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Abstract

Introduction: Orphans are potentially at greater risk of malnutrition because they are more likely to be
extremely poor, receive less medical and social care. They comprise almost 12% of Ethiopia’s total child
population and half of children below the age of five years are stunted. Inadequate funding to support
programs designed for the children, shortage of trained personnel, inadequate skills training that resulted
in long care in orphanage challenges in the in Ethiopia. However, there is a little information about the
prevalence of under nutrition and associated factors among under five orphan children. Thus the objective
of this study was to assess the prevalence of under nutrition and associated factors among under five

Orphan children in orphanages in Addis Ababa, Ethiopia.

Methods: Institution based cross-sectional study was conducted in Addis Ababa. Simple random sampling
technique was employed to recruit a total of 275 orphan children by using lottery method. Interviewer
administered questionnaire was used to collect data by data collectors and the child’s nutritional status
were assessed anthropometrically. Data was entered using Epi data version 3.1 and analysis was done by
WHO Anthro version 3.2.2 and SPSS version 23. Multivariable logistic regression analysis was performed

to identify determinants of under nutrition at a p-value of less than 0.05.

Results: In this study the magnitude of wasting, stunting and underweight among orphans were 11.1%
(95% CI: 7.7-15.1), 45.8% (95% CI: 39.9-52), and 25.5% (95% CI: 20.3-31) respectively. Orphan who
had illness is (AOR = 2.23; 95% ClI: 1.41, 12.73), children who received less than 3 meals per day (AOR
=2.11; 95% CI: 1.58, 7.71), and children who was not vaccinated (AOR = 2.86; 95% CI: 2.07, 11.61)
were significantly and positively associated factors with stunting. Children who were not vaccinated
(AOR =2.04; 95% CI: 1.29, 9.21) and had inadequate dietary diversity score (AOR =1.32, 95%CI: 1.16,
12.65) were significantly and positively associated with wasting and underweight, respectively.

Conclusion The prevalence of under nutrition was found to be high among orphan children .Meal
frequency and vaccination status were factors associated with stunting. Vaccination status and dietary
diversity score were factors associated with wasting and underweight, respectively. Therefore, improving
meal frequency, dietary diversity, immunization coverage and early treatment during childhood illness

will be very important.

Keywords: Under nutrition, Orphan children, Addis Ababa, Ethiopia
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1. Introduction
1.1 Background

Under nutrition denotes insufficient intake of energy and nutrients to meet an individual’s needs to
maintain good health (1). It has three causes of under nutrition namely immediate (inadequate diet and
disease),underline(unhealthy environment and insufficient care for women and child)and basic
cause(political and ideological structure)(2). The report by African orphan generation revealed that
because of the high proportion of Sub-Saharan African adults who have been living with HIV/AIDS and
the continuing difficulties in expanding access to life prolonging Antiretroviral treatment (ART), the

number of orphans in Africa will continue to rise in the years lastly (3).

Under five children are the most vulnerable age groups for under nutrition particularly in developing
countries and which is among the most serious health problems facing in Ethiopia (4). Undernourished
children have lower resistance to infection and are more likely to die from common childhood illnesses

such as diarrheal diseases, febrile illness and respiratory infections (5).

An estimated 17.8 million orphan children in the world had lost both parents (double orphan) and 153
million children in the world are orphans (single orphan) with more than one in seven children orphaned
in Sub Saharan Africa (1, 3). In Ethiopia, among 5.5 million children around 6% of the total population
are categorized as orphans or vulnerable children .Orphans comprise almost 12% of Ethiopia’s total child
population and half of under five children are stunted (1, 4).

In the absence of the child’s parents; grandparents, or reluctant relatives not willing to take care of the

child, orphanage act as an institution to provide care and support for these unfortunate children (6).

Based on National Nutritional program, millions of Ethiopians are still under chronic and acute
malnutrition that ranks among the top, both in sub-Saharan Africa and the world. Although the progress
and achievements observed so far can be celebrated, the deep-rooted causes of malnutrition in the country

call for high-impact, integrated, and coordinated interventions to end hunger (7).



Over the past fifteen years since 2000 the trend of malnutrition in Ethiopia revealed that improvements in
prevalence of stunting by 38% (from 58% to 38%) and underweight by 24% (41% t024%). However;
there was only a small decline in the prevalence of wasting over the last 15 years from 12% to 10% (10).

Based on reports from Addis Ababa poverty, family disintegration, domestic violence, disability, and
social unrest the number of orphans are expected to increase in the next future. These children are most
vulnerable and may be at greater risk from child labor, trafficking, prostitution, abduction, stigma,
discrimination and they are potentially at greater risk of malnutrition because they are more likely to be
extremely poor, receive less medical and social cares. This portion of the population seeks immediate
support for their survival and growth despite less number of orphanages compared to the magnitude of

orphans and vulnerable children (8, 9)

1.2 Statement of the problem

Malnutrition is affecting highly vulnerable population in several regions of the world. According to the
global nutrition report estimation, under nutrition contributes to the death of around 3 million children per
year and threatens the futures of hundreds of millions, undermining the healthy development of their

bodies, undermines the strength of their societies by preventing children from achieving their full potential

(9).

Preschool children in orphanages are nutritionally challenged because majority have never been breastfed
or exclusively breastfed. This makes them susceptible to illnesses as they missed the breast milk has all
the nutrients that are required for healthy development of children (10). Under nutrition increases the
frequency and severity of infections and contributes to delayed recovery. In addition, the interaction
between under nutrition and infection can create potentially lethal cycle of worsening illness and

deteriorating nutritional status (11).

The children in orphanages had a significantly higher rate of under nutrition than non-orphanages.
Consequently, a number of orphan and vulnerable children are still in a difficult situation and seek
immediate attention (9, 12).

Orphaned and institutionalized children may experience one or several micronutrient deficiencies, in
particular zinc, iron and vitamin A were associated with weakened immune function and a child may

contract an infection due in part to poor nutritional status; mostly in institutions where there are poor
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sanitary practices, children are vulnerable to infections since they are at risk for a variety of complications,

putting their health and development in great trouble (1).

Orphan hood children in Ethiopia are the most prevalent forms of social problems and vulnerable to all
form of abuses and exploitations, loss of inheritance right, loss of opportunity for education, basic health
care, normal growth and development as well as shelter. Orphans are also at risk of the future incidents of
HIV infection (8, 13).

Orphan children faced with many problems including the basic needs such as food, safe water, parental
care, supervision and protection. As a result of this, they suffer from malnutrition and poor health. Children

living in orphanages tend to be neglected and become malnourished (13, 14).

United nations international children’s fund (UNICEF) and World Bank review at New York indicated
that the situation of orphans and vulnerable children receives little attention in poverty reduction strategic
papers and national strategic plans, despite the large magnitude of the problem existed in some countries
(15).

Annual report from former Children and Youth Affairs Organization in Ethiopia showed the problems
faced by the orphanages. These include; inadequate funding to support programs designed for the children,
shortage of trained personnel, inadequate skills training that resulted in long care in orphanage, lack of

psychosocial service, lack of long-term strategic planning.

However, to the best of my knowledge there is no study that indicates under nutrition of institutionalized
under five orphaned children in Addis Ababa. Thus, information regarding the nutritional status of orphan
and vulnerable children and associated factors is limited in the study setting. Therefore, this study will be

helpful to fill the gap by providing information for policy makers, NGO"s and other stakeholders



1.3. Significance of the study

The findings of this study will be beneficial to stakeholders like ministry of health department of Nutrition,
researchers and other agencies working in child health and survival programs. The findings of this study
will improve our knowledge on the nutritional status of orphanage children and it will be beneficial to
caregivers of the children in orphanages by helping them improve their childcare practices, living standards,
and nutrition and health status of children in institutions. The findings will also help governments, policy
makers, non-governmental organizations and donors to make decisions to address the needs of
institutionalized orphaned children and to provide holistic support for the orphanages as evidenced by
limited information on such case.



