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ABSTRACT

Background

Vitamin A deficiency is one of major public health significance; it is a risk factor for childhood
mortality from diarrhea and measles in low and middle income countries and an important cause
of preventable child hood blindness in low income countries. Vitamin A supplementation will be
supplemented in many low and middle income countries and high coverage reduces the
prevalence of blinding corneal diseases in children. Therefore, the objective of this study was to
assess vitamin A supplementation coverage and its associated factors‘ameong children aged 6-59
months in West Azernet Berber woreda, southern Ethiopia, 2024

Methods: A community based cross-sectional study was conducted in April to May 2021.A total
sample size of 471 study participants was involved in the'study areas, A¢simple random sampling
technique was used to recruit study subject. A pretest structured interviewer administered
questionnaire was used. Binary logistic regression was used t@ identify associated factors of

vitamin A supplementation. After adjustment of independent factors the model was fitted.

Result: In this study a total of 471 respondents were successfully interviewed with response rate
of 97.3%. The coverage of vitamin A Supplementation was 58.0% [95% CI (53.7, 62.0)]. Family
monthly income [AOR=2.44%,95% CI(1.44,4.135)], having PNC visit [AOR=2.052, 95%ClI
(1.227,3.430)] advice from peers<or. family/JAOR=1.158, 95%CI (0.288,3.646)], husbands
disapproval about vitamin A Supplementation [AOR=0.303, 95%CI(0.116,0.795)], information
about vitamin A supplementationsfAOR=2.060, 95 CI (1.075,3.947)and maternal knowledge
[AOR=0.589,95% CI%(0.376,0.923)] were factors significantly associated to vitamin A

supplementation.

Conclusion:gLhe VAS coverage at the study area was lower than national excepted target 80%.
However, VAS canibe enhanced through awareness creation and improving socio-economic
status of the community. Therefore intervention should be given at each factor to employ vitamin

A Supplementation.
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1. INTRODUCTION
1.1 BACKGROUND

Vitamin A is a fat soluble compound that can be categorized in to two classes which found in
animal food sources (performed vitamin A or retinol) and fruit and vegetable sources (pro-
vitamin carotenoid),which can be cleaved into retinol in the body: the carotenoid beta-carotenes
is most effectively converted in to retinol, making it an important vitamin A sources (1). Vitamin
A is important for the integrity and regeneration of respiratory and gastrointestinal epithelia that
involved in regulating human immune function(2). Vitamin A playsya fundamental role in
numerous physiological functions including vision, immunitygred<blood“cell production and
growth(3). According to the United Nations Children’s Fund (UNICEF), Mitamin A is important
for a strong immune system and health growth and development,of children (UNICEF, 2012).
Further, if there is inadequate intake of vitamin A in ¢hildren, there i1S'@n increased risk to illness,
blindness, death, measles, and diarrhea. Vitamin Atmaintains the surface linings of the eye,
respiratory, urinary, and intestinal tracts and is essential fosgthe functioning of an individual’s

immune system (smith, 2012).

According to the World Health Organizationy(\WHO)¢ Vitamin A is essential for proper fetal
development right from the embryonic“stage (WHO, 2015).The world health organization
(WHO, 2011) recommends for théyroutine administration of VAS to children 6-59 months twice

a year.

Globally the prevalencedef vitamingAwdeficiency (VAD) and night blindness estimated to be
1/3" (33.3%) 190 million and0.9% respectively among children under-five years causing one up

to two million deaths annuably(2).

In Africa an,estimated 44.4% of preschool children are Vitamin A deficiency. It also 2%, of
preschool age children are affected by night blindness in Africa which is four times higher than
the proportion in South East Asia (0.5%), In Africa and Asia there are also 1.5 million blind
children. Approximately 250,000 to 500,000 malnourished children in the developing world
developed blindness each year from a deficiency of vitamin A, nearly half of them die within

twelve month of losing their vision(4).



In Ethiopia, the prevalence of vitamin A deficiency is one of the significant public health
problems. it leads to 80,000 deaths in a year and affects in moderate risk studies, 62.4% (95%
Cl:44.2%-80.5%),was higher than that in with low risk of preference,35.2%(95% CI:18.9%-
51.5%)(5). In Ethiopia VAS is disseminated through three strategies: Enhanced outreach
strategy, Community Health Days and the routine Health extension program. Vitamin A intake
leads to its deficiency which causes depressed immune response, impaired movement of iron,
poor growth, night blindness and exophthalmia major public health concerns, Periodic supply is

a major intervention program to reduce the morbidity, mortalit blindness among the

children in Ethiopia (3). Q
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1.2. STATEMENT OF THE PROBLEM

Globally, the coverage of vitamin A supplementation (VAS) remains unsatisfactory than that is
required to protect the health of children 6-56 months. Vitamin A deficiency is one of the most
prevalent micronutrient deficiencies in the world. An estimated 2% of all deaths among children
under five years are attributable to vitamin A deficiencies(6).

The magnitude of Vitamin A supplementation coverage in Bangladesh in 2014 is 63.5% which
does not meet the sustainable development goal (SDG) target(7). .1m2014 a study conducted in
Hegarmanah village, Jatinangar VAS was 97.2% and the mothers understandingf about VA is
generally good (8). The study conducted in thirteen sub Saharah” Africanieountries the magnitude
of door to door vitamin A supplementation has higher coverage than fixed-site plus out-reach
approach 91% and 63% respectively (9). A similar study®@onductedhintwenty three sub Saharan
African countries found the magnitude of vitamin A supplementation was low(59.4%) among
children’s aged 6-59months which is very high variation"from do@r to door supplementation(10).
A study conducted in Federal Territory, Abuja, Nigeria VAS coverage show that knowledge of
VA among caregivers was poor, 40.3% did not know any‘enefit of VA, more than half of them
(58.3%) did not the age at which children should receiveVVA for the first time and 72.5% did not
know the frequency of VAS receipt(11).

