prevalence as for regions of Amhara, SNNP and Tigray as the region totals
of number of children 6-23 months who were breastfed and met the MAD criteria are below 30 in number.

Findings from the discussions with stakeholders, validates the low prevalence diversified food
availability and hence intake of nutritionally balanced food. When stakeholders were asked
about the pressing problems with regards to nutrition, in almost all discussions, the lack of
diversified food was the most unfailingly mentioned problem. As it was gathered, the common
practice among most communities is producing cereals and legumes which in its own way
challenges the availability of diversified food. An adult male commented
“We are supposed to eat food type like fruit, meat and milk but it is not available,
and we have no resources to get these types of foods.”
The scarcity of dietary diversity is not disturbing or even worrying to the stakeholders. They
simple state that “eating adequate amount of food is not possible due to lack of food, let alone
eating diversified food”. The stakeholders recognize that the economic situation of the
households does not allow dietary diversity to be within their means of getting it. However,
Woreda sector offices pointed out that eating diversified food is a problem which is related to
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both shortage of food but also not consuming even if the food is available; which perhaps is
an irony to the views of the community members. A Woreda health sector nutrition expert
pointed out
” Women sells the egg and other produces due to the economic problem. They [the
women] do not eat of their produces and I do not know the solution for this. But there is
also problem with the attitude. They [Women] may sell only some of it [eggs] and spare
2 or 3 for their household consumption. It requires change of attitude.”

Table 9 further exhibit the low level of diversified food intake among children. It depicts food
groups consumed by 6-23 months old children (n=508) who were breastfed and not breasted
during day or at night of the day before the survey/interview day.

Table 9:

Food Group Fed

Percentage of children age 6-23 months (both breastfed and not breastfed) fed by food group type during the day or night
before the survey/interview day, July 2017

______
Amhara

_Region __________
Oromia

SNNP

Total

Tigray

Percentage fed of children 6-23 months
(within region) 1

1

Grains, white roots and tubers, and plantains

79.4

84.8

73.5

91.7

80.9

Legumes and Nuts

48.4

41.9

11.0

54.2

36.3

Diary

13.5

19.2

19.1

6.3

16.5

Meat, poultry and fish

11.9

2.5

7.4

4.2

6.3

Eggs

12.7

15.2

7.4

27.1

13.6

Vitamin A-rich fruits and vegetables

56.3

42.4

61.0

37.5

50.3

Other fruits and vegetables

11.9

27.8

36.8

14.6

25.0

Percentage fed for total (all regions) is calculated over the 508 children who were 6-23 months old: for region specific
Amhara total 6-23 months n= 126; Oromia total 6-23 months n= 198; SNNP total 6-23 months n= 136; and Tigray total
6-23 months n= 48

Minimum meal frequency, a proxy for a child’s energy requirements, examines the number of
times children received foods other than breastmilk. The minimum number is specific to the
age and breastfeeding status of the child. Breastfed children are considered to be consuming
minimum meal frequency if they receive solid, semi-solid, or soft foods at least twice a day
for infants age 6-8 months and at least three times a day for children age 9-23 months. Nonbreastfed children age 6-23 months are considered to be fed with a minimum meal frequency
if they receive solid, semi-solid, or soft foods at least four times a day.
In the baseline survey, for 6-23 months children (n=491) who were breastfed and not
breasted during day or at night before the survey/interview day, the following table presents
the meal frequency.
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Table 10:

Meal Frequency among Children 6-23 months

Meal Frequency of children age 6-23 months (breastfed and not breastfeed) during day or at night before the survey/interview
day) , July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Overall Percentage of meal frequency of
children 6-23 months (within region) 1
4 or more than 4 times

27.8

59.3

38.2

52.1

45.2

(n= 35 of 126)

(n= 115 of 194)

(n= 47 of 123)

(n= 25 of 48)

(n= 222 of 491)

Percentage of meal frequency of
BREASTFED children 6-23 months
(within region)
3 or more than 3 times

67.9

80.3

71.3

78.7

74.8

(n= 76 of 112)

(n= 143 of 178)

(n= 77 of 108)

(n= 37 of 47)

(n= 333 of 445)

Percentage of meal frequency of NOT
BREASTFED children 6-23 months
(within region) 2
4 or more than 4 times

35.7

81.3

13.3

100.0

45.7

(n= 5 of 14)

(n= 13 of 16)

(n= 2 of 15)

(n= 1 of 1)

(n= 21 of 46)

1

In calculating the overall meal frequency, the cutoff point of “4 and more times” for eating solid / semisolid /soft food was taken
regardless of the status of “breastfed” or “not breast fed”.

2

Caution should be taken while using the result of meal frequency for non-breastfed children in Tigray region as the total number
of children is less than 30.

In looking at the nutritional status of children between the ages of 6-23 months, it is equally
important to look at dietary diversity by breastfeeding status as well. Dietary diversity is aimed
to capture the proportion of children 6-23 months in the Activity implementation areas who
are consuming a minimum dietary diversity. A child 6-23 month is considered to consume a
minimum dietary diversity if he/she consumed at least 4 of 7 specific food groups in the
previous 24 hours19 which are; (1) grains, white roots and tubers, and plantains, (2) legumes
and nuts, (3) dairy products, (4) meat, poultry and/or fish, (5) eggs, (6) Vitamin A-rich fruits
and vegetables, and (7) Other fruits and vegetables.
As per the baseline survey findings, in the Activity implementation areas only 16.1% of
children 6-23 months (both breastfed and non-breastfed) (82 out of the 508) are found to
consume a minimum (at least four) dietary diversity food groups.

19

In the previous 24 hours from the survey interview time
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Table 11:

Dietary Diversity among Children 6-23 months

Percentage of children age 6-23 months (breastfed and non-breastfeed) who consumed at least four of the 7 food groups
(minimum dietary diversity) on a day or at night before the survey/interview day) , July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Percentage of children 6-23 months who
consumed at least four of the seven food
groups (within region) 1
4 or more

15.9

17.7

16.2

10.4

16.1

(n= 20 of 126)

(n= 35 of 198)

(n= 22 of 136)

(n= 5 of 48)

(n= 82 of 508)

Percentage of BREASTFED children 6-23
months who consumed at least four of
the seven food groups (within region)
4 or more

13.4

17.0

16.5

10.6

15.4

(n= 15 of 112)

(n= 31 of 182)

(n= 20 of 121)

(n= 5 of 47)

(n= 71 of 462)

0.0
-

(n= 11 of 46)

Percentage of NON BREASTFED children
6-23 months who consumed at least four
of the seven food groups (within region) 2
4 or more

35.7

25.0

13.3

(n= 5 of 14)

(n= 4 of 16)

(n= 2 of 15)

23.9

1

Percentage on minimum meal frequency is regardless of the status “breastfed” or “not breast fed”.

2

Caution should be taken while using the result of dietary diversity for non-breastfed children in all regions as the total
number of children is less than 30 for each region.

In summary according to the results of the baseline survey, the feeding practices of only
12.4% of children 6-23 months in Growth through Nutrition Activity implementation areas
meet the minimum standards with respect to all three infant and young child feeding practices
(breastfeeding status, number of food groups, and times they were fed during the day or night
before the survey). Of all the 508 children only 16.1% of children had an adequately diverse
diet in which they had been given foods from the appropriate number of food groups, and
45.2% had been fed the minimum number of times appropriate for their age.

Figure 3: Percentage of Infant and Young Child Feeding Practices Indicators
Growth through Nutrition Activity Baseline Survey (July 2017)
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3.2.1.6-

PERCENTAGE OF CHILDREN UNDER AGE FIVE WHO HAD DIARRHEA IN THE
PRIOR TWO WEEKS

Acute respiratory infection (ARI), fever, and dehydration from diarrhea are important
contributing causes of childhood morbidity and mortality in developing countries according to
the 2016 EDHS. Prompt medical attention when a child has the symptoms of these illnesses
is, therefore, crucial in reducing child deaths.
The episode of diarrhea in the Growth through Nutrition Activity implementation areas was
looked at. A total of 1,775 caregivers/mothers (representing total number of under 5 children
on whom episode of diarrhea was inquired) were asked if the child had experienced an episode
of diarrhea in the 2 weeks preceding the survey. Women were also asked if treatment was
sought when the child/children was/were ill. Overall, 9.1% (162 out of the total 1,775) of
children under age 5 had experienced diarrhea in the 2 weeks preceding the survey; which is
not far from the national estimate of 12% by 2016 EDHS.
The percent children who had experienced diarrhea in the 2 weeks preceding the survey varies
when looked at by the age of the children; children between the ages of 6-23 months are
more affected by diarrhea compared to the children who are less than six months and children
who are 24-59 months old. There are variations across regions, 9.0% for Amhara, 11.9% for
Oromia, 5.7% for SNNP and 7.3% for Tigray.
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Table 12:

Treatment for Diarrhea

Percentage among children under age 5 who had diarrhea during the 2 weeks preceding the survey, percentage for whom advice
or treatment was sought from a health facility or provider, percentage given a fluid made from oral rehydration salt (ORS),
percentage given zinc, and percentage given oral rehydration salt (ORS) and zinc , July 2017

_____
Percentage among
children under age 5
who had diarrhea
during the 2 weeks
preceding the survey

_Children with Diarrhea 1________
Percentage for
whom treatment
was sought from a
health facility/
provider 2

Percentage
given fluid
from ORS
packet 3

Percentage
given zinc 3

Percentage given
government
recommended
homemade fluid 3

Age in Months
(within age group total)
0–5
6 – 23
24 – 59

4.7

44.4

22.2

(n= 9 of 193)

(n= 4 of 9)

(n= 2 of 9)

15.0

42.1

30.3

(n= 76 of 506)

(n= 32 of 76)

(n= 23 of 76)

7.2

33.8

31.2

(n= 77 of 1076)

(n= 26 of 77)

(n= 24 of 77)

11.1

0.0

18.4

15.8

24.7

14.3

11.1

8.0

9.9

6.2

17.5

17.5

25.3

14.5

11.1

3.7

25.0

25.0

Sex
(within overall total)
Male
Female

4.8

19.1

(n= 85 of 1775)

(n= 31 of 162)

4.3

19.1

(n= 77 of 1775)

(n= 31 of 162)

17.3
(n= 28 of 162)

13.0
(n= 21 of 162)

Region (within region)
Amhara
Oromia
SNNP
Tigray
Total

9.0

35.0

25.0

(n= 40 of 443)

(n= 14 of 40)

(n= 10 of 40)

11.9

41.0

37.4

(n= 83 of 696)

(n= 34 of 83)

(n= 31 of 83)

5.7

25.9

18.5

(n= 27 of 472)

(n= 7 of 27)

(n= 5 of 27)

7.3

58.3

25.0

(n= 12 of 164)

(n= 7 of 12)

(n= 3 of 12)

9.1

38.3

30.3

(n= 162 of 1775)

(n= 62 of 162)

(n= 49 of 162)

21.0
(n= 34 of 162)

14.2
(n= 23 of 162)

1

It should be noted that the morbidity data collected are subjective because they are based on a mother’s perception of illnesses
without validation by medical personnel.

2

This percentage distribution represents the percentage of children who seek treatment; i.e., of the 162 children who had had
diarrhea in the two weeks preceding the survey it was only 38.3% (n=62) who sought treatment. This percentage distribution
of treatment includes government hospital, government health center, government health post, private clinic, and nongovernmental organizations’ health facility and excludes pharmacy, shop, and traditional practitioner

3

These percentage distributions represent the percentage of children who had had diarrhea in the two weeks preceding the
survey (n=162) and were asked if they were given fluid from ORS packet, and/or zinc tablet or syrup and/or government
recommended homemade fluid regardless of their status of seeking treatment

Of the total of 162 children who had had diarrhea in the 2 weeks preceding the survey, only
62 (38.3%) sought treatment from a health facility or provider. Again, of the those (n=162)
who sought treatment 38.3% have gone to either to government hospital, government health
center, government health post, private clinic, and non-governmental organizations’ health
facility to seek treatment.
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Regardless of the status that the caregivers had sought for advice or treatment from service
provider(s), they were
Figure 4: Percentage of Children Under 5
asked if their children who
who had taken Treatment for Diarrhea by Type of Treatment
had had diarrhea in the
Growth through Nutrition Activity Baseline Survey (July 2017)
preceding 2 weeks of the
survey
(n=162)
were
40
given fluid from ORS
30.3 31.2
packet, and/or zinc tablet
or
syrup
and/or
24.7
22.2
government
18.4
20
recommended homemade
15.8
14.3
fluid. Overall, of those
11.1
who had had diarrhea
(n=162), only 30.3%
were given fluid from ORS
0
0
packet, 14.2% (of n=162)
Percentage given fluid from ORS
Percentage given zinc
Percentage given government
were given government
packet
recommended homemade fluid
recommended homemade
fluid and 21% (of n=162)
0-5 Months
6-23 Months
24-59 Months
were given zinc tablet.

3.2.2-

Women’s Nutrition

3.2.2.1-

PREVALENCE OF UNDERWEIGHT WOMEN OF REPRODUCTIVE AGE

Improving women’s nutritional status is a first level objective of Growth through Nutrition
Activity. Undernutrition among women of reproductive age is associated with increased
morbidity and poor food security, and it can result in adverse birth outcomes. For example,
undernourished women are likely to give birth to children with small body size 20. The
prevalence of underweight women is an indicator that provides information about the extent
to which women’s diet meets their caloric requirements.
In due consideration of the above, the baseline survey estimated the prevalence of
underweight women who are in the reproductive age range (15-49) and who were notpregnant at the time of the survey, using Body-Mass-Index. Using World Health Organization
(WHO) recommended cut-off values for the Body-Mass Index(BMI), women of reproductive
age (15-49) are categorized as underweight (if BMI<18.5), normal (if BMI > 18.5 and
BMI<25) or overweight (if BMI>25).

20

Victora et al. 2008
https://secure.jbs.elsevierhealth.com/action/getSharedSiteSession?redirect=http%3A%2F%2Fwww.thelancet.co
m%2Farticle%2FS0140-6736%2807%2961692-4%2Fabstract&rc=0&code=lancet-site
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The baseline survey collected anthropometric data on height and weight on a total of 2,279
women aged 15-49. These data were used to calculate Body-Mass-Index (BMI). The findings
show that the mean Body-Mass-Index (BMI) in implementation areas is 20.8 which is normal
and which is similar to the 2016 EDHS estimate of 20.8.

Table 13:

Women Nutritional Status

Mean body-mass index of women in reproductive age (15-49); percentage of women of reproductive age (15-49) by body-mass
index categories; mean body-mass index of adolescent girls (15-19); percentage of adolescent girls (15-19) by body-mass index
categories , July 2017

______

_Region __________
SNNP

Total

Amhara

Oromia

Tigray

20.5

21.0

21.1

20.0

20.8

<18.5 (underweight)

21.4

15.3

13.9

29.3

18.0

18.5-24.9 (normal)

74.6

78.3

79.3

68.1

76.6

4.0

6.3

6.7

2.7

5.4

Mean body-mass index (women of reproductive
age 15-49)
Total
Body-mass index categories (percent of women
of reproductive age (15-49)) (within region) 1

> 25.0 (overweight/obese)
Mean body-mass index (adolescent girls of age 1519) (within region) 2
Total

19.4

20.6

21.0

18.6

20.2

Body-mass index categories (percent of nonpregnant adolescent girls (15-19)) (within
region)
<18.5 (underweight)

36.4

19.8

11.9

53.9

25.7

18.5-24.9 (normal)

62.9

76.4

85.6

46.2

72.0

0.7

3.9

2.5

0.0

2.2

> 25.0 (overweight/obese)
1

2

BMI for specific regions are calculated over the specific region total number of women of 15-49 whose anthropometric measurement
was taken; [1] Amhara 724 of which 155 underweight, 540 normal and 29 overweight and obese; [2] Oromia 757 of which 116
underweight, 593 normal and 48 overweight and obese; [3] SNNP 610 of which 85 underweight, 484 normal and 41 overweight
and obese; [4] Tigray 188 of which 55 underweight, 128 normal and 5 overweight and obese
BMI for specific regions are calculated over the specific region total number of adolescent girls of 15-19 whose anthropometric
measurement was taken; [1] Amhara 151 of which 55 underweight, 95 normal and 1 overweight; [2] Oromia 182 of which 36
underweight, 139 normal and 7 overweight; [3] SNNP 118 of which 14underweight, 101normal and 3 overweight; [4] Tigray 39
of which 21 underweight, 18 normal and 0 overweight