2. Literature review
2.1. Prevalence of under nutrition in orphan children

Under-nutrition denotes insufficient intake of energy and nutrients to meet an individual’s needs to
maintain good health [1]. The immediate causes of malnutrition are inadequate food intake and infectious
diseases, which in turn, result from a combination of three underlying causes that relate to the nutrition,
social and health environment of the child. Inadequate household food security, inadequate maternal and
child care, insufficient services and unhealthy environment are the underlying causes, which in turn,
result from basic causes; Formal and non-formal institutions, political and ideological superstructure

economic structure and potential resources (2)

Different studies in the world revealed that children in orphanages had a significantly higher rate of under
nutrition than non-orphanages. Consequently, a number of orphan and vulnerable children are still in a

difficult situation and seek immediate attention (8, 16).

Based on the study conducted in India under five children living in orphanage, the prevalence of stunting,
wasting and underweight were found in 22.9%, 9.8% and 26 21.3% cases, respectively. However severe
stunting, severe wasting and severe underweight were found to be 18 (14.7%), 10 (8.2%) and 13 (10.6%),
respectively [41]

Cross sectional study conducted on childcare practices, morbidity status and nutrition status of preschool
children living in orphanages in Kenya indicated that the wasting rate was 3.7%, underweight 8.6% and
stunting rates of 15.4% (17) Another study done in Kenya revealed that children in orphanage had a

significantly higher rate of stunting and underweight. (18).

A study finding in Uganda indicated that about 33.1%, 17.0% and 5.9% of orphaned children were
Stunted, underweight and wasted, respectively. These results also showed that maternal orphans (48.2%)
are affected more in terms of nutritional indicators at least in the short term than paternal orphans (29.0%)
(19).

According to Ethiopian mini Demographic Health Survey (EDHS), 2019 report about 7%, 21% and 37%

of under five children were wasted, underweight and stunted, respectively (20). Another study conducted



in Gondar also reported prevalence of 9.9% wasting, 27.8% underweight and 45.7% stunting among under

five orphan and vulnerable children was (21).

A study conducted in Hawasa city revealed that 8.9 % children were found to be underweight, 35.1 % of
the children under age five were suffering from chronic malnutrition and 7.5 % acutely malnourished (22).
The cross sectional survey conducted in rural communities of Tigray region also revealed that, the levels

of stunting, underweight and wasting were 42.7%, 38.3% and 13.4%, respectively (23).

2.2. Factors associated with under nutrition among orphaned children
2.2.1. Sociodemographic factors

A cross-sectional analytical study conducted in Sudan and Kenya showed that stunting wasting and
underweight were more in boys than in girls. However no significant association was found with respect
to underweight (24, 25). Study conducted in India, Nigeria and Ethiopia indicated that stunting was found
significantly more among children greater than one year while wasting was significantly more among

infantile age group (21, 26, 27).

An institutional based cross-sectional study in Kenya indicated that children whose caregivers were
married were more likely to be stunted. But Underweight and wasting did not show any significant

relationship with caregivers’ marital status (17)

A community based study conducted in Gondar showed that educational status of guardian was
significantly associated with stunting and underweight (21). Similarly, orphan care taker whose
educational status is primary school were at higher risk of stunting when compared to secondary and above
(22).

2.2.2. Length of stay in orphanage

A study done in Bangladesh, Kenya, and Serilanka showed that duration of stay in the orphanage is

positively and significantly correlated to the prevalence of underweight and stunting in children in



orphanages (24, 28, 29). In contrary with this, study in north Lebanon showed lack of significant

association between duration of stay in the orphanage and increased risk of stunting(17, 30)

2.2.3. Health related factors

Infection and nutritional status of children are interrelated where malnutrition can accelerate disease
progression, and Infection worsens malnutrition by weakening the immune system and hindering nutrient
intake, absorption, and storage. The children in the orphanages and non-orphanage suffered from various
infections whose symptoms included colds/flu, diarrhea, fever and others (vomiting and skin rashes). The
morbidity rate was higher among orphanage than non-orphanage children. The orphanage children had
significantly higher prevalence of diarrhea and cold/cough compared to the non-orphanage children (31).

A study conducted by FAO showed that one in four children had experienced symptoms of illness
including fever, cough, and/or diarrhea in the previous two weeks, and 55% had been ill during the

previous 6 months (32).

Another study in kiambu municipality showed lack of relationship between having been ill one month
prior to the interview and nutritional status of children (33)). Similarly, a study in Kenya orphanages
showed there was no significant relationship between wasting and diarrhea and cough/colds (35). In
contrary with this, the study conducted in Kenya showed that presence of illness had a significant
relationship with stunting, underweight and wasting. Children who were sick were more likely to be

stunted, underweight and wasted respectively (17)

According to the study done in Gondar orphan and vulnerable children who were not ill in 2 weeks prior
to the study were 40.2 % lower risk of underweight compared to those who had history of illness (21). A
study done in Hawasa revealed that cough was significantly associated with wasting in pre-school age

orphan children two weeks prior to the survey (22).

Another study done in Dilla and Gondar indicated that the prevalence of diarrheal disease two weeks
prior to the survey had significantly associated with wasting (21, 36). A community based cross sectional
studies in Ethiopia revealed that there is no significant association between vaccination and the nutritional
status of orphan children (21, 22, 36).



2.2.4. Hygiene related factor

Chronic malnutrition and personal hygiene situations were worse among children in orphanages in
comparison with non-orphanage children. The proportion of underweight children was inversely and
significantly (p<0.05) correlated with children’s bathing and washing hands with soap for both boys and

girls as shown in the study done in Kenya (14).

Another study done in Addis Ababa showed that children’s family having no hand washing facility near
the toilet were more likely to be underweight than said having hand washing facility (37). A case control
analysis done in Ethiopian among 2010 orphans had showed significantly lower than non-orphans of

reporting to have washed their hands or face (38).

2.2.5. Dietary intake

A study done in an orphan child in Anatang of Jammu and Kashmir in Mashakor and Bangladesh showed
nutritional intake was deficient for all nutrients when compared to RDA and nutritional status is poor in
orphans. It is also indicated that orphan children are deprived of balanced diet (39). Similarly, during 24-
hour recall done in Jammu orphanages it was found that orphans were consuming less energy, proteins,
fats, vitamins and minerals as per RDA for Indian children. Results indicated that dietary intake of children
was deficient for all nutrients when compared to RDA for all the age groups (40). In contrary to this orphan
children had better anthropometric measurements and indices than non-orphans (22). Orphan and
vulnerable children who consumed higher varieties of food groups had lower risk wasting or thinness
compared with those who consumed few varieties of foods (10).

Based on the study in Dilla the odds of wasting for under five years orphans who started complementary
food before the age of 6 month was higher than those orphans who started complementary food after the
age of 6 month (36).



3.Conceptual framework
The immediate causes of under nutrition are inadequate food intake and infectious diseases, which in turn,

result from a combination of three underlying causes that relate to the nutrition, social and health
environment of the child. Inadequate household food security, inadequate maternal and child care,
insufficient services and unhealthy environment are the underlying causes, which in turn, result from basic
causes; Formal and non-formal institutions, political and ideological superstructure economic structure

and potential resources (Figure 1)

Socio demographic
grap Health related factors

factors
e Vaccination status
e Age
e Sex e Presence of illness in
e Parental status = TTTTTTTTTToooo---- > the last two weeks
e Duration of stay in the
e Treatment sought for
orphanage
 Educational status of child illness
Care givers e Place of treatment
e Marital status of care . .
giver // e Chronic illness
NG K :
/// 1
// -, = I
Under nutrition |
Hygiene and environmental X Feeding practice
factors /

_ _ e Individual dietary
e Hand washing practice

) diversity score
of caregiver

e Meal frequency
e Source of water

i i e Feeding practice
e Domestic waste disposal &P

e \Water treatment method during iliness

Figure 1. Operational Conceptual Framework developed for this study summarizing factors related to
under nutrition of under-five institutionalized Orphan and Vulnerable Children. (Adopted by
Principal investigator from different literature. [17, 18, 21, 22, 35 ,41]



4. Objectives

4.1. General objective
To assess under nutrition and associated factors among under five orphans in orphanages

>

in Addis Ababa, Ethiopia, 2020.

4.2. Specific objectives

>

YV V. V V V

To determine the prevalence of stunting among under five orphan children.
To determine the prevalence of underweight among under five orphan children
To determine the prevalence of wasting among under five orphan children.

