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General introduction

Child feeding practice in a global context
Child feeding practice is a universal topic in respect to over‐ and under‐nutrition2‐5,
particularly significant in developing countries where under‐nutrition is the underlying
cause of more than 50% of child deaths1. Proper child feeding is crucial for optimal
growth, health and development of children, especially in the age of 0‐2 years.
However, this period is often marked by micronutrient deficiencies that interfere with
optimal growth, resulting in frequent childhood illnesses2,6‐9.
Interventions have been implemented to combat child malnutrition through addressing
different socioeconomic and cultural factors, and improving child feeding practices.
However, gradual changes that have been observed in child nutritional status still call
for attention1,10. Interventions were often implemented through mothers as the
primary caregivers, while a child’s full development probably depends on the complex
care that they receive from both the mother and father10,11. Considering the greater
amount of attention given to mothers in different child health intervention programs, it
seems that the fathers’ role is usually considered insignificant12‐14.
The role of fathers in child health has recently begun to appear on the agenda of
organisations of the developed world; in aims to solve chronic child health problems
including childhood obesity12,15‐17. However, in developing countries, despite fathers
overruling role in incoming generation and decision making for the family, they have
been largely neglected in agendas for improvements to child health. The fathers’ role in
the child’s life also remains insignificant in the perspectives of health workers’ and
policy makers’, and their involvement is invisible in child health policies and child health
care programs18,19.

Family life in Ethiopia
A typical Ethiopian family consists of the father, mother, children and extended family
members. Families are usually large and family bands are strong. The father is the
authority figure, and men and women have clear roles, defined by their gender. Rural
families tend to have more gender‐specific roles than urban families20.
Traditionally, looking after the children is the mothers’ responsibility. Mothers feed
their children, change their clothes, bathe, play and put them to sleep. They are also
responsible for the domestic activities around the house such as cooking, cleaning,
fetching water and shopping from the market. Fathers are responsible for raising
money and ensure there is food from the garden for the family. They also maintain
contact with family members outside of the home.
Mothers are usually considered to be subordinate to their husbands, and are expected
to work at home while fathers work in the field or have a job elsewhere. During our
studies we observed that mothers were often present in households that we visited.
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Most of them carried their baby on their back or side, while cleaning the house or
cooking a meal. Fathers were often not at home, and it was usually not possible to
meet them unannounced.
If both parents work outside, they depend on maids and extended family members to
look after the children. It is common in the community where I reside, that families
have at least one extended family member and often a maid to look after the children
or to help mothers with a variety of household activities. The traditional view is that
fathers neither cook nor do shopping, because housework is considered a woman’s job.
This is the rule in many areas of the country.
Although many people continue to follow these traditional roles in Ethiopia, it can be
seen –particularly in urban areas – that women are beginning to take a major role in
employment, while men are becoming more involved in child care and household life 20.
This transition is especially visible in young couples. Married couples at the age of 20s
and 30s have less hard‐and‐fast rules to define their role based on gender, although
they are still influenced by traditional beliefs and practices unknowingly. Therefore, the
equal sharing of child care and domestic responsibilities seems something that one
cannot easily find in an Ethiopian family.

Improving child health and nutrition
The government of Ethiopia has formulated and implemented a number of policies and
strategies to improve the health of its citizens, and is giving priority to mothers and
children21. The most far reaching plan is the 20‐year Health Sector Development Plan
(HSDP), introduced in 1997. One of the innovative initiatives undertaken under this plan
is the Health Extension Workers (HEW) program. HEWs are female health workers
trained to improve skills and behaviours within the household and at the health post.
HEWs extend their reach through a recently established Health Development Army
(HDA), which usually consists of volunteer women. HDA refers to an organised
movement of the community through participatory learning and action meetings.
Organising a functional HDA requires the establishment of health development teams
that comprise of up to 30 households residing in the same neighbourhood. The team is
further divided into smaller groups of six members, referred to as ‘one‐to‐five
networks’.
Despite major progress that has been made to improve the health status of the
population in the last two decades, the population’s health remains relatively poor and
the major health problems in the country still include largely preventable
communicable diseases and nutritional disorders22. Children remain a very vulnerable
group and the high rate of child deaths confirms this fact: infant mortality rate is
59/1,000 live births and under‐five mortality rate is 88/1,000 live births23. These deaths
are usually due to pneumonia, diarrhoea, malaria, neonatal problems and malnutrition.
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Malnutrition is an underlying cause in more than 50% of child deaths21. Over the past
two decades, the Ethiopian government has been working to combat this problem that
has troubled Ethiopian history since the 1980s24,25. The Millennium Development Goal
(MDG) of eradicating extreme hunger and poverty was implemented in 200026. Since
then, improving child nutrition has been one of the priorities of the Ethiopian health
plan; with a goal to reduce the under‐five mortality rate to 68/1,000 live births and the
infant mortality rate to 31/1,000 live births by 2015.
The health sector has increased its efforts to enhance good nutritional practices
through health education, treatment of extremely malnourished children and provision
of micronutrients to most vulnerable mothers and children. In addition, the Health
Extension Program (HEP) has included nutrition as one of the health packages.
Furthermore, a national nutrition strategy has been developed and implemented by the
government of Ethiopia to improve the nutritional status of mothers and children
through the following programs: Enhanced Outreach Strategy (EOS) with Targeted
Supplementary Food (TSF) and Transitioning of EOS into HEP, Health Facility Nutrition
Services, Community Based Nutrition (CBN), Growth Monitoring and Promotion (GMP)
and Micronutrient Interventions and Essential Nutrition Actions (ENA)/Integrated Infant
and Young Feeding (IYCF ) Counseling services have been implemented as an essential
element to improve the growth of children27,28. The core indicators of IYCF include
breast feeding practice (early initiation of breastfeeding, exclusive breastfeeding under
6 months, continued breastfeeding until 1 year), introduction of solid, semi‐solid or soft
foods, minimum dietary diversity, minimum meal frequency, minimum acceptable diet
and consumption of iron‐rich or iron‐fortified foods.
According to the 2011 children nutrition indicators, significant progress has been made
to reduce hunger and malnutrition in Ethiopia following the adoption of MDGs in 2000.
For example, the number of stunted children (under the age of five) declined from
57.8% in 2000‐01 to 44.4% in 2010‐11, the number of underweight children declined
from 41% to 28.7% during the same period29. However, these figures are still very high,
including when compared to other developing countries.

The father’s role in child feeding practice in Ethiopia
Child feeding practice in Ethiopia is very poor, and the 2011 national infant and young
child feeding indicators confirmed that only 4% of breastfed children met the minimum
acceptable diet, which is the consumption food from four or more groups at least 2 or
3 times (depending on age) per day23. This implies that there is significant difficulty in
reaching this standard with the existing interventions that are often targeted through
mothers30.
Many factors in relation to the mothers’ child feeding practices have been investigated,
such as socioeconomic status, culture, family, community, beliefs, tradition and
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religion11,31‐33. To our knowledge, there is minimal scientific literature on fathers’
involvement in child feeding. However their role in their family – other than income
generation, farming and dealing with family contacts outside the home – is very limited.
Studies to date most often address fathers’ socio‐economic status in relation to
children’s lives12,14,17, but they are superficial and insufficient evidence for
understanding fathers’ impact on children feeding and planning of future interventions.

Purpose and outline of the thesis
Numerous studies and interventions on child feeding have focused on mothers.
However, consistently poor figures in child feeding and nutritional status in developing
countries call for new directions to deliver better solutions. We expect that challenges
often reported in scientific literature in relation to mothers’ practice in child feeding
can be directly or indirectly related to the role of fathers. Specifically, the economic and
resource related challenges often mentioned by mothers as a big challenge in child
feeding, may indicate that fathers’ involvement is an equally important aspect in proper
child feeding.
We hypothesise that involving fathers in child feeding programs will result in a relative
improvement in child nutrition and development. Current knowledge of fathers’
involvement in their young children’s life is limited; therefore, knowing more about the
extent of their involvement is essential for future intervention planning. Therefore, the
purpose of this thesis was to assess fathers’ knowledge, perceptions and practices in
relation to child care and child feeding, and associated challenges.
We investigated fathers’ roles in child feeding practice through the following research
questions:
1) What are the important factors of child feeding practice?
2) What is the impact of fathers’ knowledge and practices of child care on child
feeding?
3) What are the challenges of fathers in child care and feeding practices?
4) How can fathers’ involvement in child feeding practice be improved?
All studies were conducted in rural and urban districts of the Tigray region in Northern
Ethiopia. The major objective of the study described in Chapter 2 was to identify and
explore issues that considered important to child feeding in Ethiopia. Mothers and
health workers participated in the study, and their experience of child growth,
monitoring and promotion, benefits and barriers were assessed in a qualitative study.
In Chapter 3, fathers’ knowledge and practice of child feeding practice was assessed
using a quantitative cross‐sectional study. Additionally, children’s dietary diversity
assessed in 24 hour recall is presented. Fathers and mothers of children aged between
6‐23 months participated in this study.
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In Chapter 4, fathers’ routine child care and child feeding practices was investigated
using a qualitative study. A model that could explain and level fathers’ perceptions,
practices and challenges regarding child feeding practices are presented in this chapter.
In Chapter 5, health workers and fathers participated in a qualitative study which
assessed father’ experiences and challenges with child health education programs. The
thesis concludes in Chapter 6 with major findings and general discussions.
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Abstract
Introduction
The use of growth monitoring and promotion (GMP) has become widespread. It is a
potential contributor towards achieving the Millennium Development Goals of halving
hunger and reducing child mortality by two‐thirds in 2015. GMP appears to be a
prerequisite for good child health but several studies have shown that there is a
discrepancy between the purpose and the practice of GMP. The high prevalence of
malnutrition in many developing countries seems to confirm this fact.
Methods
A descriptive qualitative study was carried out from April to September 2011. Focus
group discussions and in‐depth interviews were conducted among mothers and health
workers. Data were analysed using a qualitative content analysis with the support of
ATLAS.ti5.0 software.
Results
The results suggest that most mothers are aware of the need for regular weight
monitoring. Health workers also seem to be well‐aware of this need, and to practise
GMP according to the international guidelines. However, there is a deficit in maternal
knowledge with regard to child‐feeding and a lack of basic resources to keep and/or
buy healthy and nutritionally‐rich food. Furthermore, the role of the husband is not
always supportive of proper child‐feeding.
Conclusion
In general, GMP is unlikely to succeed if mothers lack awareness of proper child‐feeding
practices, and if they are not supported by their husbands.
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Introduction
The overall health status of children in Ethiopia is poor1. According to the 2011
Ethiopian Demographic and Health Survey (EDHS) report, the prevalence of stunting
was 44%, underweight 29% and wasting 10%2. These numbers are still one of the
highest in sub‐Saharan Africa and very far from ideal3. Currently, the Government of
Ethiopia and a range of non‐governmental organisations are working on prevention and
promotion activities to fight malnutrition in children. One of these activities is growth
monitoring and promotion (GMP). The World Health Organisation (WHO) defines GMP
as a nutritional intervention that measures and charts the weight of children and uses
this information to counsel parents so that they can take actions to improve child
growth4‐6.
Since the 1990s, the use of GMP has become widespread7,8; it is one of the most
clearly‐visible child health activities, aimed at reducing malnutrition and has the
potential to contribute towards reaching the Millennium Development Goals of halving
hunger and reducing child mortality by two‐thirds in 20159,10. Ideally, in GMP, every
child’s weight is measured periodically, giving primary focus to children below the age
of two years. The measurement starts at birth and should be performed on a monthly
basis, accurately recorded on a growth chart and interpreted. Additionally, the health
workers provide services, such as giving information through counselling, facilitating
communication, and interacting with mothers in a way that aims to generate adequate
maternal action to promote child growth. Furthermore, adequate supervision and
supplies are provided for the health workers while strong links between GMP and
therapeutic feeding units are established to address moderate and acute malnutrition
problems5,6. In Ethiopia, GMP is implemented through the use of growth charts, which
are seen as monitoring and educational tools that help both health workers and
mothers to visualise child growth and to take further action11.
Even though GMP would appear to be a prerequisite for good child health, several
studies have shown that there is a discrepancy between the purpose and the practice
of GMP. The high prevalence of malnutrition in many developing countries support this
claim3. A recent systematic review questioned the effectiveness and relevance of GMP
programmes in general12.
A few studies have explored the issues behind this apparent lack of effectiveness. One
qualitative study, conducted among an international panel of district medical officers,
showed that the suboptimal function of GMP was mainly due to the lack of
participation of caregivers and a poor understanding of the concept of growth
monitoring13. Another institution‐based prospective study conducted in Zambia
mentioned poor community involvement, lack of support from health workers, poor
referral systems and monitoring, and suboptimal supervision practices. Together with
inadequate logistics and overruling poverty, these issues seemingly continue to
challenge the effectiveness of GMP14.

19

Chapter 2

However, little research has been done to assess the real‐world practice of GMP at a
grassroots level – among those who actually perform GMP. It is also important that the
problem is investigated in different contexts since the practice of GMP and underlying
causes can differ significantly between countries, and researchers from different
countries may be able to learn from the successes and failures of other countries. In
that respect, Ethiopia is an interesting setting in which to study this issue. Malnutrition
is widespread in Ethiopia, and there have been several reforms in the healthcare
system with increased attention towards GMP, but with little success. Further research
could shed light on the factors that influence successful implementation of GMP in
Ethiopia.
The aim of this study was to gather insights into the real‐world practice of GMP and to
provide evidence‐based information and recommendations for possible future
successful implementations. We undertook a qualitative study with the following
research questions:
1. How do mothers and health workers practise GMP?
2. What benefits and barriers do mothers and health workers experience?

Methods
Study design
We conducted a descriptive qualitative study to investigate the practice of GMP. We
investigated the perspectives of mothers with children under two years of age, and of
health workers, concerning perceived benefits and barriers to the use of GMP.

Context
Research was conducted in the Atsib district, located 65 km North of Mekelle, the
capital city of the Tigray Region in Northern Ethiopia. Currently, there is one hospital,
six health centres and six health posts in this district. The district is further divided into
18 kebelles, which are the smallest administrative units of the Ethiopian Government.
Each kebelle covers an average of 5,000 people. The district has a population of 6,024
children under two years of age15.
GMP services are provided for children in the district by health workers with different
professional backgrounds, such as health extension workers (HEWs), voluntary
community health workers (VCHWs), maternal and child health (MCH) and nutrition
experts. According to the healthcare plan of the Ethiopian Federal Ministry of Health,
HEWs are trained female health workers who are expected to improve skills and
behaviours within the household and at the health post. One of their tasks is providing
GMP through measuring weight, height, mid upper‐arm circumference (MUAC) and
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educating mothers about breastfeeding, complimentary feeding, and other health‐
related issues11.
HEWs extend their reach through VCHWs who are also responsible for teaching the
community about a range of health issues. Supervisors of HEWs are health workers
with a background in nursing and/or midwifery. Their tasks are supervising and
monitoring the work of HEWs and VCHWs by providing on‐the‐job training and
reporting this information to the district MCH expert on a regular basis. MCH experts
and MCH coordinators oversee different nutrition programmes at the district and
regional health bureau level respectively. Mothers of children under two years of age
attend GMP periodic follow‐ups under the supervision of VCHWs.

Participants and sampling
The study population consisted of 24 mothers of children below two years and 14
health workers. A purposive sampling technique16 was applied. We invited mothers
who participated in the GMP and were able to provide information about their
experiences of the GMP. Health workers were included if they had more than one
year’s experience with the practice of GMP. There were no formal exclusion criteria for
mothers or health workers.
We sampled the mothers on the recommendation of the local VCHWs. We sampled
health workers by asking a key person ‐ in this case the district health bureau manager,
to identify eligible participants. The health bureau manger identified nurses (n=2) who
supervised HEWs. These nurse‐supervisors were contacted to identify eligible HEWs
(n=4) and VCHWs (n=4) for the study. Finally, MCH experts and the nutritional expert
(n=4) were approached by the district health bureau manager.

Ethics
Ethical approval was obtained from the Ethical Committee of the University of Mekelle
and the regional health bureau, with registration number CHS/465/PH‐03. Participants
who were literate were given written information about the aim of the study, benefits,
and confidentiality; written consent was obtained from these participants. For those
participants who were non‐literate, the purpose of the research and the confidentiality
were explained by the interviewer/moderator; verbal consent was obtained, and the
interviews were tape‐recorded.

Data collection
Data collection took place from April to September 2011. A total of four focus group
discussions (FGDs) and six in‐depth interviews were carried out in the local language,
Tigrigna. Three FGDs included the mothers of children under‐two years, with eight
mothers in each group. The in‐depth interviews were carried out with one HEW, one
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HEW supervisor, one MCH coordinator, a nutrition expert, and two MCH experts from
the Tigray regional health bureau. One FGD included the remaining eight health
workers ‐ four HEWs and four VCHWs.
The duration of each interview and FGD was between 60 and 90 minutes. All of the in‐
depth interviews were conducted at the workplace of each health worker. The FGDs
were held at locations that were accessible to participants, for example, at health posts
and health centres. The interviews and FGDs were carried out by trained moderators
and interviewers who were native speakers of the Tigrigna language and were able to
speak and write English. For the in‐depth interviews, a semi‐structured open‐ended
interview guideline was prepared. For the FGD, a questionnaire was prepared with
open‐ended questions and probes (Table 2.1). The interview guidelines and questioning
routes were prepared in English, and then translated into Tigrigna by two bilingual
health workers.
Table 2.1

Interview and FGD guides for health workers and mothers.

Interview guide for health workers
1. How do you carry out the GMP?
Place of GMP practice
Eligible age for GMP
Frequency of GMP
Available equipment or measurements for GMP
2. What actions do you take after taking measurements?
Intervention or treatment for faltering children
Existing referral system and follow‐up system for malnourished children
Feedback system
3. What are facilitating factors?
4. What are the barriers to implementing GMP?
Equipment
Supervision, referral systems
Follow‐up and feedback
5. What and how do you supervise the provision of GMP services by the HEWs and VCHWs?
6. In your opinion, what could be done to improve GMP?
FGD guide for mothers
1. What is your experience on the GMP?
Do you take your child at regular base?
How often?
Do you understand what GMP means?
Do you have a growth monitoring chart with you?
Do you understand what it means?
2. What action do you take if you told by health worker that your child is malnourished?
3, What are your perceived benefits of the GMP?
3. What are the challenges of GMP?
In your opinion, what could be done to improve GMP?

Data collection was carried out in three rounds: in the first round, two FGDs and two in‐
depth interviews were conducted; in the second round, two FGDs and two in‐depth
interviews were again carried out; and lastly, two in‐depth interviews were conducted.
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As data collection was performed in three iterative rounds, the questions were refined
after each round, and the selection of participants was directed in order to gain more
depth about the topic under study. For instance, after the first round of data collection,
we made some changes to the probes to make them clearer to the participants and to
avoid redundancy. Based on the summarised key findings of each session, we
compared the session with the previous session to refine the guide questions as
needed in order to answer the research questions in the next round.
Additionally, a few changes were made to the study participants; initially VCHWs were
not part of the study but after the first round of data collection and results and knowing
that VCHWs were the main providers of GMP for children, we included them in the
study. We had also planned to interview physicians who were working in the hospital
and treating malnourished children. However, we learned during the study that they
were not involved in GMP. All in‐depth interviews and FGDs were tape‐recorded, and
field notes were written. Data were transcribed verbatim into the local language
Tigrigna and translated into English by the moderators/interviewers.

Data analysis
A qualitative content analysis approach was used and categories emerged from the
data through the researchers; careful examination and constant comparison were
made using inductive reasoning17. Ongoing data analysis took place throughout the
study. The early introduction of the analysis phase was helpful in moving back and forth
between category development and data collection and directed the subsequent data
collection towards sources that were more useful for answering the research
questions17. First, the data were read in order to gain a general impression, and initial
codes were developed. Then, open codes were assigned and compared and contrasted
to formulate categories and subcategories, initially within and subsequently across the
datasets. We continued analysing the categories in great detail until saturation of the
categories occurred. Saturation occurred after the fourth focus group discussion.
ATLAS.ti50 software was used for supporting the analysis18.

Trustworthiness
To meet the credibility criteria16, we applied data triangulation, which included several
mothers of children below two years of age and health workers with different personal
experiences and professional backgrounds as study participants. Additionally, different
data collection methods were utilised, such as in‐depth interviews and FGDs, and field
notes were used in the analysis. Moreover, two investigators collected and analysed
the data. In order to prove the transferability of the findings to different settings and
contexts, we provided detailed descriptions of the setting, sampling, sample‐size,
inclusion and exclusion criteria, interview procedure, and findings.
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Results
Overall, the research material displayed several discussions on GMP. The discussions
dealt with mothers’ perceptions of GMP and the GMP practice by both mothers and
health workers. Finally, the benefits and challenges of GMP practices were also
addressed in the discussions and interviews.

Respondents
Four focus group discussions and six in‐depth interviews were conducted with a total of
38 participants. The 24 mothers of children below two years of age were between 18
and 40 years (mean age=27). Of the 24 mothers, 42% were illiterate (Table 2.2). All
mothers except three were farmers. Three quarters (75%) of mothers were married,
and the remainder were divorced (21%) or single (4%). All mothers attended the
discussion groups with their children, who were aged between 3 and 24 months (mean
age=13 months). Of the 38 participants, 14 were health workers with a mean age of
29 years. All were female except three. The educational status of the health workers
ranged from Grade 1‐8 (elementary school) up to Grade 12+ (high school completed
and above). The health workers had a range of professional experiences and
backgrounds relating to GMP (Table 2.3).
Table 2.2 Characteristics of mothers.
Variable
Age (completed years)

Educational status

Occupation
Marital status

Age of the child (months)

24

15‐19
20‐24
25‐29
30‐34
35‐39
40‐44
45‐49
Non‐literate for modern education
Can read and write
Grade 1‐8
Grade 9‐12
Grade 12+
Farmer
House wife
Married
Divorced
Widowed
Single
Living with partner
<12
12‐24

Frequency
1 (4%)
8 (33%)
7 (29%)
3 (13%)
4 (17%)
1 (4%)
0 (0%)
10 (42%)
0 (0%)
10 (42%)
4 (16%)
0 (0%)
21 (88%)
3 (12%)
18 (75%)
5 (21%)
0 (0%)
1 (4%)
0 (0%)
12 (50%)
12 (50%)

Total
24

24

24
24

24
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Table 2.3 Characteristics of health workers.
Variable
Age (completed years)

Sex
Educational status (Schooling)

Occupation

Background

15‐19
20‐24
25‐29
30‐34
35‐39
40‐45
Male
Female
Grade 1‐8
Grade 9‐12
Grade 12+
VCHW
HEW
Supervisor
MCH expert
Nutrition expert
Minimum of Grade 4+6 day training
Grade 10 complete+1 year training
Nurse
Public health worker

Frequency
1 (7%)
1 (7%)
6 (43%)
1 (7%)
4 (29%)
1 (7%)
3 (21%)
11 (79%)
3 (21%)
6 (43%)
5 (36%)
4 (29%)
5 (36%)
1 (7%)
3 (21%)
1 (7%)
4 (29%)
5 (36%)
3 (21%)
2 (14%)

Total
14

14
14

14

14

Mothers’ perceptions of GMP
GMP as a public health service for children did not spring immediately to mothers’
minds unless the moderator raised the topic. All mothers were aware of immunisation
services, which they also mentioned first when speaking about public health services
for children (Table 2.4). However, mothers rarely mentioned GMP as a separate weight‐
monitoring programme for their children; they often mentioned it as a part of other
child health or maternal health services or in combination. Others highlighted the
discussion they had with the health workers about appropriate child‐feeding, placing
more emphasis on breastfeeding, such as frequency and duration of exclusive
breastfeeding practices. A few also mentioned the discussion relating to complimentary
feeding practices based on their child’s status on the growth monitoring chart:
“Growth monitoring means we take our children to the health workers to
measure the weight every month. The health workers tell us if our children gain
or lose weight. If my child loses weight, the health worker recommends me to
feed semi‐fluid food which is not as thick as porridge or as thin as soup, but in
between. She also advises me to come the next month to check my child
condition. If the problem is serious, she refers the child to a health post for
additional treatment and food supply, like supplementary foods. To the reverse,
if my child has adequate growth, the health worker encourages me to keep that
pattern.”
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For some mothers, GMP was only linked to measuring mid‐upper arm‐ circumference
(MUAC) of the child and receiving information about the measurement outcome.

