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Executive Summary 

Background 

This study was initiated by the Southern Nations, Nationalities and Peoples‘ Regional 
(SNNPR) Bureau of Health (BoH) in collaboration with UNICEF Ethiopia. The 
overarching objective of this study is to find out the events that led to the deterioration in 
the nutritional status of children, assess to the extent the families made use of existing 
social protection services, and seek to understand how existing programmes could be 
modified or new programmes introduced to avoid a future major influx of children into 
Therapeutic Feeding Programme (TFP).  

 
Findings 
 
Causes of malnutrition 
 
The causes of the recent nutritional emergency resulting in high TFP admissions of 
children in the SNNPR are multifaceted. Diseases followed by inadequate dietary intake 
were the main cause of malnutrition in the communities covered by the study. Based on 
the findings of the study, these factors are inter-related and in many instances 
concurrently exist. A significant proportion of the TFP admitted children (55.3%) were 
sick before losing weight to a small proportion of children (19.5%) who were not enrolled 
in the programme. Lack of a healthy environment coupled with poor health seeking 
behaviour has contributed to the occurrence of diseases and hence malnutrition.  
 
Sub-optimal infant and young child feeding practices, and food insecurity at household 
level resulting in inadequate intake of food were found to be the second important 
causes of the problem. These in turn were the result of climatic shocks, high food prices 
and lack of knowledge on optimum dietary practices. 
 
Demographic factors such as population pressure, large family size, high population 
dependency ratio, illiteracy and polygamy were found to be important determinates that 
contributed to the high prevalence of child malnutrition in the study areas.  Household 
income and wealth status were found to be strongly related with nutritional security of 
children and the need for enrolment in TFP.  Moreover, low decision making power of 
women on household resources has also contributed its share for causation of 
malnutrition. 
 
 
Social protection Services 
 
The study has examined access to such services and their roles in addressing causes 
of malnutrition that led children to enrol in TFP. The services considered by this study 
include: the Productive Safety Net Programme (PSNP); household asset building 
programme (HABP); emergency relief response services; water, sanitation and hygiene 
(WASH) services; the health extension services, general health services, extended 
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outreach strategy (EOS), community based nutrition programme (CBN); and therapeutic 
feeding programme (TFP). 
 
The chance of exposure of children to severe acute malnutrition has no difference 
based on PSNP status of households. This means, PSNP has not played significant 
role in reducing the number children enrolled in TFP. However, the PSNP households 
are economically poorer in many aspects including income and wealth status examined 
through this research. Therefore, PSNP has played a stabilization role so that the 
number of children from beneficiary households is not significantly increased.  
Moreover, the study has identified key impediments that have strongly minimised the 
role of PSNP in promoting the food security and contributing to nutritional improvement 
among the existing programme beneficiaries. These include: absence of full family 
targeting, delays in the transfer of payments, extensive participation of caregivers with 
severe acutely malnourished children in labour-based public works. In addition, the 
study came across localized targeting problems, such as in Hulla Woreda, that caused 
both inclusion and exclusion errors. 
 
Emergency relief programmes are managed by the government and NGOs to address 
transitory food insecurity in rural households. Significantly higher proportion of TFP 
households (46.3%) received emergency assistance compared to non-TFP households 
(38.7%) in the last three years period.  About 70% of households acknowledge the 
emergency assistances are coming on time without major delays. It also comes with mix 
of nutritious foods such as CSB or FAMIX that supports children. The programme 
helped mothers to stay at home with their children that they otherwise would frequently 
gone out in search of employment and income to buy food. The programme significantly 
reduced the number of acutely malnourished children which could have necessitated 
high TFP enrolment between January and May this year. 
 
The water supply sector is one of the most under developed sector that is recently 
gaining attention from the regional government and donors. Based on the household 
survey, only about 55.7% of households obtain drinking water from protected sources. 
In about 61.5% of sample households child caregivers are responsible for collection of 
water. These people usually travel about half an hour during wet season and one hour 
during dry season just to reach the water sources. Especially during the dry season in 
which severe-acute malnutrition starts to increase and children deserve more attention, 
compared to the usual period, mothers have to travel long distance and queue to fetch 
water.  
 
Limited annual capital budget allocation, shortage of manpower and scarcity of logistics 
(including motor bikes) at woreda level found to be critical problems to expand water 
supply coverage. In addition, often the level of attention given to the newly emerged 
water supply office at woreda level is far less than those traditional sectors such as 
agriculture, education and health. 
 
About 80% of the sample households had access to private or communal latrines. 
However, half of these facilities are not properly cleaned and used by households. 
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Nearly half of the population in the sample areas live in malaria endemic places. About 
47.1 % of households in these places had at least one insecticide-treated nets (ITNs) in 
their homes at the time of this study. However, only 25.7% the reference children in 
malaria prone places slept under ITNs a night before the survey. Nearly two third of the 
available ITNs were more than 24 months old since acquired by households. These 
data indicate that both access to and use of ITNs are minimal in the study woredas.   
 
The supplementary food rations provided to moderate acutely malnourished (MAM) 
children coverage is low and two month delay between screening and distribution of 
food rations is very common. These situations have contributed for lack of controlling 
acute malnutrition (SAM) at its moderate level before the lives children threatened and 
necessitated TFP enrolment which is socially and economically a costly undertaking. 
 
The TFP is a programme designed and implemented to provide nutritional and medical 
treatment for the severe-acutely malnourished children in order to reduce and prevent 
excess mortality through inpatient and outpatient services depending on health and 
nutritional status of admitted children. Based on the findings of this study the TFP has 
saved lives of thousands of children. According to our MUAC measurements about 76% 
programme admitted children demonstrated improvement; of which 26.3% fully 
recovered and 50.2% were moderately malnourished at the time of the survey. On top 
of this immediate outcome, the programme has created a forum for child caregivers and 
local authorities to be aware of the problem and management of sever-acute 
malnutrition. The knowledge of mothers on child health and nutrition has substantially 
increased as a result of the health education provided to them at OTP sites when they 
come with their children.  
 
The decentralization of outpatient treatment programme (OTP) sites has started but not 
in all the woredas as the roll-out of the services to health posts has not been fully 
implemented. This has resulted in caregivers travelling for long distances to get the 
services, and in many cases being referred to health centres. The TFP services were 
being interrupted in some places because of the shortage of ready to use therapeutic 
food (RUTF), drugs and other supplies needed to run the programme. Moreover the 
supplementary food rations, given to the children at discharge from TFP, are very 
limited or not available at all. Limitations in data recording and reporting across all the 
components of the TFP, and inadequate supportive supervision were commonly 
observed in all the woredas. The programme also misses a psychosocial support 
component to caregivers that are responsible to absorb the stigmas and discriminations 
from some community members for having malnourished children. 
 
The health extension programme (HEP) has demonstrated tangible benefits and has 
had a positive impact on the community health. Specially, the programme has 
significantly increased knowledge and information on child health and nutrition among 
community members. The health extension programme is run by the health extension 
workers (HEWs), the voluntary community health workers (vCHWs) and the model 
families at grassroots level. In all of the kebeles visited, at least one HEW was 
deployed. However, vCHWs and model families were not fully deployed in all the study 
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kebeles. Moreover, limited supervisory supports, at kebele levels, in relation with limited 
trainings and logistic capacity (mainly transportation) were commonly encountered by 
the HEP. 
 
Recommendations 
Different actors including households, communities, kebele administrations, woreda 
offices, regional authorities and federal level offices should play greater roles in 
addressing causes of malnutrition in the short and long run. Continued commitment of 
the government, the support of donors and engagement of civil society organizations 
remain vital in addressing the causes and mitigating impacts of malnutrition. The 
following key recommendations are forwarded, on the basis of the findings of this study, 
to these multi-actors for their considerations and actions in their efforts to reduce 
malnutrition. 
 
Recommendations that deserve immediate attention of actors: 

1. PSNP should ensure full family targeting, localised fixing of targeting errors, 
exemption of caregivers with severe-acute malnourished children from public 
works, and timely transfer of payments.  

2. Concerned government agencies and donors should make a strong effort to 
deliver targeted supplementary food rations on timely manner before MAM 
children reach to SAM level that threaten their lives.  

3. The fund flow from UN agencies evolved in EOS and CBN programmes for 
financing operating expenses should be expedited by resolving impediments.  

4. Concerned bodies should ensuring adequate and timely supply of RUTF, 
medicines and SF rations as long as TFP is necessitated in a particular area.  

5. Therapeutic feeding programme has to be fully decentralized and rolled-out to 
health posts as planned by the government with a capacity building to health 
extension workers on the programme approach and administration of basic 
antibiotics. 

6. The existing screening and TFP referral system need to be strengthened through 
community awareness and engaging voluntary community health workers 
(vCHWs) and HEWs in regular nutrition surveillance activities.  

7. Training and deployment of vCHWs and model families deserve immediate and 
strong attention to effectively implement the health extension programme in all 
the rural kebeles.  

 
Recommendations that deserve medium term attentions: 

1. Support the expansion of family planning services and ensuring the reproductive 
rights of women to reduce family size and hence minimize the risk of exposure to 
malnutrition.  

2. Develop and promote innovative and proven livelihood diversification options to 
cope with climatic, agricultural and market shocks should be a primary role of 
development actors.  

3. Support economic, social and political empowerment of women in addressing the 
basic causes of malnutrition through enforcement of gender related existing 
policies and initiating programmes.  
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4. Enhancing coverage of rural WASH services and practices deserve immediate 
attention to promote health and nutritional wellbeing of community members in 
general and of children in particular.  

5. Health education on the importance of environmental health including 
construction, management and use of latrines, proper garbage disposal and 
water point management need to expand and cover the whole community at 
kebele level. 

6. Nutrition education and counselling on child caring practices including optimal 
breastfeeding, and complementary feeding need to be strengthened by the 
HEWs, vCHWs and the model families with gender considerations. 

7. Enhancing health seeking behaviour of parents and caregivers is decisive in 
reducing severe-acute malnutrition. HEWs and vCHWs should intensively and 
extensively educate and counsel community for shaping up the health seeking 
behaviour and health service utilization. 

8. Special attention should be given to the production and consumption of nutritious 
food sources through household asset building schemes and special funds 
associated with CBN programmes and multi-sectoral collaborations. 

9. TFP should encompass a psychosocial component to support desperate 
caregivers whose children are affected by severe-acute malnutrition.  

10. Supportive supervision by the respective woreda officials and health 
professionals should be enhanced to strengthen the effectiveness of the 
extension programme and emergency nutrition interventions. 

11. Labour and time saving technologies and schemes need to be facilitated to 
create the opportunity for mothers to spend more time with their children 
providing them with the required care. 

12. Expansion of functional-adult literacy among child caregivers and household 
heads is recommended to enhance parents health seeking behaviour and 
expand livelihoods which in turn have a direct bearing in reducing the risk of 
exposure to severe malnutrition among children.  
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1. Introduction 

 

1.1 Overview of the nutritional situation in Ethiopia and SNNR 

 
Nutrition Emergencies in Ethiopia continue to undermine the wellbeing of people in 
many parts of the country. The country was experiencing and is continuing to 
experience frequent drought, the cycle of which is getting shortened. The condition is 
aggravated by the poor child caring practices including breastfeeding and 
complementary feeding, the poor quality and coverage of health services, lack of a 
healthy environment and food insecurity. The Ethiopian Demographic and Health 
Survey (DHS) carried out in 2005 showed that 47% of children under-five in country 
were stunted; a reflection of the poor socio-economic development of the country. The 
government of Ethiopia has taken a series of measures to improve the situation which 
include the formulation and approval of the National Nutrition Strategy in January 2008, 
where ―Strengthening Nutrition in Emergencies‖ is one of the well-articulated 
components. The National Nutrition programme, the implementation manual for the 
strategy, was later formulated and launched in June 2009.  Initiating the transition of 
emergency services like the Enhanced Outreach Strategy (EOS) into the regular health 
extension programme is also part of the National Nutrition Programme.     
 
The SNNPR was one of the regions hardest hit with nutritional emergencies in 2008. In 
response to these, the government and partners established a Therapeutic Feeding 
Programme (TFP) for children with severe-acute malnutrition since April 2008. The 
objectives of the programme were to provide nutritional and medical treatment for the 
severely malnourished children and reduce and prevent excess mortality. It was initiated 
because the existing health services were inadequate to handle large number of 
severely malnourished children. To this end, the government and partners allocated 
resources to respond to the crisis. The Regional Health Bureau and UNICEF later 
initiated this study to look further into the crisis, document the lessons learned, and 
examine if there are programmes that need to be modified.     
 

1.2 Objectives of the study and research questions 

The main objective of this research is to find out the events that led to the deterioration 
in the nutritional status of the children, assess to the extent the families made use of 
existing social protection packages and services, and seek to understand how existing 
programmes could be modified or new programmes introduced to avoid a future major 
influx of children into TFP. 
 
The specific objectives of the research are: 

i. Discover and assess the major causes of malnutrition that led children to be 
admitted into TFPs and make suggestions that would reduce the causes. 
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ii. To assess the availability and accessibility of basic social services in selected 
food insecure woredas and analyse their contribution in reducing malnutrition and 
food insecurity. 

iii. To discover and assess to what extent the families made use of existing services 
comprising the total social protection package offered in the area. 

iv. To assess how existing social protection packages are functioning and 
recommend actions for improvement and new interventions. 

v. To assess women‘s access and control of household and basic community 
resources in relation to household food security. 

vi. To discover reasons why households are not affected by malnutrition in selected 
food insecure woredas. 

