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Abstract
, Ethiopia, Woreta,

Background: The planet earth’s population is aging at an incredible speed. Poor dietary practice
is a major problem in elders. However, there is a scarcity of literature for dietary practice in
elders in the study area. Therefore, the results of this study may give information for decision

makers.

Objective: The aim of this study was to assess dietary practices and associated factors among
elderly people in Woreta town, Northwest Ethiopia, 2022.

Methods: A community-based mixed study design, quantitative study supplemented with
qualitative study design, was employed among elderly people from May 20 to July 2, 2022.
Systematic random sampling and purposive sampling techniques were used for selecting study
participants in quantitative and qualitative study, respectively. Data were collected by using
semi-structured questionnaire for quantitative and interview guide for qualitative part. Binary
logistic regression analysis was used. P-value < 0.05 was used to declare statistically significant
variables. Adjusted odds ratio with 95% confidence interval was used to measure the strength of

association. Thematic analysis was used for qualitative data analysis.

Results: A total of 422 participants recruited for the study. Twenty six in-depth interviews were
done. Prevalence of inadequate dietary practice was 45.5% [95% CI: (40.8, 50.2)]. It was
significantly associated with family size five and above (AOR: 1.61; 95% CI: 1.0, 2.6), elders
who didn’t have access to credit services (AOR: 0.51; 95% CI: 0.3, 0.8), elders with chronic
disease (AOR: 1.94; 95% CI: 1.2, 3.0), eating sometimes alone (AOR: 2.58; 95% CI: 1.5, 4.4),
eating always alone (AOR: 5.40; 95% CI: 3.0, 9.5), and food insecure(AOR: 1.80; 95% CI: 1.1,
2.8). Thematic analysis revealed three themes that interfere with dietary practices of elders:

taboos and cultural beliefs, barriers and experiences regarding dietary practices.

Conclusion: The prevalence of inadequate dietary practice was high. It was significantly
associated with family size, access to credit services, chronic disease, with whom feeding, and
household food security status. Taboos and cultural beliefs, barriers, and experiences hampered
dietary practices of elders. Therefore, improving dietary practices of elders focusing on advanced



age, loneliness, food security, taboos and cultural beliefs, barriers and experiences regarding

dietary practices should be done.

Keywords: Dietary practice, Elderly people
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1. Introduction

1.1 Background of the study
The planet earth’s population is aging at an incredible speed. The number and percentage of
older adults are rising in all countries, and these trends are expected to continue(1, 2). The
proportion of adults aged 65 and older in the global population (9.3%) would have surpassed that
of children under the age of five (8.7%) in 2020. By 2050, the proportion of people aged 65 and
older (15.9%) will be more than double that of children under the age of five (7.1%), and will
also outnumber young adults aged 15 to 24(13.7%)(1).

Over the next three decades, Africa's elderly people are anticipated to expand faster than any
other continent. In contrast to a consistent reduction in all other regions, the number of elderly

Africans is anticipated to rise by at least 40% every ten years(3).

According to the Ethiopian population census commission report of 2007, the proportion of

population aged 65 years and above was 3.2%(4).

Elders are defined differently in different purposes. In many texts(5), research works, and
organizations, elders are defined based on their purpose; for example some use chronological
age, others use functional age or retirement age. According to the world health organization
definition, elders are those people whose age is 65 years and above(6). In Ethiopia, Ethiopian

population census commission used this category (4).

As more people reach old age, they become more vulnerable to age-related chronic diseases like
cardiovascular disease, cancer, and stroke(7). Older people are more prone than younger people
to suffer from a variety of age-related diseases and functional impairments that can make it

difficult to maintain a healthy diet practice(8).

A healthy diet helps to prevent from malnutrition and non-communicable diseases (NCDs) like
diabetes, heart disease, stroke and cancer(9). Diet can also help to modify age-related changes in
body composition, metabolism, and tissue function. Changes in food consumption practice occur

as people get older(10).



More nutrient-dense diets can help elderly people fulfill their decreased energy needs. Reduce
their risk of disease by eating plenty of vegetables, fruits, and whole grains, and maintaining a

healthy fat balance. The longevity of the elderly is linked to the quality of their diet(11).

Generally, elders are more vulnerable to poor dietary practices due to changed sensory functions
(eg. taste and smell), poor oral health and functionality, change of satiety due to hormone-related
changes, difficulty in preparing foods, limited financial resources, loss of role functions caused
by changes in employment status (e.g., retirement), an altered family structure, loss of
independent living, loneliness and social isolation due to the death or divorce or departure of

family members and/or friends, and caregivers(12).

Dietary practice is defined as an observable actions or behavior of dietary habit and can be
classified as good dietary practices and poor dietary practices. They are the quantities,
proportions, variety or combinations of different foods and beverages in diets, and the frequency
with which they are habitually consumed. It is a complex interplay of physiologic, psychological,
social and genetic factors that influence meal timing, quantity of food intake, food preference,
and food selection. They can also be referred to as the habitual decisions of individuals or group
of people regarding what foods they eat(9, 13). Frequency of meal and food consumption score
(FCS) were used to assess dietary practices of the elderly (13-16).

1.2 Statement of the problem
Poor dietary practice is a problem in the elderly people(17). In Nepal, poor dietary practice was

58.2%; whereas, in Ghana, it was reported as 53.3% among elders(15, 16).

Evidences revealed that there is a significant association between dietary practices and
malnutrition among elderly people. Poor dietary practices is a major risk factor for under
nutrition in the elderly people (16, 17). Under nutrition in elders is a huge health problem in our
country; that ranges from 17.6% to 26.6% (18-20). This under nutrition may be due to the impact
of poor dietary practices(12, 17).

Poor dietary diversity was also linked to poor overall cognitive function among Chinese elderly,
especially among the oldest(21). Studies indicated that unhealthy dietary patterns are associated
with a greater risk of coronary heart disease, high cholesterol, hypertension, stroke, diabetes,

cancer, anxiety, depression, osteoporosis, memory problems, diseases of the skin, hair and nails,



vision problems, under nutrition, low life expectancy, decreased life satisfaction, and unhealthy
aging (16, 17, 22, 23).

Factors significantly associated with unhealthy dietary practices are older age, sex, illiteracy,
insufficient food quantity and poorer quality, food cost, lower household food expenditure,
family income, skipping meals, snacking less, higher alcohol consumption, living alone, and
disease. Marital status and strong cultural and religious beliefs were also identified as possible
determinants(22, 24). Different scholars reported inconsistent findings regarding the factors

associated with dietary practice of the elders.

Even though national food and nutrition policy of Ethiopia accommodates lifecycle approach and
dietary practices have gotten attention, elderlies did not consider as a vulnerable segment by the
policy(25). The Ethiopian national nutrition strategy did not put the elders issue separately and
extensively. The strategy put its stand by “The elderly, prisoners, students at boarding schools,
children in orphanages and hospital inpatients as well as other population groups who are
exposed to malnutrition must receive adequate attention”(26). The country also gave less
emphasis towards elderly nutritional services by its national nutrition program, by simply stated

as “improve nutritional services for the elderly”(27).