According to the 2016 EDHS, 22% of women of reproductive age 15-49 are thin (with BMI
less than 18.5), while 8% are overweight or obese. Of the total women of reproductive age
15-49 whose anthropometric data on height and weight were taken in the Growth through
Nutrition Activity implementation areas, nearly one-fifth (18.0%) were found to be
underweight/thin (with BMI less than 18.5). Slightly more than three-fourth (76.6%) of
women are normal weight and 5.4% are overweight.
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The
Figure 5: Prevalence of Underweight Women of Reproductive Age (15-49) by
prevalence
Woreda Category
Growth through Nutrition Activity Baseline Survey (July 2017)
of
underweight
35.0
among
29.8
29.3
29.3
women of
30.0
reproductive
25.0
age was
22.1 21.4
20.9
looked at by
20.0
20.0
18.0
17.4
Woreda
15.7
15.3
category
14.1
13.9
15.0
12.6
(i.e., PSNP
and AGP
10.0
Woredas).
5.0
The
prevalence
underweight
Amhara
Oromia
SNNP
Tigray
Total
women in
PSNP
AGP Woredas
PSNP Woredas
Overall
Woredas
(20.0%) is
higher with nearly 3 percentage points compared to prevalence of underweight women in
AGP Woredas. The figure below provides the distribution of underweight prevalence by PSNP
and AGP Woredas across regions; note that all Tigray Woredas that fall into the sampled
Woredas in the survey are AGP Woredas.
The prevalence of underweight by way of Body-Mass-Index was specifically looked at among
non-pregnant adolescent girls of age 15 – 19. Anthropometric data on height and weight of a
total of 490 adolescent girls was used to look at the prevalence of underweight among
adolescent girls. In the implementation areas, the mean Body-Mass Index (BMI) is 20.2 for
adolescent girls which is normal (if BMI > 18.5 and BMI<25). The prevalence of underweight
adolescent girls is 25.7% and this varies across regions; ranging from 11.9% in SNNP, 19.8%
in Oromia, 36.4% in Amhara, to 53.9% in Tigray.
3.2.2.2-

MINIMUM DIETARY DIVERSITY - WOMEN (MDD-W)

Women of reproductive age (15−49 years) are at risk of multiple micronutrient deficiencies,
which can jeopardize their health and ability to care for their children and to participate in
income- generating activities. Minimum Dietary Diversity – Women (MDD-W) helps to
understand progress towards improved nutrition for women. In this Growth through Nutrition
Activity baseline survey, Minimum Dietary Diversity – Women (MDD-W) is aimed to capture
the proportion of women of reproductive age in the Activity implementation areas who are
consuming a minimum dietary diversity.
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A woman of reproductive age is considered to consume a minimum dietary diversity if she
consumed at least 5 of 10 specific food groups in the previous 24 hours21 which are; (1) grains,
roots and tubers, (2) legumes and beans, (3) nuts and seeds, (4) dairy products, (5) eggs,
(6) flesh foods including organ meat and miscellaneous small animal protein, (7) vitamin Arich dark green leafy vegetables, (8) other vitamin A-rich vegetables and fruits, (9) other
fruits, and (10) other vegetables22.
As per the baseline survey finding, 13.9% of women (341 out of a total of 2,450 interviewed)
of reproductive age (15-49) are found to consume a minimum (at least five) dietary diversity.
Minimum Dietary Diversity was also looked at among adolescent girls (15-19) and accordingly
16.6% of the adolescent girls (86 out of the total of 519 interviewed) are consuming a
minimum (at least five) dietary diversity which is relatively better compared to the women.
The very low percentage of the Minimum Dietary Diversity can be explained with the views
and thoughts of the stakeholder who mentioned of the taboos in the community which affects
nutritional status of females, mainly adolescent girls. Food taboos are still a practice according
to the stakeholders and this is prominent during adolescence and menstruation period.
Communities believe that some food items increase sexual desire of adolescent girls and that
some food may increase blood flow during menstruation. It was reported that the culture of
“more food for boys and less food for girls” made the girls shy to eat enough food even if the
food is available. An adolescent girl commented:
“Girls should eat like boys but it [food] is given for boys. Since girls stay at home
most of the time, it is believed that they [girls] will eat since they stay at home and
do not work in the field”
Power dynamics also affect access to food by women and adolescent girls according to the
stakeholders as women and adolescent girls may not decide on the type of food that should
be purchased. An adolescent girl commented:
“If we take men, when they go to market they drink alcohol rather than eating
balanced diet. If girls return home from market after buying fruit like orange, she will
be punished for buying it as if she did not purchase good things for home”.
A woman’s food intake is dependent on her where about, the culture that inhibits a woman to
eat outside of her house affects her access to food. An adolescent girl commented:
“The women cannot eat food when they are out of home. When they go together
[with husband] to the market, the man eats some food rather than taking her [his
wife] with him. He does not ask her to eat together. When they return home, she is
empty stomach while he has already ate.”

21

In the previous 24 hours from the survey interview time

22

Annex 3 provides summary on the categorization of consumed food types asked during the survey into the
standard ten food group while estimating MDD-W. Reference is made to “Minimum Dietary Diversity for
Women: A Guide to Measurement” https://www.fantaproject.org/monitoring-and-evaluation/minimumdietary-diversity-women-indicator-mddw
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Table 14:

Minimum Dietary Diversity

Percent of women of reproductive age (15-49) consuming a minimum (at least five) dietary diversity and percent of adolescent girls
(15-19) consuming a minimum (at least five) dietary diversity , July 2017

______
Amhara

_Region __________

Oromia

SNNP

Tigray

Total

Percent of women of reproductive
age (15-49) consuming a minimum
(at least five) dietary diversity
(within region) 1
Total

7.3

19.5

15.3

11.8

13.9

Percent of women of reproductive
age (15-49) consuming dietary
diversity as categories below
(within region)
Low Dietary Diversity (less than or
equal to three food groups)

(n= 572 of 763)

Moderate Dietary Diversity (four to
five good groups)

(n= 178 of 763)

High Dietary Diversity (six or more
food groups)

(n= 13 of 763)

75.0

23.3

1.7

56.4
(n= 461 of 817)

36.7
(n= 300 of 817)

6.9

63.2
(n= 421 of 666)

31.4
(n= 209 of 666)

5.4

(n= 56 of 817)

64.7
(n= 132 of 204)

34.8
(n= 71 of 204)

0.5

(n= 36 of 666)

64.7
(n= 1586 of 2450)

30.9
(n= 758 of 2450)

4.3

(n= 1 of 204)

(n= 106 of 2450)

Percent of adolescent girls (15-19)
consuming a minimum (at least
five) dietary diversity
(within region) 2
Total

5.7

23.3

20.6

15.6

16.6

1

Minimum Dietary Diversity for specific regions are calculated over the specific region total number of women of 15-49 who have
consumed five or more food groups: Amhara 56 out of 763; Oromia 159 out of 817; SNNP 102 out of 666; and Tigray 24 out of
204. In total 204 women of reproductive age out of 2450 consumed at least five food groups.

2

Minimum Dietary Diversity for specific regions are calculated over the specific region total number of adolescent girls 15 -19 who
have consumed five or more food groups: Amhara 9 out of 159; Oromia 44 out of 189; SNNP 26 out of 126; and Tigray 7 out of
45. In total 86 adolescent girls 15-19 out of 519 consumed at least five food groups.
Annex 3 provides summary on the categorization of consumed food types asked during the survey into the standard ten food
group. Reference is made to “Minimum Dietary Diversity for Women: A Guide to Measurement”
https://www.fantaproject.org/monitoring-and-evaluation/minimum-dietary-diversity-women-indicator-mddw

Minimum Dietary Diversity for women does vary across regions; it ranges from 7.3% women
found to consume a minimum dietary diversity in Amhara to 11.8% in Tigray, 15.35% in SNNP
and 19.5% in Oromia. The Minimum Dietary Diversity for adolescent girls across regions shows
variation as well; with lowest of 5.7% in Amhara to the highest of 23.3% in Oromia.
Ethiopia is a religious country with a number of fasting periods within a year, for mostly the
Orthodox Christians, with fasting periods varying from two weeks to over two months. There
is also fasting on Wednesdays and Fridays of the week during the time where there are no
longer period fasting. It is therefore important to factor in fasting while using the minimum
dietary diversity prevalence for Growth through Nutrition Activity purposes. This baseline
survey was conducted in month of July where there was no fasting spanning over a longer
period of time, however data were collected on Wednesdays and Fridays which may have
affected the estimation of minimum dietary diversity for women and adolescent girls.
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In the baseline survey, further analysis identifies which food groups are most frequently
consumed23. Almost all women (15-49) eat grain (food made of grain), roots, and tubers
(98.5%) and 61.1% eat pulses (food made form beans, peas and lentils). Very few (1.2%)
eat nuts and seeds and 30.0% consume dairy products including milk, cheese, yogurt, skim
milk (“arera”), whey (“aguat”), cottage cheese or other milk products. Nearly 12% eat meat,
poultry or fish, and 5.9% eat egg. Nearly half (43.6%) eat dark green leafy vegetables, and
17.3% eat other Vitamin A rich fruits and vegetables. Very few (5.2% eat other fruits like
banana, apples, avocado, pineapple, and orange and 43% eat other vegetables like green
beans, tomatoes, cabbage and others.

Figure 6: Percentage of Women Consuming Each of the 10 Food Groups
Growth through Nutrition Activity Baseline Survey (July 2017)
120.0

100.0

98.5

80.0

61.1
60.0

43.6
40.0

43.0

30.0
17.3

20.0

11.8
5.9

1.2

5.2

0.0

Grains,
Pulses
Roots and (beans,
Tubers
peas and
lentils)

Nuts and
Seeds

Dairy
Products

Eggs

Meat, Dark Green Other
Other
Poultry
Leafy
Vitamin-A Vegetables
and/or fish Vegetables
rich
Vegetables
and Fruits

Other
Fruits

The micronutrient adequacy of women’s and adolescent girls’ diet was also looked at through
the measurement of mean number of food groups consumed in the previous day by women
of reproductive age (15–49 years) and by adolescent girls 15-19 years. In estimating the
mean number of food groups, the nine food groups are used, see Annex 3 for further details.
Accordingly, the mean number of food groups consumed both by women of reproductive age
and adolescent girls is 3.2

23

The most frequently consumed food is looked across the Ten Standard food Groups
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Table 15:

Mean Number of Food Groups Consumed

Mean Number of Food Groups consumed by women of reproductive age (15-49) and mean number of food groups consumed by
adolescent girls (15-19) , July 2017

______
Amhara

_Region __________

Total

Oromia

SNNP

Tigray

2.9

3.4

3.2

3.1

3.2

2.8

3.4

3.4

3.1

3.2

Mean number of Food Groups consumed by women
of reproductive age (15-49) (within region)
Total

Mean Number of Food Groups consumed by
adolescent girls (15-19) (within region)
Total

With regards to access and consuming diversified food, the discussion held with
representatives from Woreda sector offices revealed that even if food is available it is to their
opinion that the public does not have knowledge about the benefit of eating diversified food;
i.e., the “knowledge about good food”. It was felt that; food preparation also requires
knowledge and communities do not have the knowledge on how to prepare diversified food;
they are used to preparing one type of stable food. It was reported that even though various
nutrient rich foods, including fruits and vegetables, are less frequently available locally; the
consumption of these foods are affected due to lack of knowledge and skills about proper
preparation of the food as well as lack of knowledge of the benefits.
There is general lack of awareness about the contents and preparation of food and absence of
culture that encourage food diversification. There is also a deep-rooted preference to exchange
nutrient rich foods food items that they produce with other products from the markets as was
mentioned by the stakeholders. The discussants believe the women and adolescent girls who
are responsible to cook food for the family should be educated about balanced diet, essential
foods, and micro-nutrients and on how to prepare food from local recipes. A respondent from
a Woreda sector office said
”Even if the food is available, there is a problem with utilization and proper use of it.
They [the farmers] prefer selling food item than eating for themselves”.
Yet another challenge with ensuring food availability and diversified food intake is lack of
knowhow of food saving; i.e., “knowledge about food saving practices “. The feeding practice
of communities is different during the summer and winter seasons as was pointed out by the
Woreda sector offices stakeholders. Most farmers do not have the experience of saving the
produces during the harvest time. The farmers prefer to sell the food they produce during the
harvest seasons due to lack of knowledge and skills about saving practices. In addition,
farmers sell their products and buy food items that have less to no nutritional value. One
respondent from a Woreda sector office stated that
“improving the awareness and changing the attitudinal gap” should be the focus of
interventions as this is a big problem.
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3.2.2.3-

PROPORTION OF WOMEN RECEIVING IRON AND FOLIC ACID (IFA)
SUPPLEMENTATION FOR AT LEAST 3 MONTHS DURING PREGNANCY

Standard guidelines for ANC in Ethiopia emphasize that every pregnant women should receive
ANC from a skilled provider that includes a thorough physical examination, blood tests for
infection screening and anemia, a urine test, tetanus toxoid injections, iron and folate
supplements, and deworming medications. According to 2016 EDHS, 42% of women age 1549 said that they took iron supplements, and 6% took drugs for intestinal parasites during the
pregnancy of their last live birth in the 4 years before the survey.
In this baseline survey, receipt and intake of Iron and Folic Acid supplement was inquired
among women of reproductive age (15-49) during their pregnancy of their last live birth in
the 2 years before the survey. In the survey, of the total of 2,450 women of reproductive age
(15-49) interviewed, 35.4% (a total of 867) had been pregnant in last 2 years before the
survey. Of these who had been pregnant slightly more than half only (53.2%, 461 of the 867)
either bought or received Iron and Folic Acid supplement.
These women who had confirmed to have either bought or received Iron and Folic Acid
supplement (i.e., 53.2%, n=461) were asked on the duration of their intake. Almost threefourth (73.3%) took Iron and Folic Acid supplement for a period of less than three months
and the remaining 26.7% took Iron and Folic Acid supplement for a period of three months
and more.
The percentage of Iron and Folic Acid supplement in-take was calculated over a total of the
867 women who were pregnant in the past 2 years. Hence only 14.2% of the these 867 women
who were pregnant in the past 2 years took Iron and Folic Acid supplement for a period of
three months and more; details are provided in the table below.
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Table 16:

Iron and Folic Acid Supplement Intake

Percent of women of reproductive age (15-49) who were pregnant in the past 2 years prior to the survey and who took/received
Iron and Folic Acid Supplement , July 2017

______

_Region __________
SNNP

Tigray

Total

Amhara

Oromia

Percent of women of reproductive
age (15-49) who were pregnant in
the past 2 years prior to the
survey and who bought and/or
received Iron and Folic Acid
Supplement during their
pregnancy (within region) 1

59.8

50.9

47.5

62.2

53.2

Percent of women of reproductive
age (15-49) who were pregnant in
the past 2 years period to the
survey and who DID NOT bought
and/or receive Iron and Folic Acid
Supplement during their
pregnancy
(within region)

40.2

49.1

52.5

37.8

46.8

Percent of women of reproductive
age (15-49) who were pregnant in
the past 2 years prior to the
survey and who took Iron and
Folic Acid Supplement during their
pregnancy (within region)
Less than 3 Months (1-89 Days)
At Least 3 Months (90=> Days)

2

42.9
(n= 94 of 219)

16.9
(n= 37 of 219)

41.7
(n= 141 of 338)

9.2
(n= 31 of 338)

33.5
(n= 79 of 236)

32.4
(n= 24 of 74)

14.0
(n= 33 of 236)

29.7
(n= 22 of 74)

39.0
(n= 338 of 867)

14.2
(n= 123 of 867)

1 Of the total of 2,450 women 15-49 interviewed 867 have confirmed to have been pregnant in the past two years prior to the

survey; 219 out of 763 in Amhara, 338 out of 817 in Oromia, 236 out of 666 in SNNP and 74 out of 204 in Tigray. The
percent of women who have been given and/or bought iron and folic acid was calculated over the total number of women who
confirmed to have been pregnant in the past two years; 131 out of 219 in Amhara, 172 out of the 338 in Oromia, 112 out of
236 in SNNP and 46 out of 74 in Tigray.
2 Percentage of women who took iron and folic acid for more than 3 or more months and less than three months was calculated

over the total of women who confirmed to have been pregnant in the past two years (817).

3.3-

Water, Sanitation and Hygiene (WASH)

The 2016 EDHS states that increasing household access to safe drinking water and sanitation
facilities is a long-standing development goal that Ethiopia and other countries have adopted.
In Ethiopia, 97% of urban households have access to an improved source of drinking water,
as compared with 57% of rural households according to 2016 EDHS. In Growth through
Nutrition Activity implementation areas, it was the finding of the baseline survey that the three
most common sources of drinking water in households are public tap /stand pipe (32.2%) and
protected spring (19.0%) which both are classified as improved drinking water sources and
unprotected spring (24.5%) which is classified as unimproved drinking water source24.

24

Each of tthese percentages are calculated over the total 3,276 households surveyed
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In relation to water, sanitation and hygiene, the 2016 EDHS estimated that 6% of households
in Ethiopia use an improved and not shared toilet or latrine facility. Another 9 % of households
(35 % in urban areas and 2 % in rural areas) use facilities that would be considered improved
if they were not shared by two or more households. The result of baseline survey shows only
1.6% of the households in the implementation areas use improved and not shared toilet or
latrine facility and more than 9 in 10 (97.4 %) of households use unimproved toilet facility.
The remaining 1.0 % of households use facilities that would be considered improved if they
were not shared by two or more households.
3.3.1-

PERCENT OF HOUSEHOLDS USING AN IMPROVED DRINKING WATER SOURCE

The World Health Organization (WHO) standards identify sources of improved drinking
water25. These sources include piped water into dwelling, yard or plot, public tap or standpipe,
tube-well or borehole, protected dug well, protected spring and rainwater collection.
Unimproved drinking-water sources include unprotected dug well, unprotected spring, cart
with small tank or drum provided by water vendor, tanker truck provision of water, surface
water (river, dam, lake, pond, stream, canal, irrigation channel) and bottled water26. In this
baseline survey, the WHO definition has been applied while calculating the base value for the
indicator “percent of households with an improved drinking water source”.
The 2016 EDHS reported that about two-thirds of households in Ethiopia (65%) obtain their
drinking water from an improved source. This is an improvement since the 2011 EDHS, when
54% of households obtained drinking water from an improved source. Use of improved
drinking water sources is more common among households in urban areas (97%) than among
those in rural areas (57%).
The baseline survey showed that in the intervention areas of Growth through Nutrition Activity,
2,199 (67.1%) out of 3,276households have access to an improved water source; i.e., piped
water into dwelling, yard or plot or neighbor, public tap or standpipe, tube-well or borehole,
protected dug well, protected spring and rainwater collection. This percentage does not vary
across regions; in Amhara 689 households (65.2%) out of the 1,057 households, in Oromia
743 households (69.4%) out of 1,070 households, in SNNP 584 households (64.5%) out of
the 906 households and in Tigray 183 households (75.3%) out of the total of 243 households
have access to improved drinking water. Table 17 provides more detail about access to
drinking water in the Activity intervention areas.