 
On the basis of these objectives, the terms of reference (ToR) of this assignment posed 
a series of research questions to be answered. Among these, the overarching research 
question is to identify events that led children to be enrolled in therapeutic feeding 
centres and to understand the extent lack of food, poor health, or poor care of the child 
caused the deterioration of nutritional status of children. This research is also expected 
to provide answers to the following two sets of 11 detailed questions related to food 
security and basic social services: 
 
Food Security and Emergency Relief Related Questions 

1. What has been the likely impact of PSNP at mitigating the numbers of children 
enrolling in therapeutic feeding centres?  

2. To what extent have PSNP households benefited from emergency nutrition 
programme resources and does this differ from non-PSNP households? 

3. Among those children using TFP services coming from PSNP beneficiary 
households, would a higher level of resources transfer have prevented the child 
from being admitted into a TFP?  

4. For the non-PSNP households with children in therapeutic feeding centres how 
many qualify for PSNP and what can be learned about increasing PSNP 
resources, modifying PSNP resource transfer timings, improving PSNP targeting 
mechanisms, and modifying the mix between food and cash based transfer areas 
(The 2009 plan is to move from 95 per cent cash, 5 per cent food to 50/50)? 

5. What is the impact of the other food security programmes on children enrolling in 
TFPs? 

6. What is the impact of the emergency response programme interventions? 
 
 Basic social service related questions 

7. What is the impact of basic social services including health and WASH service 
provisions on children enrolling on TFPs? How does access to primary and 
referral point health centres, affordability and quality affect the likelihood of 
enrolment in TFP? 

8. What has been the likely impact of the health services in mitigating the number of 
children enrolling in TFPs? 

9. To what extent has the model family strategy helped reduce the risk of using 
TFP? 
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10. To what extent have cIMCI strategies, EOS and community-based nutrition 
strategies helped reduce the use of TFP? 

11. What services could be instituted to help families increase time for early 
childhood care? (If poor care is found to be a key factor in the enrolment of 
children into TFP) 

 

1.3 Study organisation 

The Southern Nations, Nationalities and Peoples‘ Regional (SNNPR) Health Bureau is 
the owner of this research. It was commissioned to Dadimos Development Consultants 
PLC by UNICEF Ethiopia as a funding agency. Dadimos team members closely worked 
with a steering committee established to oversee the research activities. Specifically, 
the steering committee organised of the regional Bureau of Health (BoH); Food 
Security, Disaster Preparedness and Prevention Office (FS/DPPO); Bureau of Water 
Resources (BoWR); Bureau of Education (BoE); and Bureau of Agriculture and Rural 
Development (BoARD) was instrumental in refining the research questions, 
methodologies and survey instruments. The Family Health Department of the BoH 
played pivotal roles together with Awassa UNICEF Office in facilitating this research. 
 
Dadimos assigned three senior researchers, six field supervisors, six qualitative data 
collectors, six note takers, and 60 enumerators to undertake this research. 

1.4 Structure of the report 

 
The study report is structured in to six chapters including this introduction chapter and 
annexes. Chapter Two reports on the methodologies and frameworks followed during 
the study design, data collection and analysis. Chapter 3 presents key findings on the 
characteristics of survey households and reference children. It discusses bout 
composition of households; labour supply; literacy status of the survey population; and 
characteristics of household heads, child caregivers and reference children by TFP and 
PSNP statuses accordingly. It also describes major livelihood strategies and outcomes 
in the study area. Chapter Four is dedicated to report on the social protection services 
that have actual or potential bearing on mitigating prevalence of severe-acute 
malnutrition that causes the children to enrol in TFP. This chapter has dealt with PSNP; 
emergency relief assistance; targeted supplementary food ration; therapeutic feeding 
programme; the health extension programme; water, sanitation and hygiene; and 
insecticide treated mosquito bed nets. Chapter Five presents the findings of the study in 
relation with immediate, underlying and basic causes of severe-acute malnutrition that 
led children to TFP. Chapter Six summarises key findings and puts forward 
recommendations to improve nutritional situation in the study areas. Finally, the report 
has four annexes one of which is part of the main body of the findings that presents 
some insights on factors of malnutrition presented in the form of risk analysis. 
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2. Methodology 

2.1 Conceptual framework of the study 

From its design stage, the study followed the sustainable livelihood framework of DFID 
and the framework for malnutrition from UNICEF. It considered the malnutrition 
framework as an extension of the sustainable livelihood framework to further 
conceptualize causal-effect dynamics of child malnutrition. 
 

2.1.1 Sustainable livelihood framework 

The livelihood framework used for this study is a conceptual model or approach to 
analyze the situation under which living systems and conditions are studied. It groups 
different people into common access groups that share similar sources of livelihood, 
socioeconomic, cultural, institutional and political systems. Livelihood-based analysis 
helped the team to group diverse population units into common livelihood access 
groups and analyse the equivalent effects of different variables, interventions or hazards 
of these relatively homogenous groups. In the analysis of livelihood strategies, the types 
of coping mechanisms that people use when normal livelihood options are not adequate 
were captured.  
 
The livelihood framework-based analysis focuses on five primary categories of the 
livelihood pillars (See Fig. 1). Theses pillars include: 
1) Livelihood strategies (production and income activities, processing, exchange and 
marketing activities, sacrifices and trade-offs),  
2) Livelihood resources/assets (capital, i.e., natural capital, economic/financial capital, 
physical capital, human capital, social and political capital) 
3) Institutional processes and organisational structures (state, formal civil society, 
informal civil society and private sector)  
4) Contexts, conditions and trends (policy, social, economic, political, environmental, 
infrastructure, demography and historical), 
5) Livelihood outcomes (various outcome measures to determine whether or not 
households are successful in pursuing their livelihood strategies) 
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Figure 1: The Sustainable livelihood framework 

 
This research has not covered all the issues and topics in the sustainable livelihood 
framework. This limitation arose mainly because the main research objective is not to 
conduct a full-fledged livelihood analysis but to understand factors of acute malnutrition 
considering livelihood framework as a lens. Therefore, the research deliberately limited 
itself to the following aspects of sustainable livelihood framework: 

 Livelihood strategies, 

 Livelihood assets (physical, economic, and human resources),  

 Institutional processes from the perspective of social protection services to the 
study population, and 

 Livelihood outcomes including food security, nutritional security, water security 
and health security in various ways. 

 

2.1.2 A frame work for malnutrition 

Nutritional vulnerability occurs when adequate quality or quantity of consumption and 
utilization of food by the body is threatened. This may occur during periods of food 
insecurity, high incidences of communicable diseases or when care is suboptimal (as a 
result of destitution, illiteracy, market failure, damage of crop harvests, loss of livestock 
or tradition). The conceptual framework for malnutrition is the best tool available for 
analysing these situations in policy and programme formulation, implementation, 
monitoring and evaluation. 
 
As recommended in the ToR for this study, this conceptual framework was applied as a 
subset of sustainable livelihood analysis by singling out nutritional security as one of the 
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key elements of sustainable livelihood outcomes. The framework below shows that 
causes of malnutrition are multi-sectoral, taking into account food, health and caring 
practises. Causes are also categorized as immediate, underlying, or basic, whereby 
factors at one level influence the other levels. These causes are also linked with the 
overall livelihood strategies of households and factors affecting livelihood outcomes 
such as livelihood resources, institutional systems and livelihood contexts. 

Underlying 

Causes

Malnutrition

Food Intake Disease

Household 
Food 

Security

Social and 
Care 

Environment

Access to 
Health Care 
& the Health 
Environment

Immediate 

Causes

Basic Causes Formal & Informal Infrastructure

Political Ideology

Resources  
Figure 2:  The conceptual framework for child malnutrition 

 
"Care" refers to behaviours performed by child caregivers that affect nutrient intake, 
health, and the cognitive and psychosocial development of the child. The study 
collected and analysed data on both the met and unmet needs of children in the study 
sites. The care aspect of nutritional analysis covered care practises and care resources. 
 
Food availability, stability, accessibility and care practises influence the amount 
(quantity) of food consumed, variety (diversity) of the diets, frequency of consumption, 
quality of food and the proportion of cereals, potatoes and other essential foods in the 
diet. Thus, in its factor analysis, the study attempted to uncover these issues in order to 
understand the role of diet for determining nutritional status of children. 
 
Practises that promote and maintain good health in the population are influenced by 
many factors including knowledge and environment. During ill-health, these practises 
include seeking health services from qualified personnel; accessing health services; as 
well as controlling and treating communicable diseases.  The poor health of individuals 
is normally associated with inability to engage in productive activities and higher 
expenditures on treatment instead of food items. Poor health increases vulnerability to 
food insecurity and therefore nutritional vulnerability. There is also a synergistic 
interaction between malnutrition and poor health. Thus, the study has examined these 
synergetic effects on the well-being of the children in target areas. 
 

The study used the UNICEF conceptual framework for malnutrition (see Fig 2) 
specifically to analyse: 
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 the immediate, underlying and basic causes of malnutrition among children being 
served by TFC, 

 the impacts of TFP in recovering malnourished children, and 

 the contribution of PSNP and other social protection services to ensure nutritional 
security of children. 

 
The study team integrated elements of the sustainable livelihood and malnutrition 
frameworks during methodology development, data analysis and report writing. As 
displayed in the two frameworks above, factors of malnutrition are part and parcel of 
livelihood analysis. In addition, the study considered nutrition as one of the livelihood 
outcomes during the livelihood analysis. However, limited by its objective the study 
mainly focused on child malnutrition. 
 

2.1.3 Benefits of combining sustainable livelihood and malnutrition 

frameworks 

As literatures and practises indicate, nutritional studies (as related to therapeutic 
feeding programmes) often concentrate on the immediate causes of malnutrition and to 
some extent the underlying causes. Usually they fail to deal with basic causes although 
the framework for malnutrition considers them as an important level of analysis. In 
addition, such nutrition related studies using this conceptual framework are often 
constructed based on data at the individual household and child levels. In analysing 
factors of malnutrition, they understate the role of basic causes at the macro and meso 
levels. Thus, combining the sustainable livelihood and malnutrition frameworks added 
the following values to the study: 
 

1. The sustainable livelihood approach seeks to identify multi-sectoral linkages in 
livelihoods which contain nutritional security. Thus, it gave the opportunity to 
adopt a multi-sectoral approach to the analysis of nutritional problems in the 
study areas. 

 
2. The sustainable livelihood approach promotes a consultative and highly 

participatory approach to information gathering. Nutrition studies traditionally 
have used technicians to collect data in a way that is oriented more towards 
external measurement and less inclusive of participant views.  In this case, a 
more participatory approach led to the generation of more imaginative and 
relevant recommendations that encompasses the views of different informants of 
the study. 

 

2.2 Quantitative method 

A sample household survey was conducted in April 2009 by the researchers in order to 
collect quantitative data on situations of households and children vis-à-vis causes of 
severe-acute malnutrition and the use of social protection services. The household 
survey questionnaire applied was structured into five modules and 32 pages (See 
Annex 4). The modules were: 
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1. Household demography (family member data) 
2. Basic information on reference (index) children (both TFP enrolled and non-

enrolled children) 
3. Health and nutrition (child dietary practises, care and childhood illness) 
4. Livelihoods (assets, strategies and food security) 
5. Access to and utilization of socioeconomic services (health extension services, 

water and sanitation, waste disposal system, and access to rural financial 
services). 

 
Although the survey instrument appears lengthy, respondents were not asked all of the 
questions. Some subsets of the modules applied to only TFP users or PSNP 
beneficiaries. On average a household questionnaire took about one hour to complete. 
In this way an enumerator could complete three or four questionnaires per day with 
some walking within villages. In total, 1,080 of these household interviews were 
conducted as part of our data collection exercise.  

2.3 Qualitative method 

The qualitative data collection was based on participatory rural appraisal techniques 
that engaged respondents in not only data provision but also analysis and interpretation 
of finding simultaneously. This exercise was done in April 2009 in parallel with the 
household survey. The qualitative data collection involved focus group discussions 
(FGD), key informant interviews (KII) and observations. Twelve sets of qualitative 
instruments with semi-structured questions and topics were applied to collect qualitative 
data. These instruments were: 

1. FGD with General community  
2. FGD with caregivers that enrolled children in TFP 
3. FGD with caregivers that did not enrol children in TFP 
4. KII with woreda food security desk 
5. KII with woreda office of health 
6. KII with woreda rural water supply office 
7. KII with health extension workers 
8. Livelihood profiling format 
9. Household case study – 1: positive deviant households with no children enrolled 

in TFP 
10. Household case study – 2: positive deviant households with children enrolled in 

TFP 
11. Household case study – 3: households with children enrolled in TFP and still 

malnourished 
12. Household case study – 4: households with children enrolled in TFP and still 

malnourished 
 

The research team completed the following key activities in relation to the qualitative 
fieldwork: 

 12 sets of FGD with caregivers having children enrolled in TFP 

 12 sets of FGD with caregivers having no children enrolled in TFP 

 12 sets of FGD with knowledgeable and influential community members 
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 24 household case studies 

 16 key informant interviews with health extension workers 

 6 key informant interviews with woreda health offices 

 6 key informant interviews with woreda agriculture and rural development offices 

 6 key informant interviews with woreda water resources development offices 

 12 key informant interviews with kebele food security task forces 

 10 key informant interviews with OTP sites 

 6 key informant interviews with therapeutic feeding units (TFU) 

 Observations of water points, health facilities, farm lands, PSNP activities, 

houses of study communities, etc. 