HelpAge international attempted to improve elderly dietary practice through community based
management of acute malnutrition (CMAM) approach which is in line with HelpAge guidelines.
However, the full CMAM guidelines did not implemented due to the lack of a national guideline
and low health workers commitment(28).

Even though limited in number, capacity, and accessibility, researches showed there are
institutional care schemes like Mekedonia humanitarian association that give different services
for the elderlies: food provision services, health care service, hygiene facilities, shelter, clothes

provision services, recreational facilities and funeral ceremonies when they died (29).

Even though the elderly people are significant in number, elderly nutrition did not get attention
of polices, strategies, programs, and projects of Ethiopia. Thus, this research will influence
governmental and nongovernmental community for including the issues of the elderly in their

policy, strategy, program, and project by giving scientific evidence.



The present study is carried out to identify factors associated with inadequate dietary practice in
elderly people and contribute to fill information gaps and suggest possible problem solving
approaches. It is also essential to identify level of dietary practice and factors among elderly
people since the results may give information to develop and inter into nutrition intervention
activities for Woreta town administration health office in order to optimize dietary practice for

the elderly people.

1.3 Significance of the study
There is limited information in Ethiopia in general and particularly in the study area about the
dietary practice and associated factors among elderly people. Most number of studies concerning
elderly people focused on nutritional status. This study focused on dietary practice of the elderly

people which is a significant risk factor of malnutrition for them.

The study can have a direct and indirect impact on the lives of many elderly people by finding
comprehensive factors associated with elderly dietary practice and supporting decision makers to
develop strategies to overcome dietary practice barriers. The finding of this study also gives
information for Woreta health office, South Gondar health department and Amhara regional
health bureau to implement strategies that could optimize nutrition, social support and economic

intervention activities among elderly people.

In addition, it might serve as a resource for academics to conduct additional research.



2. Literature Review

2.1 Magnitude of dietary practice
Changes in food consumption practice occur as people get older and their longevity is linked to
the quality of their diet(10, 11). The elderly people across the world are eating less healthy diets.
Although there are regional variations in healthy eating patterns, some components (such fruits

and vegetables) are common to all healthy dietary patterns(22).

Regarding dietary practice, different scholars reported inconsistent findings about dietary
practice of elders. In Nepal, poor dietary practice was 58.2%; whereas, in Ghana, it was reported
as 53.3% among the elderly (15, 16).

A study indicated that dietary protein intakes were significantly lower in the elderly people,
approximately fifty percent, 46%, of the elderly did not meet their protein intake
recommendations(30). Even though the Swiss Food Pyramid recommended three or more
portions of milk and dairy products per day, 93% of elders did not get; according to a study done
in Switzerland. Also, 68% did not have the meat, egg, or seafood recommendations. Overall,
83% of them did not consume three portions of cereals and legumes per day and vegetable and

fruit consumption was also below the recommendations(31).

Different scholars reported inconsistent findings regarding the food groups eaten. In Bangladesh,
fruits and vegetables (97.1% males and 99.3% females), legumes and egg(75% males and 70%
females) were the most eaten food groups and milk, meat, fish were the least eaten food groups;
whereas, in Kenya, fat, milk, and dry beans-73.7%, 65%, and 60%-were commonly eaten(32,
33).

2.2 Factors affecting dietary practice
Dietary practices and food choices of the elderly people are determined by many factors
including physical health, mental health, society, the food environment, and economic
systems(34).

2.2.1 Socio-demographic related factors
Being female, older age, and illiteracy were identified as possible determinants for poor dietary
practices (22, 24, 32, 34).



Being female prevents adherence to some dietary patterns and it promotes adherence to some
other dietary patterns. Also, advanced age prevents adherence to some dietary patterns and it
promotes adherence to some other dietary patterns(35, 36). Dietary practice reduced with
increase in age of the elderly people(32). Likewise, dietary protein intakes were significantly
lower in older age groups. Participants consuming protein below the recommended intake level
had significantly poorer diet quality across all age groups of the elders(30). As well, individuals
with the highest education levels prevents adherence to some dietary patterns and it promotes

adherence to some other dietary patterns(35, 36).

2.2.2 Economic related factors
In elderly people, socioeconomic status appears to be the most significant barrier to healthy
eating practice(22). The factor significantly associated with unhealthy dietary practices is poor
household income (22, 24, 34). Family income prevents adherence to some dietary patterns and

it promotes adherence to some other dietary patterns (35, 36).

2.2.3 Psychosocial related factors
The most significant factor which associate with unhealthy dietary practices is being
loneliness(22, 24, 34).

2.2.4 Health related characteristics
Older adults limit foods intake because of oral and gastrointestinal disorders(37). As more people
reach old age, they become more vulnerable to age-related chronic diseases like cardiovascular
disease and stroke(7). Older people are more prone than younger people to suffer from a variety
of age-related diseases and functional impairments that can make it difficult to maintain a

healthy diet practice(8).

2.2.5 Meal related factors
Eating alone reduces food consumption and dietary quality (38, 39). Eating with family and
friends was a useful determinant factor for the elderly’s good dietary practices. Eating alone was
demonstrate as a risk factor for poor dietary practices(34). In contrast to the article stated above,
meals eaten alone was linked with feelings of contentment and peacefulness. Furthermore,

freshness and variety of foods were given higher priority than commensality(38).



According to one study done in South Africa, 66% of individuals had three meals per day(40).
However, a study conducted in Kenya showed 73.4% of individuals did not eat three meals per

day; specifically 41.2% of study participants ate two meals per day(17).

2.2.6 Behavioral related factors
Factors significantly associated with unhealthy dietary practices are higher alcohol

consumption(22, 24).

2.2.7 Household food security status related characteristics
Due to poor household food security and limited access to food, the majority of elderly don't eat
three meals as indicated by the study done in South Africa and Kenya(17, 40). Factors
significantly associated with unhealthy dietary practices are insufficient food quantity and poorer

quality, food cost and lower household food expenditure (22, 24, 34).



3. Conceptual Framework

Socio-demographic  and Psychosocial Aft'vg'fs of daily living
economic related factors related factors: related tactors:
v Age v’ Social support v (C);l?tlsri]ge for a walk
v
v rsneaxrital status v Take a bath alone
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v
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A
Health related factors: Behavpral related Meal related factors:
factors:
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treatment v" Khat chewing

Figure 1: conceptual framework for dietary practice among elderly people in Woreta town

administration, Northwest Ethiopia, 2022.

Source: Adapted from different literatures (17, 22, 24, 30, 31, 34, 38).