Practice of GMP
Both mothers and health workers talked about the monthly contact they had and their
joint discussions about child‐feeding practices. They also described the existing
referral/follow‐up system for malnourished children and the supervision system for
monitoring and evaluating different activities under the GMP practice.
Most mothers and health workers mentioned that a regular GMP service was mainly
provided for children below two years of age. A few health workers mentioned that
regular GMP continued until the age of three years. All health workers highlighted the
fact that all children below five years of age who came to the health institution,
irrespective of the reason, were screened for malnutrition, using a weight board:
“Growth monitoring and promotion is provided for all children below five years
of age. Currently, more emphasis is given for under‐two children. The reason is:
the physical and mental growth is very high in the first two years.”
The frequency of GMP, as perceived by the mothers, ranged from every week to every
two months. In general, regarding the frequency and age‐range of GMP, both health
workers and mothers spoke about what was written on the growth monitoring chart, a
chart which is always kept with mothers of under‐two children, and which is recorded
monthly. The starting age for GMP was reported to be 6 months, although a few
suggested it started at birth. Different places were mentioned for providing the GMP,
for example, a health post, house‐to‐house visits, a central place which could be the
health worker’s or mother’s house, or under a big tree. Most mothers and health
workers said that the place for regular GMP was selected according to the preferences
of mothers; it should be accessible and close to all mothers.
All mothers reported that VCHWs provided the GMP services for their children. They
also explained the activities assigned to them, such as weighing the child, advising the
mother, and organising a group discussion among mothers. All health workers
confirmed this fact by saying that VCHWs were the immediate providers of GMP. In
addition, referral and follow‐ups were provided for children diagnosed as moderately
and severely malnourished until the child’s health returned to normal. Continuous and
supportive supervision and on‐the‐job training were reported to be provided every
week and every three months respectively by HEWs:
“VCHW provides the GMP services for mothers of under‐two children, and they
measure the weight of each child on a monthly basis and categorise them as
being normal, underweight, and severely underweight. After taking the weight,
mothers receive advice based on the child’s status. Additionally, they also
present anonymous results for a group discussion among the mothers, to help
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the community to reach consensus on the causes and solutions for the child’s
problem. When necessary, malnourished children are referred.”

Perceived benefits of growth monitoring and promotion
A range of benefits to be gained from GMP were mentioned by the mothers. Some
mothers explained the benefits of GMP in broad terms, such as to keep the child
healthy, to introduce appropriate child‐feeding practices, to reduce under‐nutrition and
child death, and to monitor child growth:
“I take my child because it is important. If I let my child stay in the house without
growth monitoring, he may get sick and may even die. But if I take him to the
growth monitoring, I will know the progress, and they will tell me whether my
child is well‐nourished or bad. Then, I will make corrections based on the advices
I get from the health workers and my child will grow well.”
Some of them described more specific benefits of GMP, especially relating to
awareness of child’s weight loss, and weight monitoring to avoid uncertainty:
“It helps us know the weight of the child and avoid uncertainty and wrong
thinking about the child’s weight. We compare our child’s status with that of the
child in the neighbourhoods and we may feel that our child is relatively smaller or
bigger than others but, if we keep silent, we may not be sure whether our child is
gaining or losing weight unless we measure the weight. So, knowing the weight
status of the child helps mothers focus on their children.”
A few mothers highlighted the benefit of GMP in relation to proper child growth and
mental development and its long‐term effects, such as future academic performance
and skills:
“If we follow the growth of our children regularly, our children will have good
mental development, and be happy during learning and have good skills in their
jobs.”
Health workers primarily mentioned that GMP reduced the prevalence of child
malnutrition and gave an opportunity for creating awareness, providing counselling and
continuous contact with the parents, opening the possibility that behaviour could be
changed:
“Generally, growth monitoring and promotion provides a good opportunity to
counsel and educate mothers about appropriate feeding practices. So, it is very
important to increase public awareness and behavioural changes in the long
run…we usually use it to identify the awareness problems easily. I think it is
possible to change the society, using programmes, like growth monitoring. If you
ask a mother or father, they don’t want to see their children malnourished,
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except those having the awareness problems. So, growth monitoring is a good
opportunity to convince them. I think we have a good opportunity to meet family
members (the mother or father).”

Challenges to GMP practice
Various challenges were identified by both mothers and health workers, including a
lack of awareness in mothers about childhood malnutrition and about the GMP
programme. With regard to childhood malnutrition, there were mothers who said that
there were no children affected by malnutrition in the community nowadays. Both
mothers and health workers mentioned acute respiratory tract infection and diarrhoea
as more serious problems than malnutrition. However, most health workers still
considered malnutrition as one of the common child health problems. Additionally,
many mothers considered thinness as a natural phenomenon for their children, such
that they neither blamed themselves for not giving high‐quality foods to their children
nor did they think that they could prevent the problem. For some mothers, the
possibility of getting supplementary food at the health post/centre took priority over
knowing their child’s status. These mothers expected to receive food or other
incentives before deciding to attend GMP on a regular basis:
“The problem relating to not following growth monitoring is the absence of
direct benefit. Mothers do not bother knowing their children’s status but rather
they usually look for FAFA (supplementary food).”
Because of this, they complained a lot about the absence of direct benefits and even
refused to let health workers weigh their children. Some mothers dropped out from the
GMP programme, especially after completing the immunisation schedule. However, a
few mothers made a point of rebuking those who always expected incentives to attend
the GMP appointment:
“Mothers have chicken, egg, wheat, and other crops in their house but they
usually expect the government to provide them. It shouldn’t be like that; the
mother should follow growth monitoring and promotion continuously for the
sake of their children’s health without expecting any incentive.”
There were also mothers who always missed their GMP appointments because they
gave priority to household activities and social events. These mothers expected the
health workers to remind them of the appointment each month. Health workers also
noticed that some mothers were not happy when they put their child on the weight‐
board because they believed that measuring a child caused sicknesses, such as fever or
diarrhoea:
“Our children got febrile and started to have diarrhoea after measurement.”
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Likewise, there were mothers who even discouraged the health workers’ efforts,
thinking that health workers provided the GMP services for their own benefits. Neither
did they appreciate the health workers’ advice about their children. Mothers and health
workers agreed that the majority of the mothers did not put the health workers’ child‐
feeding advice into practice:
“The fact is that educations and discussions have not brought behavioural
changes as required. They reach on consensus to do something during the
discussion but they do not put it into practice.”
Non‐literacy was found to be another challenging issue for both mothers and health
workers. Even though all mothers retained possession of the growth chart, not all could
read or understand the information written on it:
“They all have the chart but whether they read and understand it, is
questionable? If they are literate they read and understand it but if they are not,
they give it to their children to read it.”
Moreover, poverty was mentioned as a great obstacle to behavioural change in
mothers in relation to feeding their children. Even though mothers might have a good
understanding about types of foods that were necessary for their child’s growth, they
could not afford to buy those foods:
“Everybody knows that children will benefit from good care but the problem is
poverty. When the health worker told me to feed my child egg, I may not be able
to afford that, though I understand the importance of it. So, I may not be
compliant because of poverty.”
“We don’t have money for other household expenses, like coffee, oil, and others.
So, we sell eggs, butter, honey, and other things to buy coffee and food‐oil.”
Besides poverty, health workers still believed that there was much room for awareness
improvement, especially in why, what, and how to feed the child. In some cases,
households were in a good economic position, and they had high‐quality foods in their
home; but there were reports of the custom of taking the high‐ quality foods to the
market to earn more money. Cultural habits were also mentioned as a challenge, for
example, giving the quality foods only to the fathers and waiting for a long time for a
husband to have lunch; so, the child might miss a feeding time:
“Good food is served to husbands rather than to children and mothers.”
In taking care of a malnourished child, due to either poor awareness or poverty, there
were also mothers who shared out the supplementary foods intended for the
underweight child, among their family members. There were even mothers who took
the supplementary food to the market to earn money for other household expenses.
Additionally, a shortage of food in the household due to seasonal change was a
challenge that was mentioned repeatedly.
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Challenges in relation to the level of practical skill of the health workers were also
identified. Some VCHWs were reported to have insufficient skills to take the child’s
weight record it on the growth chart accurately. The challenge of using the information
appropriately to counsel mothers was also mentioned:
“The major challenges are the voluntary community health workers who don’t
have enough skills to do activities under GMP. We have seen a lot of mistakes in
taking measurements and plotting on the growth chart and counselling the
mothers.”
The gap observed between referral, follow‐up, and supervision appeared mainly to be
related to a shortage of resources. For instance, a lack of well‐organised checklists for
supervision and of regular supervision itself (both as support and as refresher training),
due to a shortage of transportation and budget, were mentioned by health workers.
Furthermore, they reported the shortage of budget for equipment supply and
maintenance on a regular basis, leading to a shortage of stationery materials such as
pens and referral papers for the malnourished children:
“For shortage of budget for equipment supply and also for maintenance, there
are equipment which are not functional. Transportation is a big challenge for
supervisors to give supervision according to the plan.”
Finally, the high caseloads upon health workers and the expectation of being paid for
the service they provided were identified by health workers as additional challenges to
the successful implementation of GMP.
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Table 2.4 Summary of results.
Mothers

Health workers

Perceptions of child malnutrition
 Perception of
child
malnutrition
 Problems
other than
malnutrition

 Few malnourished children
 No malnutrition problems

 A common child problem

 Acute respiratory tract infection, diarrhoea,
measles, paralysis, swelling due to goitre,
tetanus, vomiting, fever, skin infections, eye
infections

 Acute respiratory tract infection,
diarrhoea

 Causes of
malnutrition
 Perceptions of
GMP

 Awareness problem (on why, what, and
how to feed child), shortage of food due
to seasonal change, poverty







Children’s weight monitoring
Weight monitoring plus discussion on
appropriate child feeding
Education about appropriate child‐feeding
(exclusive breastfeeding* and
complimentary feeding†)
Education about breastfeeding
Mid‐upper‐arm circumference (MUAC‡)

GMP practice
 Age for GMP



Under‐two, under‐five



Under‐two, under‐three, under‐five

 Frequency of
GMP
 Starting age





Every month



Every week, every month, every two
months
At 6 months, at birth



At 6 months, at birth

 Place



House‐to‐house, health post, central place



 Providers
 Activities




VCHW, HEW
Weighing, advising, group discussion




House‐to‐house, health post, central
place
VCHW
Referring, follow‐up, supervision

 Equipment

 Weighing scale, weighing sack made of
sack‐cloth or plastic plate, using rope
Perceived
 Keep the child healthy, appropriate feeding,
 Reducing child malnutrition, a good
benefits
reduce under‐nutrition, reduce child death,
opportunity to have continuous contact
to know the weight of the child, proper
with mothers, to educate mothers and
mental development, good academic
create awareness, and behaviour
performance, good skills during employment
change
Challenges
 Wrong beliefs towards childhood
 Mothers’ poor awareness, low level of
malnutrition and GMP, awareness problem
skill of HEWs, lack of refresher training,
with regard to malnutrition, GMP, and child‐
shortage of transportation, shortage of
feeding practice, illiteracy, poverty (shortage
budget and stationery materials
of money and foods)
(referral paper, pens), high caseload on
health workers
*Exclusive breastfeeding: When the infant receives only breast milk, excluding all additional foods and
drinks, even water; †Complimentary feeding: The transition from exclusive breastfeeding to family foods;
‡MUAC: In children, this is useful for assessment of nutritional status; it is the circumference of the left upper
arm, measured at the mid‐point between the tip of the shoulder and the tip of the elbow.
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Discussion
GMP is a public health service for children that does not come immediately to the mind
of mothers unless the topic is raised, whereas immunisation is instantly mentioned.
Nevertheless, most mothers are aware of the need for regular weight monitoring, and
health workers also seem to be well aware of the relevance of GMP, and they appear to
practise GMP according to the international guidelines. However, it would appear that
mothers in Ethiopia no longer consider malnutrition to be a major problem. There also
continues to be a lack of basic resources to keep and/or buy healthy and nutritionally‐
rich food. There is a lack of knowledge among mothers regarding what, when, and how
to feed their children. A traditional family model where the role of the husband may
not be supportive of proper child feeding seems to be another basic challenge.
Together with the poor skills of health workers in weighing the children and counselling
the mothers, these are considered direct or indirect reasons why malnutrition remains
prevalent.
Mothers’ awareness of GMP is low compared to their awareness of immunisation. Yet,
the GMP practices mentioned by both mothers and health workers give the impression
that GMP in Ethiopia is applied according to the guidelines from WHO and UNICEF4‐6. It
seems that both mothers and health workers in this study really value and appreciate
GMP. This view challenges the conclusions mentioned in a recent critical review, in
which mothers’ acceptance of GMP was questioned. However, as with that review, we
also found that attendance at GMP appointments is challenged once the vaccination
schedule is completed12,13.
It is interesting to note that health workers complain about mothers but that the
mothers in our study seem to be well aware of the need for proper GMP. Furthermore,
mothers in our study mentioned reasons why other mothers did not comply with GMP.
Thus, if we look only to the population in this study, we cannot say that GMP is largely
problematic; neither can we say that there is a gross lack of awareness among mothers.
Based on the local health policy information we received while undertaking the study,
the local district figure for utilisation of GMP seems to confirm this finding. It appears
that the attendance of mothers at GMP appointments in the study area is high (87%).
Considering both national and several international figures, it, therefore, seems that we
selected a good area for our research. This also makes the target district an interesting
area to investigate since it shows what low‐income countries can do to implement
proper GMP. However, according to the district health officer, there are no activities in
this district that cannot be found in other districts15. Nevertheless, the health workers
in this district had a good knowledge about the programme, they knew their
responsibilities very well, and they were very dedicated to their jobs. The community
response to the programme and to new activities was remarkable.
On the other hand, challenges in the practice of GMP still call for modesty. The
challenges reported in our study are quite similar to challenges found in the study
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conducted in Zambia, such as poverty that makes it impossible for mothers to buy or
keep healthy food for their children. In addition, traditional and cultural beliefs, such as
the role of the husband, may not be supportive of proper child‐feeding14. They reported
that challenges exist not only at the level of mothers but also at the level of health
workers. Similar to other studies, low levels of skill of VCHWs, for example, in taking
measurements, accurately recording them on the growth charts and using that
information to counsel mothers, were found to be challenges to the implementation of
GMP13,14,19‐22.
The limitation and strengths of this study deserve mentioning. It is possible that there
might be a selection bias among mothers as we approached all mothers through the
providers of GMP, and those selected had a good awareness of GMP and regularly
attended the GMP appointments; this may affect the representativeness of the data.
The strength of this study, however, lies in the credibility of the data obtained from a
range of participants, including several health workers with different personal
experiences and professional backgrounds and mothers of under‐two children.
Furthermore, different data‐collection methods, such as in‐depth interviews, FGDs, and
field notes contributed to the strength of this study.
Regardless of whether or not a well‐functioning GMP programme is in place, the
current evidence drives us to suspect that poor child‐feeding practices are due to a lack
of awareness/knowledge, beliefs, way of life, and poverty. Therefore, further
quantitative study is needed to assess the extent to which each factor influences child‐
feeding practices. Moreover, the role of the husband/father in child‐feeding practice
needs to be explored in greater depth, particularly in developing countries where
decision‐making and income‐generation are mainly dominated by husbands.
In general, mothers’ awareness of GMP is quite good, although incomparable with
other child health services, like immunisation. Likewise, the practice of GMP seems to
be conducted according to the standard guidelines. However, GMP is unlikely to
succeed if mothers are unaware of proper child‐feeding practices (behaviour), if they
are not supported by their husbands, and if health providers do not receive adequate
supervision and strong refresher training. Therefore, further research and interventions
in relation to child‐feeding practices, including both mothers and fathers, are
necessary. Furthermore, it is vital that encouragement and support are provided for
health workers in order to develop their knowledge and the skills necessary to promote
healthy growth of children.
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Abstract
Introduction
Infant and young child feeding has been recognised as an essential element to improve
growth of children, especially in developing countries where malnutrition among
children and its dire consequences are very prevalent. However, little attention has
been paid on the influence of fathers on child feeding practices despite their
importance in raising well‐adjusted, happy and successful children. Therefore, this
study aimed to assess the influence of fathers’ child feeding knowledge and practice on
children’s dietary diversity.
Methods
A community based comparative cross sectional study was conducted among 850
eligible urban and rural households with children of 6 to 23 months. The father and
mother of the child were interviewed on children’s dietary diversity and fathers’
knowledge and practice of child feeding.
Results
Nearly half (46%) of the children in the rural district did not meet the minimum dietary
diversity, and in the urban district the rate was even worse (72%). Grains were the
common food group given to the children in both districts, whereas flesh food was the
least commonly consumed food group. Additionally, low vitamin A‐rich food and other
fruit and vegetable consumption seem a problem in both districts. Almost all
dimensions of fathers’ knowledge and practice were significantly related to children’s
minimum dietary diversity; fathers’ knowledge of food groups was an important
predictor (p‐value <0.001) in both districts.
Conclusion
Interventions that focus on the fathers’ knowledge of child feeding, especially about
food groups, are recommended to improve children’s dietary diversity in the study
communities.
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Introduction
Numerous efforts have been made to alleviate child malnutrition in developing
countries where poor socio‐economic status, food insecurity and poor child feeding
practices are still common1‐7. Since the early 2000s, infant and young child feeding
(IYCF) has been issued as an essential element to improve growth of children8‐12.
Implementation of the guiding principles of IYCF is essential in developing countries
where the consequences of children’s malnutrition, such as stunting, underweight and
wasting, are highly prevalent5,13‐19. One of the core indicators of IYCF is dietary diversity,
which is a proxy for adequate micronutrient density of foods and liquids other than
breast milk. According to a recent study conducted in 21 developing and developed
countries, less than half of the countries met the minimum dietary diversity (MDD)20.
Similarly, the 2011 Ethiopian Demographic and Health Survey (EDHS) showed that only
5% of children were fed according to minimum standards with respect to dietary
diversity18. A recent Oxfam report showed that Ethiopia’s diet is one of the least
nutritious diets in the world21. Another study in developing countries confirmed this
fact22.
Most of the studies and interventions on the parents’ role in IYCF have focused on
mothers, not fathers23. Despite the fact that fathers are primary caregivers, like
mothers, and are very important in raising well‐adjusted, happy and successful
children, most of the studies are superficial and only showed the positive impact of
fathers’ educational and economic status on child health and nutrition status16,24‐26.
Even in the developed world, where childhood obesity is evident, only a few studies
engage fathers in areas of child care and health27,28.
Along with the fathers’ socio‐economic status, their knowledge on child feeding and
related practices needs to be assessed to develop more successful interventions in the
future. This is especially relevant in developing countries where household income
generation and decision‐making are mainly controlled by fathers. Therefore, we
assessed the knowledge and practices of child care and feeding among Ethiopian
fathers from both urban and rural districts, and investigated the association with
children’s dietary diversity. We chose to select both urban and rural districts in our
study, because we expected that there might be important differences between these
settings.

Materials and methods
Setting and subjects
We conducted the study in two different districts: one rural district, Atsibi, and one
urban district, Adigrat, located in Tigray Region in Northern Ethiopia. More than three
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quarters of the population in Tigray region are farmers. However, centuries of erosion,
deforestation and overgrazing have left the region with dry and treeless plains, hills and
plateau. The communities are served by health centers that provide primary health
care to children through health extension workers and volunteer health development
army. The primary health care activities include immunisation, growth monitoring
(measuring weights and height on a regular basis), and educating mothers about
breastfeeding and complementary feeding based on WHO’s recommendations and few
curative services29,30. Considering that the child’s first two years of life are a ‘critical
window of opportunity’ for prevention of growth faltering15. The participants were
fathers of children in the age of 6 to 23 months. In order to assess children’s dietary
diversity in 24 hour recall, mothers also participated in this study. There were more
than 5,000 children of 6 to 23 months in each of the two districts31.

Study design and sampling
A community based comparative cross sectional study was conducted. To calculate the
required sample size we used the two population proportion formula for comparative
studies32. We wanted to be able to detect at least a difference of 10% in a positive
outcome (good dietary diversity), between fathers with good and poor
knowledge/practice, with α=0.05 and 1‐β=0.8, in urban and rural districts. We figured
that dietary diversity had improved in Ethiopia since the last measurements, so we
estimated the prevalence of good dietary diversity in the poor knowledge/practice
group to be close to 10%. To be able to detect a difference of 10% (minimum 20% good
dietary diversity), we calculated that we would need 380 subjects per group. Since we
wanted to investigate the urban and rural population separately, and taking into
account possible non‐response, we aimed to include 425 households per district, hence
a total of 850 households. Then, a systematic random sampling technique was applied
to select eligible households of mothers and fathers of children 6 to 23 months old,
425 households in each (rural and urban) category, out of the list of children within this
age range prepared by the local health workers in these districts.