The magnitude of vitamin A supplementation goverage in Ethiopia, according to the World Bank
data, vitamin A supplementation remainedfabove 80% from 2006 to 2011. However after 2012
which coincides with shiftyfromyeampaigin based approach the coverage dropped below 80%(3).
EDHS 2016 also reported onty 45% of children received the supplementation in the preceding 6
month of the survey(3). The,magnitude of vitamin A supplementation coverage in children aged
6-59 months in Humbo district was 75%. In EDHS 2019, 47% of children aged 6-35 months
have received vitamin“A supplements this indicates due to lack of awareness child caregiver,
birth intervals, and ANC*ollow up(12). A study conducted from 2005 to 2019 in Ethiopia VAS
saved 167,563 to 376,030 child lives, but additional lives greater than 42,000 could have been
saved with a universal coverage (95%)(13). .Preschool children are the most vulnerable group to
vitamin A deficiency: knowing the status of vitamin A determinant factors among children is
important to identify the factors in a given community and to design an effective intervention

program. Since VAS coverage is still not reach WHO recommendation and national targets



(80%(3). Therefore the current vitamin A supplementation and its associated factors are not
apparently studied among children aged 6-59 months; however there was no such like study in
the study area vitamin A supplementation and associated factors in preschool children. These
study aims to address the gap (postnatal care, husbands disapproval, advice from peers/family
and care giver knowledge of vitamin A supplementation remains the most important factors of

vitamin supplementation) among children aged 6-59 months.
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1.3. SIGNIFICANCE OF THE STUDY
The findings of the study will provide a paramount significance to children to prevent the

negative consequences of vitamin A deficiency by creating awareness for caregivers about the
problems and finding solutions. Mortality rates are increased among children with vitamin A
deficiency and in many areas, improvement in vitamin A coverage can reduce the risk of

mortality from childhood infection.

The finding of this study will be crucial to implement intervention, of nutritional status of the
preschool children by reducing the rate and burden of morbidity an tality. &he finding of
this study will also have a potential contribution for wore ffi r door to door

supplementation of vitamin A.

The findings may help to improve the vitamin A co ffecting the vitamin A

supplementation. The result will have an input for healt ions, health professionals and

policy makers at different level and further studieSyrelated with
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2. LITERATURE REVIEW

2.1. INTRODUCTION
This chapter includes literature under the following subheading; coverage of vitamin A

supplementation among children aged 6 to 59 months, factors affecting vitamin A
supplementation among children below five years.

2.2. Coverage of VAS among children Aged 6 to 59 Months

The study done in Indian 67.3% of the children received full vitamin A supplementation, two
times a year (14). A study done in Bangladesh vitamin supplementationieoverageds (63.5%)(7).
A study conducted in Alagoas (Brazil) vitamin A supplementationyin children aged 6-11.9
months was 91.9% and in children aged 12-59 moaths was 38:6% (15). Vitamin A
supplementation in Federal capital territory (Abuja: Nigekia) among children aged 6-59 month
was (67.0%)(11). Across sectional study in Mali vitamin A_supplementation was 83%(16). The
coverage of vitamin A supplementation in door to deerdistribution among children aged 6-59
months in thirteen sub-Saharan African countrieshreviledmhigher (91%)(9).Whereas another
survey done in twenty three sub-Saharan African countries found vitamin A supplementation
coverage was (59.4%)(10).

A study done in a community based cross‘sectional’study in Humbo district, Southern Ethiopia
vitamin A supplementation coverage was (75%) (3). A cross-sectional study design conducted in
public hospital Jimma zone South WestyEthiopia, Vitamin A supplementation was 26.1% (P=
0.002, AOR=0.168) (17). Vitamin A supplementation has saved between 167,563 to 376,030
child lives (20005-2019) in“Ethiopia (13). Similarly a study conducted in Ethiopia vitamin A
supplementation coveragen, in routine health service comparing with campaign drops slightly
which routine district wasy85% compared to 91.7% in the campaign ones (18). A community
based cross-seetion study conducted in Wonago district, southern Ethiopia, VAS coverage was
59.3% within the last 6"menths (AOR=2.79, Cl 95%,: 1.59-4.90) (19).



2.3. Factors associated with vitamin A supplementation

2.3.1. socio-demographic and economic factors

A study conducted in Mbagathi district Hospital, Kenya 88% of the mothers reported they
would take their child the next dose of vitamin A, very few(4%) of them would fail to take their
child for the next does due to lack of time(46%),and far distance/transport(23%)(20). A cross-
sectional study conducted in India children of educated mothers (OR: 2.40;95% CI ;2.04-
2.83:P<0.0001)were more likely received VA supplementation than others(14). The national
Micronutrient status survey of Bangladesh show that children fromypoorer wealth quintile
families had less attendance to the VAS program over thefpreceding 6amonths (70-76%)
compared to in higher quintiles (75-88%) due to the absence of knowledge, lack of
understanding about the importance of VAS or because of“geographic barriers to seeking
immunization services in the former group(21). A cr@ss-sectionalstudy conducted in South Dayi
district, Ghana being female child (OR=2.3) weregssignificantly associated receipt VAS
(P<0.05(22). A study in Senegal show that Childremfrom4georest, poor and intermediate socio-
economic statues households had 5.64,2.33 and 4 times greater risk of VAS, respectively
(p<0.01than their wealthiest peers(23). Childeen from families in the” rich” wealth tertile had 1.8
times higher odds of receiving VAS thamythose“from the poor households. On the other hand,
children with mothers having nogformal education had increased odds of receiving a vitamin A

capsule than educated mothers{(3).

2.3.2 Factors associatedamaternal knowledge of vitamin A supplementation

The study shows in Mbagathi district Hospital, Kenya the reasons given for children missing
VAS which include: the, mothep not being aware of VAS schedule (41%), completed
immunization (34%), childybeing sick (7%),lack of time (5%),negative staff attitude(5%), failure
to know the““benefit(31%),stoke out of vitamin A capsule (5%), in health institution and long
distance from health institution (3%)(20). A study conducted in Federal Capital Territory, Abuja,
Nigeria, show that (18%) of mothers could correctly state the frequency of VAS receipt among
eligible children (every 6months),more than seventy percent (72.5%) did know this fact, whereas
20% of caregivers knew the correct age at which a child should receive vitamin A for the first
time (at 6 month) and more than half (58.3%) did not know the correct age(11). A study shows in

Humbo district was found that mothers who were aware of the benefit of VAS had 1.5 times



increase odds of receiving the supplement. Further, mothers who obtain information on VAS
from HEWs and HADs had 1.5 times increase odds of utilizing the services than those were
contacted by health professionals(3). A cross-sectional study conducted in Sidama and wolayta

zone in SNNP caregiver’s knowledge about vitamin A was 63% (24).