To identify associated factors for stunting among under five orphans

To identify associated factors for underweight among under five orphan children.

To identify associated factors for wasting among under five orphan children.
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5. Method and materials

5.1. Study design and study area

An institution based cross-sectional study was conducted from February 28 to 28 March 2020 in
orphanages in Addis Ababa, the capital city of Ethiopia. There are 8 under-five orphanages in Addis Ababa
which are given license by the Addis Ababa women’s and children affairs office. These orphanages are
devoted for the care and raring of children who lost their parents and some of these orphanages give health
care services for the peoples outside the orphanage and give support for the vulnerable and fostered

children. There are 406 under five orphan children reared in orphanages (41).
5.2. Population

5.2.1. Source Population
All institutionalized under five orphan children residing in Addis Ababa orphanages.

5.2.2. Study Population
All institutionalized under five orphan children residing in Addis Ababa orphanages.

5.3. Inclusion and exclusion criteria
5.3.1. Inclusions Criteria
. All under five orphan who had stayed full time at the orphanages.

o Institutionalized orphan Children in the age range of 6month-59month

5.4. Sample size determination

5.4.1. Sample size determination for the first objective

Sample size for the first objective was calculated by using single population proportion formula assuming
4% of margin of error for stunting, and 2% for wasting and underweight and 95% confidence interval.
The prevalence of stunting, wasting and underweight (35.1%, 7.5% and 8.9%), respectively among
institutionalized OVC were taken from similar study conducted in Hawasa town (22). Finally, by
considering a non-response rate of 10% the highest calculated sample size from the three indicators were

taken as the final sample size.

11



Sample size calculation by using the prevalence of stunting in institutionalized orphan
Where

Z = level of confidence (1.96), P = proportion (35.1%), d = margin of error (4%) n = sample size
n=22p (1-p)/d? = (1.96)%(0.351(1-0.351)/ (0.04) =547

n=547 by adding 10 % non-response rate, the sample size is 602

By considering population correction formula the final sample size will be 243

Sample size calculation by using the prevalence of wasting in institutionalized orphan

Where Z = level of confidence (1.96), P = proportion (7.5%) d = margin of error (2%), n = sample size
n =Z2p (1-p)/d? = (1.96)>*0.075(1-0.075)/ (0.02)? =666

n=666 by adding 10 % non-response rate, the sample size is 733

By considering population correction formula the final sample size will be 261

Sample size calculation by using the prevalence of underweight in institutionalized orphan

Where

Z = level of confidence (1.96), P = proportion (8.9%), d = margin of error (2%), n = sample size, n = 72

p (1-p)/d? = (1.96)?*0.089(1-0.089)/ (0.02)* =778
n=778 by adding 10 % non-response rate, the sample size is 856
By considering population correction formula the final sample size will be 275

By taking the largest sample size the final sample size is 275

12



5.5.2. Sample size determination for the second objective
The sample size determination for the second objective of factors associated with under nutrition of under-

five orphan and vulnerable children calculated based on double population proportion formula by using
Epi info version 7 stat calc programs as summarized in the table below.

Table 1 Summary of Sample size calculation for factors associated with under nutrition, 2020.

Factors Proportion  Proportion sample  Final sample size
among among non-  size (adding 10% non-
exposed exposed response rate)

For stunting

Parental status(alive/not) 8.4 2.4 446 491
Marital status(married/single) 86.1 96 264 291
Educational status 19.2 7.9 288 317
(primary/secondary) [22, 35]

For wasting

Cough (yes/no) 79.5 63 238 262
Food and nut sup (yes/no) 98.7 92.6 320 352
Diarrhea (yes/no) [21, 22] 83.3 43 46 51

For underweight

Educational status 82 17.6 130 143
(primary/secondary) [21]

The large sample size for the second objective was 491. Since the source population is less than the
sample size (491), population correction formula was used and final sample size was 275.

Finally, the sample size for first objective accommodate the second objective, the final sample size was
275 (underweight).

13



5.5. Sampling procedure
Simple random sampling technique was used to recruit the study participants from the 406 under five

orphan children orphanages. Participants were selected from each randomly from the list of the
orphan children.

All orphanages registered in Addis Ababa women’s and children’s affairs have office total number of
under-five orphans were 406

Selected by simple random sampling technique from each stratum

n= 275

Figure 2; Schematic diagrammatic presentation of the sampling procedure to assess the under nutrition
of under-five institutionalized orphan children in Addis Ababa, Ethiopia

5.6. Dependent and independent variables
5.6.1. Dependent variables

o Stunting (Yes/No)
o Underweight (Yes/No)
o Wasting (Yes/No)
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5.6.2. Independent variables

Socio-demographic factors: - Age, sex, parental status status, educational status of care giver, marital

status of care giver, duration of stay in orphanage.

Health related factors: - presence of illness, treatment sought for the illness, chronic illness, VVaccination

status status and .place of treatment.

Hygiene and environmental factors: - hand washing practice, source of water for drinking, domestic

waste disposal, water treatment method.

Feeding practice: IDDS, meal frequency, feeding practice during illness.

5.7. Operational definitions and standard definition

Stunting: Height/length for Age Z scores below minus 2 standard deviations (<-2SD) from
the median normal child health reference population [37]

Underweight: -Weight for age Z scores below minus 2 standard deviations (< -2 SD) from
the median normal health reference population [37]

Wasting is weight-for-height/length below minus two standard deviations (<-2SD) from
the median of normal health reference population [37]

Meal frequency: An orphan child said to have good meal frequency if the orphan child
whose age 6-8 months fed 2-3 times, whose age 9-23 months fed 3-4 times and whose age
above 24 months fed more than 4 times in the previous day (24hours)

Vaccination status: children who have taken all the recommended vaccination schedule
termed as fully immunized, if not none immunized.

Individual dietary diversity score: children who consume four and greater than four food
groups from the seven food groups was adequate, if it is less than four inadequate in the

previous 24 hrs.

Presence of illness: was assessed by asking children/care givers of children whether they
had symptoms of cough, diarrhea, fever and vomiting in the last two weeks prior to the
survey

Duration of stay: number of month children who stay in the institution to get .care in

group living arrangement.
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5.8. Data collection tools and procedures

5.8 .1. Data collection tools

Data was collected by using interviewer Administered, pretested and structured questioner. The
questionnaire composed of socio demographic characteristics, hygiene and environmental, feeding
practice, health related variables and anthropometric measurements was used as an instrument to collect
data based on WHO standard.

5.8.2. Data collection procedures
Three data collectors who have a minimum of diploma working in health center was recruited and one

supervisor who have BSC degree in public health was selected from the health facility .Data collectors
and supervisors were trained for two days by the principal investigator on how to collect socio
demographic data , data collection instruments and was provided with the basic skills on how to take
weight and height measurements of the study participants to increase measurement accuracy the
supervisors were also trained on how to check whether the questioners are fill correctly during the data

collection period.

The anthropometric measurements: Height and weight were measured by using standard measuring
scale using standard operating procedures. Weight of under two years children was measured by spring
balance weighing without shoes and in light cloth to the nearest 0.1 kg. Beam balance was used to measure

the weight of children above two years.

Length was measured using wooden board in recumbent position while the child barefooted and free of
head wearing in children <2 years old to the nearest 0.1 cm and height was measured using wooden board
in standing-up position while the child being barefooted and free of any head wearing in children >2 years
old and recorded to the nearest 0.1cm. Child was positioned feet together, feet flat on the ground, heels
touching the back plate of the measuring instrument, legs straight, buttocks against the backboard, scapula

against the backboard and arms were loosely at their side.

These measurements were compared and classified into categories of nutritional status using WHO
standard growth curves for under five children and adolescents (WHO 2006). Each of the three nutritional
status indicators height for age, weight for age and weight for height was expressed in standard deviation
units (Z scores) from the median of the reference population. The use of this reference population is based

on the finding that well-nourished young children in all population groups follow very similar growth
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patterns. The reference populations are useful for comparison facilitating the examination of differences

in the anthropometric status of subgroups in a population and changes in nutritional status over time.