25

WHO, Guidelines for Drinking – Water Quality: Fourth Edition Incorporating the First Addendum, 2017:
http://apps.who.int/iris/bitstream/10665/254637/1/9789241549950-eng.pdf?ua=1

26

According to WHO bottled water is considered to be improved only when the household uses drinking-water
from an improved source for cooking and personal hygiene.
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Table 17:

Drinking Water Source

Percent distribution of households using improved drinking water source and percent of households with drinking water
sources by type of source , July 2017

______

_Region __________

Total

Amhara

Oromia

SNNP

Tigray

65.2

69.4

64.5

75.3

Percent of households using an improved drinking
water source
Percent of households using an improved drinking water
source (within region) 1

67.1

Percent of households with drinking water sources
by type of source (within region) 2

1

Piped into dwelling

1.0

0.2

0.0

0.0

0.4

Piped into plot or yard

5.3

4.6

0.0

0.0

3.2

Piped to neighbor

0.5

5.4

0.1

0.0

2.0

Public tap /stand pipe

41.5

42.1

13.7

17.7

32.2

Tube well or borehole

0.9

0.0

2.2

13.6

1.9

Protected dug well

4.5

5.2

8.2

35.8

8.1

Unprotected well

1.0

0.9

1.6

6.6

1.5

Protected spring

10.7

12.0

40.1

8.2

19.1

Unprotected spring

26.3

19.2

30.4

18.1

24.5

Rain water collection

0.6

0.0

0.1

0.0

0.2

Rain water harvest

0.2

0.0

0.1

0.0

0.1

Cart with small tank

0.1

0.0

0.0

0.0

0.0

Lake/Pond/Stream/Canal/irrigation canal

7.5

10.5

3.6

0.0

6.8

Percent of households using an improved drinking water source is calculated as survey sample of households using an
improved drinking water source by survey sample of households in the Growth through Nutrition Activity implementation
area (n=3,276); the region-specific percentages are calculated by over survey sample of households in the Growth through
Nutrition Activity implementation region
Improved water source includes piped into dwelling, piped to yard or plot, piped to neighbor, public tap or standpipe, tubewell or borehole, protected dug well, protected spring and rainwater collection and rain water harvest

2

Percent of households with drinking water source by type of source is calculated as survey sample of households using a
specific type of water source by survey sample of households in the Growth through Nutrition Activity implementation area
(n=3,276); the region-specific percentages are calculated by over survey sample of households in the Growth through
Nutrition Activity implementation region, i.e., 1,057 Amhara, 1,070 Oromia, 906 SNNP and 243 Tigray.

The baseline survey showed, of the unimproved water sources, unprotected spring is the main
source of drinking water (24.5%). Nationally, according to 2016 EDHS about 24.7% of the
rural population obtains drinking water from surface water sources. Furthermore, the baseline
survey showed that some households in the Activity intervention areas are using public tap /
stand pipe for drinking (32.2%) compared to the 2016 EDHS percent of 18.9 for rural areas
using public taps/standpipe.
The observed percentage on availability of water from improved water source can be explained
with the views of representatives from Woreda water sector offices. Individual interviews
conducted with water sector offices confirmed that increasing access to safe drinking water is
beyond the capacity of the Woredas since it requires huge resources including technology and
materials. Lack of infrastructure like road to some kebele is the main obstacle to improve
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access to safe water and it is beyond the capacity of Woredas to construct roads and reach
those remote areas.
The financial constraints, workloads of the staff to deal with a number of problems, limited
number of human resources and skills gaps hinders the capacity of the Woreda to perform to
the expected level as was explained by the Woreda water sector representatives. A Woreda
water sector office respondent commented
“I mean we have tried to the level of our capacity. This problem of water is beyond
our capacity. It need other technology. It may need concrete dam which is beyond
our capacity. Since there is no road, there are areas which we were not able to reach
with our efforts of improving access to safe water. The option is to treat and use
water in a place where safe water is not accessible”.

Figure 7: Percent of Households with Water Available all Year Round

Although it was noted that
Growth through Nutrition Activity Baseline Survey (July 2017)
67.1% of households do have
92
access to improved drinking
89.7
water source, and undesirable
90
32.9%
from
unimproved
87.5
88
water source, the availability
86.0
86
of water from these improved
and unimproved sources is
84
82.1
not all year round. It was
82
noted that out of the 3,276
80.3
households
only
86.0%
80
confirmed to have water all
78
year round from either the
76
improved
or
unimproved
sources
that
they
use.
74
Variation across regions was
Amhara
Oromia
SNNP
Tigray
Total
observed ranging from as low
as 80.2% in Tigray to as high as 89.7% in Oromia. Table 18 provides percentage on availability
of water all year round by improved and unimproved sources.
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Table 18:

Availability of Water All Year Round

Percent distribution of availability of water all year round by type of drinking water source (i.e., improved and unimproved water
source), July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Percent of households confirmed to
have drinking water all year round
regardless of the water source type
Percent of households with water
available all year round
(within region) 1

82.1

89.7

87.5

80.2

86.0

(n= 868 of 1057)

(n= 960 of 1070)

(n= 793 of 906)

(n= 195 of 243)

(n= 2816 of 3276)

Percent of households with drinking
water available all year round by
type of water source
(within region) 2
Improved water source
Unimproved water source

54.6

62.7

55.5

63.8

58.2

(n= 577 of 1057)

(n= 671 of 1070)

(n= 503 of 906)

(n= 155 of 243)

(n= 1906 of 3276)

27.5

27.0

32.0

16.5

27.8

(n= 291 of 1057)

(n= 289 of 1070)

(n= 290 of 906)

(n= 40 of 243)

(n= 910 of 3276)

1

Percent of households confirmed to have drinking water available all year round is calculated over the total number of households
surveyed (n=3,276); the region-specific percentages are calculated by over survey sampled households for the regions (Amhara
1,057 of which 689 have improved and 368 unimproved water sources; Oromia 1,070 of which 743 have improved and 327
unimproved water sources; SNNP 906 of which 584 have improved and 322 unimproved water sources; and Tigray 243 of which
183 have improved and 60 unimproved water sources.

2

Percent of households confirmed to have drinking water available all year round by type of water source is calculated over the total
number of households surveyed (n=3,276); the region-specific percentages by type of water source are calculated by over survey
sampled households for the regions (Amhara 1,057; Oromia 1,070; SNNP 906; and Tigray 243.

According to 2016 EDHS, more than 9 in 10 households (91%) do not treat their drinking
water; this is more common in rural than in urban areas (92% versus 88%). In this baseline
survey, of the total 3,276 households only 8.6% do something to treat the water or make the
water safer. The most commonly used methods of water treatment are adding bleach or
chlorine (39.7%) and boiling (39.4%).
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Table 19:

Water Treatment

Percent distribution of households using methods to treat water , July 2017

______
Amhara
Percent of households using different
methods to treat water / make water
safer
Percent of households using methods to
treat water / make water safer (within
region)1

_Region __________

Oromia

SNNP

Total
Tigray

8.0

8.6

5.3

23.9

8.6

2.8

4.6

3.0

2.1

3.4

(n= 30 of 1057)

(n= 49 of 1070)

(n= 27 of 906)

(n= 5 of 243)

(n= 11 of 3276)

Add bleach / chlorine

3.3

1.3

1.0

22.2

3.4

Strain through a cloth

1.2

3.7

0.9

0.0

1.9

Use water filter (ceramic/bio
sand/colloidal)

0.9

0.3

1.0

0.0

0.7

Solar disinfection

0.0

0.0

0.0

0.0

0.0

Let it stand and settle

0.1

0.0

0.0

0.0

0.0

Percent of households using different
methods to treat water/make water
safer by type of treatment (within
region)1
Boiling

1

Percent of households using different types of treatment method is calculated among those households who have confirmed to
have used some water treatment methods (282 household out of the 3,276); the region-specific percentages are calculated by
over survey sample of households in the Growth through Nutrition Activity implementation specific region to have confirmed to
have used some water treatment methods (84 out of 1,057 in Amhara, 92 out of 1,070 in Oromia, 48 out of 906 in SNNP, and 58
out of 243 in Tigray)

The qualitative information gathered also revealed that construction of water points by itself
does not ensure sustainable access and reliable supply of water at all times, ‘even in urban
area’ as was commented by representative from a Woreda water sector office. It was reported
that sustained cleaning of water sources with “chemicals” and maintenance of water points
have not been properly done by the water sector government offices.
A woman also added to the point mentioned above;
“Even though there is access to safe water in the “Gote”, the water is not treated
with chlorine as it had been done previously every two or three months by the water
sector. The workers at the Woreda level are not maintaining the damaged water
source timely due to non-availability of spare part materials in the Woreda”
It was also reported through the discussion with stakeholders that knowledge on the benefits
of hygiene and sanitation was not properly transferred to the community due to lack of
practical training session on the subject. The health sector offices felt that utilization and
proper handling of the water is a major challenge even if water is available. It was pointed out
that there should be awareness creation, health education and mobilization of the community.
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3.3.2-

PERCENT OF HOUSEHOLDS USING AN IMPROVED SANITATION FACILITY

World Health Organization (WHO) standards identify improved sanitation facility. Improved
sanitation facilities include flush or pour-flush toilets connected to a piped sewer system, septic
tanks or pit latrines with slab, and composting toilets. The Growth through Nutrition Activity
baseline survey considers the WHO definition with the inclusion of an additional criteria of “not
shared toilet with other households” when calculating the base value for the indicator
“percentage of households with an improved sanitation facility”.
In the Activity implementation areas 98.4% of households (3,255 households of the total of
3,276 households interviewed) use an unimproved toilet facility (i.e., unimproved toilet facility
including using the bush/field for defecation, pit latrine without slab and shared improved
toilet facility). The variation across regions ranging from 99.0% in SNNP to 100.0% in Tigray.
The proportion of households using improved but not shared toilet facility is very minimal
(1.6%) and the most common being pit latrine with slab. Table 20 provides percentage
distributions of households using improved and unimproved sanitation facilities.
Table 20:

Household Sanitation Facilities

Percent distribution of households using improved sanitation facility, unimproved facility and shared facility , July 2017

______

Percent of households using an improved not shared
sanitation facility (within region) 1
Percent of households using sanitation facilities that
would be considered improved if they were not
shared (within region) 2

_Region __________

Total

Amhara

Oromia

SNNP

Tigray

2.4

1.6

1.0

0.0

1.6

2.2

0.2

0.4

2.5

1.0

95.5

98.2

98.6

97.5

97.4

Percent of households using unimproved sanitation
facility (within region) 3
Pit latrine without slab/open pit
No facility/bush/field

51.3

66.0

85.2

42.8

64.9

44.1

32.2

13.4

54.7

32.5

1 Percent of households using an improved sanitation facility and not sharing is calculated as survey sample of households

using an improved sanitation facility and not sharing (51) by survey sample of households in the Growth through Nutrition
Activity implementation area (3,276); the region specific percentages are calculated by over survey sample of households
in the Growth through Nutrition Activity implementation region (25 out of 1,057 in Amhara, 17 out of 1,070 in Oromia, 9
out of 906 in SNNP and 0 out of 243 in Tigray)
2 Percent of households using an improved sanitation facility but sharing is calculated as survey sample of households using

an improved sanitation facility and sharing (35) by survey sample of households in the Growth through Nutrition Activity
implementation area (3,276); the region specific percentages are calculated by over survey sample of households in the
Growth through Nutrition Activity implementation region (23 out of 1,057 in Amhara, 2 out of 1,070 in Oromia, 4 out of 906
in SNNP and 6 out of 243 in Tigray)
3

Percent of households using an unimproved sanitation facility is calculated as survey sample of households using an
unimproved sanitation facility (pit latrine without a slab/open pit and no facility / bush or field) (n=3,190) by survey sample
of households in the Growth through Nutrition Activity implementation area (3,276); the region specific percentages are
calculated by over survey sample of households in the Growth through Nutrition Activity implementation specific region
(1,009 out of 1,057 in Amhara, 1,051 out of 1,070 in Oromia, 893 out of 906 in SNNP and 237 out of 243 in Tigray)
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Most sector offices voiced similar view regarding low coverage of accessibility of latrines and
associated this critical problem with lack of resources to construct what can be improved toilet
facility. As was shared, even in cases where toilet facilities have been constructed, the poor
quality and ill management are the major problems which perhaps could have prolonged their
service time if were constructed to the minimum standard. It was consistently objected by the
stakeholders that the latrine construction is a problem in their community which as highlighted
may be one of the root causes for lack of availability of the latrines.
The interviewed stakeholders raised that the quality of the latrines if they exist are not longlasting to serve the purpose intended. One Woreda Administration Head commented
“There is problem of quality and sustainability of the latrines being constructed.
Many latrines were constructed in the dry season and demolished in the rainy season.
Additionally, the constructed latrines are not of standard and usually not functional.
The other reason for open defecation is also uncleanliness of latrines”
It was also gathered that communities tend not to use toilet (when they exist) because of the
bad odors which resulted in community members going to the open field or the bush. A male
adult community member stated
“The people prefer field than toilet due to its [toilets] bad odor. I can say not more
than 10% of our community uses toilet”
In addition to the non-availability, quality and bad odor of sanitation facilities, most sector
offices consistently cited “lack of awareness “on the relevance of using toilet facility as another
problem in improving availability and/or construction of toilet facility as well as the to improve
utilization of hygiene and sanitation services. A respondent from a Woreda Health Office
commented
“Regarding toilet utilization, there have been continuous activity but there is a gap in
increasing the awareness to make its utilization 100%. A lot of activity are being
implemented. However, we need to work more on improving the knowledge for its
utilization. There is a need for mobilization.”
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3.3.3-

PERCENT OF HOUSEHOLDS WITH SOAP AND WATER AT A HAND WASHING
STATION COMMONLY USED BY FAMILY MEMBERS

A handwashing station is a location where family members go to wash their hands. In some
instances, these are fixed locations where handwashing devices are built in and are
permanently placed. But they may also be movable devices that may be placed in a convenient
spot for family members to use. In this baseline survey, the measurement on the presence of
hand washing station in the household with the presence of water and soap/any other
detergent was made via observation during the household interview. During the data collection
it was necessary and required to see the soap and water at this station. The soap may be in
bar, powder, or liquid form. Locally available cleansing agents such as ash or mud could also
be used as substitute for soap.
A “commonly used” handwashing station, including water and soap (or locally available
cleansing agent), is one that can be readily observed by the enumerator during the household
visit and where study participants indicate that family members generally wash their hands.
The handwashing station during the observation can be observed to be with only water
available or only soap (or locally available cleansing agent) available or both available.
Accordingly, of the total 3,276 households visited, the enumerator’s observation confirmed
that 1,627 households (49.7%) have handwashing station either with the presence of only
water for hand washing or with only the presence of soap (or locally available cleansing agent)
or both or without the presence of water and soap (or locally available cleansing agent).
Out of the total 1,627 households with observed hand washing station/place, 16.0% (n=261)
have water available at the place of hand washing and 34.9% (n=568) have soap (or locally
available cleansing agent like ash, mud and sand) at the place of the hand washing. The
households with both water and soap (or locally available cleansing agent) observed at the
handwashing station are only 11.5% out of the total of 1,627 households.
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Table 21:

Household with Hand Washing Station

Percent distribution of households with soap and water at a hand washing station , July 2017

______
Amhara
Percent of households with handwashing station
regardless of availability of soap OR water OR both
at hand washing station

46.8

_Region __________
Oromia

40.8

SNNP

63.9

Total

Tigray

47.7

49.7

(observed, within in region) 1
Percent of households with observed presence of
WATER at the hand washing station
(observed, within region) 2
Percent of households with observed presence of
SOAP or LOCALLY AVAILABLE CLEANSING AGENT
like ash, mud and sand at the hand washing station

27.1

8.2

14.9

4.3

16.0

51.5

18.5

31.3

44.0

34.9

22.8

2.7

10.0

3.4

11.5

(observed, within region) 3

Percent of households with observed presence of
BOTH WATER and SOAP (locally available cleansing
agent) at the hand washing station
(observed, within region) 4

1

Percent of households with handwashing station either with soap or water or both or none at handwashing station as was
confirmed through observation (n= 1,627) was calculated over survey sample of households in the Growth through Nutrition
Activity implementation areas (n= 3,276). The region-specific percent are calculated over the survey sample of households
in each specific region; Amhara 495 out of 1,057, Oromia 437 out of 1,070, SNNP 579 out of 906 and Tigray 116 out of
243