2.3.3. Factors associated with child health characteristics

A cross-sectional study conducted in Humbo district southern Ethiopiapchildren from families in
the rich wealth tertile had 1.8 times higher odds of receiving vitamin A“supplémentation than
those from the ‘poor’ households(3). A cros-sectional study condacted Bangladish families
having three or more children were less likely to consume<uitamin A supplementation than
single children families (OR:0.923,CI: .0.765-1.113) (7).

3.3.4 Maternal related characteristic

A population based cross-sectional study conductedySokoto state, Nigeria fathers disapproval
about VAS was the most common barrier to vitamin A supplementation 69% and advices from
peers (7.2%)(25). Mothers who had two ANC visits aere 34%(A0OR=1.34,95% CI:1.04,1.73)
more likely to receive vitamin A capsulefer thetwehild than not receive, mothers who got post
natal care after delivery 1.3 timgs, (AOR=1.32,95% CI: 1.02, 1,71) more likely receive VAS

than not visit post natal care(5).



2.4. Conceptual framework
This conceptual framework is prepared after revising the above literature review. The dependent

Variable in the center and the independent variables are adopted from the revised literature.

Maternal knowledge and

Accessibility of VAS

Media exposure, schedule Child related characteristics

Important of VS History of growth monitoring follow up,

Child_putritionahstatus (MUAC)

Child dietary'diversity score

Maternal _he_alth care related Birth 8tder of the child
characteristics

ANC follow-up Place of deliver VAS < Childhood illness (Diarrhea, AURTI,
PNC follow-up ~ Nutritional RAeumonia, malnutrition)
counseling, Advice from peers
fathers approval

Socio-demagraphic andisocioeconomic characteristics

Status of thefcaregiver, maternal age
Residence Religion
Ethnicity Maternal educational

Current maternaheccupation marital status
Currentifather’s occupation  Decision maker of the HH
Family income, Family size

Number of under- five children Child age

Time taken to get to the nearest health institution

Figure 1; Conceptual framework for vitamin A supplementation coverage and associated

factors among children aged 6-59 months in west Azernet Berber woreda.



3. OBJECTIVE OF THE STUDY

3.1. GENERAL OBJECTIVE

v" To assess vitamin A supplementation coverage and its associated factors among children
aged 6-59 months in West Azernet Berbere woreda, South west Ethiopia, 2021

3.2 SPECIFIC OBJECTIVES

v' To assess vitamin A supplementation coverage among children aged 6-59 months in

West Azernet Berber woreda,

v' To identify factors associated with VAS among chi 6- onths in West

Azernet Berber woreda,

&
&
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4. METHODS AND MATERIALS
4.1 STUDY AREA AND PERIOD

West Azernet Berber Woreda is found from 267 km away from Addis Ababa, the capital city of
Ethiopia in south west direction along the main Addis Ababa to Hosanna road, and 274km from
the capital city of SNNP region of Hawassa town. According to West Azernet Berber Woreda
town city administration health office report in 2012, the population size of the town is estimated
to be 83101 and from these 40717 male, 42382 is females, infants 2651and children 6-59 months
of age 10,024 .West Azernet Berber Woreda had 4 health centers, 2 urban and 24ural, 18 rural
and 1 urban health posts. The study was conducted from April 10"May2021.

4.2 STUDY DESIGN

A community based cross-sectional study design was gonducted

4.3 POPULATION

4.3.1 SOURCE POPULATION
The source population was all mothers of children aged 689 months in WABW, SNNP region.

4.3.2STUDY POPULATION

The study population was randomly selected‘mothers of children aged 6-59 months.
4.3ELIGIBILITY CRITERJA

4.3.1 INCLUSION CRIZERIA
All mothers of Children aged between 6-59 months which lives greater than 6 months was

included

4.3.2 EXCLUSIONERITERIA
All mothers who were Seriously ill, and had difficulty to communicate were excluded from the

study.

11



4.4.STUDY VARIABLES

4.4.1. DEPENDENT VARIABLE
Vitamin A supplementation

4.4.2 INDEPENDENT VARIABLES

Socio-demographic and socioeconomic characteristics

v' Status of the caregiver
Maternal age

Residence

Religion

Ethnicity

Maternal educational level

Current maternal occupation

AN N N NN N

Marital status

Maternal health care related characteristi

<\

ANC follow-up

Place of delivery
PNC follow-up
Nutritional counseling

Advice from peer

AN NN N

Fathers approva

U

N

12

Current fathers occupation

Time/taken to get to the nearest
institution



Maternal knowledge regarding VA and Accessibility of VAS

v Maternal knowledge regarding vitamin-AS
v important of VAS

v" Schedule

v Media exposure

Child related characteristics
v" History of growth monitoring follow up V
v' Child nutritional status (MUAC)

v’ Child dietary diversity score

v" Birth order of the child

v Childhood illness (Diarrhea, AURTI, pneumo Inutrition)

Q\/
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4.5 OPERATIONAL DEFINITION AND STANDARD DEFINITION

Vitamin-A-supplementation (Yes/No) Yes = if the child took 100,000 IU below 12 month and
200,000 U greater than 12 months of vitamin-A supplementation ,No = if the child did not take
VAS at all by showing the vitamin A capsule.

Knowledge about VAS (Poor/Good) - There are four knowledge questions which score a total of
eight; Poor = score of <50%, Good = score of >50%

VA supplemented child; a child who was given VA in the precedin month g@fthe study as
reported by the mother.

Child nutritional status (Severe malnutrition MUAC<11 cn
11.9 CM) and mild malnutrition MUAC 11.5-12.4 cm,

Child dietary diversity score: was assessed by coun
the child ate, regardless of portion size, in the la

food groups, good >4 food groups (28).