Duration of institutionalization in the orphanage: caregiver was asked to report if they joined other
institutions before coming to the current institution. If their answer is ‘yes ‘they were asked to report how
many years they stayed in the former orphanage as well as in the current orphanage. Children’s duration
of institutionalization was classified as 0-12month, 12m-23m, 24m-36m and >36month based on

classifications schemes used by other researchers.

Hygiene: Personal hygiene of the children was assessed by asking hand washing practice of caretaker at
five critical times, before eating food, after visiting toilet, before preparing food, before breast feeding and
before feeding the child the day before the survey time. If the they wash their hands at least three time
from the five critical time it was reported as ‘yes’, if they didn’t wash their hands three time it will be
reported as ‘no’. In addition to this if the answer to the question for hand washing was ‘Yes’ they were

asked what they used to wash their hands weather it will be with only water or with soap.

Feeding practice during illness: caregiver was asked to report question on children feeding pattern
during illness weather they take the” same amount of meal/drink, *about the same’, ‘much less than usual’,

‘more than usual’ and ‘stopped feeding’

Dietary diversity score: was assessed on the basis of the number of food groups consumed from the seven
food groups within the last 24 hours. Accordingly, children were classified as having adequate dietary

diversity score if they were consumed four and more from seven food groups.

5.9. Data quality Assurance
Training; - the data collectors and supervisors were trained for two days on data collection procedures by
developing manuals relevant to achieve the objectives of this study. They were trained how to approach
the study subjects, how to record data, how to control missing data, how to measure anthropometry and

more over how to communicate data collectors with supervisors.

Supervision: in addition to the deliver training the supervisors discussed with the principal investigator
the way how to supervise the data collectors so as to assure that the data collection activities. Each
supervisor were monitored the data collectors assigned to him/her using supervisory check list on each

day of the data collection and corrective measures were taken.
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Translating and Pre-testing the questionnaire: the questionnaire was prepared originally in English
language and then translated into Amharic language and retranslated into English by language expertise.
Almost all of the questions were adapted from other previously conducted similar studies with little
modification. Pre-test was done before engaging to full implementation of data collection by taking 5%
of the sample size (14) in Kidane Mihret orphanage in which participants was not part of the current study but
similar setting before beginning the research. During the pre-test, there were questions in which
respondents were not able to understand easily and thus, modification was made in the way that every
study participant could understood clearly for the final tool.

Quality assurance: Standardization of anthropometric measurements was conducted in a group of 10
children whose ages fall within the pre-established range for this study by giving a sequential
identification number for both children and data collectors before the actual measurements are taken .One
assistant and one measurer was paired with the child before carrying out the standardization exercise,
the supervisor weights and measures (standard measure) each child and record the results without the
trainees seeing the results .Then the measurement of each child was started by each measurer ( my
measure) upon completion of this the supervisor was taking advantage of the standardization exercises
to systematically observe each measurers performance using measurement techniques observation form
After all the measurements are completed each of the measurers will calculate the difference between my
measure and the standard measure for each measurement then in all cases in which large or medium
difference are found ,the respective measurer with the assistance of the supervisor carefully repeat the
measurement in order to identify and correct the cause of the difference . the responses of participants
was checked by supervisors and the principal investigator by administering the questionnaire at the end
of data collection to randomly selected 10% of orphans already visited by the data collectors. Moreover,
supervisors checked everything recorded by data collectors in each questionnaire on a daily.

5.10. Data analysis
The Data were entered, cleaned and coded using EPI DATA version 3.1 and then exported to Statistical

Package for Social Sciences (SPSS) for version 23 for analysis. Anthropometric indices stunting,
underweight and wasting were generated by using WHO Anthro version 3.2.2 and results were classified
according to WHO cut-off points. This means children with a Z-score for underweight, stunting or
wasting, below -2SD were considered undernourished. Descriptive statistics; frequency, percentages,

table, figure, mean and standard deviations were used to present the data. Bivariable logistic regression
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analysis were used to identify factors associated with the under nutrition of orphan children. Multiple
binary logistic logistics regression analyses was used to address the effect of confounders and a 95%
confidence interval were used to estimate the precision of the odds ratio. All covariates with p-value less
than two during variable analysis were entered into multivariable analysis to control potential confounding
factors. Assumption of goodness of the model was checked by Hosmer—Lemeshow test (p-value 0.12,
0.35 and 0.58 for wasting, stunting and underweight) and multi colinerity was checked using variable

inflation factor.

Finally, those variables that showed p-value <0.05 in multivariable analysis were taken as important and

independent predictor of under nutrition of under-five orphan children.

5.11 Ethical Consideration

Ethical clearance was obtained from the Ethical Review Board of Bahir Dar University, School of Public
Health and were submitted to the management of the orphanages. Caregiver had received adequate
information regarding the study, including the procedures, potential risks and benefits of the study. They
have been also informed that they have the right to refuse to participate in the study. Confidentiality was
assured by assuring, the information will not be used for other purpose and study subjects were in isolated

room. Written informed and verbal consent was obtained from the orphanage directors and the care takers.

5.12. Dissemination of the results
The final report will be presented and discussed at Bahir Dar University, College of Medicine and Health

Sciences, Institute of Public Health as partial fulfillment of the degree of Master of Public Health. Copies
of this paper will be sent to Addis Ababa women’s and children affairs office. It will also be disseminated

through publication on local or international journals and presentation on scientific conference.
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6. Results

6.1 Socio demographic characteristics of study participants
A total of 271 under-five orphan children were involved in this study making the response rate of 98.9%.

The minimum and maximum age of children were 6 and 59 months respectively. The mean (£SD) age of
the children was 27 (£16.31) months and about 163 (60%) of the participants were male by sex. Among
all 90 (33%) of children were in the age category of 36 and above months and two thirds 167 (61.6%) of
their care taker were between the age category of 19-35 years with a minimum age of 19 and a maximum
of 54 years. About 159 (58.7%) and 196 (72%) of care givers were married and educated. Only 3 (1.1%)
of them were transferred from other orphanage and around 157 (60%) had lived for less than five months
in the orphanage (Table 2).

Table 2: Sociodemographic characteristics of study participants living in orphanages, Addis
Ababa, Ethiopia, 2020 (n=271)

Variable =requency Percent (%)
Sex of the child
Male 163 60.10
Female 108 39.90
' Age of the child in months
6-11 52 19.20
12-23 78 28.80
24-35 51 18.80
>=36 90 33.20
. Age of the care giver in years
<20 10 3.7%
21-45 207 76%
>45 54 20%
Educational status of care giver
Uneducated 75 27.7
Educated 196 72.30
marital status of care giver
Unmarried 112 41.30
Married 159 58.70
natural parents of the child alive?
Yes 71 26.20
No 200 73.80

Is the natural mother alive?

Yes 40 56.30
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No 31 43.70
natural father alive? (n=71)

Yes 59 83.10
No 12 16.90
orphan transferred from another orphanage?
Yes 3 1.10
No 268 98.90
Durational stay in orphanage
<5 157 57.9
>=5 114 42.1

6.2 Health and diet related characteristics of study participants
Regarding receiving vaccination, about 175 (65%) of children under five were vaccinated and of

them only 40 (15%) were fully vaccinated. Ninety-two (34%) of them had experienced an illness
in the last two weeks. Fifty-six (61%) and 57 (62%) of children had fever and diarrhea respectively
in the last two weeks prior to the data collection. About 30 (33%) of sick children get treatment
in the health facility of the orphanage. Related to children’s dietary status 73 (27%) of them had
consumed four and more food groups and 81 (30%) had meal frequency of three and more times
in the last 24 hours (Table 3).