2.4 Sampling 

The study was designed to capture data from a reasonable number of households, 
through the household survey, and communities using quantitative and qualitative 
methods.  TFP status of households, livelihood systems of TFP implementation 
communities (sentinel sites) and number of TFP enrolled children in the sentinel sites 
were taken in consideration for the sampling design. The following sub-sections 
elaborate on the sampling procedures at livelihood zone, kebele and household levels. 
 
Livelihood zone clustering 
In SNNPR there are 41 livelihood zones based on the classifications made in 2005 by 
Livelihood Integration Unit (LIU) of the Ministry of Agriculture and Rural Development 
(MoARD)1. In our study, the livelihood zones, in woredas affected by severe-acute 
malnutrition, were first clustered into four major groups in order to reduce the number of 
livelihood zones and ease the geographic sampling procedure. These livelihood clusters 
were: 

1. Belg rain dependant areas 
2. Labour and remittances dominant areas 
3. Food purchase dependant areas, and 
4. Livestock dependant areas. 

 
Kebele selection 
After making a thorough analysis of data on enrolment rate (for 2008/09) in TFP and 
consultations with the Regional Steering Committee of this study and UNICEF staff the 
research team decided to visit at least 12 sentinel sites (or kebeles).  
 
Sentinel kebeles (sites) were systematically selected from the above mention livelihood 
clusters. From each livelihood cluster, two kebeles with high populations of TFP 
enrolled children were selected with the exception of the ‗belg rain dependant‘ livelihood 
cluster. Four kebeles were selected from this cluster since there were many woredas 
and kebeles that were affected by the failure of the 2008 belg rains.  
 
                                            
1
 Please refer to www.dppa.gov.et for further information on LIU‘s livelihood reports prepared on the basis 

of household economy approach (HEA). 

http://www.dppa.gov.et/
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In order to stay within the 
available budget constraints 
the study had to minimise 
travel distance from one 
woreda to the other or from 
kebele to kebele within a given 
livelihood cluster.  Therefore, 
the study team was able to visit 
two kebeles per woreda 
without compromising the 
livelihood clustering system. 
Based on this in total 12 
kebeles in six woredas were 
select for this study. These 
kebeles and woredas are 
located across the western and 
south-western parts of the 
region affected by severe-
acute malnutrition, also known as ‗hot spot areas‘. The map in Figure 3 displays the 
geographic distribution of the woredas where the sample kebeles are located in. 
 
Sample size determination and selection of sample households 
From the outset, the research had objectives and questions that demanded an 
understanding of the situations of both children enrolled and not enrolled in TFP. Thus, 
the research team developed a sample frame with households having and not having 
children enrolled in TFP. From each group 540 households were recruited for the 
survey. Thus, a total of 1,080 households were visited during field data collection. The 
number of households visited per kebele was 90; 45 were households having children 
enrolled in TFP and the remaining 45 were households having children not enrolled in 
TFP. 
 
The sample size was nearly twice that required based on the commonly applied 
statistical method for determining a sample size. The study team and UNICEF both 
agreed to increase the sample size to this level to enhance the predication power of the 
analysis. 
 
Field team members applied the bottle-spinning method to indentify and deploy 
households for the interviews. The kebele resident roster was not used as usual 
because it did not have information on the TFP status of households.  
 

2.5 Data entry and analysis 

 
Each completed questionnaire form was checked for consistency and post coding of 
answers before migrating the data to electronic format. This helped the team improve 
the quality of data, and eased the data entry by minimising errors.  
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Figure 3: Map of woredas covered by the study 
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A special data entry application was developed by the research team to manage the 
data entry work. This application was developed using a public domain software called 
CYSPro 3.3 of the United States Census Bureau.2 The application was designed in 
such a way that it controlled wrong entries outside the range of expected responses, 
and skip rules of the questionnaire were respected. In order to verify the quality of data 
entry, 10% of questionnaires were entered twice and double checked for consistency 
and systematic data entry errors.  
 
Once the data entry was complete, the data was exported from CYSPro to SPSS 15 for 
further data cleaning and analysis. This helped the research team easily undertake 
descriptive analysis and inferential tests of the data. 
 

2.6 Limitations of the study 

 

 Some causal factors of malnutrition were analysed using a recall of caregivers as 
to what happened to the children before or during the period they lost weight and 
enrolled in TFP. The recall period ranges from zero to 12 months for children 
enrolled when the programme started its operation and to the time the survey 
was conducted.  

 In addition the status of some behavioural issues, facilities and services during 
the time of the survey was used to analyze their contributions to malnutrition that 
had happened from zero to 12 months prior to the data collection depending on 
the time that the children exposed to malnutrition. 

 The study, in its most part covers about acute malnutrition. It did not address 
chronic malnutrition as this is out of our scope. 

 The study did not involve in major anthropometric measurement and reporting on 
existing nutritional status of children. Weight and height measurements were not 
conducted. However, it involved in middle-upper arm circumference (MUAC) 
measurements just to see the nutritional status of TFP enrolled children, during 
the time of this survey, as a quick way. 

                                            
2
 Information on CYSPro can be obtained from www.census.gov. 
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3. Characteristics of study households 

3.1 Socio-demography 

The socio-demographic and other essential household data were collected among 
1,080sample households from six woredas including Boloso Sore, Dila Zuria, East 
Badawachu, Hulla and Kedida Gamela of SNNPR. About 95.3% and 4.7% of the 
sample households are led by males and females respectively. These domestic units 
constitute a total of 6,616 persons, with an average family size of 6.2 persons per 
household which is higher than the regional average for rural areas, i.e, 4.9 persons per 
household from the 2007 National Cense Report. The male to female proportion is 
almost equal in survey areas, males represent 51% and females account for 49% of the 
population in the sample households (Table 1).  
 
Table 1: Demographic structure of sample households 

 Male Female Both Cumulative 

Sex proportions, % (N= 6,616 persons) 50.9 49.1 100.0  

Mean number of 
persons per HH 

TFP HHs   6.3a  

Non-TFP HHs   6.1a  

All   6.2  

Sex of HH head (N=1,080 HHs) 95.3 4.7 100.0  

Relation with HH head, % from total population  

Household Head 95.3 4.7 16.5 16.5 

1st Spouse 2.0 98.0 15.6 32.1 

2nd Spouse  100.0 0.3 32.4 

Son / daughter 51.8 48.2 62.6 95.0 

Son-in-law / daughter-in-law 52.6 47.4 0.6 95.6 

Grandson / granddaughter 59.7 40.3 1.2 96.8 

Father / mother of head or wife 34.2 65.8 1.2 98.0 

Brother / sister of head / wife 46.2 53.8 1.4 99.4 

Other relative of head/ wife 55.6 44.4 0.4 99.8 

Adopted / step-child / foster child 42.9 57.1 0.1 99.9 

Non-relative / Servant 40.0 60.0 0.1 100.0 

Total   100  

A t=1.14,  p=0.15 

 
The family system in the study areas is predominantly constructed from nucleus family 
members including household heads, spouses, sons and daughters. All together, these 
family members constitute about 96% percent of the population. Based on this fact, in 
general, extended family system is very uncommon for the study households. As part of 
nucleus family structure household heads and spouses make about 17% and 16% of 
household members respectively. Likewise, sons and daughters of the household 
heads account for about two-third (63%) of family members in the sample households.  
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Polygamy was reported by about 2% of the sample households. However, based on the 
results of qualitative assessment of the study this statistic seems to be lower than the 
prevailing fact in the study woredas. The wider presence of such family formation 
possibly attributes to a higher number of people per household as described above. 
 

3.2 Household Labour 

 
The survey households are 
characterised by a population 
distrubtion highly skewed towards 
children under the age of 15 (See 
Table 2 and Figure 4). As indicated in 
Table 2 children under 5 years of age 
constitute about 27.3% of the 
population in the sample households. 
Likewise, nearly 57% of the population 
is composed of children under the age of 15.  
 

 
Figure 4: Population pyramid for the sample survey 

 
The depandency ratio3 calculated for the sample population based on the data from the 
households survey is exeedingly high at 143%4 comapared to the National averages 

                                            

3
  

4
 The calculation of dependency ration in this study did not take the case of people with disabilities. Thus, 

this might have underestimated the real dependency ration result. 

Table 2: Age distribution of survey population 

Age Range Male Female  Total 

< 5 27.1 27.5 27.3 

< 15 Years 58.0 58.0 57.2 

15 - 60 Years 41.3 41.1 41.2 

> 60 years 0.7 0.9 0.6 

All Age Groups 
% 
N 

 
50.9 
3,370 

 
49.1 
3,246 

 
100 
6,616 

Table 3: Labour dependency ratio in the survey 
area and Sub-Sahara Africa 

 Percentage 

The 
survey 
areas 

TFP 
Status 

Enrolled 148.79 

Non-enrolled 138.45 

Sex of 
HH head 

Male 140.96 

Female 201.63 

Total 143.3 

Sub-
Sahara 
Africa a 

Ethiopia 93.4 

Kenya 83.0 

Sudan 79.0 

Uganda 108. 

Sub-Saharan Africa 86.0 
a) Source UNDP for 2005, except Ethiopia where data 
is computed from the 2007 Census Draft Report. 

Female Male 
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(93.4%) obtained from the 2007 Census Report by Central Statistical Agency (CSA) of 
Ethiopia (Table 3).  Furthermore, the National average is higher than the Sub-Sahara 
African agregate value which is estimated at 86%. As shown in the above table, the 
dependancy ratio is higher (149%) among families with children enrolled in TFP 
compared to families having no children enrolled in TFP (138%). This is a strong 
indication that households with a higher number of dependants have a greater chance 
for children to be exposed to severe-acute malnutrion and therefore look for TFP 
services. The dependency ratios calculated for male and female headed househlds are 
141% and 202% respectively. These statistics display how labour shortage is alarmingly 
high amoung female headed households  compared to male headed households. 
 
The high dependency ratio leads children to work before the age of 15 and to dropout 
after primary education at a high rate (ILO, 1999). It is know that, in rural Ethiopia, 
children younger than 15 contribute to the household economy through involvement in 
farm activity, livestock herding, or fetching water and firewood. Children in these 
chronically poor (sample) woredas are living in worse conditions in terms of the food 
and nutritional security than most other children in Ethiopia.   
 

3.3 Orphan hood and parental status of children 

Loss of one or both parents is one of the most common phenomena that jeopardize the 
wellbeing of children. The 
loss of a parent has 
significant psychological 
and economic effects on 
a child. The death of the 
mother, in particular, has 
dramatic psycho-social 
consequences. Loss of a 
father often means the 
loss of income and 

results in economic 
depression. (HAPCO 
2003). The survey 
collected data from 
sample households about 
the parental status of 
each child, including the 
reference child. Figure 5 
presents the percentage 
of orphaned children 
(from all) in the sample 
households. Based on 

this about 6.5% under 
five children have no one 

Figure 5: Percentage of orphaned reference children 

Figure 6: Percentage of orphaned children by age group  
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of their parents. Similar about 3.1% of the children have lost their mothers before 
complete their fifth year. As illustrated in Figure 6 about 5.5% of our reference children 
were orphans. The graph indicates that the likelihood of orphaned children to enrol in 
TFP is higher (6.2%) compared to those children with both biological parents alive 
(4.9%). The odds ratio calculated from these statistics indicates that orphaned children 
have 1.15 times (15%) higher chance to be malnourished and enrolled in TFP than the 
non-orphaned children. 

3.4 Literacy status of the survey population 

 
The literacy rate calculated for population 7 years or older is estimated at 42% (Figure 
7). Among school age children (7-14 years old) and adults (18 years or older) the 
population literacy rate is 
about 47% and 45% 
respectively. Female 
literacy rates are 
consistently lower than 
male literacy rates among 
the different age groups.  
For instance, the literacy 
rate among adult women 
is only about 28% 
compared to 61% for 

adult men. 
 

3.5 Characteristic of household heads and child caregivers 

 
As indicated in Table 4 and expected, as a cultural norm the overwhelming majority of 
child caregivers are female. In the survey population, about 95.9% of child caregivers 
are female while the 
remaining 4.1% are male. 
Contrary to this, about 95.8% 
of household heads are male 
while only 4.2% are female. 
Neither sex of household 
heads nor sex of child 
caregivers are statistically 
significant factors affecting the 
probability of children to be 
enrolled in TFP. However, 
consistent qualitative data 
across the sample 
communities indicated that 
children among female headed households are more vulnerable to severe acute 
malnutrition as compared to children among male headed households as heads are 

Table 4: Key characteristics of household heads child 
caregivers, Percentage 

 
Enrolled 

Not 
enrolled 

All 

Sex of HH 
Heads a 

Male N = 1033 96.0 95.5 95.8 

Female N = 48 4.0 4.5 4.2 

Sex of Child 
Caregivers 

Male 3.2 4.9 4.1 

Female 96.8 95.1 95.9 

Able to read 
and write 

HH heads 53.6 58.7 56.1c 

Caregivers 24.5 24.9 24.7d 

Mean age of  
HH heads  36.22 36.01 36.10 

Caregivers 29.54 28.78 29.16 

a) Chi-Square = 8.614, p = 0.282; b) Chi-Square = 1.876, p =0.171; c) 
Chi-Square = 0.885, p =0.021; d) Chi-Square = 2.645, p =0.104; 

Figure 7: Literacy rate among the survey population 
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encountered with active labour shortage and social burden as mothers and household 
heads at a time. 
  