Data collection and quality control
Data collectors, who had completed at least 10th grade education, were trained using
the local language, Tigrigna, before the data collection and intense training was given
on the questionnaire and ethical issues. Regarding the questionnaire, each question in
the questionnaire was explained to the data collectors and unclear items were
discussed. They were also explained on ethics, confidentiality, anonymity and obtaining
the signed consent papers from participants before the interview. There was
continuous supervision throughout the data collection.
The interview questionnaire was developed based on a qualitative study we conducted
in 2011, which was about the practice and challenges on one of the nutrition programs,
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growth monitoring and promotion, for infant and young children in Ethiopia and the
WHO report on indicators for assessing IYCF practices29. A pretest was conducted
before the actual data collection, in a similar setting as the study communities. During
pretesting, the questions to fathers were adjusted to open‐ended questions based on
findings that fathers almost exclusively answered positively to yes/no questions about
what they knew. After the data was collected, it was analysed for the completeness,
accuracy and clarity by the principal investigators and supervisors.
The interview questionnaire comprised two parts. The first part focused on the socio‐
demographic characteristics of mothers and children’s dietary diversity29 based on
24 hour recall, and mothers were interviewed about it. The second part focused on the
socio‐demographic characteristics of fathers and their knowledge and practice of child
care and child feeding. A general description of all independent variables measured can
be found in Table 3.1. To avoid socially desirable answers, possible answers were not
mentioned to the fathers, but instead fathers had to mention the items independently.
Minimum dietary diversity was assessed as the proportion of children 6–23 months of
age who receive food from 4 or more out of the 7 food groups: grains, roots and tubers,
legumes and nuts, dairy products (milk, yogurt, cheese), flesh foods (meat, fish, poultry
and liver/organ meats), eggs, vitamin‐A rich fruits and vegetables, and other fruits and
vegetables29.
Table 3.1

Description and median (measurement scale) for each independent variable.

Variable (number of
options)
Fathers’ knowledge of
the consequences of
malnutrition (number of
options =11, median=1).

Description of answer options (median)

Fathers’ knowledge of
important things to keep
the child healthy
(number of options =11,
median=2).

Refers to breast feeding soon after birth, exclusive breastfeeding up to six months
of age, beginning supplementary food at six months, timely and full
immunisations, going to a doctor if the child gets sick, supplementary vitamins,
clean house, clean water, clean food, adequate food, balanced diet, washing
hands with soap before eating, more money to buy food, and keeping the child
clean.

Fathers’ knowledge of
food groups (number of
options =7, median=4).

Refers to grains (barley, wheat, corn), roots and tubers (potato, sweet potato),
legumes and nuts (lentils, peas, beans), dairy products (milk, yoghurt, cheese),
flesh foods (meat, fish, poultry and organ meats like: liver, kidney, heart), eggs,
vitamin‐A rich fruits (ripe mango, ripe papaya, pumpkins) and vegetables (which
comes from green leafy vegetables like carrot, tomato,) and other fruits and
vegetables.

Refers to weight loss, increased susceptibility to infectious diseases(illness),
delayed development (stunting or low height for age), reduced intellectual
development and learning, attention deficit disorder, impaired school
performance, memory deficiency, learning disabilities, reduced social skills,
reduced language development, reduced problem‐solving abilities.
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Table 3.1

(continued)

Variable (number of
options)
Fathers’ knowledge of
child care (number of
options =8, median=2).

Fathers’ practice in
routine childcare
activities (number of
options =7, median=4).

Description of answer options (median)
Refers to appropriate child feeding (breast feeding, complimentary feeding),
keeping the child clean (keeping the child’s hygiene), spending time with the child
(playing with the child, looking after the child when the mother is not around),
helping mothers in child care (changing cloths, bathing the child, putting the child
to sleep), taking the child to health facilities (for vaccination, growth monitoring,
in case of illness), giving money to the mother to purchase necessary things for
the child (food, clothes, any materials), buying/bringing necessary things (meat,
fruits, clothing) for the child from the market/town and discussing the child’s
health related issues with the mother.
Refers to if they changed their children’s clothes on the previous day; if they
bathed their children on the previous day; if they put their children to sleep on
the previous day; if they played with their children at home on the previous day; if
they took out their children on the previous day; if they took part in monitoring
(watching) while their children played, moved, sat, stood, slept…etc. on the
previous day; and if they took part in teaching their children how to behave and
disciplining them on the previous day.

Fathers’ practice in child Refers to if the fathers quieten their children when crying or calmed them after
provision (number of
the children fell or had pain; if they discussed their children’s feeding with the
options =7, median=5). mothers; if they discussed their children’s health, hygiene, growth, and appetite
with the mothers; if they looked after their children when the mothers were not
around (working in the kitchen, going out), all within a week time; if they took
their children to health facilities for vaccination, growth monitoring and other
related services in the previous month; if they gave money to the mothers to
purchase the necessary food for the children during the last week; and finally, if
they checked, asked, were concerned about and attentive about their children’s
growth during the last month.
Fathers’ participation in Refers to if fathers bought necessary food items for their children like eggs, meat,
child feeding (number of milk, fruits, and vegetables during the last weekday from market/town; if they
options=7, median=5). checked upon, asked or attended to the amount of food their children took on the
previous day; whether they checked upon/asked about or attended to their
children’s frequency of meal on the last day; whether they tried to encourage
their children to take food while the mothers were feeding them during the last
day; if they checked, asked about or attended to the diversity of the food their
children took during the last day; and if they checked, asked about or attentively
observed their children’s appetite on the last day.

Ethics
Before the study began, ethical clearance was obtained from the Ethical Committee of
Mekelle University and approval letter from the Regional Health Bureau. Then, the
Atsibi and Adigrat district health offices were informed through formal letters. After
informing the participants about the aim of the project, written information about the
benefits and confidentiality of the research was given to those who were able to read
and write and verbal information was given otherwise. Then, written informed consent
and verbal informed were obtained.
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Data analysis
The collected data were entered and analyzed using SPSS version 1933. The data was
cleaned by the principal investigator and after cleaning the data, frequencies were
generated and associations were tested. For the knowledge and practice questions in
the questionnaire, we did not set an absolute minimum to distinguish between good
and poor knowledge. Instead we used a relative cut‐off‐point by calculating the median
for each variable for all participants and then applied it to the urban and rural districts.
All our independent variables consisted of several sub‐questions, so we had to decide
how to use the independent variables in our regression models; continuous, or in two
or more categories. We chose to make them dichotomous, firstly because the
outcomes would be easier to interpret; odds ratios (ORs) for good knowledge/practice
against poor knowledge/practice, instead of ORs for one more item answered correctly
for that independent variable. In addition, the fact that the answers were highly
skewed also made the median the best option in our view. In Table 3.1, we give a short
description and the median for each the knowledge and practice variables in the
questionnaire.
A chi‐square followed by binary logistic regression was used to investigate which
factors predicted dietary diversity. In addition, we entered all variables into a
multivariate logistical regression model, using forward stepwise methods at a 95%
confidence interval (CI) to determine the predictors of the minimum dietary diversity.
P‐values less than 0.05 were considered statistically significant and the result was
presented with ORs and 95% CIs.

Results
Descriptive characteristics
Demographic characteristics of fathers, mothers and children are presented in Table
3.2. A total of 850 households with at least one child between 6 to 23 months
participated in the study: 425 households from the rural district and 425 from the
urban district. The response rate was 100% but 10 (1%) questionnaires were excluded
from the analysis because of major errors or incompleteness.
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Table 3.2

Descriptive characteristics of the children and their fathers and mothers.

Variables
Age of the last child [Mean SD)]
Age of the last child
Sex of the last child
Number of children in each
household
Mothers’ education level

Fathers’ education level

Mothers’ occupation

Fathers’ occupation

Average monthly income

Months
6‐8 months
9‐23 months
Male
Female
<4
≥4
No education
Primary(Grade 1‐8)
Secondary (Grade 9‐12)
> Secondary(12+)
No education
Primary(Grade 1‐8)
Secondary (Grade 9‐12)
> Secondary(12+)
House wife
Farmer
Merchant
Governmental
Farmer
Daily labor
Merchant
Governmental

Urban (n=420)
14 (5)
48 (12%)
371 (88%)
200 (48%)
216 (52%)
321 (77%)
99 (23%)
60 (15%)
165 (40%)
163 (39%)
25 (6%)
19 (5%)
135 (32%)
198 (47%)
64 (15%)
342 (82%)
0 (0%)
38 (9%)
38 (9%)
2 (0.2%)
160 (38%)
85 (20%)
172 (41%)
1,415 birr(76US$)

Rural( n=420)
14 (5)
60 (14%)
359 (86%)
231 (55%)
188 (45%)
168 (40%)
252 (60%)
310 (75%)
91 (22%)
10 (2%)
2 (0.4%)
215 (51%)
146 (35%)
25 (6%)
2 (0.4%)
10 (2%)
407 (97%)
1 (0.2%)
1 (0.2%)
398 (95%)
6 (1%)
4 (1%)
10 (2%)
1,290 birr (69US$)

Dietary diversity
One quarter of the urban children (28%) were fed on four or more of the seven food
groups the day before the interview. In the rural district, more than half of the children
(54%) met the MDD. Figure 3.1 shows the common food groups fed to the children the
day before the survey, and out of the seven food groups, grains (urban‐91%, rural‐99%),
legumes and nuts (urban‐62%, rural‐94%) were the common food groups fed to
children in both districts. Flesh foods (urban‐3%, rural‐5%) were the least common food
groups fed to the children in both urban and rural districts. Additionally, vitamin‐A rich
and fruits and vegetables were uncommonly eaten food groups in both districts.
All fathers’ knowledge predictors seem to be related to dietary diversity in both, urban
and rural districts, except for knowledge of the consequences of malnutrition (Table
3.3). Fathers’ knowledge of the important things to keep the child healthy was
significantly associated with dietary diversity with OR of 3.43 (95%CI: 2.19‐5.37) and
2.58 (95%CI: 1.59‐4.19). For fathers who had a good knowledge of food groups, the
dietary diversity of their children was much higher, with an OR of 5.28 (95%CI: 3.32‐
8.38) and 8.38 (95%CI: 5.32‐13.2). Fathers’ knowledge of child care activities was
significantly associated with minimum dietary diversity with OR of 4.62 (95%CI: 2.86‐
7.48) and 2.88 (95%CI: 1.94‐4.29) in the urban and rural district respectively.
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Figure 3.1

Percentage of each food group that are consumed by urban children vs. rural children.

Regarding practice, children whose fathers had a good practice of routine child care
activities, better dietary diversity was reported with OR of 2.32 (95%CI:1.49‐3.61) and
1.73 (95%CI:1.08‐2.77) in the urban and rural district respectively (Table 3.3). Again, for
both, the urban and rural districts, a significant association was found between
provision of necessary things and dietary diversity with OR of 3.43 (95%CI: 2.15‐5.46)
and 1.73 (95%CI: 1.08‐2.77) respectively. With fathers who had a meaningful
participation in child feeding activities, a significant association was found with dietary
diversity in the urban district with an OR of 3.42 (95%CI: 2.12‐5.52), but not for the
rural district. Lastly, the stepwise logistic regression showed that, in both urban and
rural districts, fathers’ knowledge of food groups became the most important
determinant of children’s minimum dietary diversity with ORs of 6.50 (95%CI:
3.89‐10.9) and 8.65 (95%CI: 3.10‐18.9) respectively.

43

The relationship of fathers’ knowledge and practices of child care and feeding with children’s minimum dietary diversity in the urban and rural districts.
Urban n=420
Rural n=420
Frequency
Minimum Dietary Diversity
Frequency
Minimum Dietary Diversity
N (%)
<MDD N (%) ≥MDD N (%)
OR (95%CI)
N(%)
<MDD N (%) ≥MDD N (%)
OR (95%CI)
Fathers’ knowledge of the consequences of malnutrition
Poor
154 (37%)
114 (74%)
40 (26%)
340 (81%)
157 (46%)
183 (54%)
Good
266 (63%)
189 (71%)
77 (29%)
1.16 (0.74‐1.81)
80 (19%)
37 (46%)
43 (54%)
0.99 (0.61‐1.62)
Fathers’ knowledge of the important things to keep the child healthy
Poor
286 (68%)
230 (80%)
56 (20%)
91 (21%)
58 (64%)
32 (36%)
Good
134 (32%)
73 (54%)
61 (46%)
3.34 (2.19‐5.37)***
330 (79%)
136 (41%)
194 (59%)
2.58 (1.59‐4.19)***
Fathers’ knowledge of the important food groups
Poor
252 (60%)
215 (85%)
37 (15%)
160 (38%)
122 (76%)
38 (24%)
Good
168 (40%)
88 (52%)
80 (48%)
5.28 (3.32‐8.38)***
260 (62%)
72 (28%)
188 (72%)
8.38 (5.32‐13.2)***
Fathers’ knowledge of child care
Poor
321 (76%)
257 (80%)
64 (20%)
197 (47%)
118 (60%)
79 (40%)
Good
99 (24%)
46 (46%)
53 (54%)
4.62 (2.86‐7.48)***
223 (53%)
76 (34%)
147 (66%)
2.88 (1.94‐4.29)***
Fathers’ practice in routine childcare activities
Poor
253 (61%)
200 (79%)
53 (21%)
92 (22%)
52 (57%)
40 (43%)
Good
160 (39%)
99 (62%)
61 (38%)
2.32 (1.49‐3.61)***
320 (78%)
137 (43%)
183 (57%)
1.73 (1.08‐2.77)*
Fathers’ practice in child provision
Poor
209 (52%)
175 (84%)
34 (16%)
153 (38%)
58 (38%)
95 (62%)
Good
195 (48%)
117 (60%)
78 (40%)
3.43 (2.15‐5.46)***
255 (62%)
128 (50%)
127 (50%)
0.60 (0.40‐0.91)*
Fathers’ practice in child feeding
Poor
191 (48%)
161 (84%)
30 (16%)
199 (49%)
94 (47%)
105 (53%)
Good
208 (52%)
127 (61%)
81 (39%)
3.42 (2.12‐5.52)***
211 (51%)
95 (45%)
116 (55%)
1.09 (0.74‐1.61)
Educational status of father
Primary
135 (34%)
110 (82%)
25 (18%)
146 (84%)
75 (51%)
71 (49%)
Secondary
198 (50%)
139 (70%)
59 (30%)
1.86 (1.09‐3.17)
25 (15%)
9 (36%)
16 (64%)
1.87 (0.78‐4.52)
>Secondary
64 (16%)
35 (54%)
29 (46%)
3.64 (1.89‐7.01)***
2 (1%)
1 (50%)
1 (50%)
1.05 (0.06‐17.2)
Occupation of father
Farmer& laborer
162 (39%)
140 (86%)
22 (14%)
404 (97%)
184 (46%)
220 (55%)
Merchant
85 (20%)
56 (66%)
29 (34%)
3.29 (1.74‐6.21)
4 (1%)
3 (75%)
1 (25%)
0.27 (0.02‐2.70)
Gov’tal wo
172 (41%)
106 (62%)
66 (38%)
3.96 (2.29‐6.83)***
10 (2%)
6 (60%)
4 (40%)
0.55 (0.15‐2.00)
Monthly income
Low
123 (30%)
104 (85%)
19 (15%)
129 (31%)
57 (44%)
72 (56%)
Middle
117 (28%)
90 (77%)
27 (23%)
1.64 (0.856‐3.15)
31 (7%)
16 (52%)
15 (48%)
0.74 (0.34‐1.68)
***
High
24 (6%)
10 (42%)
14 (58%)
7.66 (2.971‐19.8)
146 (35%)
65 (45%)
81 (55%)
0.99 (0.62‐1.59)
***
Very high
151 (36%)
95 (63%)
56 (37%)
3.23 (1.789‐5.82)
111 (27%)
54 (49%)
57 (51)
0.84 (0.50‐1.39)
The outcome variable <MDD refers to children who got less than four food groups in their diet the day before the survey and ≥MDD refers to children who got four or
more food groups in their the day before the survey. On educational status of the father and mother, the category primary refers to grade 1‐8, secondary refers to
grade 9‐12, >secondary refers to diploma and above. Statistically significant at *p< 0.05; **p<0.01; ***p<0.001. For knowledge and practice variables: the median was
calculated for all participants and then applied to both rural and urban. The relative cut‐off point that was used to differentiate fathers with good knowledge/practice
versus poor knowledge/ practice, fathers who answered the median and above were considered as good knowledge/practice. Income classification was based on
quantile calculation.

Table 3.3
Variables
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Discussion
Our study showed that dietary diversity was a serious problem in the urban district
when compared to the rural district and that grains were the most common food
groups fed to the children in both districts. Legumes and nuts were also commonly
reported food groups. The majority of children were not given flesh foods. Additionally,
vitamin A‐rich food and other fruits and vegetables were also less commonly consumed
food groups in both districts. Almost all dimensions of fathers’ knowledge and practice
that we measured and also the socioeconomic characteristics were significantly related
to children’s MDD, indicating the strong influence of the father on child nutrition.
Fathers’ knowledge of food groups was the main and independent predictor of child
food diversity in both districts.
In this study, almost half of the children in the rural district did not meet the MDD of
four food groups per day, and in the urban district the rate was even worse. We
expected better report in the urban district but the result showed that children’s
dietary diversity in the rural district is much better. One possible reason could be that
special attention has been given to the rural people, considering that the rural people
have poor access to health care. Therefore, for the past decade health educations have
been provided house to house by the community health workers for the people in the
rural area, but not for the urban people. In general, our finding is consistent with other
observational studies that calculated the percentage of children that had MDD in other
developing countries such as India (24.4%) 34, Nepal (30.4%)35 and Bangladesh (42%)36.
Although this illustrates that dietary diversity is a big concern in Ethiopia and other
developing countries, it is a big improvement considering the result of a study
conducted in 2010 in Ethiopia where only 5% of the children met the MDD18. It seems a
lot of work is still needed to improve children’s dietary diversity. Our study showed that
improving fathers’ knowledge and practice could be a prerequisite to meet children’s
dietary diversity. However, more studies are needed to investigate the influence of the
fathers’ role in children nutrition.
Possible reasons for the very low consumption of flesh foods among children could be
affordability, and a tradition of having flesh only for special occasions. Further research
is needed to determine the reasons behind this consumption deficit. Although
assessing vitamin A and fruit and vegetable intake is complicated, compared to
previous studies conducted in Ethiopia and other African countries37,38, a big
improvement has been reported. However, it is still below the recommendation line
and it seems a common problem in both developing and developed countries39,40.
According to a recent review, the problem of low fruit and vegetable consumption
seems multi factorial, but includes at least product accessibility, availability, and
distribution and consumers’ behaviour41.
Our study confirmed the hypothesis that the fathers’ knowledge and practice about
food diversity is significantly associated with meeting the MDD. Although we could not
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find studies using the same concepts of father’s knowledge and practice, our findings
are in line with other observational studies: fathers who were involved in breast
feeding, such as attending breast feeding sessions with mothers, involvement in
decision making and helping the mother in the household, showed much better breast
feeding practice than families with fathers who were less involved42‐45. Similarly, better
cognitive and language competence and nutrition status were reported among young
children whose fathers were involved in child playing and child care activities46.
These findings from observational studies are also supported by intervention studies. A
recent systematic literature review showed that involving fathers actively in the child’s
life, such as father’s participation child care, enhanced a positive father‐child
interaction which also had a positive effect on child development47. Another
community‐based participatory intervention study highlighted that empowering both
parents to play an active and equal role with the research team in intervention design
and implementation of child feeding was reported as a promising approach to child‐
obesity prevention48.
Certain limitations of this study require mentioning. First, to avoid socially desirable
answers, open‐ended knowledge and practice questions were used. This might have led
to recall bias. However, we do not expect the recall bias to be differential, and thus we
do not expect that the observed associations would be changed. Another limitation of
this study could be that we developed the knowledge and practice questions and the
cut‐off‐points ourselves, especially because for few questions the median number was
one or two good answers out of 10 or more options. This had to be done because
validated questionnaires on the concepts that we wanted to measure were not
available. To give better insight into the questions we asked in this study, we provided a
description of all the variables and answer categories. The final limitation of this study
is of course that this study was a cross‐sectional study. Whether there is really a causal
relationship between fathers’ knowledge and practice and dietary diversity should
preferably be investigated in cohort studies and randomised trials.
Considering our results and the results of other observational and intervention studies,
it seems reasonable to assume that interventions should be designed to involve the
father in the process of child feeding in order to improve dietary diversity in small
children in developing countries. Based on our findings, the knowledge and practices
have an impact over and above more commonly regarded factors such as educational
status and occupation. Therefore, interventions that enhance the fathers’ knowledge of
the important considerations to keep the child healthy – especially about food groups –
could be a priority. Concurrently, participatory interventions that increase the fathers’
practice in any child care activities from the very beginning could be effective to
increase fathers’ understanding of children’s needs. Interventions that improve both
child feeding knowledge and practice of fathers are most likely crucial to improve
children’s dietary diversity.

46

The influence of father’s child feeding knowledge and practices on children’s dietary diversity

References
1.
2.
3.
4.

5.
6.

7.

8.
9.
10.
11.
12.
13.
14.
15.
16.

17.
18.
19.

20.
21.
22.

23.

Nair MK, Radhakrishnan SR. Early childhood development in deprived urban settlements. Indian Pediatr
2004;41(3):227‐37.
Bhutta ZA, Ahmed T, Black RE, Cousens S,Dewey k, Giupliani E, et al. What works? Interventions for
maternal and child under‐nutrition and survival. Lancet 2008;371(9610):417‐40.
Morris SS, Cogill B, Uauy R. Effective international action against undernutrition: why has it proven so
difficult and what can be done to accelerate progress? Lancet 2008;371:608‐21.
Uauy R, Corvalan C, Dangour AD. Conference on ‘Multidisciplinary approaches to nutritional problems’.
Rank Prize Lecture Global nutrition challenges for optimal health and well‐being. Proc Nutr Soc
2009:68(1):34–42.
Shetty P. Community‐based approaches to address childhood under‐nutrition and obesity in developing
countries. Nestle Nutr Workshop Ser Pediatr Program 2009;63:227–54.
Remans R, Pronyk PM, Fanzo JC, Chen J, Palm C.A, Nemser B, et al. Multi‐sector intervention to
accelerate reductions in child stunting: an observational study from 9 sub‐Saharan African countries. Am
J Clin Nutr 2011;94(6):1632‐42.
Wuehler SE, El Hafed Ould Dehah CM. Situational analysis of infant and young child nutrition policies
and programmatic activities in the Islamic Republic of Mauritania. Maternal Child Nutr
2011;7(supp1):113‐32.
United Nations Children’s Fund. WHO organized Consultation. Geneva, 2000.
WHO. Global Strategy for Infant and Young Child Feeding‐Fifty‐ThirdWorld Health Assembly, Geneva,
2000.
WHO. Global Strategy for Infant and Young Child Feeding‐Fifty‐FourthWorld Health Assembly, Geneva,
2001.
WHO. Global Strategy for Infant and Young Child Feeding‐Fifty‐FifthWorld Health Assembly, Geneva,
2002.
Nguyen PH, Menon P, Ruel M, Hajeebhoy N. A situational review of infant and young child feeding
practices and interventions in Viet Nam. Asia Pac J Clin Nutr 2011;20(3):359‐74.
Michael W. Malnutrition and its effect in Ethiopian children. Global Citizenship: Ethiopia, 2006.
Black MM, Walker SP, Wachs TD, Ulkuer N, Gardner JM, Grantham‐McGregor S, et al. Policies to reduce
under nutrition includes child development. Lancet 2008;371(9611):454–5.
UNICEF. Recommendations from a Technical Consultation. Experts’ consultation on growth monitoring
and promotion strategies. Program guidance for a way forward, NewYork, 2008,.
Willey BA, Cameron N, Norris SA, Pettifor JM, Griffiths PL. Socio‐economic predictors of stunting in
preschool children – a population‐based study from Johannesburg and Soweto. S Afr Med J 2009;99(6):
450‐6.
Asres G, Eidelman AI. Nutritional assessment of Ethiopian Beta‐Israel children: a cross‐sectional survey.
Breastfeed Med 2011;6(4):171–6.
Central Statistical Agency. Ethiopia Demographic and Health Survey, Addis Ababa, 2011.
Beiersmann C, Bountogo M, Tiendrébeogo J, Louis VR, Gabrysch S, Yé M, et al. Malnutrition in young
children of rural Burkina Faso: comparison of survey data from with 2009. Trop Med Int Health 2012;
17(6):715–21.
Onyango AW, Borghi E, de Onis M, Casanovas MD, Garza C. Complementary feeding and attained linear
growth among 6–23‐month‐old children. Public Health Nutr 2014;17(9):1975‐83.
Reaney P. Netherlands is Country with Most Plentiful: Oxfam. Reuters‐The New York, 2014.
Daelmans B, Mangasaryan N, Martines J, Saadeh R, Casanovas C, Arabi M. Strengthening actions to
improve feeding of infants and young children 6 to 23 months of age: summary of a recent World
Health Organization/UNICEF technical meeting, Geneva, 6‐9 October 2008. Food Nutr Bull 2009;30(2
Suppl):236‐8.
Pryer JA, Rogers S, Rahman A. The epidemiology of good nutritional status among children from a
population with a high prevalence of malnutrition. Public Health Nutr 2004;7(2):311‐7.