Table 3: Health and diet related characteristics of orphaned children living in Addis Ababa
,Ethiopia, 2020 (n= 271)

Variable Frequency Percent (%)
child received vaccination
Yes 175 64.6
No 96 35.4
Vaccination status
Fully Vaccinated 67 38.3
Not fully vaccinated 204 75
- Illness in the last two weeks
Yes 92 33.9
No 179 66.1
fever  for the last 2 weeks
Yes 56 21
No 215 79
icough in the last 2 weeks
Yes 44 16
No 227 83.7

faster than usual with short rapid breathing /difficulty of breathing
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Yes 28

No 243
Difficulty of breathing on the chest/blocked runny nose
Chest only 32
Nose only 239
Diarrhea the last 2 weeks
Yes 57
No 214
Type of diarrhea
Watery 46
Bloody 225
Fluid intake during diarrhea
Less than usual 125
About the same 146
More than usual 5
you had diarrhea, how was your feeding pattern?
Less than the usual 90
About the same 150
More than usual 31
Vomiting in the last 2 weeks
Yes 32
No 239
you had vomiting, how was your feeding pattern?
Less than the usual 56
About the same 192
More than usual 23
Do you seek treatment for the above symptoms?
Yes 62
No 30
chronic illness (TB, Ca, HIV/AIDS)
Yes 21
No 250
(Dietary Diversity Category Score (DDS)) of children
< 4 food groups 198
>= 4 food groups 73
minimum meal frequency of children
< 2 times/day 190
>= 3 times/day 96

10
89.6

2.7
88

21
13

17
83

46
54

33
55
11

12
88

21
71
8.4

23
32.6

7.8
92.2
73.1
26.9

70.2
29.8
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6.3 Hygienic and environmental sanitation and care and support related
characteristics
Regarding care givers hygienic practice majority 254 (94%) of them had washed their hands whenever

they feed the child and 254 (94%) of them had washed their hands after defecating the child, but only 23
(9%) of them washed their hand before breast feed. About 244 (90%) and 236 (87%) of children had
washed their hands before preparing food and after visiting the toilet, respectively. Of whom who washed
their hands after visiting the toilet, only, 34 (13%) of them washed their hands with water and soap. Almost
all 260 (96%) of them their water source for domestic consumption was from pip water source (Table 4).

Table 4: Hygienic and environmental sanitation of children living in orphanages in Addis Ababa,
Ethiopia, 2020 (n= 271)

Variables Frequency Percent (%)
Wash hands whenever you feed your child?

No 17 6.3
Yes 254 93.7
Wash hands before preparing food

No 27 10.0
Yes 244 90.0
Washed hands after visiting toilet?

No 35 12.9
Yes 236 87.1
What did used to wash hands after visiting toilet

Water with soap 34 12.6
Only water 202 87.4
Wash hands before breast feeding

No 248 915
Yes 23 8.5
Wash hands after defecating your child

No 14 5.2
Yes 257 94.8
Main source of drinking water

Piped water 260 95.9
Piped into dwelling 11 41
Main source of water for cooking and hand washing

Piped water 249 91.8
Piped into dwelling 22 8.2
Make water safer to drink?

No 13 4.8
Yes 258 95.2
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What do you usually do to make the water safer to drink

Boil 4
Add Blech /chlorine/water guard 264
Where do your orphanage dispose domestic waste?
Open 2
Pit 269
Orphanage have a hand washing facility near the dining room and/or toilet area
No
4
Yes
267
Is there any support given to the orphanage
No 4
Yes 267
Type of supports
Nutritional 32
Health care 2
Income generating activities 2
Some of them 128
All 103

1.5
97.4

0.7
99.3

2.8
97.2

1.5
98.5

11.8
0.7
0.7

47.2

38.4
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6.4 Prevalence of under nutrition (wasting, stunting and underweight)
Among all children taken part in this study (n=271), 11.1% (95% ClI: 7.7-15.1) were wasted, 45.8% (95%

Cl: 39.9-52) were stunted, and 25.5% (95% ClI: 20.3-31) were underweight (Figure 3).

Undernutrtion

50.00%

45.80%

45.00%

40.00%

35.00%

30.00%

25.50%

25.00%
20.00%

15.00%

11.10%

10.00%
5.00%
0.00%

W Wasting B Underweight m Stunting

Figure 3 prevalence of under nutrition among children living in orphanage in Addis Ababa,Ethiopia,2020
(n=271)
Factors associated with stunting

The result of bi-variable analysis showed that there was significant association between age of the child,
meal frequency, age of the care taker, illness in the last week, marital status of care giver and vaccination
status with stunting . But after controlling for possible cofounders the result of multivariable analysis
revealed that illness in the last week, meal frequency and vaccination status were significantly associated
with stunting (p-value <0.05). Accordingly, orphan children who had history of illness more likely to be
stunted (AOR = 2.23; 95% CI: 1.41, 12.73) than those who had not history illness. The probability of
being stunted was 2 times higher for children who received less than two meals per day (AOR = 2.11;
95% CI: 1.58, 7.71) than those who received 3 and more meals per day. Similarly, children who was not
vaccinate were nearly three times more likely to be stunted (AOR = 2.86; 95% CI: 2.07, 11.61) as
compared to those children who were vaccinated (Table 5).
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Table 5: Factors associated with stunting among orphan under five children in Addis Ababa,
Ethiopia, 2020 (n=271)

Variable Stunting COR(95%0Cl) AOR(95%Cl)
Yes(n%) No(n%)

Age of the child

6-11 18(6.6) 34(12.54) 0.55(0.27,1.120 0.38(0.16,5.01)

12-23 27(9.96) 51(18.82) 0.56(0.30,1.03) 0.42(0.22,3.10)

24-35 35(12.920 16(5.91) 2.29(1.54,4.71) 2.15(0.87,7.21)

>=36 44(16.23) 46(16.97) 1 1

Age of the

caregiver

19-35 88(32.47) 79(29.15) 2.10(1.38,3.50) 1.58(0.75,8.31)

36-54 36(13.28) 68(25.09) 1 1

Marital status

Unmarried 58(21.41) 53(19.56) 1.56(0.93,2.46) 2.11(0.65,4.34)

Married 66(24.35) 94(34.69) 1 1

Iliness in the last

week

Yes 28(10.33) 64(23.95) 1.07(1.03,8.22) 2.23(1.41,12.73)*

No 52(19.19) 127(46.86) 1 1

Meal frequency

<2 times 98(36.16) 92(33.95) 2.25(1.41,4.01) 2.11(1.58,7.71)*

>=3 26(9.59) 55(20.3) 1 1

Vaccination

received

Yes 52(19.19) 44(16.24) 1.70(1.14,2.80) 2.86(2.07,11.61)*

No 72(26.59) 103(38.01) 1 1

NB: 1: reference group, COR: crude odds ratio, AOR: adjusted odds ratio, *Statistically significant at p-
value <0.05

Factors associated with wasting

In the bivariable analysis; vaccination received, meal frequency, age of the child and durational stay were
associated with wasting. Among those variables only vaccination status was remained independently
associated with wasting in the multivariable analysis. The odds of wasting were high among children who
were not vaccinated (AOR = 2.04; 95% CI: 1.29, 9.71) than those who were vaccinated (Table 6).
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Table 6: Factors associated with wasting among orphan under five children in Addis Ababa,
Ethiopia, 2020 (n = 271)

Variable Wasting COR(95%CIl) AOR(95%Cl)
Yes(n%) No(n%)
Age of the child

6-11 15(5.54)  37(13.65) 1.25(1.05,5.81) 1.87(0.89,8.56)
12-23 14(5.17)  64(23.62) 0.68(0.27,8.86)  0.41(0.21,7.23)
24-35 11(4.06) 40(14.76) 0.8590.37,5.65) 0.89(0.35,4.53)
>=36 22(8.12)  68(25.09) 1 1

Duration of stay

in month

<5 19(7.01)  99(36.53) 2.48(1.13,5.44)  2.13(0.72,6.78)
>=5 11(4.01) 142(52.4) 1 1

Meal frequency

<2times 17(6.27) 173(63.84) 0.51(0.39,6.22) 0.32(0.25,6.57)
>=3times 13(4.8) 68(25.09) 1 1

Vaccination

received

Yes 19 156(50.2) 1 1

No 15 81(38.75) 1.52(1.13,2.87)  2.04(1.29,9.71)*

NB: 1: reference group, COR: crude odds ratio, AOR: adjusted odds ratio, *statistically significant at p-
value <0.0

Factors associated with underweight

Age category of children, sex of the child, dietary diversity score ,water treatment, illness during the last
two weeks prior to the survey were variables with p value of <0.2. Then, all these variables were fitted in
to the multivariable analysis and only dietary diversity score of children was statistically significant with
underweight. The likelihood of being underweight was 1.32 times higher among children with low dietary
diversity score (AOR =1.32, 95%CI: 1.16, 12.65) than those children with adequate dietary diversity score
(Table 7).
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Table 7: Factors associated with underweight among orphan under five children in Addis Ababa,
Ethiopia, 2020 (n=271)