4. Objective

4.1 General objective

e To assess dietary practices and associated factors among elderly people in Woreta town,
Northwest Ethiopia, 2022,

4.2 Specific objectives

e To determine dietary practices among elderly people in Woreta town, Northwest
Ethiopia, 2022.
e To find out associated factors of dietary practices among elderly people in Woreta town,

Northwest Ethiopia, 2022,

e To explore lived experiences of dietary practices among elderly people in Woreta town,
Northwest Ethiopia, 2022,



5. Methods

5.1 Study area and settings
The study was conducted in Woreta town administration. Woreta, the town of Fogera district, is
55 and 625 kilo meters away from Bahir Dar and Addis Ababa respectively. Woreta is located
east of Lake Tana, west of Farta district, north of Dera district and south of Libo Kemkem
district. Woreta town had an altitude and longitude of 11055’N 37042’E with an elevation of

1828 m above sea level. The weather condition is categorized as Woyna Dega(41).

Teff, rice, lentil, sorghum, maize, oats, chickpea, nuts, other cereals, other legumes, fruits, and
vegetables are the common food sources in the area. Fish and other seaweeds are found in the
area even though they are not the usual foods in the community(42).

Woreta town has 4 kebeles, the smallest administrative units, with a total population of 55,043.
Woreta town administration has 1933 elderly people. It has one primary hospital, one health

center and four health posts(43).

5.2 Study design and period
A community-based mixed study design was employed from May 20 to July 2, 2022. A
community-based cross-sectional study was used for the quantitative part and phenomenology

was used for qualitative part among elderly people.

Source population and study population

5.2.1 Source population

e All elderly people age > 65 years in the town administration were the source population
for both quantitative and qualitative part.

5.2.2 Study population

e All elderly people age > 65 years in the town administration, found during the data
collection period, were the study population.

e All elderly people age > 65 years in the town administration were the study population

for qualitative part.
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5.3 Inclusion and Exclusion criteria

5.3.1 Inclusion criteria

All elderly aged > 65 years people who lived in Woreta town administration were

included in the study residing a minimum of six months.

5.3.2 Exclusion criteria

All elderly aged > 65 years people who lived in Woreta town administration for less than
6 months were excluded in the study. Because dietary practices are influenced by local
culture, this study excluded elderly people who have lived in the kebele for less than 6

months.

5.4 Variables

5.4.1 Dependent variable

Dietary practice status (Adequate/Inadequate)

5.4.2 Independent variables

Socio-demographic and economic factors: age, sex, marital status, religion, educational
status, occupation, family size, living with whom, pension user, access to credit services,
access to community based health insurance, source of household food, household wealth
index

Psychosocial related factors: social support

Activities of daily living related factors: going for a walk outside, take a bath alone, able
to carry things, able to shop, able to bend to pick up things, able to stand up alone

Food security related factor: Household food security status

Health related factors: chronic diseases, acute illness, taking drugs for treatment
Behavioral related factors: alcohol use, cigarette smoking, khat chewing

Meal related factors: with whom feeding, meal frequency

5.5 Operational definitions

Adequate dietary practice: when the elderly has at least three meals daily and acceptable
food consumption score (FCS); whereas inadequate dietary practice: when the elderly has
less than three meals daily and/or unacceptable FCS (13-16).

11



e Acceptable FCS: when the elderly’s FCS is >35; whereas unacceptable FCS: when the
elderly’s FCS is 0-35(44, 45).

e Social support: the help provided by family, friends, groups, or communities. A person
who is considered as social support gives a support of any aid, healthcare service, and
support on food preparation and washing clothes or any other support(46).

e Elderly: people whose age is > 65 years(47).Their age can be classified as young old
(65-74 years), middle old (75-84 years), and oldest old (> = 85 years)(20).

5.6 Sample size determination
For the first objective, the sample size was computed based on a single population proportion
formula assuming the prevalence (p) of dietary practice 50% (because there was no previous

study conducted in Ethiopia), 95% confidence level (1.96), and 5% margin of error.
n = (Zo/2)? 20

Where;

n = estimated sample size

Za/2 = a standard normal value which corresponds 95% of confidence level = 1.96
p = estimated prevalence of dietary practice is 0.5.

d = tolerable sampling error = 0.05

After substitution, the estimated sample size is 384. Taking 10% of non-response rate, the

sample size is 422.

Sample size for the second objective was determined using double population proportion formula
by using Epidemiology Information (Epi infoTM) version 7 statistical calculation considering

95% confidence level, 80% power, and exposed and non-exposed ratio is 1:1.

Table 1 Sample size calculation of the second objective for a study conducted on dietary practice
among elderly people at Woreta town administration from May 20 to July 2, 2022.

Variables | 95% | Powe | Ratio | Proportionin | Proportion | OR | Non- Sample
cl |r unexposed | in exposed response | size

12



rate
Chronic 95 80 1:1 53.7 88.0 6.32 |10 70
disease
Household | 95 80 1:1 73.1 87.3 253 |10 301
wealth
index
Food 95 80 1:1 69.7 86.0 2.67 |10 249
security
Live alone | 95 80 1:1 65.0 86.2 3.36 |10 161

N.B: The sample size of the second objective is found to be less than the first objective.

Therefore, the final sample size was 422.

In-depth semi-structured interviews were conducted among 26 elderly individuals. The
interviews ceased when data saturation was achieved since in determining the sample size of the

qualitative research, what matters was theoretical data saturation(48).

5.7 Sampling Techniques and procedures
Systematic random sampling technique was used to select the quantitative study participants.
The total sample size was proportionally allocated for each kebeles based on their catchment
number of elderly people to obtain required number of study participants. The total numbers of

elderly people, which are 1933, were taken from the health extension workers of each kebeles.

The sampling interval of households in each kebele was determined by dividing the total number
of households which has eligible elderly people to the allocated sample size meaning to select
the study units (elderly people). Systematic random sampling was used with sampling interval k™
which was calculated as k = 1933/422 = 4.58 = 5.

Out of the first 5 elderly people, the initial one was determined by using the lottery method. For

households with multiple elderly people, one elderly person was selected by lottery method.

Finally, a systematic random sampling technique was used for the selection of individual study

participants until having the sample of 422 participants.

13



Woreta town with 4
kebeles and N = 1933

Kebele 01 Kebele 02 Kebele 03 Kebele 04
N1 =591 N2 = 495 N3 = 400 N4 = 447
nl=129 n2 =108 n3 = 87 n4 = 98

n =422

Note:
o N =total elderly people in the town, n =sample elderly people

e N=N1+N2+N3+N4

e nNn=nl+n2+n3+n4

Figure 2 Schematic presentation showing sampling procedures in Woreta town, Northwest
Ethiopia, 2022.

In-depth interview participants were chosen using a purposive sampling technique.

5.8 Data collection procedures
An interviewer administered, pre-tested and semi-structured questionnaires were used to collect
the quantitative data. The questionnaire was constructed into eight major parts, such as socio-
demographic and economic related factors, psychosocial related factor, activities of daily living
related factors, health related characteristics, meal related factors and food consumption score
(FCS) related characteristics, wealth index related characteristics, behavior related factors, and

household food security status (HFSS) related factors.
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A total of five nurses as data collectors and one environmental health science professional as a
supervisor were recruited for quantitative data collection. Two data collectors for kebele 01 and
one data collector for each kebele for kebeles 02, 03, and 04 were assigned. House to house data

collection was done.