2 Percent of households with observed presence of water at hand washing station (n= 261) is calculated over survey sample

of households in the Growth through Nutrition Activity implementation areas which confirmation was made on the
availability of hand washing station through observation (n= 1,627). The region-specific percent are calculated over the
survey sample of households in each specific region with observed availability of hand washing station; Amhara 134 out of
495, Oromia 36 out of 437, SNNP 86 out of 579 and Tigray 5 out of 116
3

Percent of households with observed presence of Soap (or locally available cleansing agent) at hand washing station is
calculated (n= 568) over survey sample of households in the Growth through Nutrition Activity implementation areas which
confirmation was made on the availability of hand washing station through observation (n= 1,627). The region-specific
percent are calculated over the survey sample of households in each specific region with observed presence availability of
hand washing station; Amhara 134 out of 495, Oromia 36 out of 437, SNNP 86 out of 579 and Tigray 5 out of 116

4 Percent of households with observed presence of both water and soap (or locally available cleansing agent) at hand washing

station is calculated (n= 187) over survey sample of households in the Growth through Nutrition Activity implementation
areas which confirmation was made on the availability of hand washing station through observation (n= 1,627). The regionspecific percent are calculated over the survey sample of households in each specific region availability of hand washing
station; Amhara 113 out of 495, Oromia 12 out of 437, SNNP 58 out of 579 and Tigray 4 out of 116

3.3.4-

PERCENTAGE OF HOUSEHOLDS APPLYING PROPER HAND WASHING AT CRITICAL
MOMENTS

In this baseline survey households were asked of their household members’ practice of hand
washing. The hand washing practice of household members was looked at from the standard
and recommend critical times for hand washing. Of the total 3,276 households interviewed,
54.2% (n= 1,774) confirmed that members of the household wash their hands with soap or
other locally available cleansing agent.
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Regional variation on the practice of hand washing with soap or any other locally available
cleansing agent was noted; of the total households (n=906) interviewed in SNNP region 57.3%
(n=519) said that family members do wash their hands with soap or any other locally available
cleaning agent. Relatively, Amhara having the lowest percentage 48.9% with only 517
households confirming the practice of hand washing with soap or other locally available
cleansing agents of the total of 1,057 households interviewed. In Oromia region, 56.9% of the
1,070 households interviewed confirmed that their members of the household do wash their
hands with soap and/or any other locally available cleansing agents.
Table 22:

Household with household members’ practices of hand washing with soap or any
other locally available cleansing agent

Percent distribution of households with household members practicing hand washing with soap and/or other locally available cleansing
agents, July 2017

______
Percent of households with
household members practicing hand
washing with soap and/or other
locally available cleansing agents

_Region __________

Total

Amhara

Oromia

SNNP

Tigray

48.9

56.9

57.3

53.1

54.2

(within region) 1
Present of households with
members of their household
practicing hand washing with soap
and/or other locally available
cleansing agent at different critical
times (within region)
After defecation
After cleaning child who defecated
Before cooking or preparing food
Before eating
Before feeding a child
1

78.3
(n= 405 of 517)

13.9
(n= 72 of 517)

77.2
(n= 399 of 517)

78.9
(n= 408 of 517)

13.5
(n= 70 of 517)

84.2
(n= 513 of 609)

27.9
(n= 170 of 609)

76.4
(n= 465 of 609)

73.9
(n= 450 of 609)

18.7
(n= 114 of 609)

78.8
(n= 409 of 519)

9.6
(n= 50 of 519)

54.7
(n= 284 of 519)

80.2
(n= 416 of 519)

7.7
(n= 40 of 519)

95.4
(n= 123 of 129)
55.8
(n= 72 of 129)

78.3
(n= 101 of 129)

93.0
(n= 120 of 129)

53.5
(n= 69 of 129)

81.7
(n= 1450 of 1774)

20.5
(n= 364 of 1774)

70.4
(n= 1249 of 1774)

78.6
(n= 1394 of 1774)

16.5
(n= 293 of 1774)

Percent of households with members of their household practicing hand washing with soap and/or other locally available cleansing
agent is calculated using n=1,774 (i.e., number of households who confirmed that members of their household wash their hands with
soap and/or other cleansing agent) over survey sample of households in the Growth through Nutrition Activity implementation areas
(n =3,276); for specific regions: Amhara 517 out of 1,057, Oromia 609 out of 1,070, SNNP 519 out of 906 and Tigray 129 out of 243

The practice of washing hands with soap and/or any other locally available cleansing agents
varies when looked at by the standard/required critical times for hand washing. Washing hands
with soap and/or other locally available cleansing agents seems to be less practiced specifically
for the critical hand washing times of “after cleaning a child who has defecated” and “before
feeding a child” in all regions except in Tigray.
In Tigray region, of the total households interviewed (n= 243), 53.1% (n=129) confirmed
that their household members do wash their hands with soap and/or any other locally available
cleansing agents. Of these 129 households 55.8% and 53.5% confirmed that their household
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members do wash their hands with soap and/or any other locally available cleansing agents
“after cleaning a child who has defecated” and “before feeding a child” respectively.
These percentages are higher compared to the practices in SNNP region where the practice of
hand washing with soap and/or any other locally available cleansing agents is low for hand
washing “after cleaning a child who has defecated” and “before feeding a child”. Of the total
households interviewed (n= 906), 57.3% (n=519) confirmed that their household members
do wash their hands with soap and/or any other locally available cleansing agents. Of these
519 households only 9.6% and 7.7% confirmed that their household members do wash their
hands with soap and/or any other locally available cleansing agents “after cleaning a child who
has defecated” and “before feeding a child” respectively.
The low percentage observed on hand washing practices may not have been due to not having
the knowledge on the need and importance of hand washing at different critical times as can
be explained by the finding from the stakeholders.. An adult male said
“If you ask this community, especially women, they will tell you about sanitation, but
they do not practice what they know. Because of this, sanitation is an observed
problem in this community”.
The men and women community member discussants expressed their understanding that,
community members know or at least heard about hand washing and its benefits from Health
Extension Workers and the health service providers. They further affirmed the existence of
knowledge that they say they have through their citation of the times one should wash hands
as “after toilet use (the most mentioned), before and after eating, in the morning after one
wakes-up, and before sleeping”. The community members mentioned that hand washing is
important to keep clean, to stay healthy and in quote “to prevent ourselves from diseases like
trachoma, Cholera, Typhoid or Diarrhea”.

3.4-

Knowledge on Hygiene, Sanitation, Breastfeeding and Pregnant Women Care

Women and men who are married (married at the time of the survey) and have child/children
under two years of age were asked in the baseline survey of their knowledge on care for
pregnant women, on breastfeeding, on dietary diversity and on hand washing.
3.4.1-

Knowledge on Care for Pregnant Women

Men and women (men/women who were married at the time of the survey and who has
child/children under two years of age) were asked on their knowledge on care for pregnant
women. It was the finding of the baseline survey that, women are more knowledgeable interms of indicating that a pregnant woman should have a minimum of four visits (29.3%)
compared to the men (17.6%).
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The men seem to understand that three or lesser visits are adequate (45.8%) compared to
women (32.5%); and this is observed across men from all regions. Table 23 describes the
knowledge among men and women on the number of times a pregnant woman should go for
antenatal check-ups during pregnancy.

Table 23:

Knowledge on Frequency of Antenatal Care Visit

Percent of men and women (men/women who were married at the time of the survey and who has child/children under two years
of age) on times a pregnant woman should go for antenatal check-ups during pregnancy, July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Percent of Men and Women who
mentioned on times a pregnant
woman should go for antenatal
check-ups during pregnancy
(within region) 1
At-most three visits (three or less)
(within sex totals)
Men
Women

55.0

47.3

25.9

50.0

45.8

(n= 71 of 129)

(n= 105 of 222)

(n= 21 of 81)

(n= 8 of 16)

(n= 205 of 448)

22.2

(n= 35 of 158)

41.1

(n= 109 of 265)

30.1

(n= 52 of 173)

28.8

(n= 19 of 66)

32.5

(n= 215 of 662)

Four visits
(within sex totals)
Men
Women

9.3

14.9

(n= 12 of 129)

(n= 33 of 222)

37.0
(n= 30 of 81)

25.0
(n= 4 of 16)

17.6
(n= 79 of 448)

32.3

21.9

35.8

34.9

29.3

(n= 51 of 158)

(n= 58 of 265)

(n= 62 of 173)

(n= 23 of 66)

(n= 194 of 662)

At least five visits (five and more)
(within sex totals)
Men
Women
1

35.7

37.8

37.0

25.0

36.6

(n= 46 of 129)

(n= 84 of 222)

(n= 30 of 81)

(n= 4 of 16)

(n= 164 of 448)

45.6

37.0

34.1

36.4

38.2

(n= 72 of 158)

(n= 98 of 265)

(n= 59 of 173)

(n= 24 of 66)

(n= 253 of 662)

Region’s percent is calculated over the region’s surveyed women/men (married at the time of the survey and who has
child/children under two years of age) who responded to the question “number of times a pregnant woman should go for antenatal
check-ups during pregnancy”; Amhara 287 (129 males and 158 females, Oromia 487 (222 males and 265 females), SNNP 254
(81 males and 173 females), Tigray 82 (16 males and 66 females)

Men and women were asked the question on the pregnant woman dietary intake (amount of
food). Majority of both men and women across all regions; 75.3% men (391 out of 519) and
79.4% women (550 out of 693) mentioned that a woman should eat more food during
pregnancy. While looking at this by region; 64.7% men and 65.9% women in Amhara, 81.1%
men and 86.8% women in Oromia, 73.2% men and 75.0% women in SNNP and 88.2% men
and 95.5% women in Tigray said that a woman should eat more food during pregnancy.
As much as the majority have said pregnant women should eat more, there were few men
and women (8.8%, percentage combined) who said pregnant women should eat less than the
usual amount that they used to eat; while looking at this by region 16.8% in Amhara, 5.7%
in Oromia, 7.0% in SNNP and 6.0% in Tigray said women should eat less. The figure shows
responses on amount of food a pregnant woman should take disaggregated by men and
women and combined responses.
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Figure 8: Percent of Women/Men Who Think Pregnant Woman Need to Eat More
or Less Food than Usual During Pregnancy
Growth through Nutrition Activity Baseline Survey (July 2017)
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79.4

9.1

More food than usual

8.9
4.0

Less food than usual
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3.4.2-

11.6

8.7

Same food as usual

3.0

Don't know

Female

Knowledge on Breastfeeding

Early initiation of breastfeeding is important for both the mother and the child. The first breast
milk contains colostrum, which is highly nutritious and has antibodies that protect the newborn
from diseases. Early initiation of breastfeeding also encourages bonding between the mother
and her newborn, and facilitates the production of regular breast milk. Thus, it is
recommended that children be put to the breast immediately or within 1 hour after birth.
In this baseline survey, both men and women who were married at the time of the survey and
who have child/children under two years of age were asked of their knowledge on early
initiation of breastfeeding; i.e., when should a new born child be put to the breast. Overall,
majority of both men and women said that a new born child should immediately be put on
breast. Although significant majority said that the child should be put on breast immediately,
there is a variation between men and women; 61.6% (293 out of the 476) of men and 88.6%
of women (614 of the 693). When looking at the knowledge on initiation of breastfeeding
across regions, it was a finding that there are men and women in Amhara, Oromia and SNNP
who do not know when exactly a new born child should be put on breast compared to Tigray
where there are none. Table 23 presents the response in percent in relation to knowledge on
the time a new born child should be put on breast.
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Table 24:

Knowledge on Initiation of Breastfeeding

Percent of men / women (men/women who were married at the time of the survey and who has child/children under two years of
age) response in relation to knowledge on time a new born child should be put on breast, July 2017

______
Amhara

_Region __________

Oromia

SNNP

Total
Tigray

Percent Men/Women response in
relation to knowledge on time a
new born child should be put on
breast (within region and within sex)1
Immediately
Men
Women

48.6

53.9

87.4

82.4

61.6

(n= 51 of 105)

(n= 131 of 243)

(n= 97 of 111)

(n= 14 of 17)

(n= 293 of 476)

77.3

91.9

93.6

89.4

88.6

(n= 129 of 167)

(n= 250 of 272)

(n= 176 of 188)

(n= 59 of 66)

(n= 614 of 693)

Less than 1 Hour after delivery
Men
Women

32.4

22.6

0.9

11.8

19.3

(n= 34 of 105)

(n= 55 of 243)

(n= 1 of 111)

(n= 2 of 17)

(n= 92 of 476)

(n= 26 of 167)

(n= 12 of 272)

(n= 4 of 188)

(n= 7 of 66)

(n= 49 of 693)

15.6

4.4

2.1

10.6

7.1

Less than 24 Hours after delivery
Men
Women

4.8

15.6

0.0

0.0

9.0

(n= 5 of 105)

(n= 38 of 243)

(n= 0 of 111)

(n= 0 of 17)

(n= 43 of 476)

(n= 7 of 167)

(n= 5 of 272)

(n= 1 of 188)

(n= 0 of 66)

(n= 13 of 693)

4.2

1.8

0.5

0.0

1.9

One (1) day after delivery
Men
Women

3.8

(n= 4 of 105)

1.7

(n= 4 of 243)

0.0

(n= 0 of 111)

5.9

(n= 1 of 17)

1.9

(n= 9 of 476)

1.8

1.8

0.0

0.0

1.2

(n= 3 of 167)

(n= 5 of 272)

(n= 0 of 188)

(n= 0 of 66)

(n= 8 of 693)

More than one (1) day later after
delivery
Men
Women

0.0

1.2

0.0

0.0

0.6

(n= 0 of 105)

(n= 3 of 243)

(n= 0 of 111)

(n= 0 of 17)

(n= 3 of 476)

(n= 1 of 167)

(n= 0 of 272)

(n= 0 of 188)

(n= 0 of 66)

(n= 1 of 693)

0.6

0.0

0.0

0.0

0.1

Don’t Know
Men
Women
1

10.5

(n= 11 of 105)

4.9

(n= 12 of 243)

11.7

(n= 13 of 111)

0.0

(n= 0 of 17)

7.6

(n= 36 of 476)

0.6

0.0

3.7

0.0

1.2

(n= 1 of 167)

(n= 0 of 272)

(n= 7 of 188)

(n= 0 of 66)

(n= 8 of 693)

Region’s percent is calculated over the region’s surveyed women/men (married at the time of the survey and who has
child/children under two years of age) who responded to the question “when should a new born child be put to the breast”; Amara
105 men and 167 female, Oromia 243 men and 272 women, SNNP 111 men and 188 women and Tigray 17 men and 66 women

After the first 6 months, breast milk is no longer adequate to meet the nutritional needs of
the infant, and complementary foods should be added to the child’s diet. This is the most
critical period for children, because children are most vulnerable to malnutrition during this
transition. Complementary feeding should be timely, which means that all infants should start
receiving foods in addition to breast milk at age 6 months.
In this baseline survey women and men were asked of their knowledge about the age (in
months) a breastfeed child be introduced to semi-solid and/or solid foods. Overall, 83.7%
(983 of the total 1,174 (i.e., 488 males and 686 females) have said that a breastfed child
should be introduced to semi-solid and/or solid foods at 6 months of age; of the total men
interviewed 74.18% (362 out of 488) and of the total female interviewed 90.52% (621 out of
686) said a breastfed child should start taking semi-solid and/or solid foods at the age of 6
months.
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Figure 9: Percent of Women/Men Who Said a Breastfed Child Should be Introduced to
Semi-Solid and/or Solid Foods at 6 Months of Age
Growth through Nutrition Activity Baseline Survey (July 2017)
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In regard to knowledge on breastfeeding women of reproductive age 15-49 who were married
at the time of the survey and have a child below 2 years of age were also asked if they have
ever received any advice or information on breastfeeding. It was found out that all women (a
total of 566) asked of the question if have ever received advice or information on breastfeeding
confirmed to have received the same. The source of advice or information on breastfeeding
was asked of these woman, and 78.4% (444 out of the 566) have confirmed Health Extension
Workers are their source of information and which this being the highest compared to other
sources of advice or information mentioned.
These women were also asked if the advice or information that they received on breastfeeding
has helped them in any way to change their existing practice. Most women 89.9% (509 out
of the 566) said that it helped them to practice exclusive breastfeeding for six months. Table
25 provides the summary on source of information and change of practice because of advice
or information received on breastfeeding.
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Table 25:

Source of Information on Breastfeeding

Percent of women (who were married at the time of the survey and who has child/children under two years of age) who
mentioned different sources of advice or information on breastfeeding and percent of women who mentioned change of
practices based on advice or information received on breastfeeding , July 2017

______
Amhara

_Region __________
Oromia

SNNP

Total

Tigray

Percent Women who mentioned different sources of
advice or information on breastfeeding
(within region)1
Health Worker