Variable

Age of the child
6-11

12-23

24-35

>=36

IlIness in the
last week

Yes

No

Sex of the child
Male

Female

Water treatment
Yes

No

Dietary
diversity score
<4

>=4

Under weight
Yes (n %)

16(5.90)
26(9.59)
17(6.27)
19(7.01)

25(9.23)
35(12.92)

51(26.57)
29(10.70)

55(20.30)
15(5.54)

72(26.57)
26(9.59)

No (n %)

36(13.28)
52(9.19)

34(12.55)
71(26.20)

67(24.72)
144(53.14)

112(41.33)
79(29.15)

176(64.94)
25(9.23)

108(39.85)
65 (23.99)

COR(95%Cl)

1.66(0.83,2.49)
1.87(1.04,3.73)
1.86(0.86,4.04)
1

2.12(1.42,7.81)
1

1.24(0.64,16.44)
1

1
1.92(0.54,67.23)

1.67(1.16,4.76)
1

AOR(95%CI)

1.45(0.23,2.65)
121

1.31

1

2.36 (0.89,9.18)
1

4.25(0.84,17.38)
1

1
3.01(0.77,55.72)

1.32(1.16,12.65)
1

NB: 1: reference group, COR: crude odds ratio, AOR: adjusted odds ratio, *Statistically
significant at p-value <0.05
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7. Discussion

The aim of this study was to assess the prevalence of under nutrition and associated factors among children
in orphanages. Accordingly, among all children taken part in this study, 11.1% ,45.8%, and 25.5% were
wasted, stunted and underweight respectively . Lack of treatment, less meal frequency and lack of
vaccination were factors significantly associated with stunting. Likewise, lack of vaccination was

associated with wasting and the associated factor for underweight was lower dietary diversity score.

The prevalence of wasting, stunting and underweight in the current study were consistent with a study
conducted in Gondar Town, Ethiopia, which reported a wasting prevalence of 10%, underweight 28% and
stunting 46% (22) and regional state of Ahmara with wasting prevalence of 9.8 %, underweight 28.4%
and stunting 46.3%(42). However, the prevalence of stunting and underweight were more than those
reported from India and Kenya (17, 43) This discrepancy might be due to the use of different cut off
criteria, life style of institutionalized orphaned children, lack of sufficient number of orphanages and the

dietary patterns in the orphanage.

The study report was agreed with other study findings in Ethiopia,(44) However, compared to other studies
prevalence of wasting reported by the current study was lower than from Somali region, Ethiopia (6). The
reason for this discrepancy might be due the difference between study areas.

Stunting was higher among children who had a meal frequency of below 3 times per day. This finding is
also supported by another researches conducted in Aykel town, Ethiopia (45) and Afghanistan (25) in
which both study findings showed that most of the children with stunting were those who feed less than
three times per day. This might be due to the reason that feeding less frequently for children per day based
on their age resulted in inadequate intake of nutrients which is one of the immediate causes of under
nutrition. This implied that fulfilling the nutrient requirement of children through age appropriate feeding

frequency is crucial to stunting and other forms of malnutrition.

The probability having illness increases the odds of developing stunting by nearly 2 times. This might be
related to malnutrition infection cycle. Infection increases the loss of nutrients, reduces appetite and intake
of food and finally leads to under nutrition, one of the immediate causes of under nutrition. One of the
best solutions to stop the infection or disease is seeking a prompt treatment. Our study finding showed

that stunting was significantly higher among those children who were no treated for their illness. This
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study report is supported by studies conducted in Gondar Ethiopia and Kenya. Children who were sick

were more likely to be stunted, underweight and wasted (17, 44)

Children who did not vaccinated were more likely to be stunted and wasted than those who were
vaccinated during their childhood period. Similar study reports were reported from Southern Ethiopia and
Indonesia both of which indicated being immunized has decreased risk of underweight than being
immunized (46). This may be due to the fact that children lack and/or has weak body defense mechanism
which enables them to be infected by several infectious and vaccine preventable diseases. In turn, not
being vaccinated means that children will be exposed to and infected by different infectious agents easily

which progresses to disease and eventually caused under nutrition.

In this study dietary diversity score was significantly associated with underweight. The odds of
underweight among children with low dietary diversity score (< 4) were 3.4 times higher compared to
children with adequate dietary diversity score. This finding is supported by evidences from different
sources indicated that orphan child nutritional intake was deficient for all nutrients when compared to
RDA, are deprived of balanced diet and low dietary diversity score was a significant predictor of
underweight (47, 48). Similarly, a study done in Sidama Zone, Ethiopia also reported that dietary
inadequacy and low diet quality in terms of diversified diet and availability of micronutrients had a
significant association with underweight (47). This could be partially explained by the fact that

consumption of poor quality diet restricts the physical growth of children.
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8. Strength and limitation of the study

Strength
o Standardization of anthropometric measurements.
Limitation
o Did not take in to account the quantity of food consumed
o Might be prone to social desirability bias in responding to some questions such as the type
and frequency of foods given to children
o Recall bias
o Observer bias
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9. Conclusion and recommendation

Conclusion

The prevalence of under nutrition was higher among orphan children based on WHO cut-off point for
declaring the public importance of under nutrition. History of illness, less meal frequency and lack of
vaccination were factors significantly associated with stunting. Likewise, lack of vaccination and lower

dietary diversity score were associated with wasting and underweight, respectively.

Recommendations
Orphanage and Addis Ababa city administration

Having in consideration of high impact of stunting, wasting and underweight in institutionalized orphaned
children, the orphanage administrator should work to decrease the proportion of under nutrition by
improving the diversity of the diet through feeding children from different food groups and optimizing its
frequency. It is also very important to improve the immunization coverage. Addis Ababa city
administration and health bureau should also provide all rounded support for the orphanage
administration.

For policy maker

They should ensure that registered orphanages have adequate resources to adequately take care of the
children. And the Ministry of Health should deploy nutritionists to provide nutrition information to
caregivers and their children.

The nutritionist should ensure children are regularly growth monitored and that dietary diversity and meal
frequencies are improved.

To researchers

Since this study assessed the nutritional status of OVC by anthropometry, further dietary assessment
studies need to be conducted to assess the adequacy of macro and micro nutrients intakes in the orphanages

and further qualitative studies should be conducted to triangulate the findings.
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11. Appendix

English version information sheet
Participant information sheet and informed voluntary consent for the Directors of the selected orphanages

Good morning (good afternoon)

Hello my name................ am working with Selam Shegaw. She is a post graduate student at Bahir
Dar University Department of Public Health and working a paper to assess the nutritional status of
institutionalized under-five orphaned and vulnerable children in selected orphanages in Addis Ababa.
Your orphanage has been selected randomly to participate in this study. Since Yours and the child in the
orphanage participation is based on your willingness you need to be aware of every detail information
regarding the study to declare your agreement concerning the study.

Title of the Study: To assess nutritional status and associated factors among institutionalized under-five
orphaned children in Addis Ababa, Ethiopia from March to April 2020.

Purposes of the Study: The study will be done for the partial fulfillment of Master’s Degree in Public
Health. The research will also be helpful to collect some scientific information about the nutritional status
of institutionalized orphan children.

Procedure: The study will be carried out simply by asking the orphaned care takers and child, you and
with structured questions.

So you are kindly requested to fill the questionnaire on time. However, if the orphaned child does not
want to participate in the study we will put the format upside down on the table and he/she can leave out.
Finally, measurement of the child height and weight with minimum clothing and no foot wear will be
taken. All this will not take more than 30 minutes Confidentiality: All information given by you and the
child will be kept confidential and will not be accessible to any third party, the child and your name will
not be registered on the question sheet so that you will not be identified.