47

Chapter 3

24. Kikafunda JK, Tumwine JK. Diet and socioeconomic factors and their association with the nutritional
status of pre‐school children in a low income suburb of Kampala City, Uganda. East Afr Med J
2006;83(10):565–74.
25. Nahar B, Ahmed T, Brown KH, Hossain MI. Risk factors associated with severe underweight among
young children reporting to a diarrhea treatment facility in Bangladesh. J Health, Popul Nutr
2010;28(5):476–83.
26. Jesmin A, Yamamoto SS, Malik AA, Haque MA. Prevalence and determinants of chronic malnutrition
among preschool children: a cross‐sectional study in Dhaka City, Bangladesh. J Health Popul Nutr 2011;
29(5):494–9.
27. Anderson KE, Nicklas JC, Spence M, Kavanagh K. Roles, perceptions and control of infant feeding among
low‐income fathers. Public Health Nutr 2010;13(4):522–30.
28. Dearden K, Crookston B, Madanat H,West J, Penny M, Cueto S. What difference can fathers make? Early
paternal absence compromises Peruvian children’s growth. Matern Child Nutr 2013;9(1):143–54.
29. WHO. Indicators for Assessing Infant and Young Child Feeding Practices. Part III: Country Profiles,
Geneva, 2010.
30. WHO. Indicators of Assessing Infant Young Child Feeding. Part II, Geneva, 2010.
31. Tigray Regional Health Bureau. Tigray Regional Health Bureau Report. Mekelle, 2011.
32. Rigby AS, Vail A. Statistical methods in epidemiology. II: a common sense approach to sample size
estimation. Disabil Rehabil 1998;20(11):405‐10.
33. Corp I. IBM SPSS Statistics forWindows, Version 19.0, Armonk‐Editor, NewYork, 2010.
34. Khanal V, Sauer K, Zhao Y. Determinants of complementary feeding practices among Nepalese children
aged 6–23 months: findings from demographic and health survey 2011. BMC Pediatr 2013; 13:131.
35. Mukhopadhyay DK, Sinhababu A, Saren AB, Biswas AB. Association of child feeding practices with
nutritional status of under‐two slum dwelling children: a community‐based study from West Bengal,
India. Indian J Public Health 2013;57(3):169‐72.
36. Kabir I, Khanam M, Agho KE, Mihrshahi S, Dibley MJ, Roy SK. Determinants of inappropriate
complementary feeding practices in infant and young children in Bangladesh: secondary data analysis of
Demographic Health Survey 2007. Matern Child Nutr 2012;8(Suppl1):11‐27.
37. Getaneh T, Assefa A, Tadesse Z. Dietary practices and xerophthalmia in under‐fives in Jimma town,
southwest Ethiopia. East Afr Med J 2000;77(6):313–5.
38. MacKeown JM, Faber WM. Frequency of food items consumed by young rural and urban African
children– essential knowledge to provide dietary advice in caries prevention. Int Dent J 2004;54(5):
284‐90.
39. Blissett J. Relationships between parenting style, feeding style and feeding practices and fruit and
vegetable consumption in early childhood. Appetite 2011;57(3):826–31.
40. Lauzon B, Jones L, Oliveira A, Moschonis G, Betoko A, Lopes C, et al. The influence of early feeding
practices on fruit and vegetable intake among preschool children in 4 European birth cohorts. Am J Clin
Nutr 2013;98(3):804–12.
41. Rekhy R, McConchie R. Promoting consumption of fruit and vegetables for better health Have
campaigns delivered on the goals? Appetite 2014;79:113‐23.
42. Ingram J, Johnson D, Greenwood R. Breastfeeding in Bristol: teaching good positioning, and support
from fathers and families. Midwifery 2002;18(2):87–101.
43. Moestue H, Huttly S. Adult education and child nutrition: the role of family and community. J Epidemiol
Community Health, 2008;62(2):153‐9.
44. Pontes CM, Osorio MM, Alexandrino AC. Building a place for the father as an ally for breast feeding.
Midwifery 2009;25(2):195‐202.
45. Sasaki Y, Ali M, Kakimoto K, Saroeun O, Kanal K, Kuroiwa C. Predictors of exclusive breast‐feeding in
early infancy: a survey report from Phnom Penh, Cambodia. J Pediatr Nurs 2010;25(6):463‐9.
46. Tran BH. Relationship between paternal involvement and child malnutrition in a rural area of Vietnam.
Food Nutr Bull 2008;29(1):59–66.
47. Magill‐Evans J, Harrison MJ, Rempel G, Slater L. Interventions with fathers of young children: systematic
literature review. J Adv Nurs 2006;55(2):248‐64.
48. Davison KK, Jurkowski JM, Li K, Kranz S, Lawson HA. A childhood obesity intervention developed by
families for families: results from a pilot study. Int J Behav Nutr Phys Act 2013;10:3.

48

Chapter

4

The view of fathers on their role in young child care
and child feeding: a qualitative study among
Ethiopian fathers

Bilal SM, Spigt M, Czabanowska K, Mulugeta A, Blanco R, Dinant GJ
Submitted

49

Chapter 4

Abstract
Introduction
The role of fathers in proper nutrition of young children has not been a frequent topic
of studies. Mothers are usually the primary caregivers for young children. If the father
is responsible for the financial choices of the household, they also may decide on the
purchasing of nutrient‐rich food for the baby. Therefore, we wondered to what extent
fathers were involved in raising children.
Methods
A qualitative study was conducted on fathers and mothers who have children between
6 to 23 months. In‐depth interviews and focus group discussions were carried out. A
thematic analysis was completed to identify emergent themes within the data.
Results
Fathers’ perceptions and practices of routine child care and feeding seem to be
improved from the past. However, being busy with work, lack of knowledge, traditional
beliefs and financial reasons were the common setbacks that held fathers back from
practicing routine child care and feeding. Fathers are also variable in their perception
and practices and challenges. In general, three types of fathers identified based their
perception, practice and challenges of routine child care and feeding.
Conclusion
Our findings provide new insight to the literature in describing fathers’ roles and
challenges in routine child care and feeding practices. We have developed a model that
could help researchers, programmers, policy makers and health workers to approach
fathers in different child intervention research and plans. Our findings suggest that
targeting fathers may be a worthwhile approach and that it seems justifiable to plan
interventions involving fathers. However, assessing fathers’ experiences in child health‐
related education programs is an important prerequisite for any intervention plan.
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Introduction
The way in which people feed their children has been an important topic in both high‐
and low‐income countries in order to prevent child malnutrition1,2. This is especially
important in developing countries where child under‐nutrition remains a serious public
health problem: child feeding is not only a matter of having healthy food but also of
fulfilling the basic needs of a child2‐6.
Many governmental and non‐governmental organisations have invested in programs
that inform the public about the importance of appropriate child feeding7‐13. These
programs will often be received by mothers, as they are most often the primary
caregivers for young children. However, a previous study of our group suggested that
fathers could have a crucial role in the successful implementation of such advice14. If for
example, the father is responsible for financial choices of the household, the decision to
buy nutrient‐rich foods for the baby also depends on him. Therefore, we wondered to
what extent fathers were involved in raising the children.
The role of the father in proper nutrition of young children has not been a frequent
topic of studies. Several studies emphasise that mothers play a crucial role in children’s
life, while the fathers’ role often comes after and is usually addressed quite
superficially, by merely emphasising the impact of the fathers’ socioeconomic status on
child health outcomes15‐17. Socioeconomic status often was found to be the important
predictor of child health and related outcomes.
Few studies have looked at other aspects of fathers’ involvement in children’s life, and
most often these studies concerned fathers of children with specific and serious health
problems such as autism, obesity, psychological or behavioural problems18‐22. These
studies stressed the importance of the father in reducing child health problems.
Different studies have highlighted the fathers’ influence when it comes to motivating
children for education and school readiness23‐25, while other studies showed the
positive influence of fathers’ supportiveness in breastfeeding, such as verbal
encouragement and active involvement in breastfeeding activities26. A systematic
review of longitudinal studies and one cross‐sectional study showed that mothers
usually adopt the primary caregiver role, and that the father usually supports the
mother22,27.
While the available research agrees on the importance of the involvement of fathers in
child care, research has largely focused on high‐income populations, which is not
translatable to the practices and challenges of those in low‐income settings. Therefore,
data from these bodies of research cannot be used to develop programs for low‐
income populations. With this knowledge deficit in mind, our study aimed to
investigate the perceptions, practices and challenges of fathers from low‐income
settings, in routine child care, particularly in relation to child feeding practices.
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Materials and methods
Study area and design
The study was conducted in the Tigray Region of Northern Ethiopia, and used a
qualitative approach. Ten in‐depth interviews and one focus group discussion (FGD)
were carried out among ten fathers, who had children between 6 to 23 months. To
validate fathers’ comments, mothers (from different households) also participated in
the study, and one in‐depth interview and one FGD was conducted among these
mothers.

Data collection
The following questions were addressed during the interviews and FGDs (Table 4.1).
Table 4.1

Interview guides for in‐depth interviews and FGD.

Interview guides
1. What is fathers’ perception of routine child care and feeding practices?
2. If I were to spend a normal day with you, what kind of things would I see you doing with your baby?
3. How do fathers participate in routine child care and feeding practices?
4. How do you support your wife in general child care?
5. When is the right time for you to participate in child care activities (besides financial support)? And
why?
6. How would you feel if your wife asked you to help her by feeding the child?
7. What are the challenges for you in child feeding practices and what inhibits you from being involved in
your child’s life?
8. What would be the father’s response if they are asked to be involved in daily child routine activities?
9. In your opinion, what could be done to improve child feeding practice?

The in‐depth interviews and FGDs were conducted using the local language, Tigrigna, at
the nearest health centre. The duration of each interview and discussion were between
60‐120 minutes. A purposive sampling technique28 was applied to select the study
participants. There were no formal exclusion criteria to select fathers and mothers. The
participants were selected based on the recommendation of community health
workers, who selected fathers and mothers who they thought would be able to provide
useful information about their experiences on child care and feeding practices.
Open coding was used during the interviews, and then elaborated later. As new
concepts appeared, the researcher revisited the participants with the questions (with
some amendments and additional question). The interview and discussion process
lasted until saturation point, when no new information was provided29. The interviews
were conducted by trained moderators and interviewers who were native speakers of
the Tigrigna language and able to speak and write in English. For the in‐depth
interviews and FGD, semi‐structured open ended interview guidelines were prepared.
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Data analysis
The study applied a thematic analysis30 to a careful examination, to identify, analyse
and extract emerging themes from the data. This technique minimally organises and
describes the data set in rich detail. Ongoing data analysis took place throughout the
study. Early involvement in the analysis phase was helpful to move back and forth
between development of themes and data collection, and direct the subsequent data
collection towards sources that were more useful for answering the research questions.
The researchers first familiarised themselves with the data where upon initial codes
were developed. The open codes were then assigned to identify and categorise the
phenomena found in the text. Axial coding was then performed by fitting themes into a
basic frame of generic relationships. Finally a single story line constituted using
selective coding. We continued analysing the categories in great detail until
saturation29. ATLAS.ti50 software was used to support the analysis31.

Trustworthiness
According to Guba and Lincoln, the quality of qualitative research should be assured by
meeting standards of trustworthiness, through addressing credibility and
transferability28. To meet credibility, we included mothers from different districts.
Additionally, in‐depth interviews, FGDs and field notes were used in the analysis. Two
investigators also participated to collect and analyse the data. To strengthen the
transferability of the findings to different settings and contexts, our study provided
descriptions of the setting, sampling, sample size, inclusion and exclusion criteria,
interview procedures and findings.

Ethics
Ethical approval was obtained from the Ethical Review Committee of Mekelle University
and the Regional Health Bureau (registration number: CHS/0136/PH‐05). Participants
who were literate were provided written information about the aim of the study,
benefits and confidentiality. A written consent was subsequently obtained from these
participants. For those participants who were illiterate, the purpose of the study and
confidentiality were explained by the interviewer/moderator and then verbal consent
was obtained. This procedure was tape recorded.

Results
The average age of fathers who were involved in this research was 40 years, and all
fathers were capable of reading and writing. All fathers except one had attended formal
education. Farming was the occupation of all fathers and the main source of their
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income was, on average, $US601 per year. The mean age of their children was 13
months, and half of the children were female. The mean age for mothers was 26 years
and the majority were housewives with no formal education. Based on the thematic
data analysis, three major themes emerged from the data: 1) fathers’ perception of
routine child care and feeding; 2) fathers’ practice of routine child care and feeding;
and 3) challenges of fathers’ involvement in routine child care and feeding practices.

Fathers’ perception of routine child care and feeding
Some fathers did not perceive routine child care practice as their responsibility. They
considered all child care responsibilities, from morning to evening, as the mothers’
responsibility, so for some men it seemed that mothers were the only responsible
caregivers in the child’s daily life. These men were very distant from the routine life of
their family, and they only felt responsible for income‐generating activities. In this role,
they perceived that they were giving full priority to their family, because they were
fulfilling their responsibility as needed. These fathers usually spent their time outside of
their home, and, if there was any leisure or free time, they often preferred to spend it
with friends rather than their family.
The majority of the fathers still perceived child care mainly as a responsibility of
mothers, however they were also involved in routine child care activities, although this
was often mentioned in a way of helping the mother. For example, “…majority of the
activity is that of the mother, but I help her when she is involved in some other activities
...” Their role was often conditional on several factors, such as the age of the children
(between 6‐8 months was considered as the right time for fathers to be involved in child
care activities). Some fathers also mentioned 5 years or more as a right time for them to
be involved in child care activities.
“I wash her body after eight months just after she is comfortable to be hold.
Before that age, it is difficult to hold the baby body, even to change their cloths…
during this age; it is the mother who takes care of the baby.”
According to fathers, time also seemed an important factor. Most fathers perceived
that the one who spends more time with the child is more responsible for child care
and feeding. Therefore, their role in child care was dependent on the time they were at
home and this time was often limited. They were also selective in child care activities
and responsibilities. In general, it can be concluded that these fathers have time and
activity boundaries.
“…, I meet my child only few hours per day. But the child spends many hours with
her mother whereas with me just very few. …for example I go to work in the
morning leaving my child behind and I meet her in the evening. But when I get
home, I help my wife ….The one who will be responsible is the one who spends
most of the time with the family.”
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Few fathers mentioned that they were equally responsible as mothers in child care
practices. They did not have boundaries in child care activities, nor even in household
activities. They felt responsible and they considered that taking care of the child should
start at birth and should continue until he/she could lead his/her life independently:
“From the time of birth until he/she starts to lead his/her own life independently,
he/she needs the care of his father and his mother.”
“Full involvement might be difficult but sharing it could be acceptable especially
by the new generation. However, I can’t say that it would be fully accepted.…. In
the past, all household chores were considered to be the responsibility of the
mother, but now I can say almost half of the community husbands are helping
the mother. As long as she is involved in different activities of the father, he
should also be involved in mothers’ activities...”
The view of the fathers was generally confirmed by the mothers. Mothers agreed on
the improvement of fathers’ perception of routine child care and feeding activities,
compared to their past experiences. However, they all underlined that because of the
deep cultural and traditional beliefs and practices in the community, routine child care
and feeding activities and related issues still weighed heavily on the mothers’ shoulder.
“… Traditional and cultural influence favours for males. Therefore, almost all
activities related to child care, feeding and food preparation are considered to be
the responsibility of mothers.”

Fathers’ practice of routine child care and feeding
Playing with the child was the first thing that came to fathers’ mind when asked about
the kind of activities that we would see them doing with their baby, if we were to spend
a normal day with them. Playing activities were described in different ways, for
example, “physical playing”, “tricking while feeding” and “making different musical
sounds”. Preparing the child’s food, feeding the child, giving money to the mother to
buy food or other things for the child, bringing food from the garden, and buying food
and other child needs from the market/town were other activities that were often
mentioned by fathers.
“Oh, regarding food preparation… I have nothing to do with that, I only bring the
items. In addition, I feed him, entertain and trick him. Especially, playing with the
child is my job”
Additionally, calming down the child when crying, bathing the child, and changing
clothes of the child were other activities that were mentioned. However, the majority of
fathers often underlined that they would do these activities only if the mother was busy
with other household activities or if the mother was not around. The majority of the
fathers also often mentioned that they discussed child care issues with their wives. The
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discussion points that were often mentioned included “… whether the baby eats or
not…”
Additional discussion points, in relation to child feeding included decisions on what
food to buy from the market/town, what food to bring from the garden and the foods
that were available at home. Other discussions points between mothers and fathers
concerned other child needs and child health educations that were provided by health
care workers. Regarding other health‐related activities, few fathers attended the health
education even if it was given in their homes. Taking the child for vaccination/
immunisation or any child health‐related activity was seldom mentioned by fathers.
Mothers also confirmed that common activities of fathers in relation to routine child
care and child feeding included playing with the child, giving money to the mothers to
buy necessary things and providing food from the garden. Buying food and other child
needs from the market/town were other activities mentioned as typical fathers’
activities. Mothers also confirmed that attending child health related education, taking
the child to vaccination or other child care visits were rarely done by fathers. In general,
all mothers agreed that compared to their past experience, fathers’ practice in routine
child care and feeding has shown some improvement.

Challenges to fathers’ involvement in routine child care and feeding
practices
Being busy with work activities (such as farming and other income generation activities)
made it difficult for fathers to spend time with their child, being involved in their child’s
life and to attend child health‐related education.
“I meet my child only for few hours….my child spends many hours with her
mother because I go to work in the morning and I come back home and meet her
in the evening.”
Poor understanding of the importance of child care and feeding among fathers, along
with financial problems, were also mentioned as major factors that inhibited fathers
from practicing the little knowledge they had. Accessibility and shortage of food were
also mentioned.
“…for some of the fathers, economical/financial problems were huge challenges
even if they have plenty of knowledge about feeding practices. On the other
hand, there were other groups who have the money but do not have the
knowledge... There were also some extravagant individuals who waste the
money on non‐essential issues or they simply save the money without spending it
on their child’s needs. And there were fathers who have the knowledge as well as
the money but they do not want to buy anything for their children.”
Incorrect perceptions, beliefs and bad habits of fathers have also been mentioned as
challenges to practice child care and feeding activities appropriately. Many still
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considered child care and feeding activities as only the mothers’ responsibility.
Additionally, many fathers seemed resistant for change or new ideas. They indicated
they would not feel proud of taking care of their babies; they find themselves careless,
or they simply give priority to themselves instead of their children and sadly keep good
foods for special occasions.
The majority of mothers confirmed the challenges of the fathers’ perceptions, cultural
and traditional beliefs that indicated child care is only the mother’s responsibility. They
also mentioned the knowledge and information gap between mothers and fathers,
because the fathers are not participating in child health‐related education. They also
emphasised that this knowledge gap indirectly affected mothers’ financial capacity and
hindered them from providing all the necessary care, foods and materials for their
children.