The FCS is a composite score based on dietary diversity, food frequency, and relative nutritional
importance of different food groups. The interviewed was asked about frequency of consumption
(in days) over a recall period of the past 7 days. Food items are grouped into 8 standard food
groups with a maximum value of 7 days/week. The consumption frequency of each food group is
multiplied by an assigned weight that is based on its nutrient content. Those values are then
summed to have FCS(49).

Food consumption score is defined as poor food consumption score: 0 to 21, borderline food
consumption score: 21.5-35 and acceptable food consumption score: > 35. To assess FCS, the
participants were asked to recall the food items they consumed in the previous seven days before
the survey. Each food item is given a score of 0 to 7 depending on the number of days it is
consumed. Food items were grouped into food groups and the frequencies of all the food items
surveyed in each food group was summed. Any summed food group frequency value over 7 was
recorded as 7. For each participant, the food consumption score was calculated by multiplying
each food group frequency by each food group weight, and summed these scores into one

composite score(45).

The household wealth index was computed using indicators for semi-urban residents. The wealth
status was determined through principal component analysis (PCA). The responses of all non-
dummy variables were classified into two parts. Codes were given as 1 for the highest scores and
0 for the lower scores. In PCA, those variables having a communality value of greater than 0.5
were used to produce factor scores. Finally, the score for each household on the first principal
component was used to create the wealth score. Terciles of the wealth score were created to

categorize households as poor, medium, and rich.

Household food security status (HFSS) of participants was measured by using the food and
nutrition technical assistance (FANTA) household food insecurity access scale (HFIAS). It is
specifically designed to measure household limited access to food in the previous one month.

The tool is constructed from 9 food insecurity occurrence questions with 27 frequencies of
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occurrence questions. A HFIAS score variable was calculated for each household by summing
the codes for each frequency of occurrence question. The maximum score for a household was
27 (the household responded to all nine frequency of occurrence questions was “often”, coded
with response code of 3); the minimum score was 0 (the household responded “no” to all
occurrence questions, frequency of occurrence questions were skipped by the interviewer, and
subsequently coded as 0 by the data analyst.) The higher the score, the more food insecurity the
household experienced. The lower the score, the less food insecurity a household experienced.

Then, HFSS was categorized as; “Food Insecure” (when a household scored >2) and “Food

Secured” (when a household scored <1) (50).

The qualitative data were collected by using unstructured guide. It was performed using an in-
depth interview with participants recruited from the community. The data were collected by the

principal investigator.

5.9 Data Quality Control mechanisms
The data collection tools were adapted from different literatures and guidelines and prepared by
English language. They were translated into Amharic, the local language of the study area, and

then back to English language to see their consistency.

Training was given for the supervisor and data collectors for one day on data collection tools,
ethics, approach in interviewing techniques, how to probe, and how to use local event to

remember elders.

Pre-test was done on 21 study participants. Then modification was done on data collection tools

accordingly.

Regular supervision and reviewing the completed questionnaire on daily basis was done by the

investigator and the supervisor to maintain the quality of data.

The interview guide was prepared by English language and translated to the local language,

Amharic, and back to English to see their consistency.

During qualitative data collection, tape-recording and field notes were taken. Transcription was
done on the same day of data collection. To assure trustworthiness, the qualitative data were

16



triangulated with the quantitative data. We also used purposive sampling technique to enhance its

trustworthiness.

5.10 Data processing and analysis

Data were cleaned and entered into the Epi-Data version 3.1statistical software and were
exported to statistical package for social science (SPSS) statistical software package, version 26
for analysis. Before analysis, missing values and outliers were checked. Frequency and cross
tabulations were used to summarize descriptive statistics. Frequencies, proportions, means, and
standard deviations were used to summarize variables; and presented using texts, tables, and
figures. A binary logistic regression model was fitted to identify factors associated with dietary
practice. Variables with a p-value of < 0.20 in the bi-variable logistic regression analysis were
fitted into the multivariable logistic regression analysis. Both crude odds ratio (COR) and
adjusted odds ratio (AOR) with the corresponding 95% confidence interval (CI) was calculated
to measure the strength of association. Finally, a p-value of < 0.05 was used to determine if the
association was statistically significant. Model fitness was checked using Hosmer Lemishow test
(p=0.113).

Atlas.ti7 software was used to quote, code, to make theme (family), and analysis for qualitative

data. Thematic analysis was used for qualitative data analysis.
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6. Ethical Consideration
Institutional Review Board (IRB) of Bahir Dar University approved the study. Permission was
obtained from Woreta town mayor office and each kebele administrations. Written informed
consent was secured from the study participants. Confidentiality was maintained by excluding

personal identifiers from the data collection form.

Permission was obtained from in-depth interview participants. Written informed consent was
also secured from these participants. Interviewing and recording was not done without

permission from interview participants.
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7. Results
Socio-demographic, economic, psychosocial, and HFSS related characteristics of the elderly

people

A total of 422 people aged > 65 years participated in this study with a response rate of 100%.
Sixty four percent of respondents were females. The mean (£SD) age of the respondents was
74.26(+£8.67) years. More than half, (54.0%) of the respondents were married. About sixty five
percent, (65.2%), of the respondents were Orthodox Christians in their religion. Seventy eight
percent of respondents were illiterate. Regarding credit services, about two third, (66.4%), of the
respondents had no access to credit services. Nearly one fourth, (23.9%), of respondents didn’t

have social support (Table 2).

Table 2  Socio-demographic, economic, and psychosocial related characteristics of study
participants in Woreta town, Northwest Ethiopia, 2022

Variables Frequency (n = 422) | Percent (%)
Sex Male 152 36.0
Female 270 64.0
Age in years 65-74 262 62.1
75-84 94 22.3
>85 66 15.6
Mean (£SD*) 74.26(%8.67)
Family size family size <5 289 68.5
family size > 5 133 31.5
Marital status Married 228 54.0
Widowed 171 40.5
Divorced 23 5.5
Religion Orthodox 275 65.2
Muslim 135 32.0
Protestant 12 2.8
Living with whom With Partner 239 56.6
With Children 141 33.4
Alone 25 5.9
Others* 17 4.0
Educational status Unable Read And Write 221 52.4
Read And Write 108 25.6
Primary School (1-8) 39 9.2
Secondary School (9-12) 31 7.3
Diploma And Above 23 5.5
Occupation Housewife 221 52.4
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Merchant 77 18.2
Employed 28 6.6
Daily Laborer 21 5.0
Farmer 8 1.9
Retired 67 15.9
Head of the household Father 251 59.5
Mother 110 26.1
Children 44 10.4
Relative 17 4.0
Access to credit services Yes 142 33.6
No 280 66.4
Pension user Yes 67 15.9
No 355 84.1
Access to CBHI* Yes 258 61.1
No 164 38.9
Social support Yes 321 76.1
No 101 23.9
Wealth index Poor 137 32.5
Medium 143 33.9
Rich 142 33.6
Food secured Yes 160 37.9
No 262 62.1

SD* = Standard deviation; others* = relative; CBHI* = Community based health insurance

Activities of daily living related characteristics of the elderly people

Activities of daily living related characteristics of the study participants are illustrated in Table 3.