The literacy rate among household heads is about 56% which is a little more than 
double the rate among child caregivers, which is estimated at 25% (Table 4). The 
literacy status of household heads, who are bread winners in most cases, has a 
statistically significant relationship with TFP enrolment. In this case, about 54% of 
household heads having children enrolled in TFP are literate. Similarly 59% of 
household heads who did not send their children to TFP are literate. The statistical test 
indicates that literate household heads have a lower chance for their children to be 
malnourished and sent to TFP with at 95% CI5. In contrast, enrolment in TFP has no 
significant relationship with the literacy status of caregivers in the sample population. 
 
For both groups of households, i.e., having or not having children enrolled in TFP, child 
caregivers are, on average, about seven years younger than household heads. The 
mean age for caregivers and household heads among the sample households is 
estimated at 29 and 36 years 
respectively (Table 4). Figure 8 
illustrates, interestingly, over 85% of 
child caregivers are within the age 
range of 21 to 35 years. At the same 
time about 10% of reference children 
are being taken care of by young 
persons under the age of 20 years. 
The qualitative field data from Hulla 
Woreda indicated young age 
mothering as one of the causes of 
severe acute malnutrition among 
children. Often such mothers have 
no resources and skills to give proper care to their children. 
 
The survey also captured data on the 
relation between caregivers and 
reference children.  The findings indicate 
that 94% of caregivers are the biological 
mothers of the reference children that 
they provide care for (Figure 9). Only 6% 
of caregivers are biological fathers, 
grandparents, step mothers or older 
siblings of these children.  Based on a 
statistical test the relation of the 
caregivers to the reference children is 

                                            
5
 This assertion is based on the assumption that all households have an equal opportunity to enroll their 

malnourished children in TFP so long as they meet the criteria. The qualitative assessment also verified 
that there were not any forms of systematic exclusion of children who qualified for TFP. 

Figure 8: Age distribution of child caregivers 

Figure 9: Percentage distribution of caregivers 
by type of relation with children 
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found to be independent of enrolment in TFP, at 95% CI.  
 
 
  

3.6 Characteristics of reference children 

 
As elaborated in the methodology section of this report, the survey included randomly 
selected households with children between 6 and 36 months of age.  Fifty percent of 
selected households had children enrolled in TFP and the remaining 50% did not have 
any children enrolled in TFP. In the study, the youngest child from each household was 
selected as the reference child to limit recall biases. In total, half of the reference 
children were enrolled in TFP during the 12 months prior to the survey time (since April 
2008). The remaining half of the reference children were not enrolled in TFP during this 
period.  
 

  
 

Figure 10: Percentage distribution of all 
reference children by sex 

Figure 11: Percentage distribution of TFP 
enrolled reference children by sex 

 
Figure 10 shows that 48.5% of 
the total 1080 children included 
in the study as reference 
children were female, and the 
remaining 51.5% were male. 
Likewise, the sex distribution of 
TFP enrolled children is almost 
identical with males at 52.3% 
and females at 48.7% (See 
Figure 11). This indicates that 
there is no sex discrimination in 
taking severe acute 

malnourished children to TFP 
for support. This data also 

Figure 12: Age distribution of reference children by TFP 
status 
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suggests that severe acute malnutrition equally affects children regardless of sex. 
 
Figure 12 illustrates the age distribution of the children included in the study, about one-
third (34%) of all reference children were 6-15 months old at the time of the survey. 
Roughly 29% and 37% were in the age ranges of 16-24 and 26-36 months respectively. 
Children between 26-36 months of age constituted nearly 46% of all those enrolled in 
TFP.  
 

3.7 Number of TFP enrolled children per household 

 
The household survey has captured data on the number of children enrolled in TFP per 
household. The data presented in Table 5 indicates that about 90.4% of the households 
that benefited from TFP enrolled only one child in the programme during the 12 months 
prior to the survey.  Likewise, about 9.1% of the surveyed households enrolled two 
children in TFP during the reference period.  

Table 5: Number of children enrolled in TFP per household 

Number of 
children per HH 

Non-
PNSP PNSP MHH FHH All 

One 90.4% 90.2% 90.2% 95.5% 90.4% 

Two 8.8% 9.8% 9.3% 4.5% 9.1% 

Three .7%   .6%   .6% 

Mean 1.1 1.1 1.1 1.0 1.1 

N of HHs 828 253 1033 48 1081 

 
Further analysis of this data indicates that no major difference exists between PSNP 
and non-PSNP beneficiary households in terms of the number of children per household 
enrolled in TFP. In both cases about 90% of households enrolled one child per 
household. Likewise, about 8.8% of non-PSNP households reported enrolling two 
children in TFP while PSNP households were nearly 9.8%.  
 

3.8 Livelihood strategies current and past trends 

 
Livelihood strategy can be defined as the production, employment and exchange 
activities performed by individuals or households in order to survive. As part of this 
assignment, the researchers were required to document and analyze the major 
livelihood strategies of the sample communities. A total of 12 communities (kebeles) in 
11 livelihood zones6 were visited and discussions were held with different groups of 
community members and knowledgeable individuals to collect the relevant data. These 
groups included general community members, child caregivers, development agents, 
health extension workers and other knowledgeable individuals. In order to facilitate easy 
data analysis and reporting the 11 livelihood zones were regrouped into five clusters of 

                                            
6
 On the basis of the livelihood zone classification made by LIU in 2005. 
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livelihoods based on common livelihood strategies, in a broader sense, used by the 
households in the study kebeles (See Table 6).  
 
Table 6: Clusters of Livelihood Zones covered by the study 

Cluster of LZ 
*
 Woreda Kebele LZ

** 
Key characteristics 

LZC 1: Highland: 

cereal and enset 

Hula Shako 

01 

Sidama-Gedeo Highland 

Enset and Barley LZ 

Highland cereal (barely & wheat) and enset, 

kale, food purchase, labour, haricot beans, 

mountainous topography, some belg harvest 

Worere 

02 

Sidama-Gedeo Highland 

Enset and Barley LZ 

Highland cereal (barely, wheat and maize), 

Irish potato and enset, food purchase, labour, 

mountainous, exposed to flood erosion, some 

belg harvest 

LZC2: Belg:  

cereals, enset and 

tubers 

Boloso 

Sore 

Basa 

Gofera 

04 03 

Wolayita Maize and Root 

Crop LZ 

Belg, maize, sweet potato, Irish potato, taro, 

haricot beans, enset, labour and remittance 

E.  

Badawacho 

Mehal 

Korga 

04 

Badewacho-Alaba Maize 

LZ 

Belg, maize, teff, haricot beans, enset, peper, 

chat, coffee, labour and remittance 

Kedida 

Gamela 

Dega 

Kadida 

05 

Hadiya-Kembata Cereal 

and Enset LZ 

Belg, maize, teff, enset, labour & remittance 

and purchase, chat, and coffee, labour and 

remittance 

LZC3: Cash 

crops: coffee  

Dilla Zuria Chihcu 

06 

Sidama Maize Belt LZ Coffee, labour & remittance and purchase, 

enset, mango and avocado, labour & remittance 

Golla 02 

07 

Gedeo Coffee LZ Coffee, labour & remittance and purchase, 

mango and avocado, enset, taro, boyna, labour 

& remittance 

LZC4: Belg & 

Cash crops: 

coffee, ginger, 

maize, root crops 

Boloso 

Sore 

Gido 

Humba 

08 

Wolayita Ginger and 

Coffee LZ 

Belg, ginger, coffee, sweet potato, taro, teff and 

maize,  labour & remittance, food purchase 

E.  

Badawacho 

Mehal 

Jarso 

09 

Kedida-Badewacho 

Coffee LZ 

Belg maize and coffee,  labour & remittance, 

food purchase 

Kedida 

Gamela 

Jare 

10 

Kedida-Badewacho 

Coffee LZ 

Belg maize, and coffee, enset, sweet potato, 

Labour & remittance, food purchase 

LZC5: Lowland: 

cereals, root crops 

and livestock 

Konso Mecheke 

02  

11 

Southern Cereal, enset and 

Root Crop LZ 

Lowland, cereal, enset, livestock and purchase 

Abaroba 

01 

12 

Southern Special Woredas 

Lowland Cereal LZ 

Lowland, cereal (sorghum), livestock, coffee, 

food purchase and honey production 

Note:  
* Cluster of livelihood zones prepared by this study based on LIU’s work and field observation. 
**Taken from the Livelihood Zone (LZ) classification by LIU. 

 
In these areas, the study came across seven important livelihood strategies determining 
household livelihood security (Annex 4). These activities include: 

 Highland cereals production 

 Midland and lowland cereals production 

 Enset production 

 Root crops production 

 Coffee production 
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 Other cash crops (Ginger, haricot beans, pepper, etc.) production, and 

 Off farm and casual labour 
 
Highland cereals production  
Highland parts of the Hulla woreda, in our sample frame, are known for the production 
of highland cereals. Like most highland parts of SNNPR, population density is high. The 
agricultural system in this area is dominated by mixed farming. Enset, barley, wheat, 
horse beans, peas and maize are grown as the main food crops. Maize and enset are 
planted during the belg rains, while barley, wheat and pulses are planted during the 
meher rains. The harvest period for most crops is December – January, although enset 
can be harvested at any time. In addition, keeping a small size of cattle, sheep and 
goats is also a common practice although holds are reducing over time due to forced 
sales to cope with drought and ever increasing scarcity of pastor. 
 
In recent years there has been the recurrence of various hazards, in particular the 
erratic nature of both belg and meher rains resulted in the reduction of cereal 
production. For example, during 1998 EC there was a delay in the onset of meher rain, 
while in the 2000 EC meher season hailstorms and floods damaged crops. Wheat rust 
has become one of the major hazards pushing farmers to replace wheat with maize, 
where ever appropriate, although maize is less suited for the high altitudes. In addition, 
shortage and high price of fertilizer and improved seed were frequently reported by the 
community as production challenges. 
 
Households in this area have not developed robust strategies to cope with hazards 
because the hazards they faced until recent years were relatively few. However, 
common strategies available in other farming systems are being applied here. The 
strategies vary from potentially destructive ones, such as the desperate sale of 
livestock, to more mild strategies, such as the reduction of non-food expenditures. The 
former is more commonly employed during difficult times. Increased exploitation of 
young enset is a strategy employed by most of households. This practice has a 
potential to deplete future enset reserves. Introduction of the Irish potato through the 
government agricultural extension system in recent years has shown some potential to 
cope with food insecurity in the area. 
 
Midland and lowland cereals production  
In midland cereal producing areas the agricultural system is mixed farming. This area 
covers parts of Boloso Sore, East Badewacho, Kedida Gamella and Konso woredas. 
Most of these areas are relatively flat with fertile soils, and an agro-ecology conducive to 
agricultural production. The major cereal crops grown are maize, wheat, barley, teff, and 
sorghum. Moreover, households grow enset, sweet potato, peas, haricot beans, and 
other root crops such as taro and yam. All are exclusively produced during the meher 
rains with the exception of maize and sorghum that are planted during the belg rain and 
matured during the meher season.  
 
Over the last three years, prevalence of unfavourable belg and meher rains, hail, crop 
pests and diseases were the major challenges faced in the production of these crops. 
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Moreover, in most of the woredas there is a concern for high prices of fertilizers and 
timely provision of both improved seeds and fertilizers.  
 
The lowland cereal producing area covers parts of the Konso woreda only. The area is 
located in a flat, lowland region. The population is relatively sparse, but intense land use 
in cultivated areas has caused severe environmental degradation. The main crops 
grown include maize, sorghum and teff. Teff is commonly considered as cash crop by 
the people, while significant amounts of maize and sorghum are also sold in good 
years. However, in recent years the area has been increasingly affected by severe 
moisture stress and is repeatedly being affected by recurring droughts and erratic 
rainfall distribution in both the belg and meher seasons. Moreover, there was a 
prevalence of migratory birds, locust, crop pests, disease, winds and floods in the last 
three years that significantly affected crop production.  
 
A variety of ways are employed by households to respond to hazard-induced crop 
failures. Most households have increased the sale of livestock and reduce expenditure 
on non-food items to cope with food insecurity. In addition, younger members from poor 
households migrate in search of labour, usually to Moyale. Consumption of unusual 
foods like Maringa, Bakana and Kolto has shown an increasing trend as well. Poorer 
households have increased collection of fire wood for sale to generate income and to 
buy food.  
 
Enset production 
All six woredas covered in this study have a wide range of agro-ecological conditions 
conducive for enset cultivation. Enset is a staple food that plays an important role in the 
households‘ daily food menu. It is also drought resistant crop that can survive when 
other crops damaged by moisture shortage. Historically, all major enset producing areas 
have been self-sufficient in terms of food production and households have been 
generally food secure. This can be attributed to high yields of enset per unit area and its 
relative high tolerance to natural calamities—particularly drought. However, the 
population is expanding rapidly and this has placed food security in jeopardy as 
landholding sizes per household are shrinking.   
 