Model for fathers’ perception, beliefs, practice and challenge of routine
child care and feeding
This study identified three general types of fathers (Figure 4.1). The first group is fathers
who do not feel part of routine child care, and they fully believe child care is only the
mothers’ responsibility. They consider making money and/or farming to be their
responsibility for their family. Their knowledge on child care and child needs is very
poor and they are largely unaware of the challenges that the mother and child face
every day. Therefore, the entire burden of taking care of the baby weighs on the
mothers’ shoulder. These fathers are very traditional; and believe that they are fulfilling
their childcare responsibilities as needed. Therefore, it might be very difficult to change
this group’s behaviours and will probably be very difficult to involve them in any
innovative program on child related issues.
“We should tell the truth. It is not because I do not have time, but we both should
do our part, so it is better if the mother do her part, take care of the child, and I
do my part, farming, rather than leaving my activities undone.”
The second group of fathers perceive child care as being both the mothers’ and fathers’
responsibility. However, they do not feel completely responsible for child care, but set
preconditions such as: “if I am free”, “if I do not have other activities to do”, “if I am at
home”, or “when the mother is busy with other household activities”. This group of
people understand the need to help the mother. They are, however, selective on the
activities they do. As this group of fathers also has other priorities, they may be
reluctant to attend any education on child care, resulting in a knowledge gap on this
issue. However, they seem happy to respond to the mothers’ needs in relation to
routine child care, and they are helpful and open for child related innovations and
changes. Therefore, this group of fathers require a good approach or system,
considering their time and interests, to boost their knowledge and help them feel
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responsible for their children. Targeting this group to implement changes in behaviours
and beliefs thus could prove less challenging.
“Buying food is her responsibility and it is the mother who should prepare the
food. But I can feed her if I come home while the child is being fed, but it is her
mother who feeds the child most of the time. Because it is her mother who
spends much time with her. But I can be involved in buying (supporting
financially) the food.”
The third group of fathers which were few in number perceive child care and child
feeding as a shared responsibility between mother and father. This group is also willing
to be part of child’s life and to give care from childhood to adulthood:
“... If you had spent a day with me, you could see me giving all the care for my
daughter.”
They also seem familiar with their responsibility in the house, by responding to the
mothers’ needs, providing all the necessary things to their child and being attentive and
open to the necessary/new information and educations provided in relation to the
child’s health. Moreover, they are ready for changes. Therefore, involving them in child
care activities and different intervention programs is likely to be the least challenging.
“We all help each other equally, the only difference between the mother and me
is that she carried and delivered the baby …”

Figure 4.1
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Discussion
Our study showed that fathers’ perceptions and practices of routine child care and
feeding seem to be improved from the past. However, except for income‐generation
and providing necessary things for the child, the majority of fathers still fully or partially
perceived routine child care and feeding practice as being the mothers’ responsibility.
Besides income generation activities, playing with the child seemed the only interesting
activity for the fathers. Attending child health related education and taking the child for
immunisation or any child health related visits seemed insignificant activities in the
fathers’ minds. Common setbacks that held fathers back from practicing routine child
care and feeding included being busy with work, lack of knowledge, traditional beliefs
and financial reasons.
There were very few fathers who fully perceived that child care was a shared
responsibility between mothers and fathers, however the majority fell into the category
of fathers who felt partially responsible, and who were only involved in the activities
that interested them. Even though it was difficult to find studies similar to our topic of
interest, these results are generally consistent with our expectations and with other
related studies that showed that work, lack of information, poor knowledge, economic
issues, absence of recognition of their role, lack of engagement during the education
process, and lack of commitment from health professionals to engage fathers, are
common challenges that inhibit fathers from being fully involved in routine child
care 25,27,32,33. Therefore, in order to increase their engagement in children’s life we
required much stronger interventions that could overcome these setbacks.
For many fathers, their involvement in child care appeared to extend only to making
money for the family. This is a reason why many researchers often address household
income to indirectly address fathers’ roles in child health related outcomes or
issues15‐17. Fathers who consider income generation as their only responsibility are very
traditional and it could be very challenging to engage them in their child’s daily life, in
areas other than financial support. The very limited involvement of this group of fathers
in their children’s life could directly affect their knowledge toward child care and their
support in decision making and financial support in the family. This might increase the
economic burden toward mothers. Therefore, approaching this group of fathers is not
only a matter of introducing a strong system about child care, but it needs more work
to break the chain of traditional beliefs and perception toward child care and family
value.
In line with our finding, fathers to go to the health centres seems a universal
problem34‐36. Parental discussions seem to be the source of information for fathers.
Most fathers rely on second hand information passed only by their wives. Fathers are
neither attending health education nor visiting child health care centres. Therefore, we
suspect that fathers’ child care practices and their appeal to mothers’ needs in relation
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to the child can be misguided. More research is needed to assess fathers’ engagement
and challenges in different child health related education programs.
Some limitations of this study should be mentioned. The data from mothers was weak,
as there is a deep cultural belief that mothers should not talk badly about their
partners. We experienced that mothers’ disclosure of their partners’ ill‐perceptions and
poor practice of child care in front of other mothers during the FGD was difficult. The
majority of mothers preferred to remain quiet during the discussion, or only gave very
short responses by referring to the comments of others. As a result, the data obtained
were mainly dominated by the fathers’ opinion. However, having interviews and FGDs
with fathers about this issue in detail in a low‐income setting is hard to find, therefore
we consider the data we obtained to be highly valuable.
Our finding added new insight to the current literature describing fathers’ roles and
challenges of routine child care and feeding practices. We have developed a model that
could provide further insight to help researchers, programmers, policy makers and
health workers to approach fathers in different modalities in relation to the design,
research and planning of child care and feeding interventions. For that reason, in order
to engage fathers in children’s’ lives, knowing their perceptions, practices and
challenges, and customizing approaches towards them based on the model the fathers
fits into. This approach could be a more effective way to reach fathers. In line with
other studies and our expectations, this study suggests that targeting fathers may be a
worthwhile approach and it seems justifiable to plan interventions that involve fathers.
However, assessing their engagement and experiences in child health related education
programs is an important prerequisite for any intervention plan.
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Abstract
Introduction
Information on the involvement of fathers in their children’s lives appears to be very
limited in research, apart from using their name to trace the child. Existing studies
illustrate that health workers, policies and the existing health education programs often
favour mothers and seem unwelcoming to fathers’ involvement. Therefore, the aim of
this study was to develop a theory which will provide an insight into fathers’
experiences on child feeding education, and that could be used as a ground to improve
fathers’ involvement in child feeding practices.
Methods
We carried out a qualitative study to investigate fathers’ experience in relation to
young child feeding education based on a grounded theory approach. Fathers and
health workers participated in the study, and both in‐depth interviews and focus group
discussions were carried out in the rural Tigray region of Northern Ethiopia.
Results
Second‐hand information passed through mothers and posters seemed the main
sources of information for fathers on how to care for their children. The main reasons
for fathers not being involved in child health education concerned low attention and
poor recognition given to them by health workers. Other challenges faced by fathers
concerned being busy in income generation activities and their perception of child
health education. Despite the cost, courage, distances, and cultural difficulties, the
primary choice to approaching fathers in health education was house to house
education that also involved mothers.
Conclusion
Our study suggests that house to house education involving both the father and mother
could be an ideal approach to reach fathers. Health workers and policies should make
fathers feel they are welcome and responsible in their children’s lives. Improvements in
father‐child interaction seem to also have a positive effect on the father‐child
relationship. The effectiveness of interventions such as house to house education
should be investigated to determine if child feeding practices can improve as a result of
educating fathers in the company of mothers.
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Introduction
Apart from using the fathers’ name to trace their children, involving the father in their
children’s life, even in research, appears to be very limited1. In the developed world,
the influence of fathers in the context of children’s obesity and chronic health problems
is being studied2‐6. However, the role of fathers as caregivers in children’s life is still
largely forgotten, especially in young children when it is probably needed most.
More than half of young child deaths are due to diseases that are preventable and
treatable through simple, affordable interventions7. Malnutrition contributes to
approximately 50% of deaths in children under‐five years of age in low‐income
countries8. Since the year 2000, Infant Young Child Feeding (IYCF) has been considered
an essential element to ensure the growth, health and development of children to their
full potential9,10, especially in developing countries where child malnutrition remains a
common problem7.
However, educations related to child feeding are often targeted to mothers. For
instance, the Ethiopian government has introduced an innovative community‐based
strategy, using Health Extension Workers (HEWs) and the Health Development Army11,
to increase the health care awareness through participatory learning and action
meetings in villages and households. IYCF is one of the topics being taught by HEWs in
every household in Ethiopia, by giving more emphasis to mothers.
Even though existing evidences and health workers’ opinions often emphasise a very
low engagement of fathers in children’s lives, they strongly suggested the importance
of involving fathers in children’s. Such as previous observational studies demonstrated
that enhancing fathers’ engagement in their child’s health care seemed to rely on
recognition of the father’s role by the health workers and strong support of the fathers’
involvement12,13. Similarly, a systematic review suggested a strategy that includes
inviting fathers to attend health care related visits, and for health workers to speak
directly to fathers as well as mothers14. Another systematic review recommended an
intervention that could enhance father‐child interaction such as kangaroo care ‐ a
method of holding the baby that involves skin‐to‐skin contact, and participation with
the child in a pre‐school program15. Additionally, adapting the fathers’ work schedule to
support child care and increasing fathers’ knowledge and confidence in their parenting
role seem mandatory steps13.
In general, the available studies illustrate that health workers, policies and existing
health education programs, often favour mothers and seem unwelcoming to the
fathers’ involvement. However, this literature only shows the perspectives of the
developed world. These evidences are limited and it fails to grasp the real world
practice and challenges of fathers in developing countries. Therefore, the aim of this
study was to develop a theory which will provide a real insight and understanding of
fathers’ experience on child feeding education in the context of a developing country.
Ethiopia has been used as an example.
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Methods
Design
We carried out a qualitative study to investigate fathers’ experience in relation to
young child feeding education based on a grounded theory approach which is a
systematic methodology in the social sciences involving the discovery of theory through
the analysis of data16. In this research the Strauss and Corbin's approach was followed,
which describes flexible guidelines for the analysis process. After each round of data
collection, researchers analyse and code the data, and use insights from the analysis
process to inform the next iteration of data collection. Thus, prior coded data guides
subsequent theoretical sampling decisions. This process continues until a strong
theoretical understanding of an event, object, setting or phenomenon has emerged.

Study site, participants and sampling
Atsib, the study site, is located 65 km North of Mekelle, the capital city of the Tigray
Region in Northern Ethiopia. In this district there is currently one hospital, six health
centres and six health posts. The district is further divided into 18 kebelles, the smallest
administrative units of Ethiopian government. Each kebelle covers on average 5,000
people. The district has 6,024 children under two years of age17.
Ten fathers of under‐two children, who were able to provide information about their
experience in IYCF practices, were selected on the recommendation of HEWs, the
primary health care providers at the health post who regularly visit households in the
region. The fathers were selected from five different districts to participate in this
study. There were no formal exclusion criteria for fathers of under‐two children. To
validate fathers’ experience on child care feeding practices, eight health workers
(4 HEWs, 2 HEW supervisors and 2 maternal and child health experts) who were
involved in IYCF education and supervision, also participated in this study. The health
workers were approached through the district health bureau manager. A purposive
sampling technique18 was applied to select the study participants.

Ethics
Ethical approval was obtained from the Ethical Committee of the University of Mekelle
and the regional health bureau (registration number: CHS/0136/PH‐05). Participants
who were literate were given written information about the aim of the study, benefits
and confidentiality. Written consent was subsequently obtained from these
participants. For those participants who were illiterate, the purpose of the research and
confidentiality information was explained by the interviewer/moderator. Verbal
consent was obtained and the procedure was tape‐recorded.
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Data collection
Data collection took place from March 2013 to March 2014. In‐depth interviews and
two focus group discussions (FGDs) were carried out using the local language Tigrigna.
The in‐depth interviews were carried out among 10 fathers. The first FGD was
conducted among 8 fathers who had participated in an in‐depth interview. The two
fathers who were participated in the in‐depth interviews couldn’t avail themselves on
the date of the FGD although they were informed in advance. The second FGD was
conducted among 8 health workers. The duration of each in‐depth interview ranged
between 60‐90 minutes, while the FGDs ranged between 90‐120 minutes. Open coding
was performed during the interviews and elaborated later. As new concepts appeared,
the researcher returned with new questions to the participants. The data collection
process lasted until saturation (when no new information was provided).18 All in‐depth
interviews and FGDs took place at the nearest health centre. The interviews and FGDs
were conducted by trained interviewers and moderators, who were native speakers of
the Tigrigna language and able to speak and write in English. For the in‐depth interview,
semi‐structured open ended interview guidelines were prepared (Table 5.1).
Table 5.1 Key questions used in Interview and FGD.
What is the father’s experience of child care and feeding educations?
How do fathers benefit from child care and feeding education/information?
What are the major challenges for fathers to engage in child care and feeding educations and practices?
What should be done to overcome the challenges of fathers?
What should be done to improve fathers’ involvement in child care and feeding educations and practices?

The interview, FGD guidelines and questioning routes were prepared in English before
translation into the local language, Tigrigna, by two bilingual health workers. All in‐
depth interviews and FGDs were recorded and field notes were taken. All data were
transcribed verbatim in Tigrigna and translated into English by the moderators/
interviewers. The transcribed text was not returned to the participants as most were
illiterate, however it was checked by the interviewers. This technique increases the
authenticity of the data and amounts to what Lincoln and Guba described as a
"member check"18.

Data analysis
We applied a constant comparative method19 through the researcher’s careful
examination and constant comparison to extract the emergent categories from the
data. Ongoing data analysis took place throughout the study. The early involvement in
the analysis phase was helpful to move back and forth between category development
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and data collection, and direct the subsequent data collection towards sources that are
more useful for answering the research questions.
Different coding pathways were carried on. First, the researchers familiarised
themselves with the data, upon which initial codes were developed. Second, open
codes were assigned to identify and categorise phenomena found in the text. Axial
coding was then conducted, which involved fitting themes into a basic frame of generic
relationships. Last, selective coding was conducted to identify the core categories and
develop a single storyline16. We continued analysing the categories in great detail until
saturation. ATLAS.ti50 software was used to support the analysis20.

Quality assurance
According to Guba and Lincoln, the quality of qualitative research should be assured by
meeting the standards of trustworthiness, such as credibility and transferability18. To
meet credibility standards, we applied data triangulation. This included the recruitment
of several participants such as fathers and health workers as study participants. There
were only farmer fathers in these rural areas; however, health workers with different
personal experiences and professional background participated. Additionally, in‐depth
interviews, FGDs and field notes were used in data analysis, and besides the researcher,
two investigators with health background and who had experience in qualitative
research participated to collect and analyse the data. The two investigators participated
in the analysis process by providing the field note summary after each interview and
FGD, and that was helpful for developing the categories by moving back and forth
between category development and data collection. To prove the transferability of our
findings to different settings and contexts, we provided thorough descriptions of the
setting, sampling, sample size, inclusion and exclusion criteria, interview procedure and
findings.

Results
A total of 10 in‐depth interviews and two FGDs were conducted with a total of
18 participants. The socio‐demographic characteristics of the participants are
presented in Table 5.2. Four major themes emerged from the data (Figure 5.1):
1) Fathers’ experience of current child care and feeding education; 2) Impact of child
care and feeding education; 3) Challenges and proposed solutions; and 4) Implications
for improving fathers' involvement in child care and feeding practice. The core category
which seemed to unite all themes concerned the implications for improving fathers'
involvement in child care and feeding.
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Table 5.2

Socio‐demographic characteristics of fathers and health workers.

Socio‐demographic characteristics
Average age
Sex
Education status

Occupation

Average number of children
Average age of the last child
Sex of the last child

Figure 5.1

(Yrs)
Male
Female
No education
Primary
Secondary
Higher education
Farmer
Teacher
Health worker
Government office Worker
Other

Male
Female

Fathers
40 (SD=2)
10
‐
1
8
‐
1
10
‐
‐
‐
‐
5 (SD = 1)
13 months
5
5

Health workers
31 (SD=2)
4
4
‐
‐
6
2
‐
‐
8
‐
‐
NA
NA
NA
NA

Improving fathers’ child care and feeding practices: a Theoretical Model.
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Fathers’ experience of current child feeding education
Fathers reported that house to house health education, mainly directed toward
mothers, was the main source of information they received about child feeding. Fathers
also mentioned a poster showing how well‐fed children look like as another source of
information. In addition, radio, television, informal/formal meetings in the villages, and
grandmothers were other sources of information.
“Health extension workers and health experts give house to house health
education for pregnant mothers, during the postnatal period, and to households
with a young child. They also give us posters to post in our house. We also listen
to radios where a lot of health education is broadcasted.... If we go to town, we
watch television, and we put that into practice. For instance: if the food
ingredients that we saw on the television are available, we prepare the food with
those ingredients. If we don’t have those ingredients, we just prepare the food
from what is already available, and if it is necessary we buy some of the
ingredients from the market.… My mother is old and she wants us to feed our
daughter in a traditional way, for example: she told us to add butter to the
child’s porridge but we did not do that because we feared that it would be
difficult for the baby to digest. But my mother in‐law is younger and she follows
the modern way of child feeding.”
Health workers confirmed that house to house education was the place where they
provide health education to fathers. Other places to involve fathers in different
education schemes included information given at other meetings and the health care
centre. Information was given on a range of topics, for example, the varieties of food
groups, necessary food items from the garden, food that can be bought from the
market or town, and how to help mothers in child care and feeding.
Regarding the education tools used, posters were the main instrument that HEWs used
to teach fathers. Posters using the local language showed how well‐fed children should
look like, the appropriate time to start complementary feeding other than breast
feeding and the different food ingredients to be used in child feeding. These posters
were erected in each household with young children, in the health care centres and
they were often used in meetings to support education. Additionally, demonstrations
on child food preparation and experience sharing in the village were teaching methods
used to reach fathers. Health workers emphasised that the education was resource
centred and based on everybody’s economic capacity.
“We teach fathers using different methods, house to house together with the
mother, in the meeting at sub‐district level and at health care settings. We teach
them how they can help mothers, for example: since the money is with the
father, we tell the father to buy what the mother wants for the kid. In a meeting,
we do demonstrations on how to prepare child porridge using different cereals.
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To support our teaching, we often use posters that are prepared in local
language, so it is clear for everybody to understand.”

Impact of education/information
The majority of fathers stated that the education has improved their perception and
practice toward child care and feeding. Additionally, compared to the past, incorrect
cultural and traditional beliefs have been reduced. For instance, the strong belief that
‘children can grow up by their own luck’ has changed, while psychological, emotional,
financial and material (food and cloth) readiness among parents, even to welcome and
to take of care the new baby have also been changing.
“Mother gets prepared before the child is born, i.e. she prepares cloth and food
ahead, the baby is handled in hygienic way, his feeding patterns are also kept
well, unlike the previous. The gaps between meals are well controlled, and the
baby food is handled hygienic. The feeding is not aimed only to fill his stomach
but to build the baby’s body. We fathers buy cloths to the baby… If the mother is
busy and does not have somebody to help her, we carry the baby. So the change
is visible between the previous generation children and the current children. As a
result, this generation children are very clever and their brain is sharp.”
Moreover, the perceptions of fathers that child care activities are only the mothers’
responsibility have changed. Fathers pay more attention to the child; they spend more
time with them, play with them, take responsibility for their own children and give care
when needed, for example, to feed the child, calm the child when crying, buy necessary
things for the child and help the mother in household activities when she is busy.
Fathers’ knowledge about when to start child feeding after the breast milk, what to
feed the child (balanced food/different food groups) and general knowledge in
appropriate child feeding has improved. For example, all fathers mentioned that their
children need to eat three or more meals per day, and the majority of fathers
underlined the importance of continuing breast milk. In relation to food diversity,
fathers often mentioned porridge made of wheat, barley, sorghum, lentils, beans, teff
and other cereals. In addition, eggs, milk and milk products were food items mentioned
by the fathers. Meat, vegetables and fruits were often mentioned as part of important
food groups, however they highlighted that these food items were neither affordable
nor easily accessible. Additionally, the health workers often emphasised for fathers to
feed their child whatever they had at hand, ‘the main thing is the baby should not be
hungry in any way, so we should give the baby anything we have at hand’.
Fathers’ knowledge towards the short and long term benefits of appropriate child
feeding has improved. These benefits include good physical growth, positive school
performances and decreased child mortality. Again, traditional beliefs that resulted in
keeping the good food for fathers have changed from ‘sweet and good foods for
fathers’ to ‘sweet and good food for children’. Confirming fathers’ opinions of
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perception, awareness and involvement in child care and feeding practice, most health
workers agreed on the changes and the improvement compared to their past
experiences.
“The feeding practice we adhere to these days is different from the past.
Previously, attention was not given to kids and especially fathers were not that
much involved. But nowadays fathers are taking responsibility; their involvement
in the child’s life has improved, even starting from the date of birth. Previously
these activities were considered as only the mothers’ responsibilities.”

Challenges and proposed solutions
Even though fathers’ perceptions, awareness, knowledge and practices toward child
care and feeding educations have improved compared to the past, many challenges
were mentioned by fathers that hold them from being involved in education programs.
Some fathers complained about the low attention from health workers toward
involving fathers, such that they were not given serious attention, and not expected or
not invited to participate in house to house educations. According to fathers’
understanding, the health education seems only to target mothers, not fathers. As a
result, there is a knowledge/cultural gap between fathers and mothers.
“Even when we are at home by chance, the health workers only call mothers to
attend the education, but sometimes they might tell fathers to look after the
baby. We usually get information about child feeding mainly through mothers
because majority of the educations are provided for mothers”
The majority of health workers confirmed that most child related educations mainly
target mothers, not fathers. Major reasons mentioned by the health workers concerned
the fathers’ absence in this kind of event or meeting, and fathers’ perceptions of
considering child care and feeding practices as only the mothers’ responsibility.
Additionally, fathers being busy with other activities, as a result, fathers did not have
time to spend with their child and could not see their child’s need, problems and the
mother’s challenges in the house.
The perception and practice of fathers who consider child care and feeding activities as
only the mothers’ responsibility, needs to be tackled. ‘In order to improve the feeding
practice of children, fathers should worry equally about their children, like mothers do
which involves: thinking about child food, needs, health, and discussing with mothers
about their child.’
“If the father spends more time with his family, he can closely follow his family
and feel the real fatherhood that makes him to be more responsible.”
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Moreover, attention is needed from health workers to improve fathers’ participation in
health education programs. Fathers also emphasise that existing programs targeting
fathers, should be strengthened, such as rewarding, giving recognition or certifying
households who participated in the education programs and changed their children’s
life because of the education could be a boost.
Again, gender specific cultural and traditional beliefs, such as considering fathers to be
the only decision makers in the house, or considering women to know nothing, to stay
at home and to listen and respect what the husband says without commenting, and the
idea that fathers cannot be challenged by mothers, seem to be gradually changing.
However, health workers and fathers underlined that the gender specific beliefs are still
something that should be tackled in order to bring both fathers and mother to the
same level of understanding through discussion.

Implications for improving fathers’ involvement in child care and feeding
All fathers agreed on the importance of child health related education programs that
are provided to both mothers and fathers together. The fathers’ opinion was supported
by health workers, in that providing education for mothers and fathers together is the
ideal approach. This approach may help to get parents to a similar level of
understanding of child care and feeding. It also provides a good opportunity to resolve
the knowledge and cultural gap, and create a good environment in the house for
appropriate child feeding practices.
“Teaching both father and mother together can be an innovative strategy that
could bring a paradigm shift in child care and feeding practices …. If the husband
makes a promise in front of the mother and care provider (like: I will do this and
that or I will improve this and that), there is a high probability of keeping his
promises. The same goes for mothers. They could also have similar
understanding; this gives a chance to support each other. For example: if the
mother has a difficulty of understanding what health workers teach or
demonstrate on porridge preparation, the father will remind her, even he could
assist her in the preparation process.”
Additionally, this format gives mothers a chance to expose their challenges in front of
the care providers, who can assist in finding a solution and resolving those challenges
on the spot, making the child feeding practice easier. This format also reduces the child
caring and feeding burden felt by mothers, especially the financial burden. “…..but
when you teach the mother alone, she can say what I would do alone because the
money is with the father.” These might also create a chance for fathers to start taking
responsibility in child caring and feeding practices, even in general child care.
Additionally, rewarding and certifying households with good performance of child care
and feeding practice could be a positive stimulus for fathers.
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Few health workers disagreed on teaching both mothers and fathers together, and
most were in favour of the concept. Due to the culture in developing countries that
usually many women would feel overshadowed by men and ashamed to talk in front of
them. Hence, until this cultural problem is addressed, approaching fathers and mothers
separately is suggested by some as a temporary approach.
“Teaching both the mother and the father together and having a discussion with
them might be a problem because women are overshadowed by men. They may
not ask and/or give answers equally. The solution for this would be to let them
discus on their own forum that is with the female development army and then
they can express their idea and secrets freely in an open manner. Teaching
together might be a solution only after addressing the cultural problems when
females start to express their ideas equally to their male counterparts. However,
for now teaching them separately is much better.”
Despite the time and human resource shortage, house to house education was the first
approach mentioned by fathers and health workers. This would provide an opportunity
to reach fathers, or even the whole family. Careless and resistant fathers could
especially be reached through house to house education. To promote sharing of
experiences and the inclusion of all individuals, different meetings in the community
were also suggested by both fathers and health workers. However, teaching fathers in a
large meeting could suffer disadvantages of low attendance, fathers not taking
education seriously and poor concentration. The use of posters, role models and
demonstrations were other suggested means of education.