Table 3 Activities of daily living related factors of study participants in Woreta town, Northwest

Ethiopia, 2022

Variables Frequency (n = 422) | Percent (%)
Able to walk outside Yes 362 85.8
No 60 14.2
Able to bath alone Yes 361 85.5
No 61 14.5
Able to carry things Yes 319 75.6
No 103 24.4
Able to shop Yes 322 76.3
No 100 23.7
Able to pick up things Yes 330 78.2
No 92 21.8
Able to stand up alone Yes 374 88.6
No 48 11.4
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Health related characteristics of the elderly people

About 32.5% and 7.3% of the respondents had a history of chronic diseases and acute illness
during the interview respectively. Regarding chronic disease types, 56(13.3%) had hypertension,
47(11.1%) had diabetic mellitus, 6(1.4%) had tuberculosis, and 7(1.7%) had HIV/AIDS. Almost
thirty five percent, (35.3%), of the respondents took drugs for treatment for acute and chronic

diseases during the interview.
Behavioral related characteristics of the elderly people

About 2.6%, 17.8%, and 15.6% of the respondents had a history of cigarette smoking, alcohol

use, and chew khat during the interview period respectively.
Dietary practices and meal related characteristics of the elderly people

About 25.1% and 50.0% of participants ate their meal always alone and sometimes alone

respectively. Frequency of consumption of various food groups is stated in Figure 4.

mO0to1times per week M 2to3 times per week 4 to 6 times per week 7 times per week
120.0
97.9
100.0 77 85.8
81.5 ' )
80.0 74.6
60.0
40.0
20.0 = 149
071 07 5.2
ool .
0.0 ,4_~'__- : -.
Staples Pulses Vegetables Fruit Meat, Fish, Milk Qil Sugar
and Egg

Figure 3 Frequency of consumption of various food groups by percentage in Woreta town,
Northwest Ethiopia, 2022,

Regarding dietary practices, 45.5% [95% CI: (40.8, 50.2)] of people aged > 65 years had
inadequate dietary practice (Table 4).

Table 4 Dietary practice of the elderly people in Woreta town, Northwest Ethiopia, 2022
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Variables Frequency (n = 422) Percent (%)

Dietary practice | Inadequate dietary practice 192 45.5
Adequate dietary practice 230 54.5

FCS* Unacceptable FCS* 63 14.9
Acceptable FCS* 359 85.1

Frequency  of | Less than three meals per day | 191 45.3

meal/day Three or more meals per day 231 54.7

FCS* = food consumption score

Factors associated with dietary practices

In the bi-variable logistic regression analysis, sex, family size, pension, access to credit services,
chronic diseases, with whom feeding, and food security status had a p-value of < 0.20. In the
multivariable logistic regression analysis, family size, access to credit services, chronic diseases,
with whom feeding, and food security status were remained significantly associated with dietary

practices.

The odds of inadequate dietary practice were 1.61 times higher among elders with family size
five and above (AOR: 1.61; 95% CI: 1.0, 2.6) as compared to elders with family size less than

five.

The odds of inadequate dietary practice were 0.51 times lower among elders who didn’t have
access to credit services (AOR: 0.51; 95% CI: 0.3, 0.8) as compared to elders who had access to

credit services.

Likewise, the odds of inadequate dietary practice were nearly two times higher among elders
with chronic disease (AOR: 1.94; 95% CI: 1.2, 3.0) as compared to elders with no chronic

disease.

In addition, the odds of inadequate dietary practice were 2.58 times higher among people eating
sometimes alone (AOR: 2.58; 95% CI: 1.5, 4.4) than eating always with family members. Also,
the odds of inadequate dietary practice were 5.4 times higher among people eating always alone
(AOR: 5.40; 95% CI: 3.0, 9.5) than eating always with family members.

Furthermore, the odds of inadequate dietary practice were 1.8 times higher among those food
insecure participants (AOR: 1.80; 95% CI: 1.1, 2.8) than food secure participants (Table 5).
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Table 5 Factors associated with dietary practices of the
Ethiopia, 2022.

elderly in Woreta town, Northwest

Dietary practice COR* AOR*

Variables Inadequate  Adequate | (95% CI*) (95% CI*)
Sex Male 56 96 1.00 1.00

Female 136 134 0.57(0.3,0.8) 0.88(0.5,1.4)
Family size | family size <5 141 148 1.00 1.00

family size > 5 51 82 1.53(1.0,2.3) 1.61(1.0,2.6)**
Pension Yes 23 44 1.00 1.00

No 169 186 0.57(0.3,0.9) 1.14(0.6,2.1)
Access to | Yes 43 99 1.00 1.00
credit No 149 131 0.38(0.2,0.5) 0.51(0.3,0.8)**
services
Chronic Yes 50 87 1.72(1.1,2.6) 1.94(1.2,3.0)**
diseases No 142 143 1.00 1.00
Feeding Always with 73 32 1.00 1.00
with family members

Sometimes 98 113 2.63(1.6,4.3) 2.58(1.5,4.4)**

alone

always alone 21 85 9.23(4.9,17.3) | 5.40(3.0,9.5)**
Food Food insecure 161 101 2.10(1.4,3.1) 1.80(1.1,2.8)**
security food secure 69 91 1.00 1.00
status

value < 0.05

COR* = Crude odds ratio; CI* = Confidence interval; AOR* = Adjusted odds ratio; ** = P-

Three themes and five sub-themes were identified by the qualitative study findings. These
themes are taboos and cultural beliefs regarding dietary practices, barriers of dietary practice and

experiences with regard to elderly dietary practice of the elderly people.

Theme 1: Taboos and cultural beliefs

A majority of in-depth interviewees mentioned that there were taboos and cultural beliefs which

favor inadequate dietary practices of the elderly. Taboos and cultural beliefs were major factors

that affect dietary practices of the elderly.

Perception

Some of the elderly food preferences are different from the age lower than adults and less.




Elderly people do not grow so that they should not eat nutritious food. Nutritious
food should be given to the growing population segment (a 74 years old man). If a
young man eats, he will defend anything; and if he catches, he will be snatched

away (a 66 years old nun).
Religious reasons

Elderly people are more engaged in their supernatural power. In doing so there are activities that

hamper adequate dietary practices.

Eating too much is forbidden in Holly Kuran (a 65 years old Muslim man). | used
to eat meat, poultry, and egg; since being monk | had stopped to eat them; it is

enough after being monk (an 86 years old monk).

Fasting prevented the elderly from eating animal products like milk and milk products, meat,
egg, and fish. It also prevented them from having more meals per day. Most of the respondents

had only two meals during the fasting periods.

| eat meat, egg, and fish in non-fasting periods. Also I did not have three meals (a

male 65 year old retired man).
Theme 2: Barriers

The study participants reported that individual, economic, societal, and physiological factors are

barriers affecting the dietary practices of the elderly. They could be presented by sub-themes as:
Economic factors

All of the qualitative study participants stated that food insecurity was the main constraint of

having adequate dietary practice.