14



4.6. SAMPLE SIZE DETERMINATION AND PROCEDURE
4.6.1 SAMPLE SIZE DETERMINATION

1. Sample size determination for first specific objective

Single population proportion formula was used for sample size determination considering the
assumptions of the proportion of vitamin-supplementation coverage in Humbo district, Southern
Ethiopia (75%) (29).

n = (Za/2)2 P(1 - P)/52 V
n= 1.96%1.96%0.75(1-0.75)/0.05*0.05 @3

n= 288 adding 10% =317
Where as

n= sample size

p= population proportion 0.75 QV

sing simple random sampling formula by using Epi info

95% confidence interval, ratio of exposed to unexposed one and



Table 1: Sample size determination using second objective for vitamin A supplementation
coverage and associated factors in west Azernet Berber district

SN | Factors Proportion (%) Powe | AOR sample Reference
Expo | Unexpos |r size
sed ed including
10% response
rate
1 | knowledge |64.6 35.4 80 0.55 475 (30)
on VAS
2 | Educational | 71.5 81.8 80 0.53 484 (29)
status of
respondent
3 | Wealth 25 25.39 80 1.80 469 (29)
index

Total sample size was compared between,for Tirst . and second specific objective and the largest

sample size 484 was taken including 10% nongyresponse rate.

4.6.2 SAMPLING TECHNIQUE

Simple random sampling technique was used to employ the required study participants. In this
study all four clusterqwas“included in the study. First total sample size were proportionally
allocated to each cluster based onithe total number of women having eligible child in each cluster
,then | was take registered,data from HEW before data collection to provide an identity code for
each eligibleghousehald in all clusters. After addressing the number of mothers having eligible

children computer generated random sampling technique was used in each clusters separately.
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Figure 2; Sampling procedure for vitamin A supplementation coverage and associated factors in
west Azernet Berber Woreda South West Ethiopia, 2021
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4.7. DATA COLLECTION PROCUDER

4.7.1. Data collection Tool

Structured questionnaire was developed through critical review of relevant literature (31). The
questionnaire had four parts. These are Socio-demographic and socioeconomic characteristics,
maternal health related characteristics, maternal knowledge regarding vitamin-A and VAS, and

child health care related characteristics.

4.7.2 DATA COLLECTORS
Eight Diploma health professionals as data collectors and two BSC public*healthgrofessionals as

supervisors working in the district were recruited.

4. 7.3 DATA COLLECTION TECHNIQUE

Direct face to face interviewing was conducted with /mothers.@rcaregivers having children aged
6-59 months, by giving a code for that specific househeld, to make sure whether the child took
VAS or not. EPI chart was used, for those whehdon’t daave EPI chart maternal recall was

considered.

4.8. DATA QUALITY CONTROL MEASURES
4.8.1 QUESTIONNAIRE

The research questionnaire was prepared in English version and translated into local language
(Amharic) and retranslated back to Englishfto check consistency by experts. Before the actual
data collection the questiennaire,wasgpre-tested on 10% of the calculated sample size, and then
necessary modificatiofiwas dane accordingly. To minimize recall bias error on whether the child

took vitamin-A supplementation cress checking with the other family member was done.
. 4.8.2 SUPERVISION AND'FOLLOW-UP

Continuous supervisiomand follow up of the data collectors were made to review and check for
completeness and consistency of the collected data on daily bases by supervisors and principal
investigators. Incomplete and unclearly filled questionnaires were given back to the interviewer
and the interviewers were going back to the coded household and fulfill the questionnaire by
interviewing the mother. The collected data will be handled and stored carefully and

appropriately.
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4.9. METHODS OF DATA ANALYSIS

Data cleaning and editing was started from the start of data collection to data entry. Data was
coded and entered in to Epi-data version 3.1 then it was transferred in to Software for Statistics
and Data Science (SPSS) version 21 for data processing and analysis. Data cleaning was

performed to check accuracy, consistencies, missing values and variables.

Descriptive statistics was carried out to illustrate the percentage and frequencies of study
variables. Bivariate logistic regression model was used to test ifithere was an association
between a dependent variable and each independent variable factors statisticallySignificant at a
P-value of used 0.2 and less at bivariate logistic regression were takento multivariable logistic
regression. Variables with the P-value of < 0.05 and AOR 95%,CI1 was considered as statistically
significant. The goodness of the model was assessed whether thexequired assumptions for the
application of multivariate logistic regression were fulfilled¢orthe model was adequately fit the
data. Hosmer and Lemeshow test was used toseheck™model fithess and multicollinearity was

assessed using the variance inflation factor (VIF).
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4.10 ETHICAL CONSIDERATION

Ethical clearance was obtained from institutional review board of collage of medicine and health
science Wolkite University, and it was offered to west Azernet Berber woreda town health office
All the basic principles of human research ethics (respect of persons beneficence, voluntary
participation, COVID19 protection technique and confidentiality) were respected. The purpose
and important of the study was explained, and written informed consent were secured
.participant’s involvement in the study was voluntary bases and that they could withdraw any
time if they wanted. All the information’s was taken from the resp ts have been used for
research purpose only. Confidentiality and privacy was maintai e name of the

respondent’s.

&
&
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4.11 DISSEMINATION OF RESULT

The results of the study will be disseminated to Wolkite University College of medicine and
health science department of public health and also will be shared to the WABW health
Department and health institution offices. The discussion will be held with the health centers so
as to share the findings of the study and to give recommendations on areas of improvement to
sustain the objectives of the study. Finally, results will be published on the reputable national and

\@Q
{9\/
N
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5. RESULT

5.1 SOCIO-DEMOGRAPHIC AND ECONOMIC CHARACTERISTIC

In this study a total of 471 caregivers were participated with the cumulative response rate of
97.3%. Regarding marital status 421(87.5%) marred. The majority of mothers age 280(59.4%)
were 25-34 years. The majority of mothers 340(72.2%) lived in rural area. The majority of
mothers 315(66.9%) were Silte and 319(67.7%) of mothers are Muslim. Regarding number of
under five children in household 432(93.2%) of mothers had one to two children. The mean

educational level. Regarding economic status of the fa

Ethiopian birr monthly income. Regarding maternal

Table 2; Socio-demographic characteristic of caréigivers who have children aged 6-59 months, in