Discussion
The major themes of this study concerned fathers’ experiences of current child care
and feeding education, the impact of child care and feeding education, challenges and
forwarded solutions, and implications for practice. Second‐hand information passed
through mothers and posters seemed the main sources of information for fathers on
how to care for their children. However, resource‐intensive house to house education
together with mothers became the primary choice to approach fathers in health
education. The main reasons for fathers’ lack of involvement in child health education
concerned low recognition from health workers, fathers’ income generation activities
and stereotypical invalid perceptions and beliefs.
In line with previous studies, our findings showed that fathers’ perception and
understanding toward child care and feeding education have improved. As a result,
fathers seemed to be open to health information and advice about child care and
feeding21,22. However, low encouragement and recognition from health workers
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appeared to be challenges for fathers to become engaged in child care and feeding
education12,13. This finding is supported by previous studies, showing that health care
professionals’ low awareness, recognition and appreciation of the positive influence of
fathers on child health outcomes were important factors12,13.
Getting a father to go to the health centre seems a universal issue. Nevertheless,
different observational studies in developed countries have shown that the fathers’
involvement in children’s life, such as child obesity prevention, improving breast
feeding practices, better cognitive development, having a healthy baby and family, a
good relationship between parents and reducing economic burden within the
family11,14,21,23 could be effective approaches, and these areas have become of interest
to researchers. This is supported by our finding that all fathers who had exposure to the
education programs reported a positive impact on their beliefs, perceptions and
knowledge of child foods and child feeding. Steady progress has been reported in
understanding and supporting mothers in household activities and their discussion with
mothers.
However, studies highlighted the preconditions for effectiveness, such as to create
opportunity for fathers to spend time with their child on a regular basis, regular
education or multiple exposures to education, to build a system so that a mother and
father can participate together, and to mandate enough support and encouragement
from health workers. Given these challenges, it seems necessary to plan and develop
educational programs based on fathers’ interests and opinions.
A limitation of this study is the selection of fathers. All fathers were farmers, so findings
are limited to the experiences of farming fathers in these rural areas, and this might
skew the representativeness. However, health workers with different personal
experiences and professional backgrounds were asked, to increase the credibility of the
data. Additionally, different data collection methods, such as in‐depth interviews and
FGDs were conducted, and field notes were used in the analysis.
Overall, the existing child care and feeding educations are not targeted to fathers, only
mothers. Additionally, poor attention from health workers and invalid perceptions and
beliefs of fathers toward child care and feeding are major challenges. The theoretical
model on improving fathers’ child care and feeding practices developed in this study
can guide health care workers and designers of community interventions in the
development of child health education programs to make them more effective,
inclusive and participatory with respect to fathers. Therefore, the house to house
education that involves both parents seems to be the ideal approach to reach fathers
and improve their role in child care and feeding practice. Additional training for health
workers seems mandatory in order to reach fathers.
In general, this approach may lead to reducing the knowledge and cultural gap between
fathers and mothers, thereby creating an opportunity to improve mother‐father
discussions, enhancing fathers’ support in financial and other activities, and reduce the
child care burden of mothers. Additionally, posters could be an ideal educational tool to
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reach fathers, especially in a country where more than 80% of the population reside in
rural setting with no access to electricity. The effectiveness of such interventions should
be further investigated.
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General discussion
The studies presented in this thesis, using quantitative and qualitative methods,
highlighted the poor practices of young child feeding in Ethiopia. The economic and
resource‐related challenges mentioned in our studies and in previous research have
brought fathers’ roles in child feeding to attention. Our studies showed that fathers’
knowledge and practice in child care and feeding were significantly related to children’s
feeding practice, indicating the strong influence of the father on child nutrition.
Fathers are variable in their perceptions and practices. We observed traditional fathers,
fathers in transition and modern fathers. These fathers differed in their beliefs,
perceptions, and practice of child care and feeding. To improve child feeding practice
and accelerate the intervention process, intervention programs should take these
differences into account, though the critical first step still remains targeting fathers
together with mothers in house to house education.
Considering the small number of studies on the fathers’ role in young child feeding in
developing countries, we are compelled to relate our findings to the existing literature
from developed world studies on the father’s role in childhood obesity and chronic
health problems. One observational study from Australia stated that fathers who were
more concerned about their child becoming overweight reported higher perceived
responsibility for child feeding and were more controlling of what and how much their
child ate 1. Similarly, a literature review indicated that the father’s involvement in
children’s health care can positively impact the child’s well‐being2. Other observational
studies underlined that the active involvement of fathers, such as through observation
and playing with the child, has a big contribution to the child’s development3‐6.
Our findings strengthen existing literature, in that the knowledge and active
participation of fathers in child care and feeding practice has a significant impact on the
child’s health. Our findings further promote an appreciation and understanding of the
positive impact of fathers’ routine involvement in their children’s lives. Hence, there is
a plausible significant benefit in encouraging fathers to be more involved in their
children’s life.
A major challenge identified during our studies is the deep‐rooted perception by some
fathers that child care is only the mother’s responsibility. This barrier has been
mentioned in other studies about the father’s role in child care. For example, a study
conducted on fathers’ attendance of child care services in Chicago showed that some
fathers did not attend child care visits because they perceived child care as only the
mother’s responsibility7. Another study indicated that the fathers’ greater time
commitment to paid work and earning money probably leads them to perceive that
they have less responsibility in routine child care practices1. This is in line with our
studies. The most commonly reported excuses by fathers for their limited involvement
in child care and feeding practices concerned being busy in agriculture and other
business activities.
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We feel that the situation in Ethiopia is slightly worse than in modern (developed)
countries. For example, in Ethiopia, men and women have clear roles, defined by their
gender. Rural families tend to have more gender‐specific roles than urban families
where mothers are usually responsible for looking after the children and domestic
activities. They are usually considered to be subordinate to their husbands, and
expected to work at home while fathers work in the field or have a job elsewhere8. We
feel that activities engaging the father and child, for example, a daddy’s day, which is a
common practice in developed world where the father takes a day off from work, to
take care of the child alone, would be hard to imagine in an Ethiopian setting9. Such a
day off would not only be very strange for Ethiopian fathers, but mothers would be
very reluctant to request it of them. In future, we expect that father involvement will
improve if there are corresponding improvements in the Ethiopian economy, work
opportunities for mothers and increased exposure to foreign cultures, for example,
through the media.
Along with the detailed description of challenges on fathers’ involvement in child care
and feeding, a clear model from our study has emerged, based on the level of fathers’
beliefs, perception and practice of child care and feeding. This model encompasses
three categories of fathers: traditional fathers, fathers in transition and modern fathers.
The majority of fathers are likely to fall into the categories of traditional fathers and
fathers in transition. This model might be used to identify and classify fathers, and to
approach fathers with the most appropriate intervention plan, but it will require much
effort and work to bring all fathers to the modern level in Ethiopia.
Our study results suggest that a more specific approach is needed to reach fathers, in
order to improve their active involvement in child care and feeding. In view of existing
literature relevant to our study, one observational study suggested that involving
fathers in a group/parenting education was important to improve breast feeding
practice 10. In addition, interventional and observational studies reinforced the
importance of fathers’ involvement in child health programs, to improve father‐child
interaction and to improve fathers’ skills in interacting with their babies11,12. Another
study showed that programs designed to involve fathers in decision‐making about their
children’s use of preventive health services has the potential to increase timely
immunisation coverage levels13. Other studies have highlighted the possible benefits of
involving fathers in child health programs3,14,15.
Our studies may aid the design of an ideal approach to enhance fathers’ practice in
child care and feeding, especially for fathers of poor socio‐economic status and those
who are influenced by different cultural and traditional beliefs. Our studies suggest that
involving fathers in house to house education programs together with mothers could
be the best method to improve fathers’ knowledge and involvement in child care. The
high immunisation coverage reported in low income countries confirms the strong
influence of fathers who had participated in the decision to send children for
immunisations13,16. Our findings suggest that house to house education might improve
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father‐child interaction, improve their knowledge toward appropriate child feeding and
enhance their role as providers of necessary materials and financial support. Moreover,
it creates an opportunity to improve mother‐father discussions and promotes an active
role for fathers in decision making. This in turn may improve child feeding practices and
reduce the child care burden from mothers through meeting the child’s appropriate
diet and needs on a daily basis.
Conducting studies on this topic in the Ethiopian setting is challenging. The profiling of
fathers was originally planned to incorporate both fathers’ and mothers’ opinions.
However, this was not possible due to a deep cultural belief that mothers should not
talk negatively about their partners. We experienced that, among mothers, disclosing
their partners’ wrong perceptions and poor child care practices in front of other
mothers during the FGD, was not considered appropriate. The majority of mothers
preferred to remain quiet during the discussion, or only gave very short responses by
referring to the comments of others. According to the literature, this is an important
issue in qualitative research and has been described before. Known as ‘information
cascades’, these response patterns occur when, during a group discussion, late
responders agree with the remarks of early responders, not just because the late
responders think the early responders are right, but also because they perceive their
reputation will be damaged if they dissent from the early responders 17.
Another study has referred to this phenomena as the ‘group effect’ where, in an
unfamiliar situation, we are likely to shape our behaviour to match that of others18.
During our data collection we witnessed that mothers were giving very short responses
by referring to the comments of others, and this resulted in a protective attitude
towards their partners’ inefficacy. Fortunately, we were also able to discuss the issues
with the fathers. Information from fathers about this issue in detail in a low‐income
setting is scarce, thus we were very happy with the rich data we obtained from the
fathers in our interviews and FGDs.
FGDs and in‐depth interviews were the predominant methods used to obtain data.
Considering the limited existing research on our topic of interest and the absence of
validated questionnaires on the concept we wanted to measure, we considered the use
of FGDs and in‐depth interviews as appropriate. However, it is undeniable that this
approach may have affected the validity of our results. A selection bias might have
occurred, as our selection of fathers and mothers of under‐two children was obtained
through health providers, participating to the FGDs and in‐depth interviews. Those
selected may have already had good knowledge and practices of child care and this may
affect the representativeness of the data. However, the broad range of participants,
including several health workers with different personal experiences and professional
backgrounds may have reduced any possible bias.
Open‐ended questions in our cross‐sectional study were targeted to minimise socially
desirable answers. This may have caused a recall bias, though we do not expect it to
have a significant impact because of our use of questionnaires of 24 hour and less than
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a month recall. Therefore, we do not expect that the observed associations would be
different. Given the broad cultural diversity and traditions of the Ethiopian population,
only a relatively small proportion of the country took part in our study, and therefore
the results may not be generalisable to the whole of Ethiopia. However, we believe the
role of fathers in child care is a universal issue. This study provides important
groundwork for a future intervention study on targeting fathers in child care.
Apart from obtaining correct information from participants, data collection itself was a
significant challenge: rural houses can lie very far apart, and recruiting the fathers for
the interview proved difficult. We chose to conduct the interviews at their houses, and
this seemed the right place to speak both mothers and fathers. However, fathers were
often away from home, for work/farming/business and dealing with external family. As
a result, it was often not possible to have fathers present at the first visit, so data
collectors had to visit households several times to get all the data. Considering the
widely dispersed housing in rural districts, the data collection process was tiresome and
time‐taking. Given that fathers were not always available for visits, we were obliged to
do more visits to get the information from fathers, and for this reason we had to
budget more money and time than initially planned. However, we succeeded in getting
the information we needed.
Child health studies and programs which have been targeted to mothers have changed
child health in Ethiopia in recent decades. However, we believe that people have been
unaware of the direct and indirect impact of fathers on the interventions that have
been targeted toward mothers. Previous studies only provided a global suggestion to
involve fathers in the future studies or intervention plans. Conversely, our studies show
not only the importance of father involvement, but provide insight to researchers and
programmers of child intervention programmes to appreciate the significant role of
fathers in child feeding practice, and include them in the design of future interventions.
In strengthening the limited evidence of fathers’ involvement in child care practices and
challenges, our studies contribute to the model of classifying fathers into three
categories: traditional fathers, fathers in transition and modern fathers. This model can
help programmers to identify and classify fathers according to their beliefs, perception
and practice. This might aid the design of clear intervention plans for each group of
fathers, and provide the most appropriate intervention for their respective needs.
Improving fathers’ knowledge of child care and feeding, by targeting fathers as well as
mothers in house to house education programs, could be a worthwhile approach for
meeting the requirements for satisfactory child feeding practices. Other essential
objectives include increasing father‐child interaction, father‐mother discussion, and
enhancing the active involvement of fathers in the provision of necessary items and
financial support for the child.
Fathers should be approached in a way that is suitable to their level of understanding
and challenges. The existing educational programs and approaches are designed to
mainly target mothers, without knowing fathers’ level of understanding and challenges
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of child care and feeding19. Therefore, the overall goal of future interventions should be
to improve fathers’ knowledge, perceptions and practices towards child care and
feeding, in order to increase fathers’ involvement in child care and feeding practices.
Future education programs require a strong collaboration between health workers and
health policy makers in creating a welcoming environment for fathers. These programs
should make them feel responsible for their children’s life.
The target group should be fathers of children 6 to 24 months old, since fathers are the
main source of income in many households. The economic and resource‐related
challenges mentioned in our studies and in previous research also emphasise the
important role of the father. The intended intervention should also target the mothers,
since mothers are the main providers of food and child care in many households.
Future interventions should be integrated into the existing system. In Ethiopia, that
would be the innovative community‐based strategy of using Health Extension Workers
(HEWs) and the Health Development Army (HDA), recently introduced by the Ethiopian
government19. The HEWs and the HDA should increase the health care awareness
through participatory learning and action meetings in villages and households. Child
feeding is one of the topics being taught by HEWs and the HDA in every rural household
in Ethiopia. However, the health workers and health supervisors should be trained on
the intervention that we are intended to do. Additionally, the district health centres
and health posts should support the program and should evaluate how such a project
benefits the community.
House to house education about child care and feeding should be designed for each
category of fathers (traditional fathers, fathers in transition and modern fathers).
Checklists should be developed to assess the fathers’ knowledge, perceptions, practices
and challenges of child care and feeding by using our model, prior to the intervention.
Therefore, every father should get the education that is targeted to their level of
beliefs, perceptions, and practice of child care and feeding.
For instance, traditional fathers strongly perceive that child care is only the
responsibilities of mothers, and they only feel responsible for making money. We
believe that traditional fathers should receive basic education that could challenge their
strong beliefs and perception of child care, and could help them to start being involved
in child care practices. For example, teaching them how being involved in their child’s
life on a routine basis could help them to understand their child’s needs and challenges.
Further, being more involved in their child’s life could stimulate fathers to work more to
provide the child with necessary items. This group of fathers need an easy pathway to
start being involved in child care practices.
Fathers in transition perceive child care as being both the mothers’ and fathers’
responsibility. They are, however, selective on the activities they do, and make excuses
for the very limited involvement in their children’s lives. This group should receive
education that could strengthen their positive perception toward child care, and
generate opportunities to increase their involvement in child care practices.
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Modern fathers are the most advanced in terms of fathers’ involvement in child care.
They perceive child care as a shared responsibility between mothers and fathers,
although they have minor challenges to put their knowledge into practice. This group
should not receive basic education about child care responsibility, and they do not need
pressure to participate in child care on a daily basis. They already have a good
perception and knowledge about child care and feeding, and are also very involved in
their child’s life. Therefore, they should only receive education to advance their
knowledge, or provide professional support to solve any minor challenges faced in
practicing child care and feeding.
To strengthen the education programs, a group discussion involving the father, mother
and health worker should be carried out, on the specific challenges that limit the father
from practicing child care in routine basis. These challenges might differ from father to
father. Therefore, discussing them along with possible solutions should help to improve
the practice of fathers in child care and feeding. The discussion should be supported by
giving assignments for fathers based on the proposed solutions that were mentioned
by both father and mother. Follow‐up visits should also be scheduled with the health
worker, to continue advancing fathers’ knowledge through house to house education
and work activity monitoring.
Intervention programs should be evaluated using different indicators, including fathers’
knowledge of child feeding, fathers’ practices in child care and feeding, and infant and
young child feeding practices. At the end of the intervention, we would expect fathers’
knowledge, perceptions and involvement in child care and feeding to have improved.
The ultimate goal of increasing fathers’ involvement in child care is to improve infant
and young child feeding practices and reduce malnutrition among young children.
Therefore, indicators of infant and young child feeding should be measured. Dietary
diversity and other indicators of infant and young child feeding practices should be
measured before and after the intervention using the WHO standard indicators,
Minimum Meal frequency and Minimal Acceptable Diet 20.
We believe that participatory research interventions are an ideal method to evaluate
our intervention plan. This format provides a chance for the participants to have
control over the intervention, both in the process and actions. This approach is also
suitable to incorporate all the important components that we intended, such as
inquiring, discussion and decision21,22. Therefore, this research approach would be
appropriate in reaching our objective: to improve fathers’ knowledge, perceptions and
practices towards child care and feeding, and to increase fathers’ involvement in child
care and feeding practices.
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Summary
Chapter 1 introduces the child feeding practice and fathers’ role in the context of
developed and developing countries. Knowing the extent of fathers’ involvement and
the challenges of child care in real world practice is essential and a prerequisite for
future intervention planning. Therefore, the purpose of this thesis is to assess fathers’
knowledge, perception and practice in relation to child care and child feeding, and the
challenges associated with it through the following research questions:
1) What are the important factors of child feeding practice?
2) What is the impact of fathers’ knowledge and practices of child care on child
feeding?
3) What are the challenges of fathers in child care and feeding practices?
4) How can fathers’ involvement in child feeding practice be improved?
Chapter 2 covers a descriptive qualitative study carried out from April to September
2011. Focus group discussions and in‐depth interviews were conducted among mothers
and health workers who participated in the Growth and Monitoring Programme (GMP).
GMP is a nutritional intervention that measures and charts the weight of children and
uses this information to counsel parents so that they can take action to improve child
growth. Data were analyzed using a qualitative content analysis technique. The results
suggest that most mothers were aware of the need for regular weight monitoring,
while health workers also seemed to be well‐aware and practice GMP according to the
international guidelines. Regardless of whether a well‐functioning GMP programme is
in place, current evidence drives us to suspect poor child‐feeding practices, due to a
lack of awareness, knowledge, beliefs, way of life, and poverty. Moreover, the role of
the husband/father was not always supportive of proper child‐feeding. A GMP is
unlikely to succeed if mothers lack awareness of proper child‐feeding practices, and if
they are not supported by their husbands/fathers.
The influence of fathers’ child feeding knowledge and practice on children’s dietary
diversity was assessed using a community‐based comparative cross‐sectional study,
and presented in Chapter 3. A total of 850 eligible urban and rural households with
children of 6–23 months participated. The mother and father of the child were
interviewed on children’s dietary diversity and fathers’ knowledge and practice of child
feeding. Nearly half (46%) of the children in the rural district did not meet the minimum
dietary diversity, and in the urban district, the rate was even worse (72%). Grains were
the common food group given to the children in both districts, whereas flesh food was
the least commonly consumed food group. Additionally, low vitamin A‐rich food and
other fruit and vegetable consumption were a problem in both districts. Almost all
dimensions of fathers’ knowledge and practice were significantly related to children’s
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minimum dietary diversity, indicating the strong influence of the father on child
nutrition.
In Chapter 4, the extent of fathers’ involvement and challenges in child care and
feeding practices were studied using a qualitative study among fathers and mothers
who have children between 6 to 23 months. In‐depth interviews and focus group
discussions were carried out. A thematic analysis was completed to identify emergent
themes within the data. Fathers’ perceptions and practices of routine child care and
feeding seemed to have improved on the past. However, apart from income‐generation
and providing necessary items for the child, the majority of fathers still fully or partially
perceived routine child care and feeding practice as being the mothers’ responsibilities.
Being busy with work, lack of knowledge, traditional beliefs and financial reasons held
fathers back from practicing routine child care and feeding. Our findings provide new
insight to the literature in dividing fathers into three different categories: traditional
fathers, fathers in transition and modern fathers, based on their beliefs, perceptions,
practice and challenges of child care and feeding. This model could help researchers,
programmers, policy makers and health workers to approach and target fathers. Our
findings suggest that targeting fathers may be a worthwhile approach and that it seems
justifiable to plan interventions involving fathers. However, assessing fathers’
experiences in child health‐related education programs is an important prerequisite for
any intervention plan.
More qualitative findings on fathers’ experience in relation to young child feeding
education are presented in Chapter 5. Fathers and health workers participated in the
study, and both in‐depth interviews and focus group discussions were carried out in the
rural Tigray region of Northern Ethiopia. The main reasons for fathers not being
involved in child health education concerned low attention and poor recognition given
to them by health workers. Other challenges faced by fathers concerned being busy in
income generation activities and their perception of child health education. Despite
obstacles including cost, distances and cultural difficulties, our study suggests that
house to house education involving both the father and mother could be an ideal
approach to reach fathers. Additionally, health workers and policies should make
fathers feel they are welcome and responsible in their children’s lives. Improvements in
father‐child interaction seem to also have a positive effect on the father‐child
relationship. However, the effectiveness of interventions such as house to house
education should be investigated to determine if child feeding practices can improve as
a result of educating fathers in the company of mothers.
Finally in Chapter 6, major findings are compared and discussed in relation to existing
knowledge. Conclusions were drawn that house to house education program came out
to be a worthwhile approach in order to meet all children’s appropriate feeding
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practices through improving fathers’ knowledge toward child care and feeding.
Increasing father‐child interaction, father‐mother discussions and enhancing the active
involvement of fathers’ in the provision of necessary things for the child development
were considered mandatory. Continued collaboration of family, community health
workers and other health workers is essential to support fathers’ involvement and
improve child health outcomes. Moreover, creating a welcoming program and policy
for fathers and making them feel responsible in their child’s life is something that
should be reminded to the health workers and health policy makers. Lastly, in this
chapter, approaches that could raise questions regarding the validity of our study were
discussed and justified accordingly. These included the predominant use of FGDs and
in‐depth interviews due to the limited evidence and absence of validated questions on
our topic, open ended questions that were used in the cross sectional study targeted to
minimise socially desirable answers, and potential representation bias in respect to our
sample size and selection process.
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ማጠቃለያ (Summary in Amharic)
ጥናቱ በምዕራፍ ፻ ላይ የአባቶች ሚና በልጆች አመጋገብ ስርዓትን በተመለከተ ባደጉት እና በማደግ ላይ በሚገኙት
አገራት መካከል ያለውን መመሳሰልና ልዩነቶችን በጥልቀት ይመለከታል፡፡
በገሃዱ ዓለም ያለውን ልጆቻቸውን በመከባከብ እና በመመገብ ሂደት ውስጥ የሚገኘውን የአባቶች ተሳትፎ መጠን
እና ልጆቻቸውን ለመንከባከብ ተግዳሮት የሚሆንባቸውን ነገር ምን ያህል እንደሆነ ማወቅ በጣም አስፈላጊ እና
የወደፊት ተሳትፎ መጠንን ለመጨመር ወይም የመፍትሄ አቅጣጫዎችን ለማስቀመጥ እንደ ቅድመ ሁኔታ
የሚቀመጥ ነው፡፡
ስለዚህ የዚህ ጥናት ዋና ጥቅም አባቶችን ልጆቻቸውን የመመገብ እና የመንከባከብ ዕውቀት ፣ ግንዛቤ እና
ልማዳቸው ለማወቅ እና ለመለካት እንዲሁም ከዚህ ጋር ተያይዞ የሚገጥማቸውን ተግዳሮቶች ወይም ችግር
ለማወቅ በሚከተሉትን የጥናቱ ጥያቄዎች ተፍትሾአል፡‐
1ኛ) ልጆችን በመመገብ ስርዓት ውስጥ ዋናዎቹ ጉዳዮች ምንድ ናቸው?
2ኛ) አባቶች ልጆቻቸውን በመከባከብ እና በመመገብ ሂደት ውስጥ ያለው የአባቶች ዕውቀት እና ልምድ መኖር
ፋይዳው ምንድ ናቸው?
3ኛ) አባቶች ልጆቻቸውን እንዳይከባከቡ እና እንዳይመግቡ የሚያደርጋቸው ተግዳሮቶች ወይም ማነቆዎች ምንድ
ናቸው?
4ኛ) አባቶች ልጆቻቸውን የመንከባከብ እና የተመጣጠነ ምግብ የመመገብ ተሳትፎ እና ልምዳቸው እንዴት ሊሻሻል
ወይም ሊያድግ ይችላል ብለው ያስባሉ?
ይህ ምዕራፍ ፳ ለዚህ ጥናት የሚጠቅሙ እና እንደ ሊትዮጲያውያን ዘመን አቆጣጠር ከ ሚያዝያ 2003 ዓ/ም እስከ
መስከረም 2003 ዓ/ም ድረስ የተደረጉ ለጥናቱ የሚረጉ የተለያዩ የመረጃ አሰባሰብ ዘዴዎችን ማለትም
ከሚመለከታቸው አካላትና ወላጆች ጋር የቡድን ውይይት (FDGs) ከበማድረግ በተለይም ከእናቶች እና የሕፃናት
ዕድገት ክትትል ፕሮግራም (GMP) ውስጥ ልምድ ካላቸው የጤና ባለሙያዎች ጋር በተናጠል ቃለ‐መጠየቅ የተገኙ
ውጤቶችን ለማሳየት የተደረጉ ሂደቶችን አጠናክሮ በዝርዝር ማብራሪያዎችንና መግለጫዎችን አካትቶ የያዘ ምዕራፍ
ነው፡፡ የሕፃናት ዕድገት ክትትል ፕሮግራም (GMP)፡‐ ማለት የሕፃናትን የተመጣጠነ ምግብ የማግኘትና ለማወቅ
የሕፃናቱን ክብደት በመለካትና በመመዝገብ ከሚገኙት መረጃ በመነሳት ወላችን በማማከርና የተሸለ የአመጋገብ
ስርዓት እንዲከተሉ በማድረግ የልጆቻቸውን ጤናማ ዕድገት እንዲጠብቁ የሚደረግበት የክትትል ስርዓት ነው፡፡
ከላይ እንደተጠቀሰው ለጥናቱ መረጃ ለማግኘት በተለያየ መንገድ የተኬደ ሲሆን መረጃዎቹም (ኳሊቴቲቭ ኮንቴንት
አናላይስስ ቴክኒክ) በመጠቀም ውጤቱን ለመግለፅ ተሞክሯል፡፡ የተገኙ ውጤቶችም አብዛኛዎቹ እናቶች ወቅቱን
የጠበቀና በቋሚነት የልጆችን ክብደት የመከታተል ስርዓቱ ተገቢ መሆኑን በቂ ግንዛቤ ያላቸው መሆኑን እና በዚህ
ዘርፍ ውስጥ የሚገኙ የጤና ባለሙያዎችም የዓለም ዓቀፍን የልጆች ዕድገት ክትትል ፕሮግራም መሰረት በማድረግ
ግንዛቤያቸው ጥሩ በሚባል ደረጃ መድረሱን እና የተቀመጡትን መመሪያዎች ተከትለው ለመተግበር ከፍተኛ ጥረት
በማድረግ ላይ እንደሚገኙ ለማወቅ ተችሏል፡፡ ጥናቱ በየራሳቸው አካባቢዎች ላይ ያለውን የልጆች ዕድገት ክትትል
ፕሮግራሞች (GMP) ታሳቢ ሳናደርግ እንኳን የተገኙ መረጃዎች ሕፃናትና (ልጆችን) የተመጣጠነ ምግብ የመመገብ
ልምድ እጅግ ዝቅተኛ ደረጃ ላይ የሚገኙ መሆኑን ለመረዳት ይቻላል፡፡ ለዚህም የተለያዩ ምክንያቶችን ስንመለከት
የግንዛቤ ዕጥረት መኖሩን፣ (የክዕሎት) የዕውቀት ማነስ፣ ጎጂ ልማዳዊ ተግባራት፣ የአኗኗር ዘዴዎች እና ድህነት
ሕፃናትን የተመጣጠነ ምግብ እንዳያገኙ ካደረጉ ምክንያቶችን ውስጥ ዋና ዋናዎቹ ናቸው፡፡ በተጨማሪም
የባሎቻቸውን (የአባቶችን) ልጆቻቸውን ተገቢውን የተመጣጠነ ምግብ እንዲያገኙ የሚያደርጉት ጥረትና ግንዛቤ
አናሣ በመሆኑ፡፡ የእናቶችን የግንዛቤ ዕጥረት ተደምሮ የአባቶች ዕርዳታ የማያገኙ በመሆኑ የሕፃናትን ዕድገት
ክትትል ፕሮግራም (GMP) ዕቅድ በሚፈለገው ጊዜ እና መጠን ለማሳካት እንቅፋት መሆኑን ለማወቅ ተችሏል፡፡
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በዚህ ምዕራፍ ፴ ሕፃናት ልጆችን የመመገብ ዕውቀት እና በየዕለቱ የሕፃናት ልጆችን ልዩ ልዩና የተመጠጣነ ምግብ
በመመገብ ስርዓት ውስጥ በሕብረረሰብ አቀፍ (community based) የጥናት መንገድ የአባቶች ቀጥተኛ
አስተዋፅዎ ምን እንደሚመስል የተደረገውን ጥናት በሰፊው ይዳስሳል፡፡ ጥናቱ በአጠቃላይ 850 የከተማ እና የገጠር
ነዋሪ አባወራዎችን በተለይም ከ6 እስከ 23 ወር የሆናቸው ሕፃናት ልጆች ያሏቸውን አካቷል፡፡ የተለያዩ እና
የተመጣጠነ ምግብን ለሕፃናት ልጆች የመመገብን ዕውቀት እና ልምምድ ምን እንደሚመስል የሕፃናትቱን ልጆች
አባቶችና እናቶችን ቃለ‐መጠይቅ ተደርጓል፡፡ በዚህም መሠረት በተለይ 46% የሚሆኑት በገጠር ከሚኖሩት ሕፃናት
ልጆች ማግኘት የሚገባቸውን የተለያዩ የተመጣጠኑ ምግቦች የማያገኙ መሆኑን ለመረዳት የተቻለ ስሆን በከተማ
አካባቢ የሚገኙ 72% የሚሆኑ ሕፃናት ልጆች በአስገራሚ ሁኔታ ማግኘት የሚገባቸውየተመጣጠነ ምግብ
እንደማያገኙ በጥናቱ መሰረት ለማረጋገጥ ተችሏል፡፡ በከተማም ይሁን በገጠር ከሚኖሩ ሕፃናት ልጆች በአብዛኛው
ጊዜ የጥራጥሬ ምግቦችን የሚመገቡ ሲሆኑ ስጋና የስጋ ውጤቶችን ከሁሉም የምግብ ዓይነቶች በዝቅተኛ ሁኔታ
የሚመገኑት ምግብ መሆኑንም በጥናቱ መሠረት ለመረዳት ተችሏል፡፡ በተጨማሪም በቫይታሚን የበለፀጉ ምግቦችን
የተለያዩ ፍራፍሬዎችንና አትክልቶችን በዝቅተኛ ሁኔታ የመጠቀም እን የመመገብ ችግር በከተማም ሆነ በገጠር
የሚኖሩ ሕፃናት ልጆች ላይ በግልፅ የሚታዩ የጋራ ችግሮች ናቸው፡፡ በአጠቃላይ ከሁሉም አቅጣጫ ሲታይ አባቶች
ሕፃናት ልጆችን መመገብ ያላቸው ዕውቀት እና የዕለት ተዕልኮ ልምምድ ሕፃናት ልጆች ሊያገኙ ከሚገባቸው የተለያዩ
አይነት የተመጣጠኑ ምግቦች ጋር በእጃጉ የተቆራኘ መሆኑን እና አባቶች በሕፃናት ልጆቻቸው የተመጣጠነ ምግብ
የአመጋገብ ስርዓታቸው ላይ ቀጥተኛና ጠንካራ አስተዋፅዎ እንዳላቸው የሚያመለክት አው፡፡
በዚህ በምዕራፍ ፵ አባቶች ዕድሜያቸው ከ6‐23 ወር ያሉ ሕፃናት ልጆቻቸውን በመንከባከብ እና በመመገብ ልምድ
ላይ ያላቸውን ደረጃ እና ተግዳሮቶችን ቃለ‐መጠይቅ በማድረግ እና የቡድን ውይይቶችን በማድረግ (Qualitative
study) ለማወቅ ተችሏል፡፡ የአባቶች አመለካከትና ሕፃናት ልጆቻችውን የመንከባከብ፣ የመመገብ ስርዓታቸው
(ልምዳቸው) እየተሸሻለ የመጣ ቢመስልም አባቶች ኋላፊነት ለቤተሰቡ ገቢ የሚያስገኝ ስራ መስራትና ለልጆቻቸው
አስፈላጊ የሆኑ ነገሮችን ከሟሟላት በቀር ሕፃናት ልጆቻቸውን የመከባከብና የመመገብ የየዕለት ተግባር (ስርዓት)
የእናቶች ኃላፊነት ነው የሚል አመለካከት እንዳላቸዉ ወይም የእናቶች ኃላፊነት ብቻ የሚመስላቸዉ አባቶች በብዛት
እንደሚገኙ ከጥናቱ ለመረዳት ተችሏል ፡፡ በሌላ ስራ መጠመድ፣ ልማዳዊ ባህሎች እና የንዘብ እጥረት አባቶች
ልጆቻቸዉን በየእለቱ እንዳይንከባከቧአቸዉና እንዳይመግቧአቸዉ ካደረጉዋቸው ተግዳሮት (ምክንያች) ውስጥ ዋና
ዋናዎቹ ናቸው፡፡ የጥናት ግኝቶች አዲስ የተለየ ዕይታን ለፈጠራ ፅሁፍ (Litrature) ሕፃናትን በመንከባከብና
በመመገብ አባቶች ባላቸው አመለካከት፣ ዕምነት፣ ልምምድና ተግዳሮቶች ከፋፍሎ ለማየት ረድቷል፡፡ጥናቱ ሕፃናት
ልጆቻቸውን በመንከባከብና በመመገብ ሂደት ውስጥ አባቶችን ባህላዊ አባቶች፣ በለውጥ ሂደት ላይ ያሉ አባቶች እና
ዘመናዊ አባቶች ብሎ ከፍሏቸዋ፡፡ ይህም ማሳያ (model) ለወደፊት ለተመራማሪዎች፣ ለፕሮግራም አውጪዎች፣
ለሕግ አዉጪዎች እና ለጤና ሠራተኞች አባቶችን እንዴት ወደ ዋናው ዓላማ ለማምጣት የሚረዳ ነው፡፡ የጥናቱ
ግኝቶች እንደሚቀርቡና በአባቶች ላይ ትኩረት ሰጥቶ መስራት (አባቶችን ማሳተፍ) እጅግ ዋጋ ያለው አካሄድና
በመሆኑ የልጆች ጤና ነክ የሆኑ የትምህርት ፕሮግራሞች ላይ የአባቶችን የመሣተፍ ልምድ ማወቅ ቅድመ ሁኔታ
የሚአሻው ጉዳይ ነው፡፡
በዚህ በምዕራፍ ፶ ተጨማሪ Qualitative ግኝቶች ማለትም አባቶች ሕፃናት ልጆቻቸውን ለመመገብ በሚሠጠው
ትምህርት (young child feeding education) ላይ ያላቸውን ልምድ የሚያብራራ ነው፡፡ በዚህ ጥናት
አባቶችና የጤና ባለሙያዎች ተሣትፈዋል ጥናቱም ቃለ‐ምልልስ እና የቡድን ውይይት በኢትዮጲያ አገር በሰሜኑ
ክፍል በትግራይ ክልል ውስጥ ተደርጓል፡፡ አባቶች ልጆችን በተመለከተ በሚሠጡ የጤና ትምህርትና ስልጠናዎች
ላይ ተሳታፊ የማይሆኑበት በአካባቢው ጤና ባለሙያዎች በሚሰጣቸው እቅተኛ ግምትና ደካማ ዕውቅና ምክንያት
ነው፡፡ አባቶችን የሚገጥሟቸው ሌሎች ተግዳሮቶች ገቢ የሚያስገኙ ስራዎች ላይ መጠመድ እና በልጆች ጤና
ትምህርት ላይ ያላቸው አመለካከት ነው፡፡ ከፍተኛ የገንዘብ ወጪ፣ የቦታ ርቀት እና ማነቆ የሚሆኑ ባህላዎ አሰራሮች
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Summary