In all enest growing woredas covered by this study, because of recurring hazards such 
as drought and hail, enset has been overexploited to compensate for production 
shortfall in other food crops as well as the decline in the price of cash crops such as 
coffee and ginger. Since enset requires 4 years in lowlands to 8 years in highlands to 
mature it takes several years to replenish the depleting stock. Some focus group 
discussants in Boloso Sore, Dilla Zuria and Hulla woredas predicted an unenviable 
extinction of enset especially in the fields of poor people frequently affected by food 
insecurity as a result of recurring droughts.   
 
Root crops production  
The study areas that commonly produce root crops as major livelihood activities include 
Hula, Boloso Sore, Kedida Gamela and Konso woredas. Areas that predominantly grow 
root crops are characterized by chronic poverty and food insecurity. High population 



22 
 

density, land shortage and declining soil fertility are the underlying causes of chronic 
food shortage in these areas. These problems are exacerbated by failure of rains, crop 
pests and malaria. These areas have two production seasons: belg and meher. Belg 
falls between March and May, and meher rains between June and November. The main 
crops grown are maize, beans, sweet potato and teff. Small amounts of root crops such 
as taro, yams, cassava and Irish potato, as well as wheat and sorghum are also grown. 
The main sources of household income are sales of teff, coffee, maize, root crops and 
livestock.  
 
In most years, seasonal food shortage occurs from February to June and during bad 
years from November to June. Sweet potato is harvested twice a year; the first between 
March and May and the second between October and November. The belg harvest 
(March to May) of sweet potato plays a key role in reducing the severity of seasonal 
food shortages. However, during 2008 recurring unfavourable rainfall patterns of both 
the belg and meher rains in terms of timeliness and distribution have negatively affected 
the production of sweet potato even to the extent of lacking planting material by the 
farmers.  
 
Coffee production  
With the exception of Konso all the sample woredas grow coffee as a cash crop. 
Especially, in Dilla Zuria coffee production is the major livelihood activity. In the rest of 
the woredas coffee is still an important source of income. The population in this area 
suffers from poverty and food insecurity caused by a combination of factors. These 
include high population density, shortage of land, increasingly erratic and insufficient 
rainfall, hailstorms, dwindling soil fertility, unfavourable terms of trade between coffee 
and food crops, and coffee plant diseases.  
 
According to focus group discussants in coffee growing areas, the production of coffee 
has declined since 1997 EC when most of the coffee growing areas were stricken by 
devastating hailstorms that badly damaged coffee trees and resulted in a significant 
reduction in the production of coffee beans. A series of major hailstorms has occurred 
since then, particularly during the 1999 EC belg season it affected most of coffee fields 
in Dilla Zuria.  
 
Table 7: Coffee and food crop average annual prices (Birr/kg) and Terms of Trade in SNNPR 

Year Coffee Beans Sorghum Red Terms of trade 

2007 23.24 1.93 12.04 

2008 25.77 4.68 5.51 

2009 24.48 3.91 6.27 
Source: CSA, average producers’ price data available at www.csa.gov.et. 
Note: the 2009 price include the data for the first four months of the year. 
 

Based on the annual average price data obtained from Central Statistical Authority 
(CSA) coffee prices have stayed stagnant or increased less proportionately compared 
to food prices in the last three years. Over the indicated period, coffee price increased 
by about 11% while prices of food crops, specifically sorghum, have increased by more 
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than two fold (142%). As a result the terms of trade between coffee and foods crops has 
been reduced by about half over three years period (Table 7). This means that in 2007, 
money generated from the sale of one kilogram of coffee could buy about 12 kilograms 
of food. After three years, in 2009, the sales from the same amount of coffee can only 
buy 6 kilograms of food. This situation, coupled with other climatic shocks, has 
drastically reduced net income of coffee producing households which has resulted in 
compromising food security and social services including health. 
 
Ginger and other cash crop production  
Boloso Sore and East Badewacho woredas comprise areas that are known for ginger 
and other cash crop production, such as haricot beans, as major livelihood strategy of 
farming households. Parts of these woredas have suitable soil and rainfall conditions for 
the production of ginger and haricot beans among other crops.  
 
The population in these areas suffers from severe and chronic poverty and food 
insecurity caused by a combination of factors. The major ones include high population 
density, shortage of land, periodic rain failures, crop pests, livestock diseases and 
malaria. 
 
For instance, in East Badewacho woreda of Mehal Korga kebele, an analysis of hazards 
with community members revealed that the haricot bean was affected by drought during 
the 2008 meher and belg as well as the 2007 belg while in 2006 it was affected by 
hailstorms. 
 
The price for ginger has also fallen since 2007 belg. During the community focus group 
discussions in Gidohomba kebele of Boloso Sore woreda, participants indicated that 
prior to the price fall in 2006 EC a ferensula (equivalent to 17 kg) was sold for 250 Birr. 
But since then farmers have encountered more than a five-fold price failure in this short 
span of time. The fall in the price of ginger has reduced farmers‘ incomes significantly.  
 
This price decline has also affected the food security condition of ginger producing 
households. Poor households also suffer from a lack of casual works since they were 
usually employed during the labour intensive activities of planting, weeding, and 
harvesting of ginger. These negative effects are compounded with the increase of price 
of food crops that has led to low purchasing power for ginger.   
 
Off-farm activities and casual labour 
Off-farm activities and casual labour are one of the most important livelihood strategies 
in the study areas. Households increasingly pursue these strategies in order to cope 
with events that adversely affect their food security. Some off-farm activities, such as 
pottery, are important occupations usually for households of certain segments of the 
population traditionally identified as minorities. Carpentry, bamboo processing and petty 
trading are also the most common off-farm activities and mostly involve poor 
households.  
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The decrease in farm income has increased entry to off-farm activities as households 
are struggling to meet their food gaps. However, community focus group participants 
perceive that the income from off-farm activities in recent years has stayed stagnant or 
decreased as a result of the increase in the supply of these products in the market. For 
example, in Worere kebele of Hulla woreda, a focus group discussion held with mothers 
engaged in pottery indicated that three years back they used to sell limited number of 
pots for buying maize flour which was enough for their families. However, now the price 
of maize increased but not the price of pot. As a result of this, the amount of food they 
provide to their families, and specifically children, has been reduced to a great extent. 
Some mothers reported that, they had increased supply of their products to the market 
to compensate for such loss of net income. 
 
A range of farming activities from land preparation up to harvest, quarry, timber 
processing and house plastering with mud are the most common casual works that 
contribute to the local labour demand. Based on the results of the qualitative data 
analysis, in the recent three years, the supply of casual labour in local markets and 
nearby towns has increased as a result of various factors that have negatively affected 
the usual livelihoods, mainly in the form of decline in households per capita food 
production, decline in the volume of production and price of cash crops, and increase in 
the price of food crops.  
 
Until recent years, more casual works were available within the residential or adjacent 
kebeles without requiring out migration. However, currently the local labour demand has 
significantly reduced that necessitated a substantial increase in out migration. The 
decrease in demand for casual labour is due to decrease in income of the better-off 
farmers, who were the major employers of casual agricultural farm labourers. If there is 
any employment, the daily wage rate for men is mostly around 2 to 3 Birr alone or 
sometimes with the provision of some drinks and foods. Furthermore, the casual labour 
wage rate for women is by far lower than that of men and mostly it involves enset 
processing for better-off households. As an example, focus group discussion participant 
mothers in Worere kebele of Hulla woreda indicated that women‘s casual labour on 
enest processing only fetches Birr 6-8 working for most of the days over a week period.  
 
In an effort to meet household food requirements, petty trading in local markets 
increasingly became an important activity and it is almost a routine activity of most child 
caregivers. The daily earnings are very low and focus group discussion participant 
mothers in Worere kebele and Chichu kebele of Dilla Zuria indicated that mostly it does 
not exceed Birr 1.5. Some also bring home left over items from the business such as 
vegetables and fruits for family consumption. 
 
Children are increasingly denied attendance as the degree of engagement of child 
caregivers on casual works and petty trading increases. Moreover, decline in income 
earned from off-farm activities and reduction in wage rates coupled with high price of 
foods has compromised livelihoods as well as food security status of households of 
labourers. Social and economic costs of increased out migration related to the spread of 
HIV/AIDS is also another concern.  
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3.9 Livelihood outcomes 

 

3.9.1 Income security 

Household income is the determining factor of livelihood security. An adequate 
household income ensures access to food, while an inadequate household income 
increases the likelihood of a struggle for food. Moreover, a high household income 
creates opportunities of investment in assets such as education, farm development, 
livestock expansion, etc. Likewise better income ensures affordability of health services. 
 
The survey collected data on the various sources of income from each sample 
household during one year period prior to the study. The result of household income 
data analysis (summarized in Table 8) indicates that agriculture is the major source of 
income for the survey population, accounting for about 82.6% of total household 
income. At a significantly lower level, employment (mainly unskilled labour and PSNP) 
contributes to 8% of all household income.  
 
Table 8: Average Annual Income per Household by Type of Livelihood Activities 

(in 2008/09, Birr/HH) 

 
Non-
TFP TFP 

Non-
PSNP PSNP All 

Agriculture 82.5 82.7 84.6 70.2 82.6 

Employment 8.0 8.0 6.0 19.4 8.0 

Trading (Buying and Selling) 4.2 2.6 3.7 2.4 3.5 

Selling of Natural Products 0.5 0.5 0.5 0.9 0.5 

Crafts /Small Industry 1.5 2.9 2.2 2.0 2.1 

Services 0.4 0.8 0.6 0.7 0.6 

Rent 0.5 0.9 0.6 1.1 0.7 

Food & Drink Processing 2.4 1.6 1.9 3.2 2.1 

Total Average Income 1,629 1,359 1,627 923 1,497 

 
The average annual income of the 
survey households displayed in 
Table 9 shows that households who 
used both TFP and PSNP in the 12 
months prior to the study had the 
lowest income when compared to 
other household groups based on 
TFP and PSNP status. Households 
participating in both programmes 
earned about 816 Birr per year. 
Conversely, those households not 
involved in either TFP or PSNP 
earned the highest income at 1,744 
Birr per year. 

Table 9: Average annual income per household, 
2008/09 

TFP Status
 

PSNP Status 
b 

Non-
PSNP PSNP

c 
Total 

Non-TFP 1,744 1,056 1,633
a 

TFP 1,508 816 1,360
a 

Total 1,628
b 

930
b 

1,497 

a) t=2.29, df=1075, p =0.011; and b) t= -1.019, df=1075, 
p =0.308 
c) Note: These income includes PSNP payments 
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Non-TFP households obtained an average income of 1,633 Birr per year while the TFP 
households earned 1,360 Birr per year. Statistical tests of the data indicate that the 
difference in income levels between TFP and non-TFP households is significant at 95% 
CI, declaring that TFP households earned significantly lower incomes than non-TFP 
households. 
 

3.9.2 Household Assets  

The value of household assets is a decisive factor for livelihood security of rural 
households. On one hand, households with better asset ownership are those with a 
higher capacity for earning income as well as enhanced agricultural productivity under 
normal conditions. Also, households with better asset possession have the ability to 
safely respond to shocks such as droughts and loss of crops that may result in 
malnutrition among children. On the other hand, households with low level of asset 
ownership are characterised by a low production capacity and low resilience to recover 
from shocks. To understand this situation the study collected data on asset ownership 
at the household level through a household survey questionnaire for 2009 and 2008. 
Households were asked to report on the number of asset owned by type during the 
survey time and one year ago. Alongside with this, the respondents were asked the 
average unit price of each asset type. The value of assets were calculated by 
multiplying the number of asset owned during each year with the unit price at the time of 
this survey. 
 
For the purpose of this study the household assets were categorized into four: livestock, 
productive assets, household goods and consumer durables (Table 10). In total about 
84.5% of household asset value is accumulated in the form of livestock. Productive 
assets (tools), household goods and consumer durables account for 6.6%, 3.5% and 
5.4% of household asset value respectively. 
 
Table 10: Average household asset value owned in 2009 by Type of Asset 

Birr/ household 

Type of asset 
Non-
TFP TFP 

Non-
PSNP PSNP All 

%, All 

All Livestock 1,689 1,106 1,504 852 1,397 84.5% 

Productive asset 129 91 120 70 110 6.6% 

Household goods 96 20 70 15 58 3.5% 

Consumer Durables 127 50 107 23 89 5.4% 

Total 2,041a 1,267a 1,802b 960b 1,654 100% 
a) t=4.411, df=974, p =0.000; and b) t= 4.355, df=974, p =0.000 
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On average, households in the 
sample had 1,654 Birr worth of 
assets at the time of the survey 
(2009). The mean asset value 
owned by TFP (1,267 Birr) and 
PSNP (960 Birr) beneficiary 
households are much lower than 
their counterparts: non-TFP (2,041 
Birr) and non-PSNP households 
(1,802 Birr) (Table 11).  
 
Statistical tests of the household asset data indicate that there is significant difference 
(at 95% CI) in wealth status as measured by asset ownership, between PSNP and non-
PSNP as well as between TFP and non-TFP households. This indicates that poor 
households (in terms of asset ownership) are the most vulnerable to severe-acute 
malnutrition and chronic food insecurity that necessitated programme supports in the 
form of TFP and PSNP. The survey data also indicates that PSNP, in general, supports 
relatively poorer households. The PSNP beneficiary households have very few assets 
to respond to shocks that compromise their livelihoods. Given this low level of assets, 
severe-acute malnutrition among PSNP households may have been higher without the 
PSNP transfers that provided additional food or income. 
 