My pension is run out in 15 days; after the 15" day of my pension people may
help me; other ways | may go to my bed without any food (A retired 74 years old
man). | eat milk, egg, and meat in festive seasons only (75 years old woman). If

there are foods, | eat three meals per day (a 65 years old nun).

Almost all of the qualitative study participants explained that unavailability of money was a

major factor that decreases adequate dietary practice of the elderly people.
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| eat banana if children bring it to me. I drink milk if my child brings it to me (a
widowed 68 years old woman). | always eat shiro because there are no cattle
which produce milk. If there are lentils, I need to eat lentils. I can’t buy lentils. 1
eat meat only during festive season. | usually eat only one meal especially during

fasting periods (a married 82 years man).

Societal factors

Almost all of the qualitative study participants stated that loneliness affected their dietary

practice.

My grandchild supports me. If she is not found in the house, | will not eat
anything alone (a widowed 68 years old woman). | live alone. My food is prepared
by house rentals. If they didn’t prepare my food, I go to my bed without food. If I
get somebody who prepares my food, | eat three meals. If not, | eat only one meal

(a female 75 years nun).

A qualitative study participant explained that being dependent negatively affected her dietary

practice.

Since | live with children, | do not want to ask the food what | want (a widowed 70

years old woman).

Majority of the qualitative study participants reported that no social support for the elderly was

the main constraint of having adequate dietary practice.

I can’t get breakfast timely because there is no person that helps us to prepare

food ........ I always eat lunch and dinner (A retired 65 years man).

Interpersonal relationship refers to the elderly residents' relationships established with their
companions such as their families, friends or other residents. One respondent expressed that a

food item which is disliked by his intimate friend also disliked by him.

1 do not eat lentil for long period of time because my intimate friend didn’t like to

eat it (an 86 year old monk)

Physiological factors
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Almost all of the qualitative study participants stated that physiological factors affect their life in

lowered their physical capacity.

I did not go to church which is around 100 meters away from my home (a
widowed 75 years old woman). Most of my teeth are lost. | eat injera fitfit (an 86

monk)....

Most of the qualitative study participants stated that loss of appetite was a factor which decreases

adequate dietary practices of the elderly.

1 used to finish one injera, currently I can’t finish a half of it (a widowed 68 years
old woman). Elderly need tasty foods because they are with loss of appetite. Even
though elderlies need many meals as children, I have loss of appetite (an 85 years

old nun).

Majority of the qualitative study participants stated that illness were factors which hamper
adequate dietary practices of the elderly.

I can’t eat all food items (soft drinks, salt, and meat) since I have hypertension

and gastritis (a widowed 70 years female interviewee).
Theme 3: Experiences with regard to elderly dietary practices

All study participants in the in-depth interviews mentioned that there were inadequate dietary
practices of the elderly. A 70 years old woman in-depth interviewee said: | always eat injera
with shiro. The amount and frequency of meals are less during elderly compared with the people

younger than me....
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8. Discussion
In this study 45.5% [95% CI: (40.8, 50.2)] of respondents had inadequate dietary practices. This
was similarly reported by the qualitative study participants that support the existence of

inadequate dietary practices in the elderly people.

| always eat injera with shiro. The amount and frequency of meals are less during

elderly compared with the people younger than me (a 70 years old woman).

This is in disagreement with studies conducted in Ghana and Nepal(15, 16). This might be due to
the study area is a surplus production area.

Majority, (97.9%), of the elderly took staples foods seven times per week. However, they
occasionally took animal source foods. This may be due to food insecurity. This was also
supported by qualitative study findings.

| eat milk, egg, and meat in festive seasons only (75 years old woman).

Minority, (3.3%), of the study participants had milk and milk products seven times per week.

Only 1.7% of the study participants ate meat, egg, and fish seven times per week.

These findings have a huge discrepancy with study findings done in Meru County, Kenya,
Bangladesh, and Switzerland (31-33). This might be due to lower socio-economic status of the
study participants; since in this study poor and medium wealth index and food insecurity were
66.4% and 62.1% respectively.

In addition, nearly fifty percent, 45.3%, of the study participants consumed less than three meals
per day. This study’s finding was higher than studies done in Meru County, Kenya in 2018(32)
and South Africa(40). This might be due to most (65.2%) respondents in this study were
Orthodox in their religion. The qualitative findings supplement that Orthodox followers had

inadequate dietary practices since they skip at least their breakfast during fasting seasons.

I eat meat, egg, and fish only in non-fasting periods. Also I did not have three

meals during fasting periods (a 65 year old retired man).
This might also be due to food insecurity that was supported by the qualitative findings.

If there are foods, | eat three meals per day (a 65 years old nun).
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However this report was better than a study done in Kiambu County, Kenya in 2021(17).

In this study, the likelihood of having inadequate dietary practices was higher among elderly
people with family size five and above as compared to elderly people with family sizes less than
five. This might be due to that they did not able to share their food for extra family members

because most of our study participants were food insecure.

The likelihood of having inadequate dietary practices was lower among elderly people who
didn’t have access to credit service as compared to elders who had access to credit service. The
probable reason for this is elderlies may fear for back payment of the debt and as result they do
have lower appetite to be credit service user.

This study also revealed that the likelihood of having inadequate dietary practices was higher
among elderly people with chronic disease as compared to elderly people with no chronic
disease. This was supported by the qualitative findings.

I can’t eat all food items (soft drinks, salt, and meat) since I have hypertension

and gastritis (a widowed 70 years female interviewee).
This might be due to that they did have fear of eating foods knowingly or unknowingly.

In addition, this study showed that the likelihood of having inadequate dietary practices were
higher among elderly people who ate their meal sometimes alone and always alone than who ate
always with family members. The qualitative findings supported that eating alone is the common

factor for inadequate dietary practice in the elderly people.

My grandchild supports me. ......If she is not found in the house, I will not eat

anything alone (a widowed 68 years old woman).

This result is consistent with the study done in Thailand(34). However, it is in disagreement with
some findings of a scoping review conducted by Bjornwall A. et al, 2021(38). It may be due to
the Ethiopian elderly people did not want to live and eat alone because they have experienced
many social life in their early ages and show lack of interest in food and eating when they eat
alone. Also, if they eat with other people, they are willing to cook and eat all meals for the sake
of others. In addition, the problem gets amplified when living alone and eating alone are
combined since people who live alone did not get a chance to eat with others (Table 6).
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Ethiopian elders give special value for having meals with others and it is a special event for

them.

Furthermore, the odds of inadequate dietary practice were 1.8 times higher among those food
insecure participants (AOR: 1.80; 95% CI: 1.1, 2.8) than food secure participants

Lastly, this study demonstrated that food insecurity was the other significantly associated factor
for inadequate dietary practice. This finding is supported by the qualitative study findings.
Almost all of the qualitative study participants reported that the most major factor for inadequate

dietary practice was food insecurity.