Risks, Benefits and Harms: With the child participation in the study, no payment will be given or has no
any special privilege for the child, but your willingness to let the child and yourself to participate in the
study and giving the relevant information will provide great input to bring change in Nutritional Status of
institutionalized orphan and vulnerable children. The procedure does not bear any physical or
psychological trauma on the child. Because of his/her refusal will not cause any problem on her/his grades
and there will not be any significant harm and risks rather than slight discomfort due to sharing study time

of the child / if you may be busy to respond the questions.
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Rights: Childs participation in the study will totally be based on your agreement and the child has the right
not to participate from the beginning, or may stop participating at any time after starting participation. The
Childs refusal have no effect on the orphanage

Contact address for any compliant: If there are any questions or queries any time about the study or the
procedure, please contact, Selam Shegaw (the Principal Investigator), Tel. 0910-28-52-61, as well contact
to Bahirdar University College of Health Sciences Institutional Research Ethics Review Committee’s

Chairperson at office phone ................ or P.O.Box............ , Bahirdar, Ethiopia.
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Declaration of Informed Consent by the orphanage Administrators

I have read the participant’s information sheet. I have clearly understood the purpose of the research, the
procedures, the risks and benefits, issues of confidentiality, the

Rights of participating and the contact address for any queries. | and the child in this orphanage have given
the opportunity to ask questions for things that may have been unclear. Me and the child in the orphanage
have the right to withdraw from the study at any time or not to answer any question that we do not want.

Therefore, | declare my voluntary consent to participate in this study with my initials.

Name and signature of the orphanage Director ----------------- Date - Name and Signature

of the principal investigator ----------------- --------- Date----
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An English Questioner Designed to assess the Nutritional Status and Associated factors among
institutionalized under five OVC in selected orphanages in Addis Ababa

This was a thesis is conducted by Addis Ababa university Department of Public Health for the partial
fulfilment of master degree in public health .The aim of the study was to assess the nutritional status of
institutionalized orphan children in selected orphanages in Addis Ababa .The following Questionnaire
classified in to five parts as socio-demographic factors, Hygiene and health related factors, Dietary
factors ,Care and support and services given in the orphanage and Anthropometric measurements
IDENTIFICATION

NAME OF THE ORPHANGE
NAME OF THE INTERVIWER
SIGNITURE
DATEOF INTERVIEW: ___ [/ |
DAY /MONTH/ YEAR

RESULT OF INTERVIEW

1- COMPLETED

2- 2- PARTIALLY COMPLETED

3- REFUSED

4- RESPONDENT NOT AVAIALBLE
5- 5-OTHER

6- SPECIFY
CHEKED BY SUPERVISOR;
NAME SIGNATURE DATE
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Code | Questions | Coding categories | Skip to
Part one Sociodemographic factors
Q.101 | Sex of the child 1. Male 2. Female
Q.102 | Age of the child in month.
Q.103 | Are the natural parents | 1. Yes 3.unknown If no, skip to
of the child alive 2. No Q.105
Q.104 | Is (NAME)’s natural 1. Yes 2.No  3.unknown
mother alive?
Is( NAME)’s natural 1. Yes 2.No 3. unknown
father alive?
Q.105 | Age of the care takers/ years
Guardian
Q.106 | Sex of the care taker / 1.male 2.female
Guardian
Q.107 | Educational status of 1. unable to read and write
care taker 2. primary
3. secondary
4. certificate and above
Q.108 | Marital status of the 1. Single
care taker/Guardian 2. Married
3. Divorced
4. Widowed
Q.109 | Is (NAME) transferred | Yes............ 1 If NO, skip to Q.111
from other orphanage?
No............ 0
Q.110 | How many years | —-===--mmmmmmmmmmmem oo
/months/days you
stayed in that
orphanage?
Q.111 | Childs Total years of | -----=----mmmmemmm- (completed
staying in the years)
orphanage?
Part two: Health related question
Q.201 Has the (NAME) receive 1. Yes
vaccination?
2. No
3. Don’t know
Q.202 Do you have vaccination card 1. Yes O0.No If no skip to
Q.204
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Q.203 What is the vaccination status? 1. completed
2. not completed
3. up to date
4.unknown
Q.204 Has (Name) has any illness in 1. Yes 0.no If no skip to
the last two week? 216
Q.205 Has (NAME) Fever for the past | 1. Yes 0. No
2 weeks?
Q.206 Has (NAME Cough for the past | 1. Yes 0. No If no skip to
2 weeks 209
Q.207 When you had an illness with 1. Yes 0.no
the cough did you breathe faster
than usual with short rapid
breathing or have a difficulty of
breath?
Q.208 Was the fast or difficulty of 1. chestonly
breathing due to problem on the
chest or blocked runny nose? 2. nose only
3. both
Q.209 Has (NAME) Diarrhea for the 1. Yes 0. No
past 2 weeks?
Q.210 What is the type of diarrhea 1. Watery
2. Dysentery
3. Persistent Diarrhea
greater than week
Q.211 Now I would like to know how 1. less than usual

much (name of fluid) was given
to drink during diarrhea

2. somewhat less
3. about the same
4. more

5. Nothing to drink
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Q.212 When you had diarrhea ,were 1. much less than usual
you given less than usual to eat,
about the same amount ,more 2. somewhat less than usual
than usual or nothing to eat
3. about the same
4. more
Stopped food /nothing to eat
.5
Q.213 Has (name) had VVomiting in the 1. Yes
last two week?
2. No
Q.214 When you had vomiting ,were 1. much less than usual
you given less than usual to
eat/drink, about the same amount 2. somewhat less than usual
,more than usual
3. about the same
4. more
Q.215 Where do you seek treatment for 1. health facility of the
the above symptoms? orphanage
2. health facility outside the
orphanage
3. inside their home
(orphanage)
4. Don’t seek treatment
5. Others
(specify)........ccooeuinn.
Q.216 Has (Name) had chronic illness? 1. Yes 2. No
Q 217 1. Yes 2.n0
Q 218 1. Yes 2.Nn0
Q 219 1. Yes 2.n0
Q.220 Has (name) had taken any drug 1. Yes 0. No

for chronic illness

Part three : Questions to assess the Dietary factors
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Q.301

Did the child eat any flat bread,
biscuits, or any other foods made
from cereal (maize, sorghum,
millet, wheat, barely or teffe)
yesterday?

1. Yes
No

Q.302

Did the child eat any dark green
leafy vegetables (kale, Swiss
chard, cabbage) and other
vegetables (tomato, onion)
yesterday

1. Yes 2.

No

Q. 303

Did the child eat any fruits like
ripe mango, papaya, banana,
avocado and lemon and
orange...) and other fruits

yesterday?

1. Yes 2.

No

Q.304

Did the child eat any flesh meat
(beef, lamb, goat, chicken, egg)
and any organ meat (liver,
kidney, heart) yesterday

1. Yes

2. No

Q. 305

Did you eat egg yesterday

Q.306

Did the child eat any food made
from beans like kidney beans,
haricot beans, field peas, cow
peas, chick peas, nuts, lentils or
others yesterday?

Q.307

Did the child drink milk and
milk products yesterday? (milk,
cheese, yogurt or other milk
products

Q.308

how many times was the child
consumed food in the last 24
hours (Include any snacks
consumed)

Part four : hygienic related questions and Care and support given to the orphanage and
the services given for raring of children (respondent care givers and orphanage

administration)

401

Do you wash your hands
Whenever you feed your child?

1.Yes

2.No
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402 What did has (name ) used to 1.only water
wash his/her hands before eating | 2. water with soap
food 3. others----------------- (specify)
403 Has (name) had washed hands
after visiting toilet?
404 What did has (name ) used to 1.only water
wash his/her hands after visitng | 2. water with soap
toilet. 3. others-------=----=---- (specify)
Q.405 Is there any support given to the | Yes............ 1 If no skip to
orphanage? No............ 2 405
Q.406 What type of Support is 1. Nutritional support
Provided by other organizations 2. HealthCare
(persons)? 3. Income generating
(more than one answer is activities
possible) 4. Educational support
5. Psychosocial Support
6. Legal Protection
7. Shelter and Care
8. No support provided
9. Other
(specify)................
Q.407 If Food and Nutrition, what type 1. Nutritional assessment
of support is provided? and supplementary
feeding
2. Link to other health and
nutrition
Interventions
3. Training on Nutrition,
Diet and food preparation
for caretakers
4. other(specify)
Q.408 If Health Care, what type of 1. Free access to Health

Support is provided?

services for OVC and
guardian
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2. Regular home visits to
assess health status of the
child

3. Training to caregivers on
the importance of
immunization, hygiene
and sanitation, and
optimal nutrition

4. other
(specify)...............