46.4

39.3

40.5

75.0

44.0

Health Extension Worker

79.2

83.3

69.9

81.8

78.4

Development Agent

13.6

5.1

8.0

4.5

7.8

Radio

6.4

14.5

9.2

0.0

10.1

Television

1.6

4.3

1.2

0.0

2.5

Non-Governmental organization

0.8

0.0

0.0

0.0

0.2

15.2

30.3

8.0

29.5

20.5

2.4

0.0

0.0

0.0

0.5

Initiate breastfeeding within 1 hour after birth

64.0

65.0

57.1

97.7

65.0

Exclusive breast feeding for 6 months

83.2

89.3

93.9

97.7

89.9

Continued breast feeding up to 2 years

35.2

73.9

29.4

100.0

54.6

Avoid bottle feeding

11.2

28.6

1.8

38.6

17.8

Giving colostrum

2.4

12.0

0.0

6.8

6.0

Nothing

4.0

1.3

0.0

0.0

1.4

Friend/Family Member
Poster/Flyer/Leaflet
Percent Women who mentioned to have changed
their practice following the receipt of advice or
information on breastfeeding (within region)

1

Region’s percent is calculated over the region’s surveyed women (married at the time of the survey and who has
child/children under two years of age) who confirmed to have received advice or information on breastfeeding; Amhara
125, Oromia 234, SNNP 163 and Tigray 44

3.4.3-

Knowledge on Children’s Dietary Diversity

Women of reproductive age 15-49 who were married at the time of this baseline survey and
has a child below 2 years of age were also asked if they have ever received any advice or
information on children’s dietary diversity. It was found that 76.5% women (546 out of the
total of 714) confirmed to have received advice or information on dietary diversity. The source
of advice or information on children’s dietary diversity was asked of those women who
confirmed to have received advice or information (546). Of these who confirmed to have
received advice or information majority 77.5% (423 of the 546) said their source of
information are Health Extension Workers.
These women who also confirmed to have received advice or information on children’s dietary
diversity (546) were asked if the advice or information that they received has helped them in
any way to change their existing practice. Most women 85.5% (467 out of the 546) said that
it helped them to give children above 6 months of age animal source foods. Table 26 provides
the summary on source of information and change of practice because of advice or information
received on children’s dietary diversity.
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Table 26:

Source of Information on Children’s Dietary Diversity

Percent of women (who were married at the time of the survey and who has child/children under two years of age) who mentioned
different sources of advice or information on children’s dietary diversity and percent of women who mentioned change of practices
based on advice or information received on children’s dietary diversity, July 2017

______
Amhara
Percent of women who confirmed to
have received advice or information
on dietary diversity
(within region) 1

_Region __________

Oromia

SNNP

Tigray

Total

68.8

78.9

73.2

95.5

76.5

(n= 119 of 173)

(n= 224 of 284)

(n= 139 of 190)

(n= 64 of 67)

(n= 546 of 714)

Percent Women who mentioned
different sources of advice or
information on dietary diversity
(within region of those who confirmed to
have received advice or information) 2
47.1

38.8

42.4

84.4

46.9

(n= 56 of 119)

(n= 87 of 224)

(n= 59 of 139)

(n= 54 of 64)

(n= 256 of 546)

Health Extension Worker

77.3

80.8

67.6

87.5

77.5

Development Agent

14.3

3.6

8.6

10.9

8.1

Radio

4.2

12.5

5.8

0.0

7.5

Television

1.7

4.5

0.7

0.0

2.4

Non-Governmental organization

0.8

0.0

0.0

0.0

0.2

13.4

25.0

6.5

15.6

16.7

1.7

0.9

0.7

0.0

0.9

Health Worker

Friend/Family Member
Poster/Flyer/Leaflet
Percent Women who mentioned to
have changed their practice following
the receipt of advice or information on
dietary diversity
(within region of those who confirmed to
have received advice or information) 2
Feeding your child diversified
foods (at least 4 food groups)
Give children above 6 months of
age animal source foods

69.7

76.8

50.4

100.0

71.2

(n= 83 of 119)

(n= 172 of 224)

(n= 70 of 139)

(n= 64 of 64))

(n= 389 of 546)

73.1

82.6

94.2

100.0

85.5

48.7

64.7

30.9

92.2

55.9

1.7

2.2

0.0

0.0

1.3

Increase frequency of feeding
Nothing
1

Region’s percent is calculated over the region’s surveyed women (married at the time of the survey and who has child/children
under two years of age) who were asked if they have received advice or information on dietary diversity: Amhara 119 confirmed
of 173, Oromia 224 confirmed of 284, SNNP 139 confirmed of 190 and Tigray 64 confirmed of 67.

2 Region’s percent is calculated over the region’s surveyed women (married at the time of the survey and who has child/children

under two years of age) who confirmed to have received advice or information on dietary diversity; Amhara 119, Oromia 224,
SNNP 139 and Tigray 64
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3.4.4-

Knowledge on Handwashing

In this baseline survey, women of reproductive age 15-49 who were married at the time of
the survey and has child/children below 2 years of age were asked on receipt of advice or
information on hand washing with soap and their source of information on hand washing. The
main source of information identified by the women are Health Extension Workers, followed
by Health Workers at health facilities and Radio. Table 27 describes the percent distribution
on source of information related to hand washing and the percent distribution on practices of
hand washing as a result of advice or information received on hand washing.
Table 27:

Source of Information on Hand Washing

Percent of women (who were married at the time of the survey and who has child/children under two years of age) who mentioned
different sources of advice or information on hand washing and percent of women who mentioned change of practices based on
advice or information received on hand washing , July 2017

______
Amhara
Percent of women who confirmed to
have received advice or information
on hand washing with soap
(within region) 1

_Region __________

Oromia

SNNP

Total
Tigray

67.1

79.6

71.1

95.5

75.8

(n= 116 of 173)

(n= 226 of 284)

(n= 135 of 190)

(n= 64 of 67)

(n= 541 of 714)

Percent Women who mentioned
different sources of advice or
information on hand washing with
soap
(within region of those who confirmed to
have received advice or information) 2
33.6

33.6

36.3

79.7

39.7

(n= 39 of 116)

(n= 76 of 226)

(n= 49 of 135)

(n= 51 of 64)

(n= 215 of 541)

Health Extension Worker

76.7

77.4

70.4

87.5

76.7

Development Agent

13.8

4.4

5.2

9.4

7.2

Radio

7.8

18.1

13.3

0.0

12.6

Television

1.7

5.8

3.0

0.0

3.5

Non-Governmental organization

0.9

0.0

0.0

0.0

0.2

17.2

21.2

7.4

3.1

14.8

2.6

0.4

0.7

0.0

0.9

Health Worker

Friend/Family Member
Poster/Flyer/Leaflet
Percent Women who mentioned to
have changed their practice following
the receipt of advice or information on
hand washing with soap
(within region of those who confirmed to
have received advice or information) 2

48.3

81.4

43.7

100.0

67.1

(n= 56 of 116)

(n= 184 of 226)

(n= 59 of 135)

(n= 64 of 64)

(n= 363 of 541)

Wash hands after cleaning a
child after defecation

63.8

77.9

54.8

98.4

71.5

Wash hands before cooking

73.3

89.8

77.0

95.3

83.7

Wash hands before eating
Wash hands before feeding a
child
Nothing

81.0

88.1

57.8

98.4

80.2

53.4

69.5

19.3

81.3

54.9

0.0

0.0

0.0

0.0

0.0

Wash hands after defecation

1

2

Region’s percent is calculated over the region’s surveyed women (married at the time of the survey and who has child/children
under two years of age) who were asked if they have received advice or information on handwashing with soap: Amhara 116
confirmed of 173, Oromia 226 confirmed of 284, SNNP 135 confirmed of 190 and Tigray 64 confirmed of 67
Region’s percent is calculated over the region’s surveyed women (married at the time of the survey and who has child/children
under two years of age) who confirmed to have received advice or information on dietary diversity; Amhara 116, Oromia 226, SNNP
135 and Tigray 64
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3.4.5-

Households Reached by Front Line Workers

The proportion of households which have been reached with Growth through Nutrition Activity
identified front line workers (these include Health Extension Workers, Health Workers and
Development Agents) has been estimated using the response of women 15-49 (married at the
time of the survey and who has child/children under two years of age) on source of information
on breastfeeding, children’s dietary diversity and handwashing. Accordingly, a total of 443 out
of 718 women have received advice or information on any one of the three areas (i.e.,
breastfeeding, children’s dietary diversity and handwashing) and have been reached/
contacted either by Health Extension Worker, or Health Worker or Development Agent to
obtain the advice or information.
Using the number of women to estimate the proportion of households reached with front line
workers, 61.7%27 of households (443 of the 718) in Growth through Nutrition Activity
implementation areas have been reached with front line workers. Looking at the proportion of
households reached by frontline workers across regions, it ranges from 50.6% (88 of 174) in
Amhara, to 61.7% (119 of 193) in SNNP, to 64.2% (43 of 67) in Tigray, to 68.0% (193 of
284) in Oromia.

3.5-

Women’s Empowerment

Women play a prominent role in child’s health nutrition and because of the persistent economic
constraints they face, Women’s Empowerment is a focus of Growth through Nutrition Activity.
Empowering women particularly in decision making on income earned, on own nutrition and
health as well as on health and nutrition of children are so important to achieving the improved
nutritional status of themselves and their children.
The baseline survey measured empowerment, and inclusion of women in the decision making;
these is to set base values for the outcome and impact indicators related to women’s
empowerment and the information can be used to guide Activity’s effort to identify and
address the constraints that limit women’s full engagement in decision making for improved
nutritional status.
According to the 2016 EDHS, participation in decision making showed that 71% of married
women (married at time of the survey) participated in three specified household decisions
(own health care, household purchases, and visits to their family), while 10% are not involved
in any of these decisions. In this baseline survey, currently married women with child/children
under 2 years of age were asked about their participation in decisions about their own nutrition
and health care, about their child’s/children’s nutrition and health care and also about the use
of self-earned cash.

27

The following should be taken into consideration when using this proportion estimate; (a) the frequency of
contact by frontline workers was not asked, (b) “reached” is only taken to represent that the women/household
received advice or information, (c) women were not asked to respond to the question of source of information or
advice in a specified period of time like in the past 2 months or otherwise, and (d) the response of women of
15-49 married at the time and who have a child or children under 2 years of age to estimate the proportion
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3.5.1- PERCENTAGE OF MEN/WOMEN IN UNION WITH CHILDREN UNDER TWO WHO
MAKE MATERNAL HEALTH AND NUTRITION DECISIONS ALONE

As mentioned in the
Figure 10: Percent of Women Decision Making on Self Nutrition
introductory description
and Health Care by Type of Decision
above, the baseline survey
Growth through Nutrition Activity Baseline Survey (July 2017)
explored women’s
empowerment in three
different areas and one of it
Myself , 30.8
being the decision making
on own’s nutrition and
health care. Women of
reproductive age (15-49)
Myself and
who are married at the time
Spouse/Partner, 60.5
of the baseline survey and
with child/children under
two years of age (n=663),
My
Spouse/Partner,
were asked of their practice
8.8
on who makes decision on
their nutrition and health
care. Of the total 663 women who reported on the decision-making practice, only 30.8%
reported that they themselves only decide on their own nutrition and health care.
However, majority of the women (60.5%) reported that they make the decision on their
nutrition and health care jointly with their spouse or partner. This level of practice of the
women to make joint decisions on their own nutrition and health care is substantiated with
the response of the men; nearly 62% of the men said they and their spouse/partner jointly
make decisions on their spouse/partner nutrition and health care. This finding is in support of
the 2016 EDHS result which shows that the majority of married (at the time of the survey)
men report that key household decisions are made jointly with their wives.

Table 28:

Decision Making on Spouse/Partner Nutrition and Health Care

Percent of men married and with child/children of under two years of age who made decisions on spouse/partner’s nutrition
and health care, July 2017

______
Amhara

_Region __________
Oromia

SNNP

Tigray

Total

Percent of married men with child/children of under
two years of age who made decisions on
spouse/partner’s nutrition and health care
(within region)1
My spouse/partner alone

14.4

21.8

0.0

35.3

15.6

Myself

26.0

21.0

23.6

17.7

22.6

Myself and spouse/partner

59.6

57.2

75.5

47.1

61.6

0.0

0.0

0.9

0.0

0.2

Myself and other

1 Percent is calculated over survey sample of men who are married and with child/children under 2 years of age and who

have responded to decision making regarding spouse/partner’s nutrition and health care in the Growth through Nutrition
Activity implementation regions; for the regions percent, it over the region surveyed men who are married and with
child/children under 2 years of age who responded to the decision making on spouse/partner’s nutrition and health care;
104 Amhara, 243 Oromia, 110 SNNP and 17 Tigray
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3.5.2- PERCENTAGE OF MEN/WOMEN IN UNION WITH CHILDREN UNDER TWO WHO
MAKE CHILD HEALTH AND NUTRITION DECISIONS ALONE

In this Growth through Nutrition Activity baseline survey, women of reproductive age (15-49)
who are married and have child/children under two years of age (n=663) were asked on
decision making practices on their child/children’s nutrition and health care.
The practice of decision making on the child/children’s nutrition and health is a decision made
jointly by both the women and their spouse/partners; 63.5% of the women (421 of the 663)
confirmed the same. The joint decision making was also substantiated by the response of the
men (married at the time of the survey and who have child/children under two years of age)
who were asked of the practice of decision making on their child/children nutrition and health
care. Nearly 64% of the men (302 of the 474) confirmed that joint decisions are made
regarding their child/children’s nutrition and health care.

Table 29:

Decision Making on Child/Children’s Nutrition and Health Care

Percent of women married and with children of under two years of age who made decisions on child/children’s nutrition and
health care , July 2017

______
Amhara

_Region __________
Oromia

SNNP

Tigray

Total

Percent of married women with child/children of
under two years of age who made decisions on
child/children’s nutrition and health care (within
region)1
Myself
My spouse/partner alone
Myself and spouse/partner
Myself and other

30.9

24.8

31.7

9.7

26.7

9.2

10.9

3.3

25.8

9.8

59.9

64.3

65.0

64.5

63.5

0.0

0.0

0.0

0.0

0.0

1 Percent is calculated over survey sample of women who are married and with child/children under 2 years of age and who

have responded to decision making regarding child/children’s nutrition and health care in the Growth through Nutrition
Activity implementation regions; for the regions percent, it over the region surveyed women who are married and with
child/children under 2 years of age and who responded to the decision making on child/children’s nutrition and health care;
152 Amhara, 266 Oromia, 183 SNNP and 62 Tigray

It is only slightly more than one-quarter (26.7%, 177 of the 663) of the women who said that
they by themselves make the decisions when it comes to their child/children’s nutrition and
health care. Again, this is consistent with the response of the men; 25.5% (121 of the 474)
said it is their spouse/partner who decides alone on their child/children’s nutrition and health
care.
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Figure 11: Percent of Married Men with Child/Children of Under two Years of Age who Made Decisions on
Child/Children’s Nutrition and Health Care by Type of Decision
Growth through Nutrition Activity Baseline Survey (July 2017)
90.0
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Tigray

Total
78.2

80.0

70.0

63.7
60.6
60.0

58.9

58.8

50.0

40.0

35.3
27.9 28.4

30.0

25.5
20.0

20.0

11.5 12.8

10.6

10.0

5.9
0.9

-

-

0.9

-

0.2

-

Myself

My spouse/partner alone

Myself and spouse/partner

Myself and other jointly

3.5.3- PERCENTAGE OF MEN/WOMEN IN UNION AND EARNING CASH WHO MAKE
DECISIONS ALONE ABOUT THE USE OF SELF-EARNED CASH

The baseline survey explored women’s empowerment in terms of employment, earnings and
control over earnings. Women of reproductive age (15-49) who are married and with children
under two years of age, were asked if they have done any work other than their housework
in the past 12 months. Of the total 569 women who reported to have worked and earned cash
or earned in cash and in kind in the past 12 months; nearly 70% reported that they themselves
only decide how the cash they earned will be used. Nearly one-fourth (24.4%) said they made
decisions on the self-earned cash with spouse or partner.
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Table 30:

Decision Making on Self-Earned Cash

Percent of women of reproductive age (15-49) with children of under two years of age who made decisions alone on selfearned cash , July 2017

Result

______
Amhara

_Region __________
Oromia

SNNP

Total

Tigray

Percent Women of reproductive age (15-49) with
children under two years of age who made decisions
on self-earned cash (within region)1
Myself
Spouse/partner
Myself and spouse/partner

1

77.9

71.1

65.2

60.0

69.6

2.6

0.6

6.6

5.3

3.7

15.6

26.4

26.0

34.7

24.4

Myself and other

3.9

2.0

0.6

0.0

1.8

Other

0.0

0.0

1.7

0.0

0.5

Percent is calculated over survey sample of women of reproductive age with children under 2 years of age and who have
confirmed to have worked in the past 12 months and who have confirmed to have received payment for the work in cash
or in cash and in kind in the Growth through Nutrition Activity implementation regions; for the regions percent it over the
region surveyed women who confirmed the same; 154 Amhara, 159 Oromia, 181 SNNP and 75 Tigray