As indicated in Table 13, households utilizing both TFP and PSNP have the least values 
of assets--about 52.7% below the mean of the entire survey households. Households 
not involved in either TFP or PSNP are relatively asset rich and have a mean asset 
value worth of about 33.8% above the total sample mean. 
 
Another interesting aspect of the household asset data is that the mean asset value per 
household consistently dropped across all groups of households by TFP and PSNP 
status between 2008 and 2009 (See Figure 13 & 14). The assets owned by all sample 
households reduced from Birr 1,963 to Birr 1,654 (or by 15.7%) in this one year time. 
Statistical tests of this data indicate that the two year mean asset values owned by all 
sample households are significantly different7 at 95% CI. TFP and PSNP households 
suffered the greatest loss of assets in this period. The PSNP households lost about a 
quarter (25.5%) of their assets while TFP households lost one-fifth (20%). Non-PSNP 
and non-TFP households experienced reductions of 14.4% and 12.9% of their assets 
respectively. Based on the results of the qualitative data the greater loss of assets 
among PSNP household is attributable to delays in PSNP payments and absence or 
limited food reserve households had during 2008 in which crop losses were common as 
a result of belg failure and unsuitable meher rains that forced households to liquidate 
assets to buy food. 
 

                                            
7
 t=5.818, df=1075, p=0.000 

Table 11: Average household asset value owned in 
2009 by TFP and PSNP status 

 Birr/HH 
% from 
the mean 

Deviation from 
the mean, % 

TFP-PSNP 783 47.3% -52.7% 

Non-TFP-PSNP 1,163 70.3% -29.7% 

TFP-Non-PSNP 1,372 82.9% -17.1% 

Non-TFP-Non-PSNP 2,213 133.8% 33.8% 

Total 1,654 100.0% 0.0% 
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Figure 13: Trends in mean asset values by 

type of households 

 
Figure 14: Percentage reduction in mean 

asset value by HH type (2008/09) 

 
The survey further inquired into the reasons why assets were lost or liquidated during 
this one year period. The summary of the responses (Table 12) indicates a little below 
half (48.7%) of the sample households reported being forced to sell assets to buy food 
as the top reason for experiencing loss of assets. This reason appears as a consistent 
dominant factor for the reduction of asset ownership across all categories of 
households. TFP and PSNP households have a  higher reporting rate in this category 
withTFP households at 54.8% and PSNP households at 53.0%. Exchange of assets for 
food and the forced selling of assets to pay for health expenses were reported by 13.8% 
and 12.1% of households respectively.  
 
Table 12: Reasons for loss of asset, % of HH 

 Non-TFP TFP Non-PSNP PSNP All 

Forced to sell the asset to buy food 43.2 54.8 47.0 53.0 48.7 

Forced to exchange the asset for food 14.3 13.2 14.1 12.9 13.8 

Forced to sell the asset to pay for health expenses 8.5 16.2 11.3 14.4 12.1 

Asset sold for another reason 8.1 6.6 7.3 7.6 7.4 

The asset was stolen 2.3 4.8 3.4 3.8 3.5 

Forced to sell the asset to meet social obligations  3.5 3.1 4.2 0.8 3.3 

Sold the asset to pay for education  3.5 1.8 3.1 1.5 2.7 

Sold the asset as an income-generating activity 1.5 3.5 1.7 4.5 2.5 

 

3.9.3 Food security 

Food security is the main concern of the sample households in this study (Table 13 & 
14). In total only 17.8% of sample households reported to have met their annual food 
needs in the 12 months prior to the study. This percentage is lower among PSNP 
(10.3%) and TFP (14.8%) beneficiary households. Likewise, only about a quarter of 
non-PSNP (20.0%) and non-TFP (20.7%) beneficiary households reported meeting their 
annual food requirements. 
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Table 13: Self-reported number of food shortage months by PSNP and TFP status  

% of households 

Number of food shortage months Non-TFP TFP Non-PSNP PSNP Total 

0 month (No food shortage) 20.7 14.8 20.0 10.3 17.8 

1-3 months 36.2 42.0 37.3 45.1 39.1 

4-6 months 27.9 28.1 27.9 28.5 28.0 

7-9 months 13.1 10.9 11.1 15.0 12.0 

10-12 months 2.0 4.1 3.6 1.2 3.1 

Mean N of food shortage months 3.3 3.6 3.4 3.6 3.4 
 

Table 14: Percentage of HHs reported at least one month food shortage per year  

by PSNP and TFP status (2008) 

 Non-TFP TFP Total 

Non-PSNP 77.4 82.6 80.0a 

PSNP 85.8 93.2 89.7a 

Total 79.3b 85.2b 82.2 
a) Chi-Square = 12.668, p = 0.000; b) Chi-Square = 6.413, p = 0.011 

 
Food shortage appeared to be high among households who used TFP and PSNP 
compared to any other category of household based on TFP and PSNP status. As 
indicated in Table 8 about 93.2% of households who accessed PSNP and TFP in the 
last 12 months reported food shortages. A higher proportion of TFP households (85.5%) 
experienced food shortages compared to non-TFP households (79.3%). Likewise, 
PSNP households (89.7%) were more likely to be exposed to food shortages when 
compared to non-PSNP households (80.0%), despite their access to the programme 
benefits. The differences between PSNP and non-PSNP as well as between TFP and 
non-TFP households in terms of food shortage are statistically significant at 95% CI. 
 
On average, the sample households experienced food shortages for 3.4 months per 
year over the 12 months time before the survey (Table 13). The duration of the reported 
food shortages among TFP and PSNP households are estimated at 3.6 months per 
annum--a little higher than the case reported by non-PSNP and non-TFP households 
(3.3 and 3.4 months respectively). 

 

The 2008 seasonality pattern for food shortage among all the sample households peaks 
between the months of February and July (Figure 15). At the same time, the data for all 
sample households indicate no significant difference in the seasonality patters of food 
shortage based on PSNP or TFP status. However, during the peak hungry season, a 
larger proportion of non-PSNP households reported food shortages as compared to 
PSNP households.  For instance, in April 2008 about 60% of PSNP households 
experienced food shortages while non-PSNP households peak at 70%. During the 
months with little food shortage reported, (September to November) the proportion of 
TFP households that experienced food shortage was higher than non-TFP households. 
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Figure 15: Food shortage by TFP PSNP status, 2008 

 

 
Figure 16: Food shortage by livelihood cluster, 2008 

 

Further analysis of the same dataset by livelihood clusters indicated a major difference 
in the seasonality and extent of food shortages among the sample households. The 
illustration in Figure 16 indicates the presence of two peak hungry seasons in the study 
areas depending on their livelihood systems. The first peak hungry season, which 
ranged from February to June, is observed among major belg producing livelihood 
clusters. The second peak hungry season is low and a bit flat. It occurred from April to 
October in highland, lowland and cash crop livelihood clusters. The two belg producing 
livelihood clusters experienced more severe food shortage in 2008 compared to all 
other sample areas. The average duration of the food shortage season was 4.9 months 
for the belg producing areas (Table 15). For the rest of the livelihood clusters this 
duration was limited to at or a little more than two months. Irregular belg rain and failure 
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of the belg harvest can be blamed for the severe food shortage in the belg producing 
areas in 2008. 
 
 
Table 15: Self reported number of food shortage months by livelihood clusters, 2008 

Livelihood cluster Mean number of food 
shortage months 

Belg & Cash crops: coffee, ginger, maize, root crops 4.9 

Belg:  cereals, enset and tubers 4.8 

Cash crops: coffee 2.2 

Lowland: cereals, root crops and livestock 2.1 

Highland: cereal and enset 2.0 

 

3.9.4 Coping strategies for food insecurity 

Households resort to a range of coping strategies during food shortage month. The 
sample households were asked to report on what they have done during the worst 
months of food shortage during 2008. Figure 17 plots percentage of sample households 
by number of coping strategies used. 
 

 
Figure 17: Coping strategies of food shortages (2008) 

 
Based on the illustration in Figure 17, the actions taken by households to cope with 
stress and food insecurity can be classified into three degrees of severity, as follows: 
 
(1) Households‘ first and most common strategy to cope with food insecurity is to 

reduce food intake, either by reducing the number of meals eaten or reducing the 
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quantity of food in each meal.  Sixty five to ninety five percent of the sample 
households resorted to one or more of those first degree strategies. This first stage 
in coping is defined as ―tightening the belt‖.  Households that reported using first 
stage coping strategies only, were expectedly less affected by food shortage.  

(2) The second degree is identified by two practices: migrating to find labour and 
borrowing money or food.  These activities can be termed as ―reaching out‖ to 
acquire food or cash.  

(3) The third stage in coping is the most severe. It is identified when households start 
selling assets or begin making key decisions concerning household members (i.e. 
sending children to stay with relatives or taking them out of school).  This is well 
represented in the graph by the set of lines closest to the bottom, showing that 
people usually delay this strategy as long as possible. When no other choices 
remain however, they begin to sell assets, or make decisions with long-lasting 
effects especially concerning children.  They may also eat wild foods. Third degree 
coping can be referred to as ―divesting‖.  
 

In general, our data confirms the theoretical expectation of coping as a ratcheting 
process: people begin by tightening consumption.  When this is not enough, they reach 
out to their social networks or to the market to generate additional income or food. As 
these options are exhausted, they begin divesting.  The logical consistency of this 
argument is solid; and is consistent with theoretical work of Frankenberg, et. al. (1994), 
and Maxwell and Frankenberg (1992) on the concept of ―coping‖.   
 

3.10 Shocks experienced by Households 

 
Sample households were asked to report the type of shocks experienced and their 
associated impacts for the previous three years. In this period nearly all of the sample 
households experienced one or more types of shock that compromised their livelihood 
security. Figure 18 plots percentage of households that reported various shocks by TFP 
and PSNP status. Based on empirical evidence and logical association of the survey 
findings, four categories of shock emerge: climatic shocks, agricultural shocks, market 
crisis and social shocks. 
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Figure 18: Percentage of households that experienced shocks by TFP and PSNP status (in 

past three years) 

 
1) The first and most common type of shocks are climatic shocks, i.e. drought and 

flooding. Nearly 99% of our sample households reported drought while 81% 
experienced flooding during the last three years. Droughts were associated with 
failure of belg rains and the late onset and early cessation of meher rains in 
2007/08. The qualitative data from Boloso Sore, East Badawacho and Kedida 
Gamela indicate that there were no belg rains in 2008. Other study areas 
including Dilla, Zuria and Hulla faced excess rains coupled with hailstorms during 
the 2006/07 and 2007/08 meher rains. Flooding causes damage to farm land in 
the form of erosion, which is becoming more pronounced with increased 
deforestation and farming on hilly and mountainous terrains. In general, 
community members reported ‗low predictability and reliability‘ of rain both in 
amount and timing. Focus groups discussants in Boloso Sore said, ―We are very 
much confused with the seasonality of the rain. Every year the onset and 
cessation of the rains vary. Often it does not match with the need of our 
commonly grown crops.‖ 

2) The second set of shocks, agricultural shock, entails loss of crops and loss of 
livestock which are often caused by the climatic factors previously explained. 
These shocks are directly related to food insecurity. Also, they are driving factors 
for the loss of household assets due to the forced selling of personal belongings 
and productive assets to respond to food insecurity. About 75% and 64% of 
households were confronted with loss of crop or livestock resources respectively 
in three years period. 
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3) The third group of shocks are mainly related to market crises for agricultural 
inputs, product, food and trade activities. Although the quantitative survey did not 
capture labour market data, the results of qualitative survey indicate the failure of 
labour markets as a major shock. Especially in the past two or three years, high 
prices of farm inputs (fertilizer and seeds) and food items have negatively 
affected both net buyers and producers of food crops. Additionally, the terms of 
trade between coffee and food items showed a drastic drop. This has 
compromised the purchasing power of net food buyers from coffee growing 
population. In aggregate between 67% to 61% of households experienced 
market crisis in the last three years period alone. 

4) The fourth group of shocks is socially dependent, and include theft, 
illness/disability and death of family members (especially breadwinners), and 
splitting of the family. These social shocks commonly exacerbate the outcomes 
of climatic shocks, the loss of farm products and market crisis.  