በሆኑ መሠናክሎች ውስጥ እንኳ ጥናቱ የቤት ለቤት የሕጻናት ጤና ትምህርት አባቶችንና እናቶችን አካቶ
የሚሠጥበት አካሄድ ጥናቱ ተገቢውን የአመለካከትና የተግባር ለውጥ በአባቶች ላይ ለማምጣት እንደ ዋና ማሣያ
(model) ወይም ቁልፍ አካሄድ (ምልክት) ነው፡፡ በተጨማሪም የጤና ባለሙያዎችና የጤና ፖሊሲዎች አባቶችን
በልጃቻቸው ዕድገትና ሕይወት ላይ ኃላፊነት እንዲሠማቸው እና ተሣታፊ እንዲሆኑ ማድረግ ይገባቸዋል፡፡ አባቶች
ሚና (ተሣታፊነት) መጨመር ቁጥር ቀጥተኛ ጥቅም (ፋይዳ) ነው፡፡ በአባትና ልጅ ግንኙነት መሀል የሚኖረው ነገር
ግን የቤት ለቤት የሚሠጠው የሕፃናት ትምህርት በየጊዜው መፈተሸ እና ክትትል ሊደረግ ይገባዋል፡፡ አባቶችን
ማስተማር (ግንዛቤ ማስጨበጥ) የሕፃናት ልጆች እንክብካቤና አመጋገብ ላይ ያመጣውን ፋይዳ፡፡
በመጨረሻም በዚህ ምዕርፍ በጥናቱ መሠረት የሚገኙ ዋና ዋና ግኝቶች (ውጤቶች) ካለው ነባራዊ መሠረታዊ
ዕውቀት ጋር ይነፃፀራሉ፡፡ እንዲሁም ማብራሪያዎች ይሠጡባቸዋል፡፡ አባቶችም ሕፃናት ልጆቻቸውን በመንከባከብ
እና በመመገብ ሂደት ውስጥ ያላቸውን ዕውቀት ለመጨመር የጤና ባለሙያዎች የቤት ለቤት የግንዛቤ ማስጨበጫ
ወይም የአባቶችን ዕውቀት ሕፃናት ልጆቻቸውን በመንከባከብ እና በመመገብ ላይ ያላቸውን ዕውቀት የማስማር እና
የማብቃት ሥራ መስራት ጥናቱ በመጨረሻ በዋናነት የመፍትሄ አቅጣጫ (conclusion) አድርጎ ወስዶታል፡፡
በስተመጨረሻ የሚጠበቀው ውጤት የአባቶችና ልጆች ግንኙነት መዳበር፣ አባቶችና እናቶች ስለልጆቻቸው ጊዜ
ወስደው እንዲወያዩ ማድረግና የመፍትሄ አቅጣጫዎችን በራሳቸው እንዲያመጡ ማስቻል እና በዋናነት አባቶች
ለሕፃናት ልጆቻቸው ዕድገት የሚያስፈልጋቸውን ነገር የማቅረብና የመንከባከብ ግዴታ እንዳለባቸው ማድረግ ነው፡፡
የተቀናጀና ቀጣይነት ያለው የቤተሰብ፣ በአካባቢው የሚገኙና የጤና ባለሙያዎች የሚደረግ የቅርብ ድጋፍ ክትትል
አባቶች ሕፃናት ልጆቻቸውን በመንከባከብና በመመገብ ሒደት ውስጥ ቀጥተኛ ተሳታፊ እንዲሆኑ ለማድረግ እና
የሕጻናቱን ጤንነት በተሸለ ሁኔታ ለመጠበቅ ቀጥተኛ አስተዋፅኦ ያለው እና ውጤቱም የላቀ ነው፡፡
በተጨማሪ አባቶች ሕፃናት ልጆቻቸውን የመንከባከብና ሙሉ ጤናቸውን የመጠበቅ ከባድ ኃላፊነት እንዳለባቸው
እንዲያውቁና በተግባር እንዲገኙ የማድረግ፣ አዳዲስ ፕሮግራሞችን የመቅረፅ እና ፖሊሲዎችን የመቅረፅ ኃላፊነት
ለጤና ባለሙያዎች እና ለፒሊሲ አውጪዎች የሚተው ትልቅ የቤት ስራ ነው፡፡ በመጨረሻም በዚህ ምዕራፍ ጥናቱ
በተካሄደበት ርዕስ ላይ በበቂ ሁኔታ የተደራጀና የተቀመጠ የፅሁፍ መረጃ እና ማስረጃ ባለመኖሩ እንዲሁም ለጥናቱ
ሂደት ሊጠቅሙ የሚችሉ ስታንዳርድ ጥያቄዎች (Validated Questions) በምንፈልገው ርዕስ ባለመኖራቸው
ለጥናቱ እንዲረዳን በዋናነት በሠፊው የቡድን ውይይት እና ከሚመለከታቸው አካላት ጋር ቃለ‐መጠይቅ በማድረግ
ለጥናቱ ይመጥናል ወይም በቂ ግብዓት ይሆናሉ የተባሉ መረጃዎችን ለማግኘት ተችሏል፡፡ በመጠይቆቹ ውስጥም
ለመላሻች ያላቸውን ግንዛቤ ለማወቅ በሚያስችል መልኩ የተዘጋጁትን ማብራሪያ የሚፈልጉ ጥያቅዎችን (open
ended questions) በማቅረብ መረጃዎችን ለመሠብሰብ ተችሏል፡፡ በተጨማሪም የተሠበሰቡ መረጃዎችም በዚህ
ምዕራፍ በአግባቡ የሚገኘውን ነባራዊ ሁኔታ በሚያሣይ መልኩ ተብራርተዋል፡፡ የጥናቱም መሬት የመወረድ አቅም
(ተግባራዊ የመሆን) አቅም እንዳለው የሚያሣዩ ተቀባይነት ያላቸው ማረጋገጫዎች በግልፅ እንዲቀመጡ እና
እንዲታዩ ተደርጓል፡፡
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መጠቓለሊ (Summary in Tigirgna)
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Summary