Women gain direct access to economic resources when they are employed for cash. However,
this access is meaningless unless women also control how their earnings are used. As
described above and as can be seen in Table 30, in the implementation areas, the majority of
women earning cash report that decisions about the use on their self-earned cash are made
by their own. This is slightly different compared to the national-level findings from the 2016
EDHs, where 62% made decisions jointly with their husbands and 30% by themselves.
In This Growth through Nutrition Activity baseline survey, the decision making on self-earned
cash by women (with children under 2 years of age and who have confirmed to have worked
in the past 12 months and who have confirmed to have received payment for the work in cash
or in cash and in kind) does not show much difference across regions, however the decision
making on self-earned cash among women is relatively lower in Tigray region and with the
decision making on self-earned cash with spouse or partner being relatively higher compared
to the other regions.
The magnitude of women’s earnings relative to that of their spouse or partner may make a
difference in the control of decisions about how their earnings are used. Although the
amount of cash earned was not asked in this baseline survey, the figure here exhibits the
comparison between the decision making on self-earned income between women and adult
men (who with children under two years of age who have confirmed to have worked in the
past 12 months and who also have confirmed to have received payment for the work in cash
or in cash and in kind) were asked the same questions that the women were asked on
decision making on self-earned cash; see Figure 12.
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Figure 12: Percent of Women/Men Decision Making on Self-Earned Cash by Type of Decision and Region
Growth through Nutrition Activity Baseline Survey (July 2017)
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Across all regions, nearly half of the men (49.8%) decide on the self-earned cash jointly with
spouse; 55.7% in Amhara, 47.8% in Oromia, 52% in SNNP and 30.8% in Tigray. This pattern
of practice among men of making decisions jointly with spouse (as much as it can be) is no
different when looked at from the point of who makes decisions about making major household
purchases. Overall, 52.1% of the men said that they make decisions jointly with spouse when
making purchases; 55.1% in Amhara, 53.4% in Oromia, 55.2% in SNNP and 29.8% in Tigray;
this slightly is different compared with the 2016 EDHS, where more than three-fourths of men
(77%) saying that that decisions about major household purchases are typically made jointly
with their wives. It is only 37% of the men who said that they make decisions on purchases
by their own according to the finding from this Growth through Nutrition Activity baseline
survey.
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CONCLUSION

The purpose of this report was to estimate the base values and present the required indicators
of the Feed the Future Ethiopia, Growth through Nutrition Activity implemented by Save the
Children and its partners, without a lot of commentary. The estimates are derived from a
population-based survey conducted in the Growth through Nutrition Activity implementation
areas, covering 100 Woredas (80 AGP and 20 PSNP) in four regions; Amhara, Oromia, SNNP
and Tigray.
The indicators of interest in this report emanate from the goal of Growth through Nutrition
Activity, the focus of which may be organized into five intermediate results: (1) increased
access to diverse, safe, and quality foods; (2) optimal nutrition, WASH, and agriculture-related
behaviors adopted; (3) increased utilization of quality nutrition services; (4) improved access
to WASH products and services; and (5) strengthened multi-sector coordination and capacity
to implement nutrition and WASH programs. This report has provided the baseline estimates
for the relevant indicators which reflects on these intermediate results to facilitate tracking
the performance and evaluating the impacts of Growth through Nutrition Activity’s
interventions that are currently being implemented or planned for implementation in the
future. It has also provided these indicators, to the extent feasible by the data, for the different
disaggregates – regions, Woreda (PSNP/AGP), gender, and others.
The data used in the estimation of the base values for the indicators in this report were
collected using a structured questionnaire in a population-based survey conducted in July
2017. The number of households in the survey sample was 3,276 households, and there were
a total of 2,450 women in the reproductive age, 519 adolescent girls and 1,781 children under
five years of age individual respondents.
The demographic analysis showed that majority (79.1%) of the women in the reproductive
age are married. The sample’s households are predominantly “Male and Female Adults” with
an average household size of about 5 people. Only 58.7% of the sample population has
received any formal education, although of these who have ever attended school, majority
(80.2%) have only attended primary level education.
Most households lack access to sanitation facility; only 1.6% of the households have access
to improved not shared sanitation facility. Slightly more than half (54.2%) of the households
practice hand washing with soap and water. The availability of improved drinking water source
is 67.1% (mainly public tap/stand pipe and protected spring), and 86.0% confirmed to have
water all year round from the different sources.
The Growth through Nutrition Activity indicators show a combination of difficulties for the
Activity beneficiaries in the Activity intervention areas. The prevalence of stunting (low height
for age) in the implementation areas is (38.4%) is not any far different compared to the
national prevalence. Results show that 6.4% of children under 5 are wasted (low weight for
height). The prevalence of underweight, wasted and stunted children younger than 60 months
of age are higher among males.
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A higher proportion of female children between the ages of 6 and 23 months of age are
estimated to be receiving the minimum acceptable diet compared to male children, but overall
the prevalence of children aged 6-23 months who receive a minimum acceptable diet is only
12.4%. About 45.2% of children are fed the minimum acceptable number of times per day.
The results of the baseline survey, showed three-fourth (75.8%) of children younger than six
months of age are exclusively breastfed, and this is higher among female children.
Women of reproductive age are not having adequate dietary diversity, 13.9% are consuming
5 or more of the 10 food groups. The average number of food groups consumed by women of
reproductive age is 3.2. Given their lower dietary diversity, this may be evidence that they
have lower average nutritional status. Overall, 18% of women have a body-mass index (BMI)
which puts them under the category of “underweight”. The prevalence of Iron and Folic Acid
supplement intake for at least three months among women who were pregnant in the past 2
years prior to the survey is 14.2%.
Women empowerment, in relation to decision making are encouraging in relation to women’s
full engagement in decision making for their own improved nutritional status as well as their
children’s. The findings showed that about two-in-three (69.6%) women in the Growth
through Nutrition Activity implementation areas make decisions alone on self-earned cash.
Only 31% of women in make decision alone on issues related to their own health and nutrition.
It is only 79.4% of the women who are knowledgeable on women’s food intake requirement
during pregnancy and higher proportion are reached with information on child feeding. Health
Extension Workers, were identified as the main source of information in enhancing their
knowledge on maternal and child health as well as on sanitation and hygiene.
The Growth through Nutrition Activity baseline survey report only presented base values for
the specified outcome and impact indicators. The key scope of the baseline report was to
identify the base values for the indicators, hence associations to explain the why of certain
baseline values for certain indicators have not be done. The report may suggest that test of
significance to be further done to establish associations between different factors to explain
the base values of some of the indicators; for example seasonal adjustment may have skewed
the distribution of wasting, the extreme national poverty line may appear to be explaining the
observed stunting in the Growth through Nutrition Activity intervention areas, wasting or lower
percentage in minimum dietary diversity among women and adolescent girls may have been
caused by who makes decision on earned cash or on children health and nutrition.
However, the report can be used to measure changes in the Growth through Nutrition Activity
indicators over time in the Activity intervention areas. It should be noted again for the sake
of emphasis that the survey was not designed to allow for conclusions about attribution or
causality.
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ANNEX 1: DESCRIPTION/DEFINITION OF THE
PARAMETERS FOR THE SAMPLE SIZE
EQUATION
The sample size required for the Growth through Nutrition baseline survey was determined by
Growth through Nutrition Activity measurement objectives; i.e., its Outcome and Impact
indicators identified. The baseline survey was aimed to set base values for the indicators to
be able to measure changes in the indicators over time, hence the required sample size for
given indicator for the baseline depends on five factors. They were:







the number of measurement units (i.e., the persons to whom the survey data refer) in
the target population;
the estimated or baseline level of the indicator, if available;
the magnitude of change expected to be reliably measured;
the degree of confidence with which it is desired to be certain that an observed change
of the magnitude specified above would not have occurred by chance (the level of
statistical significance); and
the degree of confidence with which it is desired to be certain that an actual change or
difference of the magnitude specified above will be detected (statistical power).

The Growth through Nutrition baseline survey was designed to measure changes over time
(i.e., pre-post design), with an anticipated decrease of 7 percentage points in the proportion
of children, aged 0 to 59 months, whose height for age is below minus two standard deviations
(moderate and severe stunting) with 95 % confidence and 80 % power. If an estimated 38.4
% of the children 0 - 59 months were stunted at the time of the baseline survey, the objective
would be to measure a change in the prevalence of stunted children from 38.4 % to 30.4 %
and be (1) 95 % confident that such a decline would not have occurred by chance and (2) 80
% confident of detecting such a decline if one actually occurred (power).
In due consideration of the five factors described above, the following sample size
determination formula was used. The formula took into account these factors and is the
recommended sample size deamination formula for indicators expressed as proportions.
Accordingly, Basic Equation 1 was therefore used to calculate the required sample size for
indicators expressed as a percentage or proportion provided in the Food and Nutrition
Technical Assistance (FANTA III) Sampling Guide28.

n=D [(Z1-α+Z1-β) 2* (P1(1-P1)+P2(1-P2))/(P2-P1)2]

28

Magnani, Robert. 1999. Sampling Guide. Washington, D.C.: FHI360/FANTA.

Growth through Nutrition Activity Baseline Survey Report

67 | Page

Ideally, the required sample size for each Growth through Nutrition identified Outcome and
Impact indicators would be considered in determining sample size needs for the baseline
survey. Since the number of indicators to be measured is large and it is difficult to get base /
current values from secondary sources like EDHS, this was not possible. This was addressed
by determining which of the indicators is likely to be the most demanding in terms of sample
size and use the sample size required for that indicator. The major advantage of this procedure
is that it will automatically ensure an adequate sample size for all indicators to be measured.
With due consideration of the justification above, the indicator “Prevalence of stunted children
under five years of age” i.e., percentage of children, aged 0 to 59 months, whose height for
age is below minus two standard deviations (moderate and severe stunting) was selected to
serve as a basis for the sample size calculated.

P1

Prevalence of stunted children under five years of age
[Equation 1]
with D = 2

0.384

P2

0.314

Zα

Zβ

95 percent
level of
significance
(α)

80 percent
power (β)

1.645

0.84

n

1,139

The sample size calculated for prevalence of stunted children 0–59 months of age using the
above formula supported a test of hypothesis that can detect a statistically significant
difference between true (unknown) proportions P1at baseline and P2at end-line for the
indicator.
In Ethiopia P1=0.384 (38.4% stunting level for children 0–59 months from 2016EDHS) is used
a s proxy for baseline value of this population based survey value prior to conducting the
survey and a target set of 0.0729 by the end of the Activity, this translates to P2=P1- target
(whichis0.384–0.07) equals 0.314(31.4) stunting level for children 0–59 months at end-line.
Again, assuming normal cut offs for Z0.95=1.645 and Z0.80=0.840 and Design Effect (D) =2
gives a sample size (n) = 1,139. This means that the baseline survey required
information/measurement on n=1,139children0–59 months old.
For sampling purposes, it is essential to have not only an estimate of the number of eligible
children 0 – 59 months old that must be sampled, but also an estimate of the number of
households that need to be visited to obtain the required sample of eligible children 0 – 59
months old. When carrying out the baseline survey, it is rare to have a complete list of children
from which to sample. Therefore, households were used as the sampling unit within survey

29

Seven (7)percentage point drop is informed by the national average stunting prevalence drop rate from 2000 to
2005 to 2011 to 2016
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areas (either enumeration areas or Gote30) rather than children. Data are then collected on
the eligible children residing in those sampled households. For sampling purposes, it was
essential to have not only an estimate of the number of eligible children that must be sampled,
but also an estimate of the number of households that needed to be visited to obtain the
required sample of eligible children. The correspondence between households and eligible
children is not always one- to-one. Although some households will have exactly one eligible
child, other households will have more than one eligible child and some household will have
no eligible children at all.
An approach was used to ensure that the required sample size for children is determined in
advance of fieldwork by inflating the number of children to be sampled by an amount that
accounts for households with no eligible children. The approached more closely approximated
the number of households that needed to be sampled and visited to ensure the required child
sample size. The approach involved inflating the required sample size (n = 1,139) using the
Poisson distribution31.
The adjusted sample size took into account this inflation factor:

n(adjusted) =

n / (1- e-ʎ)
where ʎ is the average number of children of the desired age group per
household32

Following this approach, the total number of households to be sampled was 2,988. Assuming
a 5%Household non-response rate, it was required to sample 3,138 households to obtain
information on 1,139 responding children 0 – 59 months. The sample size calculations have
answered the following two questions: (1) How many sample sampling units would be required
to responded to the indicator; i.e., n = 1,139 children of 0 – 59 months; and (2) How many
households would have to be selected in order to find this number of children; i.e., 3,138
households.

30

Gote is a community level arrangement/grouping of households formed for the purpose of undertaking
community level collaborative development work. A Gote represents a maximum of 30 to 40 Households.

31

Diana Stukel and Megan Deitchler. Addendum to FANTA Sampling Guide by Robert Magnani (1997):
Correction to Section 3.3.1 - Determining the Number ofHouseholds That Need tobe contacted. Food and
Nutrition Technical Assistance III Project (FANTA) Washington, D.C.: FHI 360/FANTA. March 2012

32

The Poisson distribution is a discrete statistical distribution defined for integers 0, 1, 2, 3 … that gives the
probability (or proportion) of the number of times (0,1, 2, …) a random variable occurs, when it is known to
occur an average of λ times.
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ANNEX 2: SAMPLING APPROACHES
Probability sampling using a multi-stage sampling approach was used to ensure a
representative sample was chosen for the baseline study. The multi-stage sampling used was
a random sampling of different units in nested successive stages. What follows are descriptions
on the sampling approach at each stage of the sampling process.


1stStage – Selecting Sample Kebeles
In this stage, Kebeles were selected using systematic sampling method. Although the
random selection of the Kebeles was set, it was important to determine how many
Kebeles to sample and how many households within Kebeles to sample.
Striking a balance between statistical and operational efficiency was critical. A total of
3,138 households needed to be approached to collect data on 1,139 children aged 0 –
59 months. A random sample of 80 households per Kebele corresponding to a typical
interviewer workload in a Kebele resulted in selection of 40 Kebeles using systematic
sampling; i.e., approximated to 40 Kebeles * 80 Households per Kebele resulted in
3,200 households.



2ndStage – Selecting Sample Households
The second stage sampling entailed the selection of households from the selected
Kebeles. The best approach in selecting/sampling households giving equal probability
of being selected/sampled was using systematic random sampling but which required
the updated list of households in the selected kebele. However, the availability of the
list of the households was very questionable, hence the alternate approach which was
the most feasible was to use systematic random sampling to select/sample “Gotes”
within the selected Kebele. The list is available from the local community or the lowest
government administrative unit.
Using systematic random sampling, Gote(s) was/were selected, and all households in
the selected Gote(s) were surveyed. Since a Gote will have on average 30 to 40
households, all the households in the selected Gote will be surveyed. Since a Gote
represents on average 30 - 40 Households more than one Gote is required per
sampled/selected Kebele to meet the required number of households (i.e., 80
Households/Kebele) to be surveyed.
For the purpose of this baseline survey, a household was defined as follows: A person
or group of people who live together and share meals ("eat from the same pot").
Individuals are considered household members if they have lived in the household for
six of the past twelve months and does not include anyone who lives there but eats
separately.

Growth through Nutrition Activity Baseline Survey Report

70 | Page



3rdStage - Selecting Individual Sample Elements
The survey questionnaire was broken into several sections/modules, depending on the
target groups relevant to the various Growth through Nutrition indicators identified for
this baseline study. The protocol for selection of sample elements to be interviewed
within households was defined as follows.
Sample Elements

Primary Individual
 Primary adult male/female (i.e.
household head, or primary income
earner)
A note on replacement: if the primary
male/female adult decision-makers are
not available, no other individuals should
be interviewed to take their place. If the
woman in the household is not available
after three visits she will NOT be replaced.