N
Variables
Frequency Percentage (%)

Child age
6-11 56 11.9
12-59 415 88.1
Child sex

Male 256 54.4

Female 215 45.6
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Maternal age

15-24 88 18.7

25-34 280 59.4

35-49 103 21.9

Maternal relation V

Biological 467

Foster 4 0.8

Residence

Rural V 72.2

Urban 131 27.8

Ethnicity

Silte 66.
9

Gurage 61 13

Oromo 5 1.1

Amara 41 8.7

Hadiya 49 10.
4

Religion

Orthodox 92 195




Muslim 319 67.7
Protestant 60 12.7
Maternal education
Unable to read and write 101 21.4
Primary and secondary 305 8
Tertiary education 60 1
Religious education 5 % 1.1
Maternal occupation \
Student 23 4.9
Housewife 2 57.7
Government employee 73 15.5
Non-government employee 2.8
Merchant 18
Daily laborer 5 1.1
Marital status
Single 0 0
Married 421 87.5
Divorced 16 3.4
Widowed 11 2.3
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Separated 32 6.8
Fathers educational status

38 9.2
Unable to read and write

242 58.7
Primary and secondary
Tertiary 127 0.
Religious education 5
Fathers occupation
Student 1 \ 0.2

Government employee

Non-government employee

1V 29.4

47 11.4
3 22.6
48

Merchant

Daily laborer 11.7
Farmer 102 24.8
Monthly income

<2000 270 57.3
>2000 201 42.7
Household decision maker

Husband 183 38.9
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Wife 98 20.8
Jointly 190 40.3
Family size

<4 204 43.3
5-6 200 42.5
7-10 67 14.2
Number of <5 children

<2 438

3-4 32

Times take to health facility

(minutes)

10-35 226 48
36-60 187 39.7
61-90 58 12.3
Ownership of livestock V

Yes 302 64.1
No 69 35.9
Ownership of agricultural |

Yes 54.4
No 45.6




5.2 MATERNAL HEALTH CARE RELATED CHARACTERISTICS
In this study majority of mothers 347(79.6%) had 3-4 ANC visit, 219(46.5%) mothers had

postnatal care, 253(53.7%) mothers got advice from peers/ family about vitamin A

supplementation, 34(7.2%) mothers disapproved by husbands about vitamin A supplementation,

whereas, 331(70.3%) of mothers got nutrition related counseling by health workers, 267(57.4%)

mothers deliver the index child above two years interval, as shown table 3

Table 3;Maternal health care related characteristics of care givers

have children aged 6-59

months, in West Azernet Berber woreda, south west Ethiopia,2021

Variables

Total(N=471)

Frequency

2

Percentage (%)

Number of pregnancy \

<3 3 66.2
4-6 31.2
7-9 12 2.5
Alive child

<3 715
4-6 126 26.8
7-9 8 1.7
Age at marriage

15-20 397 84.3
21-25 67 14.2
26-30 7 1.5
Age at first pregnancy
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329 69.9
15-20
21-25 124 26.3
26-33 8 3.8
ANC follow-up
Yes 436 92.6
No 35
Number of ANC follow up
<2 89
3-4 347
Birth place
Health institution 428

Home 43
Postnatal care visit

Yes V 46.5

No 252 53.3
Place of PNC

Home 41 18.7
Health institution 8 81.3
Birth interval

<23 month 198 42.6
24-75 month 267 57.4
distance to health facility(km)

0.250-2.5 363 77.1
2.6-5.00 108 22.9
Nutrition counseling by Health

work

Yes 331 70.3
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No 140 29.7
Advice from peers/family about
VAS
Yes 253 53.7
No 218 46.3
Husbands disapproval

34 7.2
Yes
No 437
Maternal work load
Yes 70
No 401 85.1

N

AV
S
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5.3 MATERNAL KNOWLEDGE RELATED CHARACTERISTICS
5.3.1 MATERNAL KNOWLEDGE RELATED TO VITAMIN A FOOD SOURCE

The majority of caregivers 352(74.7%) of them heard vitamin A source foods, 30(8.5%)
caregivers did not mention any food source and 170(48.2%) did not know medical consequence
of VAD.

Table 4;Maternal knowledge related characteristics of care givers who have children aged 6-59

months, in West Azernet Berber woreda, south west Ethiopia, 2021

Total(N=471)

food

Variables
Frequency ent (%)
Have you heard VA source \

Yes 352 4.7
No 119 25.3

Mention VA Food source

Not mention 30 8.5
Vegetable and fruits 32 37.4
Egg and milk 91 54.1

Mention Medical

Consequence of

Not mention 170 48.2
Night blindness 131 37.1
Growth failure and skin | 52 14.7
dryness
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5.3.2 Maternal knowledge related to vitamin A supplementation

In this study 247(52.65%) mothers heard vitamin A supplementation, from those mothers
44.76% of them heard from health workers, as shows figure 3

a0

40

Percent

20

10

health workers media hooks and magazines

source of information

Figure 3; Source of information about vitamin A supplementation among mothers who had
children aged 6-59 months in West Azernet Berbere Woreda South West Ethiopia, 2021

31



In this study 249(52.9%) of mothers had good knowledge about vitamin A supplementation as

show figure 4

Figure4; maternal knowledge ab itamin A supplementation in West Azernet Berber Woreda,

south west, Ethio
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5.4 VITAMIN A STATUS OF CHILDREN

In this study 273(58%) of children received vitamin supplementation, as show figure

key
B RECEIVED

Figure 5; Children vitamin A supplementation status in West Azernet Berbere Woreda, south
west, Ethiopia, 2021
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In this study children’s received vitamin A supplementation 94(34.4%) door to door
supplementation stratagem, as show figure 6

40

30

20

Percent

10

door to door sick child visit to health
facil facil

Child last dose immunized sight

Figure 6; | sight of vitamin A supplemented children in West Azernet Berbere

Woreda, South Wes pia, 2021
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5.4.1 REASONS WHY NOT CHILDREN RECEIVED VAS

Among those reasons 90 (91.1%) mothers had not awareness about vitamin A Supplementation.
However 24 hours recall 43(9.1%) of children eat greater than four food groups as shows Table