  
The proportions of households that experienced different shocks appeared to be similar 
across the sample households on the basis of their TFP or PSNP status. As a result, 
each line in Figure 18 tends to be flat.  However, grouping the data by livelihood cluster 
reveals significant differences in the severity of the shocks as explained by the 
proportions. (Table 16). The analytical result of the survey shows that a large proportion 
of people in belg producing areas have experienced multiple and complex shocks. In 
these areas overwhelming majority of the households encountered climatic shocks, loss 
of agricultural production, market crisis and some form of social related shocks. In the 
coffee growing cluster, more than half of the households stumbled upon climatic, 
agricultural and market related shocks. Likewise, more than one in two households from 
lowland cereals, root crops and livestock dominant livelihood clusters reported climatic 
and agricultural shocks. For highland cereals and enset growing areas climatic shocks 
are most important for more than 50% of the sample households there.  
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Table 16: Shocks experienced households in the last three years by livelihood cluster 

% of HHs 

  

Belg:  
cereals, 
enset and 
tubers 

Belg & Cash 
crops: coffee, 
ginger, 
maize, root 
crops 

Cash 
crops: 
coffee 

Lowland: 
cereals, 
root crops 
and 
livestock 

Highland: 
cereal 
and 
enset Total 

Drought (too little rain) 99.6 99.3 97.1 99.4 97.5 98.8% 

Flood (too much rain) 94.0 94.0 75.0 74.2 49.1 80.7% 

Loss of crops  95.9 90.3 69.2 65.7 31.4 75.1% 

Livestock loss  95.5 83.2 51.7 43.3 15.7 64.1% 

No access to inputs (high 
prices, no market) 98.9 96.6 50.0 34.3 15.7 

66.6% 

Loss  trade/crop income (low 
prices, no market) 96.3 92.5 57.7 31.5 11.3 

63.3% 

High food prices 91.4 89.6 49.4 30.9 10.1 61.3% 

Theft (cash, crops, or assets) 59.9 54.5 31.4 28.1 8.2 40.5% 

Serious illness of a family 
member 31.8 33.6 21.5 27.5 6.9 

26.1% 

Disability of a family member 
(accident, crime) 9.0 11.2 11.0 15.2 2.5 

16.0% 

Splitting of family (divorce or 
separation) 4.5 6.3 11.0 12.9 1.9 

10.0% 

Total N 267 268 172 178 159  

 
The survey asked sample households to report on the impacts of shocks in the last 
three years period prior to the study. About 81.9% of these households reported a 
reduction in their food consumption, 78.4% a loss of income, 68.5% loss of weight for a 
child, 63.5% loss of assets and 13% the death of a child (Table 16). About 85.4% of 
TFP households reported a reduction in food consumption at the household level while 
78.4% of non-TFP households admitted the same impact. Roughly 81.9% of TFP and 
75% of non-TFP households faced a loss of income as a result of the shocks they 
experienced in the three years prior to the survey. At the same time about 74.6% of TFP 
and 62.3% of non-TFP households were challenged by child weight loss. In all the 
circumstances TFP households were significantly impacted by shocks at 95% CI (Table 
17) compared to non-TFP households. Death of a child appeared to be significant 
among TFP households at (15%) than non-TFP households (11%).  
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Table 17: Self reported impacts of shocks by TFP & PSNP status of households  

% of HHs 

 
Non-
TFP TFP 

Non-
PSNP PSNP TFP&PSNP 

TFP & Non-
PSNP Total 

Reduced food 
consumption 78.4 85.4 81.2 84.2 82.7 86.2 81.9 

Loss of income 75.0 81.9 79.8 73.9 74.4 84.3 78.4 

Loss of child weight 62.3 74.6 69.6 64.8 66.9 77.1 68.5 

Loss of asset 61.9 65.0 65.9 55.3 53.4 68.8 63.5 

Death of child 11.3 14.6 12.3 15.0 15.8 14.3 13.0 

 
Likewise, the examination of 
the same dataset by PSNP 
status indicated that more 
PSNP households (84.2%) 
reduced food consumption 
compared to non-PSNP 
households (81.2%) as a result 
of shocks. This might be 
associated with the delay of 
PSNP payments that focus 
group discussants and woreda 
food security desks  

acknowledged across all the sample areas. At the same time, absence of full family 
targeting among PSNP beneficiaries could have inflicted this outcome. Apparently, 
higher proportions of non-PSNP households reported loss of income, assets and child 
body weight compared to the PSNP beneficiary households. However, these 
differences are statistically significant only for the case of loss of income and the loss of 
assets.  
 

Table 18: Significance test results of impacts of shocks 
by TFP and PSNP status 

  
  

TFP PSNP 

Chi-Square P Chi-Square p 

Reduced food 
consumption 8.913 0.003 1.199 0.274 

Loss of income 7.403 0.007 4.014 0.045 

Loss of child weight 19.05 0.000 2.019 0.155 

Loss of asset 1.104 0.293 9.401 0.002 

Death of child 2.697 0.101 1.254 0.263 
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4. Existing social protection services 

4.1 Productive Safety Net Programme 

The Productive Safety Net Programme (PSNP) is a nationwide social protection 
programme that supports about 8.28 million chronically food insecure people in 
Ethiopia. The programme began its operation in March 2005. It has two main objectives: 
protecting existing household assets and building community assets through the 
predictable transfer of resources (i.e. food and cash). Beneficiaries receive payment 
through participation of public works or direct support depending on labour availability at 
the household level. 
 
The key goal of PSNP is to help the supported households graduate from chronic food 
insecurity. However, this graduation is formulated to combine PSNP with household 
asset building (HAB) schemes in the form of credit and technical supports. Therefore, 
from the outset PSNP‘s goal can be realized when the household asset building 
programmes (HABP) and extension services are delivered to target households.  
 
In SNNPR a total of 1.46 million people are benefiting from PSNP in 79 chronically food 
insecure woredas. All the six woredas of this study receive PSNP support. Out of 12 
kebeles covered by the study 11 are getting PSNP assistance. 
 
The Terms of Reference (ToR) for this study pose the following four research questions 
in relation with PSNP: 

1. To what extent have PSNP households benefited from emergency nutrition 
programme resources, and do the statistics differ from non-PSNP households? 

2. How effective has PSNP been at mitigating the number of children enrolling in 
therapeutic feeding centres?  

3. Among those children using TFP services and also living in PSNP beneficiary 
households, would a higher level of resource transfer have prevented the child 
from being enrolled in a TFP?  

4. For non-PSNP households with children in therapeutic feeding centres how many 
qualify for PSNP, and what suggestions can be made about increasing PSNP 
resources, modifying PSNP resource transfer timings, improving PSNP targeting 
mechanisms, and modifying the mix between food and cash based transfer 
areas? (The 2009 plan is to move from 95 per cent cash, 5 per cent food to 
50/50) 

 
These questions are systematically and directly answered by the research as follows. 
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4.1.1 Access to TFP by PSNP Status of Households 

 
Table 19: Percentage of households having enrolled children based on PSNP status 

  
Household included in PSNP 

Total No, (N=826) Yes, (N=251) 

Household enrolled a 
child/children in TFP 

No 50.8% 47.4% 50.0% 

  Yes 49.2% 52.6% 50.0% 

Total 23.4% 76.6% 100.0% 
Chi-square = 0.904, p = 0.342 
 

Table 19 summarises about 23.4% (or 253) of sample households were PSNP 
beneficiaries. From these about 52.6% of PSNP households had enrolled children in 
TFP.  Similarly, 49.2% of non-PSNP households had also enrolled children in TFP.  The 
difference between PSNP and non-PSNP households (2.4%) that had enrolled children 
in TFP is statistically insignificant.  Therefore, it would appear that regardless of PSNP 
status, households have equally accessed to TFP.  Based on these statistics, PSNP 
status does not affect the likelihood of households enrolling their children in TFP. 
 

 
Figure 19: Access to PSNP by year by TFP status, % of HHs 

 
Nearly three-quarters of existing PSNP beneficiary households became involved in the 
PSNP between 2006 and 2008. About 44% of the TFP households that enrolled in 
PSNP became beneficiaries of PSNP in 2006/7. This influx was the result of a major 
retargeting exercise done in 2006 that aimed to reduce targeting errors and enhance 
the effectiveness of the programme. The histogram under Figure 19 shows that there 
were many opportunities for TFP enrolled households to enter into PSNP as result of 
this retargeting exercise. 
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4.1.2 Impact of PSNP 

As stated above, the quantitative data from the survey suggest that there is no major 
difference between PSNP and non-PSNP households in terms the rate of enrolling 
children in TFP. Based on the findings from community focus group discussions, TFP is 
open to all severely-acute malnourished children, regardless of PSNP status. Any 
malnourished child can be admitted in TFP if he or she meets the programme entry 
criteria. These facts imply that PSNP, given the existing transfer packages, is not 
substantially contributing to the protection of children from severe acute malnutrition. 
However, the qualitative findings indicate that the number of children exposed to severe 
acute malnutrition would have been higher without the PSNP support. PSNP 
households are exposed to chronic food insecurity and suffer from poverty. Even a 
small shock could send their children into severe acute malnutrition. Thus, PSNP played 
a stabilization role so that prevalence of acute malnutrition that necessitates TFP 
enrolment is not aggravated and more serious among PSNP beneficiaries compared to 
non-PSNP beneficiaries. 
 
The study has examined various factors that compromised the food security objective of 
PSNP. These factors may have downplayed the role of PSNP in minimizing the 
prevalence of severe-acute malnutrition and food insecurity. Absence of full-family 
targeting, delays in payment and targeting errors were the most frequent issues 
discovered in the qualitative work of this study and other PSNP study reports (Deveroux 
et.al, 2009). 
 
Full family targeting 
In order to investigate the extent lack of full-family targeting affected food security and 
triggered severe-acute malnutrition that necessitated enrolment in TFP; an analysis was 
conducted on the gap between actual household size and number of PSNP 
beneficiaries per household. This analysis considered three scenarios of household 
demographics:  

 Scenario 1:considering all current household members,  

 Scenario 2: excluding children under one and  

 Scenario 3: excluding children under five years.  
 
The first scenario is based on the principle of PSNP in which all household members 
are targeted in order to fully realise food security at household level. The second 
scenario excludes children under one year of age based on the fact that they are not 
capable of eating solid food such as the food given through PSNP. The third scenario 
excludes children born after PSNP was established in 2005. The last scenario considers 
the reality that PSNP does not dynamically update resource transfers to each 
household at every change in family size. 
 
As indicated in Table 20 only 22.9% of the total sample of PSNP households received 
transfers for each family member (Scenario 1). This means three out of four (77.1%) 
PSNP households were not getting PSNP benefits for the full family. In general, there is 
no major difference in the PSNP targeting gap between Scenario 1 and Scenario 2.  
Scenario 3 (excluding children under five) indicates 70.4% of households have no gap 
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between the existing family size and the number households receiving PSNP transfers. 
Based on scenarios 1 and 3, on average about 1.7 and 0.7 persons per household 
respectively are not receiving PSNP benefits. 
 
Table 20: Gap between actual HH size and PSNP beneficiaries, % of HH 

Gap in PSNP beneficiary per HH 
Scenario 1: 
All 

Scenario 2: 
Excluding 
children under 1 

Scenario 3: 
Excluding children 
under 5 

0 (full family targeted) 22.9 23.3 70.4 

1 35.0 34.6 11.3 

2 18.8 18.8 7.5 

3 7.1 7.5 6.7 

4 7.9 7.5 2.9 

5 3.8 3.8 0.8 

8 4.2 4.2 0.4 

9 0.4 0.4  

N 240 240 240 

Mean gap, persons per HH 1.7 1.7 0.7 

 
To understand the effectiveness of PSNP transfer across locations we have examined 
the previously mentioned gap by livelihood clusters. The result of the analysis (Table 
21) shows high variability in the gap across livelihood clusters. Noticeably the gap is 
widest in highland areas, such as the Hulla Woreda of the Sidama Zone.   Even in 
Scenario 3, the most liberal scenario, the average is higher (2.6 persons) for highland 
areas than the first and most conservative scenario in other areas. Assuming an 
average family size of 6.2, in the highland livelihood cluster about 40% of the 
population, in households targeted through PSNP, is not receiving transfers from the 
programme. Lowland areas such as the Konso Woreda had the smallest gap. It can be 
concluded from the data that the gap in number of beneficiaries per household varies by 
geographic location. This phenomenon is linked with the initial PSNP quota that was 
assigned to individual woredas and kebeles. In areas where PSNP quota is low, wider 
gaps between programme beneficiaries and size of households are observed. This can 
be attributed to the diffusion and dilution of resources among a large number of 
households.  
 
Table 21: Mean gap in PSNP beneficiaries by livelihood cluster 

                                                       
Livelihood cluster Scenario 1: 

All 

Scenario 2: 
Excluding 
under 1 

Scenario 3: 
Excluding 
under 5 

Highland: cereal and enset 4.18 4.14 2.57 

Belg:  cereals, enset and tubers 2.17 2.17 .98 

Cash crops: coffee 1.33 1.30 .22 

Belg & Cash crops: coffee, ginger, maize, root 
crops 

1.46 1.46 .39 

Lowland: cereals, root crops and livestock .86 .86 .05 
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Further analysis was done on the data to identify the difference in the aforementioned 
gap by TFP status of households.  For this analysis we used Scenario 3 considering the  

static nature of PSNP transfer 
amounts, despite changes in 
household demographics. The study 
found a wider gap in TFP enrolled 
households than in non-TFP 
households. About 65.4% of TFP enrolled households were getting PSNP transfers for 
the whole family while 76.1% of non-TFP households received transfers for full family. 
The mean gaps are four persons and 9 persons per 10 households for TFP and non-
TFP households respectively. The difference in these gaps is statistically significant 
which leads us to claim that TFP households are underserved by PSNP for lack of full 
family targeting compared to non-TFP households.  
 

The examination of the same dataset by livelihood clusters further supports this claim. 
The data in Table 23 illustrates that TFP beneficiary households are consistently 
underserved by PSNP across all livelihood clusters with the exception of belg and cash 
crop producing areas. The gap is widest for highland households (2.85 persons), 
followed by cereal, enset and tuber producing households (1.17). This indicates gaps in 
some places are more significant than others. 
 