Criteria for Selection

For the modules of the questionnaire requiring data
about the household
Module A –Identification and Informed
Consent
HH identification information (Woreda, Kebele, HH
number, etc.); data and status of interview;
confidentiality and verbal consent; visit details; etc.
Module B – Household Roster
All household member identification; determination
of eligibility for individual modules; definition of
household; definition of care giver/mother; etc.
Module F – Water Sanitation and Hygiene
Handwashing stations; drinking water; other WASH
related indicators

Woman
 Woman in the household aged 15 –
49
Selection Criteria
 aged 15 to 49
 who is a primary care giver of a
child or children in the HH who are
under 5 years of age
The PRIMARY CAREGIVER is the person
who knows the most about how and what
the child is fed. Usually, but not always,
this will be the child’s mother.
If more than one eligible woman is found
in the household who are identified as “the
primary caregiver of a child/children under
5 in the household” and 15 – 49 years, one
women will be selected using a lottery
method and the selected woman will be
interviewed.
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For modules of the questionnaire requiring data about
gender, women and children’s health, dietary intake,
etc.
Module E –Women Nutrition and Breastfeeding
Women’s dietary diversity; initiation of
breastfeeding; women’s anthropometry; etc.
Module J – Gender Cash and Module K – Gender
MCHN
Knowledge and decision making for maternal and
child health and nutrition; decision making for cash
earners; etc.
Module D –Children’s Nutritional Status
Age verification for children; breast feeding;
minimum acceptable diet; diarrhea; children’s
anthropometry; etc.
Anthropometry Module
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Sample Elements

Adolescent Girl

Adolescent girl in the household
aged 15 – 19
If more than one eligible adolescent girl is
found in the household, one adolescent
girl will be selected using a lottery
method and the selected adolescent girl
will be interviewed.
Children

Children under 5 years of age

Criteria for Selection

For module of the questionnaire requiring data about
adolescent dietary intake
Module E 1–Adolescent Nutrition
Adolescent girls’ dietary diversity
Anthropometry Module

Child under five years of age
Module D1 - Children’s Nutritional Status and

If more than one eligible child is found the
household; all children will be included
however only one child will be selected
using a lottery method for anthropometric
measurement
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Module D2 – Diarrhea
Anthropometry Module
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Summary of Selected Kebeles by Region
Zone

Amhara
Region
Total Number of
Kebeles
(N=TK) = 891
Total Number of
Kebeles to be
Selected
(n=tK) = 13

Woreda
Dabat
Dembia
Misrak Belesa
Wogera

Selected Kebele
Dera
MeskeleKirstose
Adrarua
Meklat

S/Wollo

Delanta

TimaTeqeshigne

N/Wollo

Kobo

Lachi

Ebinat
Tach Gayint

Wariba
Maed

E/Gojjam

Enmaye
EnarjEnawga

Bichena 04
Abager

W/Gojjam

JabiTihinan

Segodit

N/Showa

BasoWorana
TarmaBer

Debrisa
Sina

N/ Gondar

S/Gondar

Zone
Arsi

Oromia
Region

Total Number of
Kebeles
(N=TK) = 916

Selected Kebele

ZewayDugda

Chafe Jila

Gasera

BaloHabebe

Sinana

Shallo

Dugda

TephoChoroke

Gimbicho

DewetuCheli

Lume Woreda

KolbaGode

Shala Woreda

Alge Rema

Siraro Woreda

SheloElancho

North Shewa

Were Jarso

GeremeGoba

South West
Shewa

Wenchi

SonkoleKake

Horo

Abe Dulecha

JerdegaJarte

Tulu Nono

Guto Gida

JarsoTolera

Bale

East Shewa

West Arsi
Total Number of
Kebeles to be
Selected
(n=tK) = 13

Woreda

HaroGuduru
East Wellega
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Zone

SNNP
Region

Total Number of
Kebeles
(N=TK) = 754
Total Number of
Kebeles to be
Selected
(n=tK) = 11

Dawro
Gurage
Hadiya
Sidama
Gedio
Keffa
Silte
South Omo

Woreda

Selected Kebele

Issera

ArusiBala

Cheha

Moche

Gumer

AreketSheleko

Misha

SosokotaGeja

Bursa

Sole Chercho

Wondo Genet

Baja Gamecho

Gedeb

Chorso

Bita

OgiDakity

Gimbo

TepiButi

Misrak Azernet

Welaya

South Ari

Dordora

Zone

Woreda

Selected Kebele

Tigray
Region

Southern

Endamehoni

Shimta

Total Number of
Kebeles
(N=TK) = 199

Western

Tsegede

Hadinet

N/Western

Tselemti

Ferako

Total Number of
Kebeles to be
Selected
(n=tK) = 3
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ANNEX 3: ANALYSIS STEPS IN OBTAINING
BASELINE VALUE FOR EACH INDICATOR


Prevalence of stunted children under five years of age

Stunting is a height-for-age measurement that is a reflection of chronic undernutrition. This
indicator measures the percent of children 0-59 months who are stunted, as defined by a
height for age Z score < -2. Although different levels of severity of stunting can be measured,
this indicator measures the prevalence of all stunting, i.e., both moderate and severe stunting
combined. While stunting is difficult to measure in children 0-6 months and most stunting
occurs in the 9 – 23-month range (1,000 days), this indicator reports on all children under 59
months to capture the impact of interventions over time.
The numerator for this indicator is the survey-weighted sample of children 0-59 months with
a height for age Z score < -2. The denominator is the survey-weighted sample of children 059 months with height for age Z score data in the Growth through Nutrition Activity
implementation area.
Calculation

Prevalence of
stunted
children under
five years of
age

X 100

Survey sample of children aged less than 1,825 days with a HAZ <−2
Survey sample of children aged less than 1,825 days in the Growth
through Nutrition Activity implementation area

Z-score should be derived using WHO’s Child Growth Standards. The following software
packages is used to calculate the z-scores: (a) WHO Anthro:
http://www.who.int/childgrowth/software/en/
To calculate the percent of stunted children aged 0–59 months, the following data will be
used
 child’s “age in days” and include for this indicator only children less than 1,825
days of age (this is equivalent to 0–59 months).
 Sex of child
 Height of child
Survey sample of stunted children aged 0–59 months
Survey sample of children aged 0–59 months in the Growth through Nutrition Activity
implementation area
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Prevalence of wasted children under five years of age

Low weight-for-height: Wasting or thinness indicates in most cases a recent and severe
process of weight loss, which is often associated with acute starvation and/or severe disease.
However, wasting may also be the result of a chronic unfavorable condition. Provided there is
no severe food shortage, the prevalence of wasting is usually below 5%, even in poor
countries. A prevalence exceeding 5% is alarming given a parallel increase in mortality that
soon becomes apparent. On the severity index, prevalence between 10-14% are regarded as
serious, and above or equal 15% as critical. Typically, the prevalence of low weight-for-height
shows a peak in the second year of life. Lack of evidence of wasting in a population does not
imply the absence of current nutritional problems: stunting and other deficits may be present.
This indicator measures the percent of children 6-59 months who are wasted, as defined by
weight for height Z score < -2. Although different levels of severity of wasting can be
measured, this indicator measures the prevalence of thin (wasted) or acutely malnourished,
i.e., both moderate and severe wasting combined.
The numerator for this indicator is the survey-weighted sample of children 0-59 months with
a weight for height Z score < -2. The denominator is the survey-weighted sample of children
0-59 months with weight for height Z score data in the Growth through Nutrition Activity
implementation area.
Calculation

Prevalence of
wasted
children under
five years of
age

X 100

Survey sample of children aged less than 1,825 days with a WHZ <−2
Survey sample of children aged less than 1,825 days in the Growth through
Nutrition Activity implementation area

Z-score should be derived using WHO’s Child Growth Standards. The following software
packages is used to calculate the z-scores: (a) WHO Anthro:
http://www.who.int/childgrowth/software/en/
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Prevalence of underweight women of reproductive age

This indicator measures the percentage of non-pregnant women of reproductive age (15–49
years) who are underweight, as defined by a body mass index (BMI) < 18.5. To calculate an
individual’s BMI, weight and height data are needed. BMI is equal to weight (in kg) divided by
height squared (in meters). This indicator provides information about the extent to which
women’s diets meet their caloric requirements.
The numerator for this indicator is the survey sample of non-pregnant women 15–49 years
with a BMI < 18.5. The denominator for this indicator is the survey sample of non-pregnant
women 15–49 years in the Growth through Nutrition Activity implementation area.
This indicator provides information about the extent to which women’s diets meet their caloric
requirements. Adequate energy in the diet is necessary to support the continuing growth of
adolescent girls and women’s ability to provide optimal care for their children and participate
fully in income generation activities. Undernutrition among women of reproductive age is
associated with increased morbidity, poor food security, and can result in adverse birth
outcomes in future pregnancies. Improvements in women’s nutritional status are expected to
improve women’s work productivity, which may also have benefits for production.

Calculation

Prevalence of
underweight
women of
reproductive
age

Survey sample of non-pregnant women (15–49 years) with BMI < 18.5

X 100

Survey sample of non-pregnant women (15–49 years) in the survey

BMI is weight (in kg) divided by height (in meters) squared. Height squared (in meters) is
obtained by dividing height in centimeters by 100 and then multiplying the answer by itself.
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Minimum Dietary Diversity – Women (MDD-W)

Minimum Dietary Diversity – Women (MDD-W) captures the proportion of women of
reproductive age in the Growth through Nutrition Activity implementation areas who are
consuming a minimum dietary diversity. A woman of reproductive age is considered to
consume a minimum dietary diversity if she consumed at least five of 10 specific food groups
in the previous 24 hours.
MDD-W is a new version of the Women’s Dietary Diversity Score (WDDS) indicator. There are
two main differences between the MDD-W and the WDDS. First, the MDD-W is a prevalence
indicator whereas the WDDS is a quasi-continuous score. Prevalence indicators, which reflect
the proportion of a population of interest that is above or below a defined threshold (in this
case, women who are consuming a diet of minimum diversity), are more intuitive and
understandable to a broad audience of stakeholders. MDD-W will be more useful for reporting
and describing progress towards improved nutrition for women than the WDDS, which reports
the mean number of food groups consumed by women. Second, the food groups used to
calculate MDD-W are slightly different from those used to calculate WDDS. MDD-W uses 10
food groups, while WDDS uses nine. Table below compares the food groups used in each
indicator.
WDDS 9 food groups

MDD-W 10 food groups

1. Grains, roots and tubers

1. Grains, roots and tubers

2. Legumes, beans, nuts and seeds

2. Legumes and beans
3. Nuts and seeds

3. Dairy products

4. Dairy products

4. Eggs

5. Eggs

5. Organ meat
6. Flesh foods and other misc. small animal protein

6. Flesh foods including organ meat and misc.
small animal protein

7. Vitamin A-rich dark green leafy vegetables

7. Vitamin A-rich dark green leafy vegetables

8. Other vitamin A-rich vegetables and fruits

8. Other vitamin A-rich vegetables and fruits

9. Other fruits and vegetables

9. Other fruits
10. Other vegetables

Each woman of reproductive age in the household gets a score ranging from 0 to 10 points.
Women receiving a score of 5 or more are classified as having consumed minimum dietary
diversity.

Growth through Nutrition Activity Baseline Survey Report

78 | Page

Proportion of women of reproductive age in the Growth through Nutrition Activity
implementation area who are consuming a minimum (at least five) dietary diversity

MDD-W:
Proportion of
women of
reproductive age
in the Activity
area who are
consuming a
minimum (at
least five)
dietary diversity

Survey sample of women of reproductive age who consumed at least the minimum
dietary diversity during the previous day
Survey sample of women of reproductive age in the Growth through Nutrition Activity
implementation area

Notes: For more background information related to the development of the MDD-W, refer to
“Introducing the Minimum Dietary Diversity – Women (MDD-W) Global Dietary Diversity
Indicator for Women.” Available at:
http://www.fantaproject.org/sites/default/files/resources/Introduce-MDD-W-indicator-briefSep2014.pdf.
The table below provides summary on the categorization of consumed food types asked during
the survey into the standard ten food group. Reference is made to “Minimum Dietary Diversity
for Women: A Guide to Measurement”
https://www.fantaproject.org/monitoring-and-evaluation/minimum-dietary-diversitywomen-indicator-mddw
Survey Questions
E07

E08

E09
E10
E11
E12
E13
E14

E15
E16

Bread, biscuits, porridge, Enjera, noodles (Indomin), rice,
or other foods made from grains such as Teff, corn,
millet, sorghum, wheat, oats, barley
Pumpkin, carrots, squash, sweet potatoes or any other
dark yellow or orange fleshed roots, tubers and
vegetables?
White potatoes, potato chips, white yams, cassava, bulla,
kocho, manioc, or any other foods made from roots?
Any dark green leafy vegetables such as spinach,
pumpkin leaves, kale, mustard leaves, moringa?
Any other vegetables, like green beans, tomatoes,
cauliflower, cabbage, broccoli, eggplant, etc.?
Ripe mangoes, ripe papaya, or other fruits that are dark
yellow or orange inside?
Any other fruits like bananas, apples, avocados, guava,
pineapple, plum, orange, any berries, etc.?
Any liver, kidney, heart, or other organ meats from
domesticated animals such as beef, pork, lamb, goat,
chicken, or duck
Any meat from domesticated animals, such as beef, pork,
lamb, goat, chicken, or duck
Any organs from wild animals, such as birds, wild
pigeons, guinea fowl, deer, wild boar, wild goat
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Grouped
To
1

8
1
7
9
8
10

Ten Food Groups

Grains, roots and tubers
Legumes and beans
Nuts and seeds
Dairy products
Eggs
Flesh foods including organ
meat and misc. small
animal protein
[7] Vitamin A-rich dark green
leafy vegetables
[8] Other vitamin A-rich
vegetables and fruits
[9] Other fruits
[10] Other vegetables
[1]
[2]
[3]
[4]
[5]
[6]

5
5
5
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Survey Questions
E17
E18
E19
E20
E21
E22
E23
E24
E25

Any flesh from wild animals, such as birds, wild pigeons,
guinea fowl, deer, wild boar, wild goat
Eggs
Fresh or dried fish, shellfish?
Any foods made from beans, peas, lentils, peanuts or
other legumes?
Any foods made from nuts and seeds such as pumpkin
seeds?
Cheese, yogurt, skim milk (alera), whey (aguat), cottagecheese, or other milk products?
Any oils, fats, butter, ghee, or foods made with any of
these?
Any sugary foods such as chocolates, sweets (halawa,
mushebek), candies, doughnuts, cakes, honey?
Condiments for flavor, such as chilies, spices, herbs, or
fennel grain, coriander, cumin, ginger, turmeric, garlic,
cardamom?
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Grouped
To

Ten Food Groups

5
6
5
2
3
4
Dropped
Dropped
Dropped
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WOMEN (WDDS - Mean Number of Food Groups) – Food Categorization

The table below provides summary on the categorization of consumed food types asked
during the survey into the standard ten food group.
Survey Questions
E07

E08

E09
E10
E11
E12
E13
E14

E15
E16
E17
E18
E19
E20
E21
E22
E23
E24
E25

Bread, biscuits, porridge, Enjera, noodles (Indomin), rice,
or other foods made from grains such as Teff, corn,
millet, sorghum, wheat, oats, barley
Pumpkin, carrots, squash, sweet potatoes or any other
dark yellow or orange fleshed roots, tubers and
vegetables?
White potatoes, potato chips, white yams, cassava, bulla,
kocho, manioc, or any other foods made from roots?
Any dark green leafy vegetables such as spinach,
pumpkin leaves, kale, mustard leaves, moringa?
Any other vegetables, like green beans, tomatoes,
cauliflower, cabbage, broccoli, eggplant, etc.?
Ripe mangoes, ripe papaya, or other fruits that are dark
yellow or orange inside?
Any other fruits like bananas, apples, avocados, guava,
pineapple, plum, orange, any berries, etc.?
Any liver, kidney, heart, or other organ meats from
domesticated animals such as beef, pork, lamb, goat,
chicken, or duck
Any meat from domesticated animals, such as beef, pork,
lamb, goat, chicken, or duck
Any organs from wild animals, such as birds, wild
pigeons, guinea fowl, deer, wild boar, wild goat
Any flesh from wild animals, such as birds, wild pigeons,
guinea fowl, deer, wild boar, wild goat
Eggs
Fresh or dried fish, shellfish?
Any foods made from beans, peas, lentils, peanuts or
other legumes?
Any foods made from nuts and seeds such as pumpkin
seeds?
Cheese, yogurt, skim milk (alera), whey (aguat), cottagecheese, or other milk products?
Any oils, fats, butter, ghee, or foods made with any of
these?
Any sugary foods such as chocolates, sweets (halawa,
mushebek), candies, doughnuts, cakes, honey?
Condiments for flavor, such as chilies, spices, herbs, or
fennel grain, coriander, cumin, ginger, turmeric, garlic,
cardamom?
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Grouped
To
1

8
1
7
9
8

Nine Food Groups

Grains, roots and tubers
Legumes, Beans, Nuts and Seeds
Dairy products
Eggs
Organ Meat
Flesh foods and misc. small
animal protein
[7] Vitamin A-rich dark green leafy
vegetables
[8] Other vitamin A-rich vegetables
and fruits
[9] Other fruits and vegetables
[1]
[2]
[3]
[4]
[5]
[6]

9
5
6
5
6
4
6
2
2
3
Dropped
Dropped
Dropped
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Prevalence of children 6-23 months receiving minimum acceptable diet (MAD)

This indicator measures the percentage of children 6–23 months of age who receive a
minimum acceptable diet, apart from breast milk. The MAD indicator measures both the
minimum feeding frequency and minimum dietary diversity, as appropriate for various age
groups. If a child meets the minimum feeding frequency and minimum dietary diversity for
his or her age group and breastfeeding status, then the child is considered to be receiving a
minimum acceptable diet.
Tabulation of the indicator requires that data on breastfeeding status, dietary diversity,
number of semi-solid/solid feeds, and number of milk feeds be collected for children 6–23
months for the day preceding the survey. This indicator will be calculated from the following
fraction:

Percent of
children 623 months
receiving a
minimum
acceptable
diet

Survey sample of non-breasted
children 6 – 23 months of age
who received at least two milk
feeding and had at least the
AND
minimum dietary diversity not
including milk feeds and the
minimum meal frequency during
the previous day
Survey sample of breastfed AND non-breasted children 6 – 23 months
of age in Growth through Nutrition Activity implementation area

Survey sample of breastfed
children 6 – 23 months of
age who had at least the
minimum dietary diversity
and the minimum meal
frequency during the
previous day

The first step required to calculate this indicator is to create a food group score (as a new
variable) for the dietary diversity component of the indicator. A separate food group score
should be created for breastfed and non-breastfed children, following the instructions below.
Minimum dietary diversity for breastfed children 6–23 months is defined as four or more food
groups out of the following seven food groups:
1)
2)
3)
4)
5)
6)
7)

Grains, roots, and tubers
Legumes and nuts
Dairy products (milk, yogurt, cheese)
Flesh foods (meat, fish, poultry, and liver/organ meats)
Eggs
Vitamin A-rich fruits and vegetables
Other fruits and vegetables