Table 5;Maternal reasons why not their child take vitamin A supplementation and 24 hours recall
in West Azernet Berbere Woreda, South West, Ethiopia, 2021

Variables Total(N=471)

Frequency nt

Reasons not take VAS

Not aware 90

Fear of toxicity 27

Forgetting 57 1
Need of other incentive 15 3.2

Paternal disapproval 9 1.9
24 hours recall
<4 food groups 90.9

>4food groups 43 9.1
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5.5 Child health care related characteristics

From the total of 471 children 264(56.1%) gate weight, height and MUAC measurement,
171(36.1%) children developed diarrhea the last two weeks, 172(36.5%) were developed cough,
difficulty of breathing as shows table

Table 6 child health care related characteristics of care givers who have children aged 6-59
months, in West Azernet Berber woreda, south west Ethiopia, 2021

Variables Total(N-471)
Frequency C(
Measurement of Height, Weight,
MUAC)
Yes 264 6.
No 207 9

Diarrhea the last 2 weeks \
Yes 36.3

Yes 36.5
no 63.5

17
No 63.7
Cough within 2 week
‘ 172
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5.5 ANTHROPOMETRIC MEASUREMENT
In this study 68(14.4%) of mothers had mild malnutrition and 2(0.4%) of children were

developed severe acute malnutrition as shows table

Table 7; Anthropometric measurements of mothers and their children aged 6-59 months, in West
Azernet Berber woreda, south west Ethiopia, 2021

Variables Total(N=471)
Frequency nt (%)
Mothers MUAC(CM)
14.4

19-21.99 68 %
22-24.99 168 \ 35.7

>25 35V 49.9
Child MUAC(CM)

<11 0.4
11-11.9 55
12-12.4 49 10.4
>12.5 394 83.7




5.7 Factors associated vitamin A supplementation
5.7.1 Factors associated to vitamin A supplementation among overall participants

In the bivariable analysis child age, residence, monthly family income, number of under five
children, ANC visit, birth interval, number of ANC visit, birth place, PNC, nutritional
counseling, advise from peers/family about VAS, husbands disapproval about VAS, maternal
knowledge about VAS, information about VAS, child weight, height and MUAC measurement
and history of diarrhea within the last two weeks were included to_multivariable analysis at p
value of <0.2. After adjustment of these independent variables: monthly‘family incéme, postnatal
care, advice from peers/family about VAS, husbands disapproval about,VVASyinformation about
VAS and maternal knowledge about VAS were sigaificantly associated to vitamin A
supplementation at p value <0.05. Families monthly_incomegreatef than 2000 ETB were
2.44[AOR=2.44, 95%Cl(1.441,4.135)] times more likely reeeived vitamin A supplementation
than those mothers who had less than 2000 ETB monthly income. Mothers who had postnatal
care were [AOR=2.052, 95% CI (1.227, 3.430)]n, timesgmore likely received vitamin A
supplementation than those mothers who had not postnatal, care visits. Mothers who had advice
from peers/ families 1.158[(AOR=1.158,“95% CI, 04288,3.646] times more likely received
vitamin A supplementation than those mathers Wheid not get advised from their peers/family.
Mothers who had information about vitamin{A supplementation 2.060 (AOR=2.060, 95% CI
(1.075, 3.947) times more likely receipt VAS than those mothers who did not had history of
information about VAS. Mothers which disapproved by their husbands 0.303 [(AOR=0.303,
95% C1(0.116,0.795)] times,less likely“received vitamin A supplementation than those mothers
who did not disapprovethby their husbands. Mothers who had good knowledge [AOR=0.589,
95% CI(0.376,0.923)stimesyless likely received vitamin A supplementation than those mothers

who had poor knowledge, as'shows Table 8
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Table 8; Multivariable analysis of vitamin A supplementation among children aged 6-59 months
in West Azernet Berber Woreda, South West, Ethiopia, 2021

185 63 4.505(3.043,6.668) 060 ‘Cg' ) |0.029

88

3.664(21457,5.493)¢| 2.44(1.441,4.135)

1

2.857(1.948,4.192) | 2.052(1.227,3.430)
1 1

yes 160 93 1.509(1.106,2.311) | 1.158(0.288,3.646)

no 113 105 1 1
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yes

10

24

0.276(0.129,0.591)

0.303(0.116,0.795)

0.015

No

263

174

Good 124 125 0.486(0.334,0.707) | 0. 0.376,0.923) 0.021
Poor 149 73 1
Footnote; Hosmer-Lemeshow goodness of-fit =0.717 Om of 'model

coefficient=<0.001

2

Q\/
&
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6. DISCUSSION

This study assessed vitamin A supplementation coverage and associated factors among
caregivers having children aged 6-59 months, due to its several benefits for the child world
health organization (WHQO) recommended vitamin A supplementation two times a year(2).
Family monthly income, postnatal care, maternal advice from peers/family about vitamin A
supplementation, husband’s disapproval about vitamin A supplementation, information about

VAS and maternal knowledge about VAS are independent factors of this study.

The coverage of vitamin A supplementation in this study was fower than the global
recommended minimal coverage level and indicators a need for policy“makersiand public health
practices in the region to scale up vitamin A supplementationiamong children aged 6-59 months.
It is only 58% [95% CI (53.7, 62.0)] of mothers reporteditaireceive MAS their children up to five
years, which is comparable in twenty three Sub-Saharan“African countries 59.4%(10),
Gawadabawa district Sokoto State, Nigeria 61%n(25). The study conducted in Wonago district
Southern Ethiopia 59.3% (19). Even though there isi@difference in the study period and study
setting, the comparability of the studymight be due t0 the study setting of some of the
abovementioned studies are nearer to his study setting; those studies also were done in recent
years. This implicates nearly consistent, andhupdated information might disseminate to the target

population regardless of the study period and study area difference.