My pension is run out in 15 days; after the 15" day of my pension people may
help me; other ways | may go to my bed without any food (A retired 74 years old

man).

This finding is similar with a review done by Nicola Veronese and Stefania Maggi(22).
Likewise, it is in congruent with a study done in Thailand(34). This could be due to that food
costs are increased across the globe in which elders can’t afford the current food prices. Then,

this might ultimately lead to inadequate dietary practice among the elders.

There was no significant association between sex and dietary practices of elderly people in this

study. The reason for this might be equal support and attention given for both genders in this age

group.
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9. Strength and Limitation
This study was done by using mixed study design method which enables method triangulation
between quantitative and qualitative methods. It has also 100% response rate. When using this
report, the study's limitation should be kept in mind. Even though we gave training for the
supervisor and the data collectors on how to use probing and local events to minimize bias, there

could be a chance to commit recall bias since feeding practice measurements rely on memory.
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10.Conclusion
The prevalence of inadequate dietary practice was high among the elderly people. Inadequate
dietary practice was significantly associated with family size, access to credit services, chronic
disease, with whom feeding, and household food security status. The qualitative study findings
showed perception, religious reasons, economic factors, societal factors, and physiological

factors were barriers that interfere with dietary practices of the elderly people.
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11. Recommendation

We recommend to the ministry of health of Ethiopia and Amhara regional state health bureau to
strengthen the existing policy, strategy, program, and project and implement these to improve
dietary practice especially concentrating on family size, chronic disease, loneliness,
economically disadvantaged elders, perception, religious factors, economic factors, societal
factors, and physiological factors regarding elders dietary practice in improving food security
and dietary practices of the elderly people. We also recommend to all hierarchy of the
government to improve household economic and living standards of the elderly since it is a
crucial measure to tackle the impact of inadequate dietary practice among the elderly people. In
addition, we recommend to the local government to establish humanitarian association like
Mekedonia. Furthermore, we recommend to the community and family members of the elderly
to give nutritional and social support activities for the elderly people. It is also recommended to
health professionals to give nutritional education for the elders. Lastly, we recommend to
researchers to do further research by using longitudinal methods which may minimize recall bias

and give strong evidence.
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13.Annex
Annex 1
Informed consent

Participant information sheet

Good morning? /Good afternoon? My name is ------------------ | am a data collector and | am
here on behalf of the principal investigator. | am going to ask you some questions about your
dietary practice. The information | get from you helps to recommend to the concerned body
about the dietary practice of the elderly people. You are selected to participate in this study just

randomly. The following is some general information about the study.

Title of the study: Dietary practice and associated factors among elderly people in Woreta town,
Northwest Ethiopia, 2022.

The objective of the study: To assess dietary practices and associated factors among elderly

people in Woreta town, Northwest Ethiopia, 2022.

The benefit of the study: There is direct benefit for participants. It may also be used by

policymakers to evaluate the service and help them indirectly to improve elderly dietary practice.
Risk of the study: This study has no any risk for participants.

Participants' rights: your participation is voluntary, and you are not required to answer any
questions you do not wish to answer. This interview will take about 35-45 minutes. If you feel

discomfort with the interview, please feel free to withdraw from the interview at any time.

Confidentiality: Your name will not be written in this form and will never be used in connection

with any information you tell us. All information given by you will be kept strictly confidential.

Name of the Sponsor: principal investigator

Informed Consent form

| have read this form and | understand all the conditions stated above.

Therefore, | agree to participate.
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If the participant agrees to participate, skip to the next page. If not, skip to the next participant by

writing short reasons for refusal below.

Principal investigator Name: Adane Ambaye Kassa
Principal investigator Address:

=  Mobile number: +251912894213

= E-mail: adaambal2@gmail.com
Supervisor address:

=  Mobile number: +251945551700

= E-mail:
Thank you very much for your co-operation!
Annex 2

English version quantitative questionnaire

To be filled by data collectors and supervisors

Description Identification

Region Ambhara regional state

Zone South Gondar

Woreda Woreta town administration town
Kebele

Supervisor name and signature

Data collector name and signature

I.D number/House number /

Date of the interview / 12022

1 Socio-demographic and economic variables

Code | Questions Response Skip
101 Sex of the participant 1. Male
2. Female
102 What is your age in years?
103 What is your marital status? 1. Married
2. Divorced
3. Widowed
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Others (specify)

104

What is your religion?

Orthodox
Muslim
Protestant
Catholic

Others (specify)

105

With whom you are living?

Eal N S AN A N ol e

With partner
With children
Alone

Others (Specify)

106

What is your educational status?

o0 wN e

unable read and write
read and write

primary school (1-8)
secondary school (9-12)
diploma and above

Others (specify)

107

What is your occupational status?

Housewife
Merchant

Daily laborer
Farmer

Retired

Others (specify)

108

What is the head of the household?

gk REROoOORWNE

Father

Mother
Children
Relative

Others (Specify)

109

How many persons live in this household?

(in number)

110

What is your source of household food?

N

From market
From agriculture land

Others (specify)

111

Do you have pension?

Yes
No

112

Do you have access to credit services?

Yes
No

113

Do you enrolled to health insurance?

Yes
No
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2 Psychosocial related factors:

Code | Questions Response Skip
201 Do you have a social support? 1. Yes
2. No
3 Activities of daily living related factors:
Code | Questions Response Skip
301 Can you go for a walk outside? 1. Yes
2. No
302 Can you take a bath alone? 1. Yes
2. No
303 Do you have the able to carry things? 1. Yes
2. No
304 Do you have the able to shop? 1. Yes
2. No
305 Do you have the able to bend to pick up | 1. Yes
things?
2. No
306 Do you have the able to stand up alone? 1. Yes
2. No
4 Health related factors variables
Code | Questions Response Skip
401 Do you have history of any chronic 1 Yes
diseases 0 >| 9403
402 If question 401 yes, which one of the | 1. Hypertension: Yes/No
following (multiple answers are possible)? | 2. Diabetes Mellitus: Yes/No
3. TB:Yes/No
4. HIV/ADIS: Yes/No
5. Others (specify)
403 Did you face any acute illness in the past 2 | 1. Yes
weeks? 2. No Q405
404 If question 503 is yes what was the illness? | 1. Diarrhea: Yes/No
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2. Nausea: Yes/No
3. Vomiting: Yes/No
4. Others (specify)

405

Have you taken drugs for treatment? 1. Yes
2. No

5 Meal related variables

Code | Questions Response Skip
501 What is your usual meal times
frequency?
502 With whom you are feeding? 1. Always alone
2. Sometimes alone
3. Always with family Members
503 Time to have meal? 1. Regular (at the time of breakfast, lunch,
and dinner)
2. lrregular (any time s/he eat when they
get food)