Minimum meal frequency for breastfed children is defined as two or more feedings of solid,
semi-solid, or soft food for children 6–8 months and three or more feedings of solid, semisolid, or soft food for children 9–23 months.
For the MAD indicator, minimum dietary diversity for non-breastfed children is defined as four
or more food groups out of the following six food groups:
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1)
2)
3)
4)
5)
6)

Grains, roots, and tubers
Legumes and nuts
Flesh foods (meat, fish, poultry, and liver/organ meats)
Eggs
Vitamin A-rich fruits and vegetables
Other fruits and vegetables

For the MAD indicator, minimum meal frequency for non-breastfed children is defined as four
or more feedings of solid, semi-solid, soft food, or milk feeds for children 6–23 months, with
at least two of these feedings being milk feeds.
The numerator takes into account
Survey sample of children with [(D17 = 1 OR D18 = 1) AND(age in days ≥ 183) AND (age in days <
274) AND (7-food group score ≥ 4) AND (D51 ≥ 2)] OR [(D17 = 1 OR D18 = 1) AND (age in days ≥
274) AND (age in days < 730) AND (7 food group score ≥ 4) AND (D51 ≥ 3)] OR [(D17 = 0 AND
D18 = 0) AND (age in days ≥ 183) AND (age in days < 730) AND ((D23 + D25 + D29) ≥ 2) AND (6food group score ≥ 4) AND ((D23 + D25 + D29 + D51) ≥ 4)]
SPSS Syntax Used on SPSS: The syntax will help in understanding on how the numerator is

calculated. The referencing of the question identifiers in the syntax (d17_brstfedytr etc.) are
taken from the variable naming on the data set of the Activity baseline survey to illustrate
Breastfed:
((d17_brstfedytr_ = 1 OR d18_brstfedbyOthr_ = 1) & (d07_agemonths_ >= 6) & (d07_agemonths_
<= 8) & (MDD_C_score = 1) & (d51_NoeatSoldfod_ >= 2)) OR ((d17_brstfedytr_ = 1 OR
d18_brstfedbyOthr_ = 1) & (d07_agemonths_ > 8) & (d07_agemonths_ <= 23) & (MDD_C_score = 1)
& (d51_NoeatSoldfod_ >= 3))
Non-Breastfed
((d17_brstfedytr_ = 2 OR d18_brstfedbyOthr_ = 2) & (d07_agemonths_ >= 6) & (d07_agemonths_
<= 23) & ((d23_hwmnyformlytr_ + d25_hwmnyCowytr_ + d29_hwmnyYogrtYtr_) >= 2) &
(MDD_C_score = 1) & ((d23_hwmnyformlytr_ + d25_hwmnyCowytr_ + d29_hwmnyYogrtYtr_ +
d51_NoeatSoldfod_) >= 4))

The table below provides the summary on the categorization of consumed food types asked
during the survey into the standard seven food group.
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Survey Questions
D33

D34

D35
D36A
D36B
D37A
D37B
D38A

D38B
D39A
D39B
D40
D41
D42
D43
D44
D45
D46
D47

Bread, biscuits, porridge, Enjera, noodles (Indomin), rice,
or other foods made from grains such as Teff, corn,
millet, sorghum, wheat, oats, barley
Pumpkin, carrots, squash, sweet potatoes or any other
dark yellow or orange fleshed roots, tubers and
vegetables?
White potatoes, potato chips, white yams, cassava, bulla,
kocho, manioc, or any other foods made from roots?
Any dark green leafy vegetables such as spinach,
pumpkin leaves, kale, mustard leaves, moringa?
Any other vegetables, like green beans, tomatoes,
cauliflower, cabbage, broccoli, eggplant, etc.?
Ripe mangoes, ripe papaya, or other fruits that are dark
yellow or orange inside?
Any other fruits like bananas, apples, avocados, guava,
pineapple, plum, orange, any berries, etc.?
Any liver, kidney, heart, or other organ meats from
domesticated animals such as beef, pork, lamb, goat,
chicken, or duck
Any meat from domesticated animals, such as beef, pork,
lamb, goat, chicken, or duck
Any organs from wild animals, such as birds, wild
pigeons, guinea fowl, deer, wild boar, wild goat
Any flesh from wild animals, such as birds, wild pigeons,
guinea fowl, deer, wild boar, wild goat
Eggs
Fresh or dried fish, shellfish?
Any foods made from beans, peas, lentils, peanuts or
other legumes?
Any foods made from nuts and seeds such as pumpkin
seeds?
Cheese, yogurt, skim milk (alera), whey (aguat), cottagecheese, or other milk products?
Any oils, fats, butter, ghee, or foods made with any of
these?
Any sugary foods such as chocolates, sweets (halawa,
mushebek), candies, doughnuts, cakes, honey?
Condiments for flavor, such as chilies, spices, herbs, or
fennel grain, coriander, cumin, ginger, turmeric, garlic,
cardamom?
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Grouped
To
1

6
1
7
7

Seven Food Groups
1- Grains, roots, and tubers
2- Legumes and nuts
3- Dairy products (milk,
yogurt, cheese)
4- Flesh foods (meat, fish,
poultry, and liver/organ
meats)
5- Eggs
6- Vitamin A-rich fruits and
vegetables
7- Other fruits and vegetables

6
7
4
4
4
4
5
4
2
2
3
Dropped
Dropped
Dropped
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Prevalence of exclusive breastfeeding of children under six months of age

This indicator measures the percentage of children 0–5 months of age, i.e., under six months,
who were exclusively breastfed during the day preceding the survey. Exclusive breastfeeding
means that the infant received breast milk (including milk expressed or from a wet nurse) and
might have received oral rehydration solution (ORS), vitamins, minerals, and/or medicines,
but did not receive any other food or liquid. Including water
To calculate the percentage of children 0–5 months of age who are exclusively breastfed,
estimate children’s “age in days”. Include only children that are less than 183 days of age
(this is equivalent to 0–5 months) and follow the calculations below.

Calculation
Percent of
children 0-5
months of age
who are
exclusively
breast fed

Survey sample of children 0–5 months of age who are exclusively
breastfed
Survey sample of children aged 0–5 months
in the Growth through Nutrition Activity implementation area

X 100

The numerator for this indicator is the survey sample of children 0–5 months of age who were
exclusively breastfed in the day preceding the survey. This takes into account (1) survey
sample of children with age in days <183 AND(2) if child was breastfed yesterday during the
day or night OR if child was breastfed yesterday during the day or night by another woman or
given breast milk from another woman by spoon, cup, bottle, or some other way AND (3)
child DID NOT take any liquid (specifically plain water, infant formula, any tinned/ powdered/
animal milk, juice/juice drinks, clear broth, yogurt, thin porridge, any other liquid) yesterday
during the day or night AND(4) child DID NOT drink/eat any food (specifically food made from
grains, such as bread, rice, noodles, porridge; Pumpkin, carrots, squash, or sweet potatoes
that are yellow or orange inside; White potatoes, white yams, manioc, cassava; Any dark
green leafy vegetables; Ripe mangoes, ripe papayas; Any other fruits or vegetables; Liver,
kidney, heart, or other organ meats; Any meat, such as beef, pork, lamb, goat, chicken, or
duck; Eggs; Fresh or dried fish, shellfish, or seafood; Any foods made from beans, peas,
lentils, nuts, or seeds; Cheese, yogurt, or other milk products; Any oil, fats, or butter, or foods
made with any of these; Any sugary foods such as chocolates, sweets, candies, pastries,
cakes, or biscuits; Condiments for flavor, such as chilies, spices, herbs, or fish powder; Foods
made with red palm oil, red palm nut, or red palm nut pulp sauce)
Syntax: (d07_agemonths_ <= 5 & MDD_C <= 0) & d21_plainwtrytr_ = 2 &
d22_infntformlytr_ = 2 & d24_cowmilk_ = 2 & d26_juice_ = 2 & d27_clrbroth_ = 2 &
d28_yoghurt_ = 2 & d30_porridge_ = 2 & d31_othrliq_ = 2
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Percent of households with soap and water at a handwashing station commonly used
by family members

A handwashing station is a location where family members go to wash their hands. In some
instances, these are fixed locations where handwashing devices are built in and are
permanently placed. But they may also be movable devices that may be placed in a convenient
spot for family members to use. The measurement takes place via observation by an
enumerator during the household visit. The enumerator must see the soap and water at this
station. The soap may be in bar, powder, or liquid form. Shampoo is considered liquid soap.
Locally available cleansing agents such as ash or mud can be used as substitute for soap. The
cleansing product must be at the handwashing station or reachable by hand when standing in
front of it.
A “commonly used” handwashing station, including water and soap (or locally available
cleansing agent), is one that can be readily observed by the enumerator during the household
visit and where study participants indicate that family members generally wash their hands.
Calculation
Percent of
households with
soap and water
at a handwashing
station commonly
used by family
members

Survey sample of households with water and soap (or locally available
cleansing agent) at hand washing place
Survey sample of households in the Growth through Nutrition Activity
implementation area where observation of hand washing place was
permitted

X 100

The numerator (Survey sample of households with water and soap (or locally available
cleansing agent) at hand washing place) will take into account if the enumerator (1)
observed where members of the household most often wash their hands AND (2) observed
the presence of water at the place where members of the household most often wash their
hands AND (3) observed the presence of soap or detergent (bar, liquid, powder, paste)
and/or local (ash, mud, sand) where members of the household most often wash their
hands.
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Percentage of children under age five who had diarrhea in the prior two weeks

This indicator is a prevalence measure of the percent of children under age five in a
particular target population that have experienced an episode of diarrhea in the two weeks
before data were collected.

Calculation
Percent of
children 0–59
months of age
who had diarrhea
in the prior two
weeks

Survey sample of children 0–59 months of age who had diarrhea in the
prior two weeks
Survey sample of children aged 0–59 months in the Growth through
Nutrition Activity implementation area

X 100

The numerator (Survey sample of children 0–59 months of age who had diarrhea in the prior
two weeks) will take into account sample of children aged less than 1,825 days AND if
confirmation of by a survey respondent to DIARRHEA which should encompass the expressions
used for all forms of diarrhea, including bloody stools (consistent with dysentery), watery
stools, etc.
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Percentage of men/women in union with children under two who make maternal
health and nutrition decisions alone

This indicator measures how men and women 15 years or older in union with children under
two years of age usually make maternal health and nutrition decisions—specifically if they
make these decisions alone. In union means currently married or living together. For male
respondents, the questions about maternal health and nutrition decision making refer
specifically to his spouse/partner’s health and nutrition. For women respondents, the questions
about decision making refer specifically to her health and nutrition.
Men and women 15 years or older in union who are identified through the household roster
as being a parent of a child under two years of age are selected to respond to the set of
questions related to this indicator.
A person is counted as making the decisions alone if he/she reports that the decisions about
maternal health and nutrition are usually made by him/herself alone. If a person reports that
the decisions are usually made by the spouse/partner, someone else, or by the respondent
jointly with spouse or jointly with someone else other than spouse/partner, he/she is not
counted in the numerator. Since the desired direction of change for this indicator is different
for men and women, there is no overall data point for this indicator. Instead, the indicator is
disaggregated by sex as follows:
Calculation
Percentage of
MEN in union
with children
under two who
make maternal
health and
nutrition
decisions alone

Survey sample of men in union with children under two who make
maternal health and nutrition decisions alone
Survey sample of men in union with children under two in the Growth
through Nutrition Activity implementation area

X 100

Calculation
Percentage of
WOMEN in union
with children
under two who
make maternal
health and
nutrition
decisions alone

Survey sample of women in union with children under two who make
maternal health and nutrition decisions alone
Survey sample of women in union with children under two in the Growth
through Nutrition Activity implementation area
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Percentage of men/women in union with children under two who make child health
and nutrition decisions alone

This indicator measures how men and women 15 years or older in union with children under
two years of age usually make child health and nutrition decisions—specifically if they make
these decisions alone. In union means currently married or living together. The questions
about child health and nutrition decision making refer specifically to the respondent’s child
under two years of age.
Men and women 15 years or older in union who are identified through the household roster
as being a parent of a child under two years of age are selected to respond to the set of
questions related to this indicator.
A person is counted as making decisions alone if he/she reports that decisions about child
health and nutrition are usually made by him/herself alone. If a person reports that the
decisions are usually made by the spouse/partner, someone else, or by the respondent jointly
with spouse or jointly with someone else other than spouse/partner, he/she is not counted in
the numerator.
Since the desired direction of change for this indicator is different for men and women, there
is no overall data point for this indicator. Instead, the indicator is disaggregated by sex as
follows:
Calculation
Percentage of
MEN in union
with children
under two who
make child health
and nutrition
decisions alone

Survey sample of men in union with children under two who make child
health and nutrition decisions alone
Survey sample of men in union with children under two in the Growth
through Nutrition Activity implementation area

X 100

Calculation
Percentage of
WOMEN in union
with children
under two who
make child health
and nutrition
decisions alone

Survey sample of women in union with children under two who make
child health and nutrition decisions alone
Survey sample of women in union with children under two in the Growth
through Nutrition Activity implementation area
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Percentage of men/women in union and earning cash who make decisions alone
about the use of self-earned cash

This indicator measures whether men and women 15 years or older who are in union and
earning cash usually make decisions alone on how the cash he/she earned will be used. In
union means currently married or living together with someone. The decision-making
questions about the use of self-earned cash refer specifically to the cash the respondent earns
and do not refer to the broader household income or cash earned by the spouse/partner or
other household members.
All men and women 15 years or older in union who are identified through the household roster
as earning cash for work done in the past 12 months are selected to respond to the set of
questions related to this indicator.
A person is counted as making the decision alone if he/she reports that the decision about
how to spend the money he/she earned is usually made only by him/herself. If a person
reports that the decision is usually made by the spouse/partner, someone else, or by the
respondent jointly with spouse or jointly with someone else other than the spouse/partner,
he/she is not counted in the numerator.
Since the desired direction of change is different for men and women, there is no overall data
point for this indicator. Instead, this indicator is disaggregated by sex as follows:
Calculation
Percentage of
MEN in union
and earning cash
who make
decisions alone
about the use of
self-earned cash

Survey sample of men in union and earning cash who make decisions
alone about the use of self-earned cash
Survey sample of men in union who earned cash in the past 12 months in
the Growth through Nutrition Activity implementation area

X 100

Survey sample of women in union and earning cash who make decisions
alone about the use of self-earned cash
Survey sample of women in union who earned cash in the past 12
months in the Growth through Nutrition Activity implementation area

X 100

Calculation
Percentage of
WOMEN in union
and earning cash
who make
decisions alone
about the use of
self-earned cash
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Percent of households using an improved drinking water source

Numerator for this indicator is the survey sample of household representatives answering the
question “What is the main source of drinking water for members of your household?” with
one of the following responses: water piped into dwelling, piped into yard/plot, public tap,
protected well in dwelling, protected well in yard/plot, protected public well, tube
well/borehole, protected spring, or rainwater harvesting.
Denominator for this indicator is survey sample of households in the Growth through Nutrition
Activity implementation area.
Improved drinking water sources, are sources that, by nature of their construction or through
an active intervention, are protected from outside contamination, in particular from
contamination with fecal matter. These sources include: piped water into dwelling, plot, or
yard; public tap/standpipe; tube well/borehole; protected dug well; protected spring; bottled
water or rainwater collection.
All other sources are considered to be “unimproved.” Unimproved drinking water source are:
unprotected dug well, unprotected spring, cart with small tank/drum, tanker truck, and surface
water (river, dam, lake, pond, stream, canal, and irrigation channel).
Calculation
Percent of
households using
an improved
drinking water
source

Survey sample of households using an improved drinking water source
Survey sample of households in the Growth through Nutrition Activity
implementation area

X 100

The numerator (Survey sample of households using an improved drinking water source) takes
into account sample of households (1) with main source of drinking water for members of the
household is /are piped water into dwelling and/or piped water into yard/plot and/or public
tap/standpipe and/or tube well/borehole and/or protected dug well and/or protected spring
and/or unprotected spring and/or bottled water and/or rainwater collection; AND (2)
confirmation that water is normally available form this source; AND (3) if confirmed that water
was not unavailable from this source for a day or longer.
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Percent of households using an improved sanitation facility

This indicator requires the use of questions that determine whether there is a sanitary facility
in the household and whether that sanitary facility meets the improved sanitation standards
defined in the Millennium Development Goals (MDGs).
A household’s sanitation facility is classified as unhygienic if it is shared with other households
or if it does not effectively separate human waste from human contact.
Improved sanitation is defined as not shared with another household(s) and includes:
 Flush or pour/flush facilities connected to a a) Piped sewer system, b)
Septic system, or c) Pit latrine
 Pit latrines with a slab
 Composting toilets
 Ventilated improved pit latrines
Unimproved sanitation includes:
 Flush or pour/flush toilets without a sewer connection
 Pit latrines without slab/open pit
 Bucket latrines
 Hanging toilets/latrines
 No facilities, open defecation
The household head or a responsible adult is asked to identify the kind of toilet facility that
household members usually use.

Calculation

Percent of
households
using an
improved
sanitation facility

Survey sample of households using an improved sanitation facility

X 100

Survey sample of households in the Growth through Nutrition
Activity implementation area

The numerator (Survey sample of households using an improved sanitation facility) takes into
account sample of households (1) with toilet facility which is flush to piped sewer system or
flush to septic tank or flush to pit latrine or ventilated improved or pit latrine with slab or
composting toilet AND if the toilet/facility IS NOT shared with other households.
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