Q.409

If psychological support

1. providing regular training to
care givers on psychosocial
support for OVC

2.develope psychosocial support
groups to provide support to
OVC and caregivers

3.parenting and communication
skills for caregivers, support
during illness

Q.410

What is the main source of
drinking water for members of
your orphanage?

1. Piped water
2. piped into dwelling

3. piped to yard/plot
4. public tap/stand pipe

5. Bottled water

Q 411

What is the main source of water
used by your orphanage for other
purposes such as cooking and
hand washing?

1. piped water

2. piped into dwelling
3. piped to yard/plot

4. public tap/stand pipe
5. Bottled water

6. Other (specify)...........

Q.412

Do you do anything to the water
to make it safer to drink?

1. Yes 0. No
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Q.413 What do you usually do to make Boil
the water safer to drink?
. Add Blech
/chlorine/water guard
. Strain through cloth
Bio sand
/composite/ceramic pot
filter
. solar disinfection
. Other (specify)
Q.414 Where do Your orphanage Pit
dispose Domestic waste?
. Open
. Municipality Service
. Other (Specify)
Q.415 Does your orphanage have a . Yes 0. No
Hand washing facility near the
dining room
Does your orphanage have a . Yes 0. No
Q.416 Hand washing facility near the
toilet area?
Q.417 Is there any Dietarian in your . Yes 0. No If no skip to
orphanage? 61
Q
Q.418 How many Dietarian are there in

your orphanage?
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Part five Anthropometric Measurements

Q.501 Age of the child

e --(month)
Q.502 Height /Length of the child e ---CM)
Q.503 Weight of the child.

e — ---(KG)

Thank you for your participation
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NELLATF OHAFLTT AOLE AT PATRIRYTHHO

MG EAMAT ATLIPT ALG/PA?

L R LNAA:AL ATPWAM NWAGR AJM (AnTO ANA) JC 10 WA A I
NNUCKC RLACAE MS WLIN NAE PEUL oL TN AFST 814 + T N EPT ACH § NHU AL P
LA AEMPOFM NATENF ACRF NFF LA AET NG+ AL AA+& NACH PALMAT NP NHU NFF
PA@TY aOZE NAQINN ATRL LT P N+HIED NF AL MG+ AR ADPY+E AGRIRIRPET AT TASATY
NFUTS ATMEPAT:

PRTECON: ASTMPFD NATPNT APF NPT NA MARFFOY N9PF ANP AM- AT+JAG PUP
ABTY PNT-9Ro) BT AT +HIRE R8T MYMGHT Y@

PG ERAT:- MG+ PUATE B9 PARaD/ 4 P g-U-& ANA AT A+ AL TR PF@ NATONT AaDF N T
P MABFFOY NF PMr AT +IAR PUR AET P1-929N BLE AEAL PUT WRIWSR aols
2ANANA:

PHATE ANYEG aeaRCP: PACAP § A9ALTP M-AM PIYFG AET AMG aDAD/Mm NAIMAY, §M-i: MG+
PaNYLA $L9° NA AHU mTF FAN NHHIED PMPE PMLP 10 MmPRMT ATRA™AT 30 L&
PUA ADNE BTAA NAPII® ABMEd NWAT PA+D ATSHMANAT NFUFTT ATML LAY PFID 97
PAS ARoH T NG+ AR ATPU+ & £ 25 NAUY/T PMLET NMLAH AR MLFT NARIAND AOa-MmF
FFAAT/BTFAA: NARZATR PAT PAM-TH NNEY § ANAR &M% BAhA: 2UIPNI0 b NAL
AEMN LI

MABRC PAPMNP UiF D5ET ANRARNT NACH § hAE PORIT@- T93F@-9° aolg NTRAMC
PMMNP NARPE NMIFMIe 778 ANAHE ANA TAAR AEAMID MLID REIAMIR PACH AP
MYIHGD A8 £FMP MO, N PR AOAN MON6R, /T AL hEAPHIGR:

PTE AT DPIOT FEF:-ACAPT MALLL O-ND PA UITH NG+ AL NARA+ETU PARNLA gRT9D
NP MRIR P+AR MPIR ARPCID 11C 17 NG+ AL NAPY+& AT MPPM- /ATPFMPPD T PP
NOM-$%+ AR P+aW/+t +1M, AOLF AAM+/FP AL PFO-NATNF A0RF NFF  NA OABFFO-T
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N9t e AT +IA6 PP ABTFPVY- 929N £4E AR ADM PAPMA: NG+ AL NARY+& 92N PT
gRTANTIR MPEPTFY ACRADAN PG +NNGT met PmqH H hALPY NN+PC NACHTE 1 NAS AL
PANATD PY NALIPE AL PARNWE gOYID O RYF 8% PAGR: P F4M-/P BNF:  PAS/+ NG+
AR AMRU+E TANTA NLNPEATRT § €SLF1T AR P+HIDAZ+ 1M NAREMLPM- NG+ AL
AATRY+E A18 FGR ARA+E BIRLIR NADAHA AT MO+/P A-ANMA P+MNP §0-: PAE /4
NG+t AL AMA+E &LF NFUI NTPIT NAS/E AL APALC PAFAD +R0OF PAFC:
AT FD-D HPRID LS AVETAD ATLAD ALILEIR/ATILEIC: AGT+HT N+ARAN+ YT D-g°
AR MPE NELPT N PMAD AL 4-A NARM$PI® AMPP LFAN: MG+ AL AG NYL+ MmPE MEID
AT ANA NIM@PE UG ALLD(AMTa-ANA)
NAN. & 0910-28-52-61 MEI™ NNULSC RINCNE PAINELEENTA SR NCE AFA YAL NNAR &DC
............ 7Yk L A T SFAN
POAS/PAYSTL +AFLTT T PEP LA 9L I76h, 36
AL § NHU TALP PA ALTPFM-NATCNT ACRF NFF @AM P& MAF AAN AET NG+ AL
RIETYHE NMeE AmA@ AhA N+HWMT 97HN MOwlt PA § NHU ALIP PANT
AT LFM-NATPNT AT NFT P MAS AAN AET NTR N PR APAN Rk, MZ$T AL ATLTLI&
T NAT P77 AOZE AAA PATPT ATLMMEMA AT NTYYTARID AOAN: 18F P9 LLLANT hAR gD
NATC P ANAND- AB2E AL R PFM-NATRNT AADF NFF NA MARFFOT NGRF PG +IA6 NUF
ABT PAv1-9Ro)) B28 AD-M ATLMM PADM AT AT +PPH 1ROT P MNLLP TLCIAT A
NAHU NG+ AR ARA+E & P25 NI LCTMPTHT:

PARALA LA UAL NTPT & LT —-mmmemmemmmmmmmmnn <aeee Yoo -
£PRT NAUF AAPADT PARLE ANANG: NTPT LT -ommmmmmmmmmmmmmmmmmmmmee e B

A e EM-NAICNT A0eF NFF NA OABFFO-Y NPT+ ANL AM- AT +IA6 PUF ASTY
PN71-9°°1N LLE8F @Y AT +HHME +80FT MG F P+HIE PG a8 AadANAN P O M L P

50



U T PANLL NNUCSEC RIACNE NTRUZAN MS +IPUCT N&A ATN+CH 8914 T8 ALY
PMGh AATY NATENF ATDE A 8GR NFF NA NYITT MALLP O-NM NF9P4 MABFFDY N9oF ANP
AM- AT +IAe PUr ARTY PN1-929) B4STF@T AT +HME FEETIATMMGTTIM:OMLR
APNTTNEAT AFST PAIUNCP AT N I°ME APMLSTIPNATOUTIP MG U190 AF PATR I
U T EIKTATANNN AT ANAR ARFTY PhtFAs

oA P

PUITHNALT PO-NTR

PLPATMLEPALL1MNTD

&CTM

PAMEFOHNLLNT ............ yA— yA— / % /DC_/9.9°
PPATMLPOMT:

1- PtMS e

2P thaman-

3 NLAPTMT PP

4- NACMLSMETPA+TT

£L1Ma- AN+NNS N9D &CTM %7
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