World food program’s standard food consumption score questionnaire (44, 51)
S.-NO. | Food items Food groups | Freduency
1 Rice, wheat, maize, barley, oats, teff, sorghum, and

other cereals (Eg. Enjera, gruel, bread, porridge, pasta,
macaroni) Main staples
Potato, sweet potatoes, carrot, beetroot
2 Lentil, beans, chickpea, Peas, groundnuts, soya beans, Pulses
guaya
3 Cabbage, pumpkin, onion, tomato, garlic, swiss chard, |
salad, pepper, endive Vegetables
4 Banana, orange, mango, papaya, lemon, avocado, Erui
apple, guava, watermelon, pineapple, peach ruit
5
Beef, goat, sheep, poultry, eggs and fish ?iﬂs%at and
6 : . .
Milk, yogurt, cheese and other dairy products Milk
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! Sugar and sugar products (sugar cane) Sugar

8 . .
Oils, fats and butter oil

6 Wealth index characteristics for semi-urban residents
Code | Questions Response Skip
601 Who is the owner of the house? 1. Private
2. Rented from individual
3. kebele
4. Other(specify)

602 How many rooms are available in in number
this house?

603 What is the main material of the | 1. Earth/ Soil
dwelling floor in your house? 2. Dung

3. Cement

4. Ceramics

5. Carpet

6. Others (specify)

604 What is the main material of the | 1. Iron corrugated sheet
roof in your house? 2. Thatch

3. Others (specify)

605 | What is the main material of the | 1. Stone with mud

exterior wall in your house? 2. Wood with mud
3. Stone with cement
4. Others (specify)

606 What type of fuel dose your | 1. Electricity
households mainly use for | 2. Charcoal
cooking? 3. Wood

4. Animal dung
5. Others(specify)

607 Is the cooking usually done in the | 1. In a separate room used as kitchen
house, in a separate building, or | 2. Elsewhere in the house
outdoors? 3. In a separate building

4. Outdoors
5. Other (specify)

608 Does any member of the| 1. Yes
household own any land that can | 2. No >| Q611
be used for agriculture?

609 Ownership of the farm land 1. Own, in hectares/gedema____

2. Rent, in hectares/gedema

610 Annual total agricultural products kuntal

(includes all items)
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611

Does your household have

(1]
w
o

A. Electricity?

B. A Radio?

C. A Television?

D. A Non-mobile telephone?

E. A Refrigerator?

F. Table?

G. Chair?

H. A bed with cotton/ spring
mattress

L L L L

OO0 |0O|0|0|O|Z

612

Does any member of your
household own
A. A watch?
B. A mobile phone?
C. A bicycle?
D. A Bajaj?
E. Animal drawn cart?
F. Car?

Y

Z
o

€s

o000 O|O

613

Does this household own any
livestock, herds, other farm
animals, or poultry?

Sl RN R e e e

Q615

614

How many of the following
animals does the household have?
(if the household does not have
the listed animal use 999)

A. Cattle, milk cows, bulls?

in number

B. Horses, Donkeys, or mules?

in number

C. Goats?

in number

D. Sheep?

in numbe

E. Chickens?

in number

F. Beehives?

in number

615

Does any member of this
household have a bank or
microfinance saving account?

1. Yes
2. No

Note: Qedema = a land that is 50 meter by 50 meter area

7 Behavior related variables

ID

Questions

Response

Skip

701

Do you smoke cigarette?

1. Yes
2. No

702

Do you drink alcohol?

1. Yes
2. No
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703 If question 702 is yes, how many bottlesdo | 1. Yes
you drink per week? 2. No
704 If question 702 is yes, how many times per times
week?
705 Do you chew khat? 1 Yes
2 No

8 Household Food Insecurity Access Scale (HFIAS) Measurement Tool

ID Questions Response Skip
801 In the past four weeks, did you worry | 0 = No Q802
that your household would not have | 1= Yes
enough food?
801 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
802 In the past four weeks, were you or any | 0 = No > Q803
household member not able to eat the | 1=Yes
kinds of foods you preferred because of
a lack of resources?
802 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
803 In the past four weeks, did you or any | 0 = No > Q804
household member have to eat a limited | 1 = Yes
variety of foods due to a lack of
resources?
803 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
804 In the past four weeks, did you or any | 0 = No > Q805
household member have to eat some | 1 =Yes
foods that you really did not want to eat
because of a lack of resources to obtain
other types of food?
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804 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
805 In the past four weeks, did you or any | 0 = No > Q806
household member have to eat a smaller | 1 = Yes
meal than you felt you needed because
there was not enough food?
805a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
806 In the past four weeks, did you or any | 0 = No > Q807
other household member have to eat | 1= Yes
fewer meals in a day because there was
not enough food?
806 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
807 In the past four weeks, was there ever | 0 = No —> Q808
no food to eat of any kind in your | 1 =Yes
household because of lack of resources
to get food?
807 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)
2 = Sometimes (three to ten
times in the past four weeks
3 = Often (more than ten times
in the past four weeks)
808 In the past four weeks, did you or any | 0 = No Q809
household member go to sleep at night | 1 = Yes
hungry because there was not enough
food?
808 a | How often did this happen? 1 = Rarely (once or twice in the

past four weeks)

2 = Sometimes (three to ten
times in the past four weeks

3 = Often (more than ten times

in the past four weeks)
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809 In the past four weeks, did you or any | 0 =No
household member go a whole day and | 1 = Yes
night without eating anything because
there was not enough food?

809 a | How often did this happen? 1 = Rarely (once or twice in the
past four weeks)

2 = Sometimes (three to ten
times in the past four weeks

3 = Often (more than ten times
in the past four weeks)
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English version interview guide

For male and female participant:

N o g ~ wDd e

P ATLE o & T

A7 L AT AOT T4 F&PT ¢ TWC TP 2PT: -

o PAaT Al APLPTT W7 &t 21 ARTA?

How do you describe your experiences with regard to your dietary practice?

What are the taboos regarding dietary practices that are associated with old age?
What are cultural beliefs regarding dietary practices that are associated with old age?
What are the factors that influence your experience in dietary practice?
What are the barriers regarding dietary practices that are associated with old age?
How do your dietary practices different from other age groups?

Why are your dietary practices different from other age groups?

o NACPESP DC e TPPH T4 LAVT © A2 AIT 977 9°7 G F@?

o NACESP IC P+PPH T4 LAV QMVAP ? Ado(l ATIT 97 9% G Fm?

o NACES 2C PTPLPH Qha1 NI APPRTFT NFan it AT Péft 997 &7 G F@?

o P AT APRFP NANT © 0 LTUNETT AT &t LA P N7

o A7 LT @P Aae1 | APPRTP huteT ¢ 6 £TLNLTT ¢ TN P @?

Annex 3

Table 6 A cross tabulation of with whom he/she is feeding and Living with whom study

participants in Woreta town, Northwest Ethiopia, 2022
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Variable

Living with whom

With partner With Alone Others
children
With  whom | Always alone 20(16.8%) 62(52.1%) | 25(21.0% 12(10.1%)
he/she IS | Sometimes alone | 114(67.5%) 52(30.8%) | 0(0.0%) 3(1.8)
feeding Always with | 105(78.4%) | 27(20.1%) | 0(0.0%) 2(1.5%)

family Members
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