However the coverage of vitamin A supplémentation in this study setting is higher than vitamin
A supplementation in semi-urbanrareanof Kwazulu-Natal Province, South Africa (34.9%) (32).
In Ethiopia studies it™is, alse_ higher than in study of EDHS 2016(45%) (33), mini EDHS
2019(47%) (34).4Rublic Haespital“Jimma Zone South West Ethiopia 26.1 %,(17), and Aleta
Chuko woreda, Sidama zone:seuthern Ethiopia36.2 % (35).The potential justification might be
due to increasemin, maternal and child health service accessibility and increases maternal
awareness of vitamin A“supplementation. Furthermore, there is variation in socio-demographic
and maternal health care characteristics of the study participants with the referenced study such
as family monthly income and postnatal care respectively. There are studies shows children with
rich wealth family and mothers postnatal care at health facility or home are more likely receipt
VAS their children than others(5, 24) .
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On the other hand vitamin A supplementation in this study is lower than the study conducted in
Hegarmanah Village, Jatinangar (92.27%(10), Federal Territory, Abuja, Nigeria 67% (11), and
Humbo district 75% (3). Hegarmanah Village, Jatinangar (8), study might be due to variations
mothers understanding about VAS was good through media exposure and getting information
before camping day (8). In Federal Territory, Abuja, Nigeria (11), study might be due to
variations of caregivers who had heard about vitamin A, heard from town announcers, had
working radios and lived less than 10 minute away from health facility (11), the study in Humbo
district (3), study might be due to variations better knowledge about thelimpact of VAS enhanced
awareness creation and improving socio-economic status offthgmcommunity and mothers
obtained information on vitamin A supplementation from health extinction workers and health

development armies (3).

Children from the rich wealth family had 2.44 timesé#fmore likely receipt vitamin A
supplementation compared than the poorest family. ThisS better/comparing with the study done
in Humbo district (3) and Nigeria(37). The possible,justification for this factor might be the
richest families easily arrive to health facility or immunization sight by transportation and getting

information through mass media.

According to this study result mothers who*had history of postnatal care 2.052 times more likely
received VAS their children than“methers wh@ didn’t get postnatal service at health facility or
home. This is nearest to National vitamin~ A supplementation in Ethiopia (4).The possible
explanation could be previdingzeffective and efficient postnatal care services by health care
providers delay the intreduction of important and consequence of VAS counseling. Therefore
effective counseling at PNE couldiincrease maternal knowledge and understanding of VAS for
the children.

Mothers who had geed knowledge about VAS 0.589 times liss likely recived VAS their child
than those mothers who had poor knowledge. This study is not supported in Humbo distric
(3).The potantial difference might be due to the fact that mothers who had knowledge they
think that preventing VAD by other olternatives like VA sourec foods, others had misse

information about important and toxicity of VAS.

42



In this study Husbands disapproval about vitamin A supplementation was 0.303 times less likely
received VAS their children than those mothers who did not disapproved by their husbands. This
comparable with the study conducted in Sokoto State, Nigeria (25). The possible explanation

could be indeterminate reasons from mothers, fear of toxicity and childhood illness.

Maternal advice from peers/families 1.158 times more likely received VAS their child than those
mothers who did not share advice from family/peers. This is not supported a study conducted in
Sokoto, State, Nigeria (25). The potential difference might be through awareness creation to the

community and media exposure is enhancing information sharing about™importantof VAS.

Mothers who had information about VAS 2.060 times more likely received VAS their child than
those mothers who had no history of information. This study supported by Humbo district
southern Ethiopia (3). The possible Explanation might be mother’s’ better knowledge about
important of VAS enhanced to attendant of their child receiveVVAS properly.

/. STRENGTH AND LIMITATION OF THE STUDY:

7.1 STRENGTH OF THE STUDY

The study is representative due to community based cross-sectional study. The study had high
response rate. A standard questionnaire develgped by addressing published literatures was used
with only slight adaptation to the locahcontext: It also provides recent update information related

to vitamin A supplementation and associated factors.

7.2 LIMITATION ORJTHESTUDY

In this study, the age of ehildren™fer initiation of first dose of vitamin A supplementation was
between 6 and 11 monthsigSince, this period may lead to caregiver’s memory lapse during data
collection duente, interaction of other vaccination like measles and lack of awareness with
vaccination, since, the“study used birth recall and immunization cared to measure vitamin A
supplementation. This study only assessed quantitative aspect, note address qualitative aspect,

so, it didn’t include the attitude of caregivers related to vitamin A supplementation trained.
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8. CONCLUSION AND RECOMMENDATION

8.1 CONCLUSION

Vitamin A supplementation is found lowered to compared to the global recommendation and
national targeted. There is a high difference with other findings and national recommendation.
The study found that monthly family income, ownership of agricultural land, postnatal care,
maternal advice from peers/family about vitamin A supplementation, husband’s disapproval
about vitamin A supplementation, information about vitamin A supplementation and maternal
knowledge about vitamin A supplementation were significantly “@ssociated te, vitamin A
supplementation among overall study participants. Among thosepfamily, monthly income,
ownership of agricultural land, advice from peers/family andéhusbands disapproval are positively
associated to vitamin A supplementation. Knowledge aboutiwitamingA supplementation is

negatively associated to vitamin A supplementation.

8.2 RECOMMENDATION

Health care workers should enhance counseling and“advice on vitamin A supplementation,
initiation time, interval and important. It 1Sialso apply door to door vitamin A supplementation
strategy rather than camping supplementation. HEM.and HDA crate awareness for caregivers for
continuation of full immunization. In campaign and fixed sight VAS program health workers
announce information, createawareness for caregivers and making appropriate arrangement to
attain the nearest health facility or outreach sight with their eligible children. Vitamin A

fortification and dietary diversification‘'should also be setup to enhance vitamin A intake.
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10. Annexes

10.1. ANNEX 1. Informed, con agreement form

Hello, My Name 18h..... 00 oo, From Wolkite University College
of medicine a iences, and now | am conducting a survey on utilization of vitamin A

supplementation practices among mothers of children 6-59 months old.

TITLES: Coverage of vitamin A supplementation practices among children aged 6-59 months in

west Azernet Berber woreda, 2021

OBJECTIVES/PURPOSE: To assess utilization of vitamin A supplementation and associated

factors among children aged 6-59 months in West Azernet Berber woreda
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PARTICPATION: You have been selected by chance among the participants.