መጠቓለሊ (Summary in Tigirgna)
ምዕራፍ ሓደ:‐ ብዛዕባ ናይ ቆልዓ አመጋግባን ናይ አቦታት ዘለዎም ግደን አብ ዝማዕበላን ዘይማዕበላን አህጉራት ዘሎ
አፈላይን ምምስሳልን ዝድህስስ ምዕራፍ እዩ። ኣቦታት አብ ናይ ቆልዓ አመጋግባን ምንክብኻብን ዘለዎም ተሳትፎን
ዘጋጥሙ መሕልኾታትን ምጽናዕ አገዳስን ንመጻኢ ትልሚ ንምሕንጻጽ ድማ አድላይን እዩ። ካብዚ አገዳስነት
ብምብጋስ ድማ ናይዚ መመረቂ ወረቀት ዕላማ አቦታት አብ ናይ ደቆም አመጋግባን ምንክብኻብን ዘለዎም ፍልጠት፣
አመለኻኽታን ልምድን ዘጋጥምዎም ዕንቅፋታትን ብእዞም ዝስዕቡ ሕቶታት ጌርካ ምደህሳስ ይኸውን።
ናይ ቆልዓ አመጋግባ ልምዲ ወሰንቲ ዝኾኑ ቐንዲ ነገራት እንታይ እዮም?
አቦታት ብዛዕባ ቆልዓ ምንክብኻብ ዘለዎም ፍልጠትን ልምድን አብ አመጋግባ ቆልዓ እንታይ ረብሓ አለዎ?
አቦታት ደቆም ከይንከባከቡን ከይምግቡን እንታይ ዓይነት ፈተናታት የⷛንፍዎም?
አቦታት አብ ቆልዓ አመጋግባ ዘለዎም ተሳትፎን ልምድን ከመይ ክመሓየሽ ይኸእል?
ምዕራፍ ክልተ ካብ ሚያዝያ ክሳብ መስከረም 2003 ከም አቆጻጽራ ኢትዮጵያ ዝተካየደ ገላጽን ዓይነታውን ጽንዓት
ዝድህስስ እዩ።
ናይ ጉጅለ ምይይጥን (FGD) ቃለ መሕትትን አብ ሞንጎ አዶታትን ኣብ ግምገማ ዕብየት ፕሮግራም ዝተሳተፉ
ሰብ ሞያ ጥዕናን ተካይዱ እዩ። ግምገማ ዕብየት ክትትል ፕሮግራም ናይ አመጋግባ ፀገም መፍተሒ እንትከውን
ናይ ቆልዓ ክብደት ዝልክዐሉን ዝምዝገበሉን እዩ። ጥቅሙ ድማ ካብኡ ብዝርከብ ናይ አመጋግባ መረዳእታ
ተበጊስካ ወለዲ ኣብ ናይ ደቆም አመጋግባ ንከማሕይሹ ምምካር እዩ። እቲ ዝተረከበ ሓበሬታ ድማ ብመልክዕ
ዓይነታዊ ናይ ትሕዝቶ ትንተና ( qualitative content analysis)ተተንቲኑ እዩ። ካብ’ዚ ውፅኢት ምርዳእ
ከምዝተኽኣለ መብዛሕትኤን አዶታት ብዛዕባ እዋኑ ዝሓለወ ክብደት ክትትል አድላይነት ግንዛበን አለወን።
ብተመሳሳሊ ሰብ ሞያ ጥዕና ብዛዕባ ግምገማ ዕብየት ህጻናት ዝሓሸ ፍልጠት እንትህልወን ስርሐን ድማ ብመሰረት
ዓለም ለኸ መምርሒ ግምገማን ዕብየትን ህጻናት መለከዒ ፕሮግራም (GMP) ከምዝሰርሓ ንምፍላጥ ተኻኢሉ
እዩ። አብዚ ሐዚ እዋን መረዳእታታት ከምዝሕብርዎ ግምገማ ዕብየት ፕሮግራም ሃለወ አይሃለወ ትሑት ዝኮነ ናይ
ቆልዓ አመጋግባ ከምዘሎ እዩ። ነዚ ድማ ሕጽረታት ግንዛበን ፍልጠትን ፣ድሑራት እምነታት፣ድኸነትን ኩነታት
አነባብራን እቲ ሕብረተሰብ ከም መበገሲ ይጥቀሱ። ካብዚ ብተወሳኺ ናይ አቦታት/ሰብኡት ግደ አብ ምምጋብ
ቆልዓ ሓጋዚ አይነበረንን። አዶታት ብዛዕባ አመጋግባ ቆልዓ ዘለወን ግንዛበ ትሑት እንተኾይኑን ብሰብኡተን/
ብበዓል ገዝአን ተዘይተሓጊዘን ንምዕዋት ገምጋም ዕብየት ፐሮግራም ዘይከአል እዩ።
አቦታት ብዛዕባ ቆልዓ አመጋግባ ዘለዎም ፍልጠትን ልምድን አብ ናይ ምግቢ ዓይነታት አቅርቦት ዘለዎም ጽዕንቶ
ንጽጽራዊ ብዝኮነ ሕ/ሰብ መሰረት ብዝገበረ መጽናዕቲ ዝተጸንዐ እንትኸውን ውጽኢቱ ድማ አብ ምዕራፍ ሰለሰስተ
ቀሪቡ ይርከብ። ኣብቲ ጽንዓት ድማ 850 ዝኾኑ እቲ መስፈርቲ ዘማልኡ ካብ 6‐23 አዋርሕ ዝዕድሚኦም ቆልዑ
ዘለውዎም ገጠርን ከተማን መራሕቲ ስድራ ተሳቲፎም እዮም።
ብዛዕባ ዝተፈላለየ ሜላ አመጋግባ አቦን አዶን እቲ ቆልዓ ዝተሓተቱ እንትኸውን ካብዚ ብተወሳኺ ድማ አቦታት
ብዛዕባ አመጋግባ ቆልዓ ዘለዎም ፍልጠትን ልምድን ተሓቲቶም እዮም። በዚ መሰረት ዳርጋ ፍርቂ (46 ሚእታዊ)
ዝኮኑ አብ ገጠር ዝነብሩ ቆልዑ ትሕቲ እቲ ዝድለ መጠን ዝተፈላለየ ምግቢ ዝረኽቡ እንትኾኑ ናይ እቶም ኣብ
ከተማ ዝነብሩ ቖልዑ ድማ ዝበአሰ (72 ሚእታዊ) ኮይኑ ተረኪቡ እዩ።
አብ ክልቲኡ ከባቢታት ማለት እውን ከተማን ገጠርን ንህጻናት ብአብዝሓ ካብ ዝወሃቡ ምግብታት ጥራጥረ
እንትትኸውን ብአንጻሩ ድማ ስጋ እቲ ዘይዝውተር ናይ ምግቢ ዓይነት ኮይኑ ተረኺቡ አዩ። ካብዚ በተወሳኺ
ትሑት አጠቃቅማ በቪታሚን ኤ ዝበልጸጉ ምግብታት፣ ፍራፍረታትን አሕምልትን ናይ ክልቲኡ ከባቢ ችግር
ምዃኑ እቲ ጽንዓት አመላኺቱ አዩ። ኩለመዳያዊ ፍልጠትን ልምድን አቦታት ትሑት ምሰ ዝኾነ ዝተፋላለየ ምግቢ
አቅርቦት ዝተተሓሓ እዩ። እዚ ድማ አቦታት አብ ናይ ደቆም አመጋግባ ዘለዎ ግደ ትሑት ምዃኑ ዘመላኽት እዩ።
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ምዕራፍ አርባዕተ፦ አቦታት አብ ቆልዓ ምንክብኻብን ምምጋብን እንታይ ዝኣክል ኢድ ኣእታውነት ከምዘለዎም
ንምጽናዕ ካብ 6 እሰካዕ 23 ዝዕድሚኦም ውላድ ዘለዉዎም አቦታትን አዶታትን ንክሳተፉ ብምግባር ዓይነታዊ
ሜላ መጽናዕቲ ተኻይዱ እዩ።
አብዚ ድማ ጥልቅ ዝበለ ውልቀ ቃለ መሕትትን ናይ ጉጅለ ምይይጥን ብምክያድ በቲ መጽናዕቲ ካብ ዝተረኸበ
መረዳእታ ድማ ሓዱሽ ርእሰ ጉዳይ ንምርካብ ናይ ርእሰ ጉዳይ (theme) ትንታነ ተኻይዱ እዩ።
ኣተሓሳስባን ልምድን አቦታት አብ ዕለታዊ ምንክብኻብን ምምጋብን ቆልዑ ካብ እቲ ቅድሚ ሕዚ ዝነበረ
ምምሕያሻት ኣርእዩ እዩ። ይኹን ድአ እምበር ብዘይካ ንመነባብሮ ዝኸውን አታዊ ምምጻእን ንቆልዓ አድለይቲ ዝኾኑ
ነገራት ምቅራብን ሐዚ እውን እንተኾነ መብዛሕትኦም አቦታት እቲ ዕለታዊ ምንክብኻብን ምምጋብን ቆልዓ ሙሉእ
ብሙሉእ ወይ ከዓ ብክፋል ናይ’ታ አዶ ሓላፍነት እዩ ዝብል አመለኻኸታ አለዎም።
ኣቦታት ኣብ ዕለታዊ ምንክብኻብን ምምጋብን ቆልዓ ንከይሳተፉ ካብ ዝገብርዎም ምኽንያታት፤ ጻዕቒ ስራሕ፣ ናይ
ፍልጠት ምንኣስ፣ ድሑራት እምነታት፣ ሕጽረት አታዊ(ምንኣስ ዓቕሚ)ን እቶም ዝጥቀሱ እዮም። ጽንዓትና ካብ
ዝረኸቦ መረዳእታ ድማ አቦታት አብ ምንክብኻብን ምምጋብን ቆልዓ ብዘለዎም እምነት፣አመለኻኽትኦምን ልምድን
ዘⷛንፍዎም ፀገማትን መሰረት ብምግባር አብ ሰለስተ ጉጅለ ይምደቡ። በዚ መሰረት ድማ ባህላዊ ወይ ከዓ
ዘይማዕበለ ወላዲ፣ አብ ከይዲ ለውጢ ዝርከብ ወላዲን ዘመናዊ ወላዲ ተባሂሎም አብ ሰለስተ ይምቀሉ። እዚ
ተረኺቡ ዘሎ ድልድል ድማ ዝተፈላለዩ ጽንዓት ንዘካይዱ ኣካላትን ፖሊሲ ንዝሕንጽጹን ትልሚ ንዝትልሙን
አካላት እንታይ ዓይነት አቦታት ከምዘለው ብምፍላጥ ነዚ ናይ ጽንዓት ውጽኢት ተደሪኾም ንኽሰርሑ ይሕግዞም።
መረዳእታ ጽንዓትና ከምዝሕብሮ ኣብ አመጋግባ ህጻናት ዝትለሙ ናይ መፍትሒ ትልምታት ኣብ አቦታት ዘነጻጸረ
ክኸውን ከምዘለዎ እዩ። ይኹን ድኣ እምበር ቅድሚ ናይ መፍትሒ ትልሚ ምድላው ኣቦታት አብ ናይ ህጻናት ጥዕና
ዝተትሓሓዘ ትምህርታዊ ፕሮግራም ዘለዎም ልምዲ ምጽናዕ አድላይ እዩ።
ልምዲ አቦታት ብዛዕባ ዕሸል ቆልዓ አመጋግባ ናይ ዓይነታዊ ጽንዓት ውጽኢት አብ ምዕራፍ ሓሙሽተ ቀሪቡ አሎ።
እዚ ክፍሊ መጽናዕቲ አብ ትግራይ ሰሜን ኢትዮጵያ ዝተኻየደ እንትኸውን ኣቦታትን ሰብ ሞያ ጥዕናን ክሳተፉ
ብምግባር ዝርዝር ቃለ መሕትትን ናይ ጉጅለ ምይይጥን ተካይዱ እዩ።
አቦታት አብ ናይ ደቆም ጥዕና መሰረት ዝገበረ ትምህርቲ ( young child feeding education) ንከይሳተፉ ካብ
ዝገብሩ ምኽንያታት እቲ ሓደ ጥዕና ሰብ ሞያ ባዕሎም ንናይ አቦታት ተሳትፎ ዝህብዎ ትሑት አቓልቦን አፍልጦን
ከምዝኮነ ንምርዳእ ተኻኢሉ እዩ። እቲ ኻልእ መሕንቖ ድማ አቦታት አብ ፍልፍል እቶት ስድራ ቤት ኣብ ምምጻእ
(ምትእልላሽ) ምጽማድን ኣብ አመጋግባ ቆልዓ ዘለዎም ትሑት አመለኻኽታን እዮም። ዋላ እኳ ናይ ባህሊ አፈላላይ
ራሕቒ ቦታን ዋጋ እቲ አገልግሎትን መሰናኸልቲ ክኾኑ ዝኽእሉ እንተኾኑ እዚ ጽንዓት እዚ ግና ገዛ ንገዛ እንዳዞርካ
አቦን አዶን ክልቲኦም አብ ዘለውሉ(ኣብ መንበሪ ገዝኦም) ብዛዕባ አመጋግባን ኣተሓሕዛን ቖልዓ ትምህርቲ
ተዝውሃቦም ኣቦታት ክሳተፉ አብ ምግባር ዝሓሸ ግደ ምሃለዎም ይብል። ብተወሳኺ ድማ አቦታት አብ ናይ ደቆም
ሂወት ሓላፍነት አለኒ ዝብል ስምዒት ንክሓድሮም ሰብ ሞያ ጥዕናን ፖሊሲታትን ናይ ባዕሎም ግደ ኽጻወቱ
አለዎም። ዝሓሸ ምርድዳእ አቦን ውላድን ክልቲኦም አብ ዝሀልዎም ቐረቤታን ምርድዳእን ዓብይ ግደ አለዎም። ግን
ድማ ገዛ ንገዛ እንዳዘርካ ዝወሃብ ናይ አቦን አዶን ትምህርቲ አብ ምምሕያሽ አመጋግባ ቖልዓ ዘለዎ ግደ ብዝበለጸ
ክጽናዕ አለዎ።
አብመወዳእታ ቐንዲ ቐንዲ ውጽኢት እዚ መጽናዕቲ ቅድሚ ሕዚ ምስዝነበሩ ውጽኢት መጽናዕትታት ንጽጽር
ብምግባር አብ ምዕራፍ ሽዱሽተ ቐሪቡ አሎ። ብመሰረት እዚ ድማ ናይ ቖልዑ አመጋግባ ንክመሓየሽ አቦታት
ብዛዕባ አመጋግባን አተሓሕዛን ደቆም ዘለዎም ግንዛበ አብ ምምሕያሽ ገዛ ንገዛ እንዳዞርኻ ምምሃር እቲ ዝበለጸ
ምዃኑ አብ ድምዳመ ምብጻሕ ዝተኽአለሉ ሓቂ እዩ። ወላዲ ምስ ደቆም ዝህልዎም ቐረቤታ፣ አቦን ኣዶን ዝገብርዎ
ምምኽኻርን ኣቦ ንዕብየት ቖልዓ አድላይ ነገራት አብ ምቕራብ ክሳተፍ ብምግባርን እቶም ቀንድን አገደስትን እዮም።
ናይ አቦታት ተሳትፎ ብምምሕያሽ ጥዕና ዕሸላት ናብ ዝሓሸ ደረጃ ክብ ክብል ንምግባር ቐጻልነት ዘለዎ ናይ
ስድራቤት፣ ሰብሞያ ጥዕና ፣ሕብረተሰብን ካልኦት ዝምልከቶም ናይ ጥዕና አካላትን ምትሕብባር አገዳሲ አዩ።
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ብተወሳኺ አቦታት አብናይ ደቆም ሂወት ሓላፍነት ንክሓድሮም ሰብ ሞያ ጥዕናን ፖሊሲ ሓንጸጽትን ናይባዕሎም
ግደ ክጻወቱ ከም ዘለዎም ኩልሻብ ክሕበረሎም ይግባእ።
አብመወዳእታ አብዚ ርእሲ እዚ ዙርያ ዝጥንጥን ተዳልዩ ዝተቀመጥጠ ገናይ ጽሑፍ መረዳእታ ብይምህላውን ንቲ
ጽንዓት ዝጠቅሙ ስታንዳርድ ሕቶታት ብዘይምህላዉ ነቲ ጽንዓት ክሕግዙ ዝክእሉ ሰፊሕ ናይ ጉጅለ ምይይይጥ
አካይድና ኢና።ብተወሳኪ ዝምልከቶም አካላት ቃለ መሕትት ብምግባር ነቲ ጽንዓት ዝምጥኑ ውይ ክዓ እኩል
ግብዓት ክኮኑ እዮም ዝበልናዮም መረዳእታታት ተረኺቦም እዮም። ናይቶም ተሓተቲ ግንዛበ ንምፍላጥ ዘክእሉ
መብራህርሂ ዝደልዮም ሕቶታት ( open ended question) እውን ብተወሳኪ ተጠቂምና ኢና ድማ ::
ብተወሳኪ እዚ ጽንዓት አብ ባይታ ወሪዱ አብተግባር ክውዕል ከመዝክእል ግልጺ መረዳእታታት እብዚ ምዕራፍ
እዚ ተቀሚጦም እዮም::
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Resume (Summary in Spanish)
En el Capítulo 1 desarrollamos la hipotesis sobre la influencia significativa de los padres
en la alimentación infantil en el contexto de los países en desarrollo. El objetivo
principal de esta tesis es evaluar los conocimientos, habilidades y actitudes de los
padres respecto el cuidado y la alimentación del niño, analizando especialmente: 1) los
desafíos y barreras familiares más significativos que influyen en las pautas de
alimentación infantil; 2) el impacto de los conocimientos y actitudes del padre en el
cuidado y la alimentación del niño; 3) las posibles intervenciones que puedan mejorar
la participación; 4) de los padres en la alimentación del niño.
El Capítulo 2 plantea un estudio cualitativo y descriptivo sobre la participación y actitud
de los padres en la alimentación infantil. Para ello, realizamos discusiones en grupos
(focus groups) y entrevistas en profundidad entre las madres y profesionales de salud
primaria que participaban en el programa de salud comunitario GMP (Growth
monitoring programme). Este programa es una intervención en la que mide y registra el
peso de los niños de forma sistemática y se utiliza esta información para orientar a los
padres para tomar medidas que mejoren el crecimiento del niño. Los datos obtenidos
fueron analizados utilizando técnicas de análisis cualitativo. Nuestros resultados
indicaron que la mayoría de las madres y de los profesionales de salud estaban bien
informados sobre la necesidad de un seguimiento regular del peso. Sin embargo, se
observaron importantes desafíos y barreras para la correcta implementación de unas
correctas prácticas de alimentación infantil debidas, esencialmente, a la falta de
conocimiento, las creencias personales, la pobreza y el papel pasivo o negativo del
padre.
En el Capitulo 3 analizamos, mediante un estudio transversal comparativo, la influencia
de los conocimientos y actitudes de los padres en la diversidad de la alimentación
infantil. Para ello, se trabajó con una muestra de 850 hogares, en áreas urbanas y
rurales, con niños de edad entre 6 a 23 meses, en los que entrevistamos a las madres y
padres sobre los conocimientos y actitudes sobre la la dieta de sus hijos. Nuestros
resultados mostraron que casi la mitad (46%) de los niños en las áreas rurales no
contaban con una dieta diversa, y este desconocimiento fué aún peor (72%) en las
áreas urbanas. Los granos eran el grupo de alimentos más frecuente en ambos distritos,
mientras la carne era el menos consumido. Las frutas y verduras tambien tenían una
baja presencia en la dieta en ambos distritos. Casi todas las dimensiones del
conocimiento y las prácticas del padre se corelacionaron significativamente con la
diversidad de la dieta de los niños, sugiriendo una influencia significativa del padre en la
nutrición de sus hijos.
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En el Capítulo 4, estudiamos, mediante un estudio cualitativo entre familias con niños
entre 6 a 23 meses, los principales desafíos y bareras para la participación de los padres
en las buenas prácticas de alimentación de sus hijos. Para ello, realizamos entrevistas
individuales en profundidad y en grupos y, posteriormente un análisis temático de los
datos recogidos para identificar temas emergentes. Nuestros resultados indicaron que
aunque diversas percepciones y actitudes de los padres respecto a la alimentación
padres habían mejorado respecto el pasado, la mayoría de los padres seguían
percibiendo que el cuidado infantil y la alimentación de los niños eran responsabilidad
de las madres. Las principales justificaciones de los padres al respecto estaban
relacionadas con el hecho de estar demasiado ocupados con el trabajo, la falta de
conocimientos, las creencias tradicionales y razones financieras. Todos estos datos nos
permitió clasificar a los padres, atendiendo a sus percepciones, prácticas y actitudes
respecto al cuidado y la alimentación de sus hijos, en tres grupos: padres tradicionales,
en transición y modernos. Este modelo puede ser útil para los responsables de salud
para diseñar intervenciones comunitarias específicas que mejoren las actitudes y
conocimiento de los padres sobre la nutrición de sus hijos.
En el Capítulo 5 se presenta una serie de resultados y analisis cualitativos en relación a
la educación de los padres sobre la alimentación infantil. Los datos se obtuvieron
tambien a partir de entrevistas individuales y de grupos entre padres y profesionales de
salud primaria en el norte de Etiopía (Tigray). Nuestros resultados sugerían que las
principales razones de los padres para no estar involucrados en la educación de la salud
infantil estaban relacionadas con el escaso reconocimiento que los profesionales de
salud les ofrecían, además del poco tiempo que los padres disponen para sus familias y
su escasa educación sobre salud infantil.
En el Capítulo 6, se analizan en conjunto los principales resultados de nuestros
estudios, discutiéndolos con los datos publicados en la literatura y se proponen
diversas intervenciones comunitarias. Asimismo, se discuten las metodologías utilizadas
para estos estudios, como las entrevistas en profundidad y en grupos y el proceso de
selección de los participantes. Se discute como una participación comunitaria más
activa y dirigida específicamente hacia los padres para mejorar sus conocimientos y
actitudes sobre nutrición infantil puede ser un factor clave para mejorar la desnutrición
en estas comunidades. Se sugiere que la colaboración estrecha entre las familias y los
profesionales de salud primaria es esencial para mejorar la participación de los padres
en la mejora de los parámetros de salud infantil.
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Valorisation: Practical implication of the finding
The findings of the research presented in this thesis could have important implications
for child feeding, fathers’ and mothers’ involvement in raising children, and the child
health care system. Specific implications of the findings of each study are discussed in
the respective chapters. Here we summarized the overall implications of the major
findings in this thesis.

Implications for infant and young child feeding (IYCF) practice
IYCF practice is one of the health activities that could contribute towards reaching the
Millennium Development Goals of halving hunger and reducing child mortality by two‐
thirds in 2015. IYCF practice gives primary focus to children below the age of two years
and is usually targeted through mothers. Despite the fact that fathers are also primary
caregivers, like mothers, and are also very important in improving child health, most
child health services do not involve fathers. The fathers’ role is especially relevant in
developing countries, where household income generation and decision‐making are
mainly controlled by fathers. Our findings show the importance of involving the fathers
in child care services, and confirmed that fathers’ knowledge and practice towards
childcare and feeding can have a direct impact on child feeding and thus child health.
This indicates the strong influence of the father on child nutrition. Therefore, involving
fathers in child health program is very likely to succeed quickly than programs that only
targeted through mothers.

Implications for improving fathers’ involvement in child care practices
Our study showed that improving fathers’ knowledge and practice could be a
prerequisite to meet children’s appropriate feeding. However, wrong perceptions,
traditional beliefs, being busy with other activities and financial reasons were
commonly mentioned reasons why fathers are not participating in child feeding.
Therefore, our finding added new insight to the current literature by developing a
model to approach fathers in different modalities in relation to designing and planning
of child care and feeding interventions. In order to engage fathers in child feeding, their
perceptions, practices and challenges, should be known and the way fathers are
approached should be customized to the ways fathers think and act. Additionally,
bringing the education programs to their house and involving both parents (fathers and
mother) could be a more practical and effective way to reach fathers.

Implications for mothers
We found that many fathers consider child care as being only the mothers’
responsibility, which places a lot of pressure on the mothers’ shoulder. This attitude is
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embedded in strong cultural and traditional beliefs in Ethiopia. Traditionally, the fathers
are considered to be the only decision makers in the house, and the fathers should not
be challenged by the mothers. Our findings suggest that health education should be
delivered house to house involving both parents, but achieving this might be a
significant challenge in the light of these deep‐rooted gender specific cultural beliefs.
These gender specific beliefs should have constant attention in order to bring both the
father and the mother to the same level of understanding of proper child care and child
feeding. We expect however, that the fathers’ involvement will improve if there are
corresponding improvements in the Ethiopian economy, work opportunities for
mothers and increased exposure to foreign cultures, for example, through the media.

Implications on child health care services
Our findings suggest that involving the fathers in child health education is a worthwhile
approach, but the attitude of health workers themselves seems a huge challenge.
Especially, the health care professionals’ low awareness, recognition and appreciation
of the positive influence of fathers on child health outcomes are important obstacles.
Therefore, health workers should be closely involved in developing new strategies to
improve fathers’ participation in health education programs. Additional training
packages should be developed for health workers in order to succeed in improving the
fathers’ role in child care services.

Implications on literature
Considering the small number of studies on the fathers’ role in young child feeding in
developing countries, our findings contributed in filling a still existing gap in the
scientific literature. Therefore, we believe our studies will give valuable input for the
community by providing insight on the fathers’ role in child feeding, which can help
researchers, programmers, policy makers and health workers in their efforts to design
health education programs.
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