POTENTIAL RISK: During the participation of the study, you may west about 10-20 minutes,
otherwise there will no injections, drawing blood or anybody fluid involved. In general,
participating in this study has no potential risk.

POTENTIAL BENEFIT; Participating in this study had no direct financial benefits are there
related the study, but you will acquire or increase knowledge related to the use of vitamin A

supplementation.

COFIDENTIALITY AND PRIVACY: Participation in thi i y and you can

choose not to take part. All information you give will be inglu i port and there will be

no way to identify you as one of the people who gave i atien. OU have any questions
contact the investigator
through:

Cell phone: 0912340471 B.B and Email,yibinaberi g

Q\/
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Declaration

I have obtained adequate information about the process and the objective of the study and | have
understood the purpose, advantage and disadvantage of the study titled vitamin A
supplementation and its associated factors among preschool children aged 6-59 months in

Western District, Silte Zone.

I also understood that the research imposes no risk on me and my family. | have been told that if

| feel discomfort to respond to any of the question, it is free to with

do so. | have understood the information given and the participation is tely voluntary
based. | have been told that my answers to the questi ot\ be given to anyone.
Now | am giving my written consent to participate in the stue arily. Could I have your
permission to continue?

1. Yes

2. No, Stop \

Data collector: Name ignature Date

Result

1. Questionnaire completed
2. Questionnaire partially completed
3. Participant refused

4. Others (please

Supervisor’s Signature Date
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10.2. Annexs.2: Questioners

No | Part I:- Socio-demographic and socioeconomic characteristics
001 | What is the age of the index child (in
complete months)
002 | Sex of the child 0.male
1.female
003 | What is your age (The mother, In complete
years)
004 | Status of the mother
005 | Residence?
006 | What is your ethnicity?
Gurage
2. Oromo
3. Amara
4. Hadiya
5. Other
(specify)
007 0. Orthodox
1. Muslim
2. Protestant
3. Others
008 | What is your highest educational status | 0. Unable to write &
(maternal)? read
1. Primary and
secondary
2. Tertiary
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3. Religious education
009 | What is your current occupation (maternal)? | 0. Student
1. Housewife
2. Government
employee
3. Non-government
employee
4. Merchant
010 | What is your current marital status If
(maternal)? other
2. than *
marrie
Other d’ skip
(specify) to
“Q013
011 | What is your husband’s highest educational | 0. Unable to write &
status? read
1. Primary and
secondary
2. Tertiary
3. Religious education
012 | What is your husband’s current occupation? | 0. Student
1. Government
employee
2. Non-government
employee




Merchant

4. Daily laborer

5. Other(Specify)

013 | Net family monthly income (In ETB)
014 | Who is the decision maker of the household? | 0. Husband
1. Wife
2. Jointly
3. Ot
015 | How many are family members living
together (family size)?
016 | How many numbers of under-five children
are living in the household (including
biological offspring)?(in number)
017 | What time it takes to reach to th r-by
health institutions? (In Minute)
018 | Ownership of livestock’
0.Yes
1.No
019 | Ownership of ag d
0.yes
1.No

Part Il: Maternal hea

care related factors
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200 | How many pregnancies have you had in
your life (including the index child)? B
201 | How many of them are alive?
202 | What was your age at marriage?
203 | What was your age at first pregnancy?
204 | Did you have ANC follow up for this chi 0. Y If No,
~aNo skip
to;
Q206
205 | If yes how many times ou have C
follow-up? (frequency!
206 | Whe u'give birth (the index child)? | 0. At health institution
1. At home
2. Others (specify)
207 | Did you have PNC follow up for this child? | 0. Yes If no
1. No skip
Q9
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208 | How long is your preceding birth interval (in Month)
(in month)

209 | What is the estimated distance of the nearby | ....................
health institution from household (in KM)

210 | Did you receive nutrition related | 0. Yes
counseling? 1. No

212 | Did your husband disapprove your idea to | 0. Ye

211 | Did you get an advice from peer/ family | 0. Yes
members regarding VAS to your child 1. NOQ

give your child VAS ?
213 | Do you believe that you have work load
(maternal Judgment) \

Part 111: Maternal knowledge regardi itamin-A VAS
Questions to be asked to assess m ledge

300 | Item

301 | Have you ever heard of

consequences of vitamin-A Night blindness

vitamin-A source no
302 | List at least two es | 0. Not mention
of vitamin 1. Vegetable and fruit
2. Egg, milk
303 | List at 0 medical | 0. Not mention
1.
2.

deficiency Growth failure and skin dryness

Maternal knowledge towards VAS
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Items Scoring
304 | Have you ever heard vitamin-A | 0. No
supplementation 1. Yes
305 | If yes where did you heard? 0.not mention
1.health workers
2.Media
3.Boo©
306 | What is the importance of vitamin 0. Ifdidn’t know
supplementation f the mother answer to
prevent VAD
307 | At what age of the child t Wf didn’t know
should be given 1. It the mother reply
between 6-11 months
308 | At what interval VAS should be 0. Ifdidn’t know
1. If the mother reply at 4-
6 month interval
309 | Until what the child should VAS | 0. Didn’t know
given 1. If the mother reply at

until 5 year
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Questions to assess VAS status of children

308

Did your child receive VAS like this? Show
VA capsule

0. Yes
1. No

309

If the reply for Q308 is No”, why your child
did not take VAS?

0. Not
VAS is given or not

aware  whether

1. Fear of toxicity or
to be

cause the
sick

2. Forg

3. Need

entive
nallparents
di al

ther (Specify)

other

310

Where your child took this last doV
1. On campaign
2.

S

n routine visit to

health facility

Door to door
3. Sick child visit at
health facility

311

How man take your child the

last urs?

1. less than four food

2. >4 food group

Part IV: Child health care related characteristics

400

Did your child get history of Height, Wight

and MUAC measurement?

0.Yes
1. No
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401 | Did your child history of diarrhea the last 0. Yes
two weeks? 1. No

402 | Did your child history illness, cough, and 0.Yes
difficulty of breathing? 1.No

403 | Did your child history of measles the last 0. Yes
two weeks? 1. No

Part V: Anthropometric measurements

500

Mothers MUAC (in cm)

501

Child MUAC (in Cm) \@

Q\/
S{-
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