Timeliness of PSNP Transfers and 
associated impacts 
Delay in PSNP transfers is considered one of 
the major challenges encountered by 
beneficiaries. Statistics from our survey show 
70% of beneficiary households from the 

sample reported regular delays in payment 
during the 2008 PSNP implementation 

Table 22: Mean gap in PSNP 
beneficiaries by TFP status, 
excluding under 5 children 

% of HH 

Gap Non-TFP TFP Total 

0 (full family) 76.1 65.4 70.4 

1 13.3 9.4 11.3 

2 4.4 10.2 7.5 

3 3.5 9.4 6.7 

4 2.7 3.1 2.9 

5  1.6 0.8 

8  0.8 0.4 

N 113 127 240 

Mean Gap 0.4a 0.9a 0.7 

a) t=2.635, p = 0.009 

Table 23: Mean gap in PSNP beneficiaries by 
livelihood cluster and TFP status, excluding under 
5 children  

% of HH 

Livelihood cluster TFP status Mean gap 

Highland: cereal and 
enset 

No 1.88 

Yes 2.85 

Total 2.57 

Belg:  cereals, enset 
and tubers 

No 0.80 

Yes 1.17 

Total 0.98 

Cash crops: coffee No 0.08 

Yes 0.36 

Total 0.22 

Belg & Cash crops: 
coffee, ginger, 
maize, root crops 

No 0.42 

Yes 0.36 

Total 0.39 

Lowland: cereals, 
root crops and 
livestock 

No 0.02 

Yes 0.07 

Total 0.05 

Figure 20: Percentage reported delays in PSNP 
payment (2008) 
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season (Figure 20). The TFP status of a household appears to be independent of the 
delays perceived in PSNP payment.  
 
This situation is forcing PSNP beneficiaries to resort to unwanted coping strategies that 
deplete household assets, increase indebtedness and discourage welfare. As indicated 
in Table 24, 69.6% of PSNP beneficiary households reported reducing the amount of 
food consumed per day, while 60.1% reported borrowing cash to buy food as a result of 
payment delays. Based on the qualitative findings of this study, cash borrowed to meet 
temporary food shortage is often obtained from the informal sector at high interest rates 
ranging from 50% to 100% of the principal amount, regardless of the duration of the 
loan. The usual terms of agreement, in this form of informal loan arrangement, include 
immediate repayment upon obtaining PSNP transfer. This practise is reducing the net 
amount of PSNP benefits reaching the programme beneficiaries. 
 

Similarly, when PSNP payments were delayed 34.5% of households indicated that they 
were forced to sell livestock while 16% consumed food in stock. These personal 
reserves of food could be better used during the months between the completion the 
PSNP season and the next harvest.  Also as a result of delayed payments, 14.9% of 
PNSP households sent a family member for paid labour nearby, while 4.8% were forced 
to send a family member to a distant area to find work.  
 
Table 24: Implications of Delay of PSNP payment, % of HHs 

Implications TFP Non-TFP MHH FHH Total 

Reduced amount of food consumed per day 67.5 71.6 68.8 81.8 69.6 

Borrowed cash from neighbours or relatives 
and brought food 

55.0 64.8 62.4 27.3 60.1 

Unwillingly sold livestock to procure food 40.0 29.5 36.3 9.1 34.5 

Consumed my food in stock 18.8 13.6 16.6 9.1 16.1 

Myself and/or part of my family went for paid 
labour works near or within our village 

10.0 19.3 15.3 9.1 14.9 

Myself and/or part of my family went for paid 
labour in distant areas 

3.8 5.7 5.1  4.8 

Obtained food from neighbours or relatives 
for free 

6.3 3.4 5.1  4.8 

No implication at all 5.0 3.4 4.5  4.2 

Restrained from taking household package 
loans 

1.3 3.4 2.5  2.4 

Others  3.8 1.1 1.9 9.1 2.4 

Total respondents (N) 80 88 157 11 168 

 
Non-PSNP households having children enrolled in PSNP 
Neither the qualitative nor quantitative information suggest that making PSNP transfers 
to non-PSNP households would guarantee the protection of the dependent children 
from malnourishment and enrolment in TFP. This is evidenced by the fact that current 
PSNP households are just as equally exposed to malnutrition as non-PSNP beneficiary 
households. However, in areas where exclusion error is widespread, revision in PSNP 
beneficiary list, including adding more households would have a positive impact in 
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stabilizing prevalence of severe-acute malnutrition. Except in these areas, increasing 
PSNP beneficiaries is not the best solution for the majority non-PSNP households 
affected by severe-acute malnutrition. 
 
Forms of PSNP Transfer 
The study examined the preference of households over forms of transfers (cash or food) 
and whether the amount of payments were adequate enough to reduce exposure of 
children to malnutrition that call for enrolment in TFP. Based on our sample survey 
(Figure 21 & 22), a higher proportion of TFP households obtained food and cash 
(57.1%) compared to non-TFP households (50.9%). In contrast, a higher percentage of 
non-TFP households (42.1%) obtained cash only PSNP benefits compared to TFP 
households (29.3%). Also, the proportion of TFP households (13.5%) that obtained food 
only as payment is almost twice that of non-TFP households (7.0%). This is indeed a 
positive sign of PSNP responding to the needs of beneficiaries, by providing food, to a 
large proportion households affected by acute malnutrition considerably affected by 
food shortage. 

 
Figure 21: Forms of PSNP payment among 

TFP households 

 
Figure 22: Forms of PSNP payment among 

non-TFP households 

As PSNP caters to the needs of beneficiaries, severe-acute malnutrition could be 
stabilized if not substantially reduced. The qualitative data also showed the preference 
of food over cash among TFP households. Most child caregivers indicated that 
increasing the supply of household food can contribute to prevent the enrolment of their 
children in TFP. Without understating the cash first principle of the programme, this 
strategy would also help curb the effect of increasing food prices that have reduced the 
net amount of food procured by households through PSNP cash payment.  However, 
commodity management and logistic capacity of individual woredas have to be 
assessed and strengthened to further shift from cash to food transfers. 
 
The qualitative field work of the study uncovered that, in a given woreda, individual 
households are not made eligible for food or cash payments on the basis of their need 
or preference. Rather a woredas as a whole is targeted for the cash, food or 
combination of cash and food transfers depending on the food security and the food 
market situations at woreda level. This approach practically simplifies planning and 
implementation of the programme, since it does not require investigating individual 
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households. However, it reduces the effectiveness of contributions by PSNP in reducing 
occurrence of sever-acute malnutrition as a result of food insecurity. In this regard, 
future PSNP planning should consider specified treatment of households at least 
grouping them by livelihood zones and on the basis of prevalence of sever-acute 
malnutrition attributable to food insecurity. Households with children affected by or 
exposed to severe acute malnutrition as a result of limited access to food should get 
priority for food payments.  
 
During the qualitative fieldwork, community members were asked if the PSNP wage 
rates in the form cash and food met their expectations and matched local realities. 
Generally, these people were satisfied with the wage rates in the form of food (3 kg of 
grain per person per day). However, there were widespread complaints on wage rate 
from PSNP beneficiaries receiving payments in the form of cash. However, they praised 
the recent (2009) increase in PSNP payment from 8 Birr/day to 10 Birr/day. Most said 
this amount is equivalent to local wage rate for unskilled labour. Thus, programmatically 
and given inflationary implication it would be unrealistic and not beneficial to PSNP 
households to further increase cash wage rate from the existing level. 
 
Public works participation of child caregivers 
Figure 23 demonstrates that the 
programme did not make any 
distinction in participation in, or 
exemption from public works labour 
for child caregivers for having children 
affected by severe-acute malnutrition. 
Depending on the public work 
season, up to 67.5% of child 
caregivers participated in public 
works activities of PSNP in 2008. The 
seasonality curves, constructed from 
the analysis of survey household 
responses, shown in Figure 24 

illustrate the prevalence of 
child weight loss (reported by 
caregivers) and intensity of 
public works trace each other. 
The rate of caregiver 
participation in public works is 
high at the time when their 
children are losing the most 
weight. Particularly, January 
to July is a period in which 
prevalence of child weight 
loss and intense engagement 

of caregivers in public 
works activities overlap.  

Figure 24: Public work participation of child 
caregivers by month and TFP status 

Figure 23: Seasonality of public works participation by child 

caregivers and prevalence bodyweight loss (TFP HHs only) 
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The qualitative fieldwork reinforces the importance of caregivers to stay with their 
children—especially when they are suffering from severe-acute malnutrition. During this 
time, children need intensive care including timely provision of Ready to Use 
Therapeutic Food (RUTF) from TFP and follow-up on their psychological and health 
situations. We have also encountered with reports from FGD participants on social 
marginalization and stigmatization of malnourished children by community members. 
This entails the need for child caregivers to standby their children every hours as much 
as they can. In addition, caregivers cannot actively participate in full heart in the labour 
works leaving sick and malnourished children at home.  Despite all these difficulties the 
Programme Implementation Manual (PIM) for PSNP did not have a provision for 
caregivers having children enrolled in TFP. However, it exempts pregnant women after 
thri-semester and lactating mothers up to 10 months after birth from public works. Like 
this, PSNP should consider the situation of caregivers with malnourished children and 
accordingly exempt them from participation in public works without halting their 
entitlements.  
 

4.2 Household asset building programmes 

 
The household asset building programme (HABP) is one of the components of the 
existing national food security programme8 that aims to help households graduate from 
PSNP after they meet annual food requirements and are able to withstand moderate 
shocks (PIM, 2006; Graduation Guidance Note, 2007).  In the six woredas covered by 
the study, the HABPs were supported by World Bank Food Security Project and Federal 
Budget Support to Food Security Programme9. In both cases community members were 
responsible for selecting beneficiaries. The field discussions with Woreda Food Security 
Desks revealed that the World Bank Project often gave priority to the poorest of the 
poor while the Federal Budget Support tended to focus on households with a higher 
propensity for graduation. In this respect there were cases that the Wold Bank Food 
Security Project provided household asset building (HAB) credits and extension 
services to non-PSNP households. 
 
In the study areas, the coverage of the household asset building programme is quite low 
(Table 25). Based on the results of the household survey, less than one in five (18.2%) 
households obtained the credit inputs from HABPs to facilitate graduation from PSNP. 
Relatively, the programme gave due attention to TFP households (21.1%), which are 
asset poor, compared to non TFP households (15.0%). 
 
 

                                            
8
 Components of the national food security programme are PSNP, Household Asset Building 

Programmes (HABP), Complementary Community Infrastructure and Voluntary Resettlement Programme 
(VRP). HBBP consists mainly of credit and extension services involving in various asset building, income 
and income generating activities. 
9
 Boloso Sore and Konso woredas are covered by the World Bank Food Security Programme. Hulla, East 

Badowacho, Kedida Gamela and Dilla Zuria Woredas. 
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The average size of the 
credit obtained was about 
2,838 Birr per household. 
Based on the information 
from woreda food security 
case teams, the amount of 
credit given per household 
has improved over the last 
three years from 1,500 Birr to 
4,000 Birr to compensate for 

inflation and meet the growing need of credit by beneficiaries. 
 
As per the household survey results, the 
majority of households invested in oxen 
fattening and dairy cows (Table 26). 
Respectively, 66.7% and 50.0% of TFP 
and non-TFP households engaged in 
oxen fattening. Interestingly, a higher 
proportion of TFP households (50.0%) 
made a choice to invest in dairy cows 
than non-TFP households (28.6%). This 
potentially contributes to the reduction 
of malnutrition by supplying milk 
products to young children.  
 
Some households used the credit to 
invest in more than one venture; as a 
result the sum of percentages across 
the columns in Table 26 is greater than 
100%. Often, the selection of 
investment type is decided by 
household but limited to a list of options 
supported by Development Agents of 

Woreda Office of Agriculture and 
Rural Development.  
 
The survey further asked respondents 
about the benefits they obtained from 
the household asset building 
programmes they involved with. The 
results of these responses are 
summarized in Figure 25. Based on 
this about 71.8% of respondents 
reported that they have improved their 
investment spending as a result of the 

Table 25: Percentage of HHs that received package loans 

  
Non-
TFP TFP Total 

Received 
household asset 
building loan? 

No 85.0 78.9 81.8 

Yes 15.0 21.1 18.2 

Total N 120 133 253 

Mean loan amount Birr/HH 2,698 2,915 2,838 

Table 26: Types of package received, % of HHs 

Type of household 
investment Non-TFP TFP All 

Oxen fattening 66.7 50.0 57.1 

Dairy cows 28.6 50.0 40.8 

Sheep/goat fattening 9.5 10.7 10.2 

Sheep/ goat rearing 14.3 7.1 10.2 

Poultry production 14.3 7.1 10.2 

Input support - 14.3 8.2 

Beehives 4.8 7.1 6.1 

Water harvesting with 
irrigation kits 4.8 7.1 6.1 

Water harvesting 
without irrigation kits 4.8 7.1 6.1 

Small scale irrigation 4.8 7.1 6.1 

Fruits production - 7.1 4.1 

Vegetable production - 7.1 4.1 

Seed multiplication - 7.1 4.1 

Donkey/horse/mule 
cart - 7.1 4.1 

Total N 21 28 49 

Figure 25: Benefits households obtained from HABPs 
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HABPs while 64.1% acknowledged increments in their consumption spending. 
Comparatively, non-TFP households tended to expand their investment (72.2%) rather 
than increase consumption (50%) with the credit received from the HAB initiatives. As 
expected, TFP households preferred to increase their consumption spending (76.2%) 
first followed by investment spending (71.4%). 
 
The household survey asked respondents the time they received the loans. The result 
of these responses illustrated in Figure 26 shows that, of the total PSNP beneficiary 
households 11.1% obtained the 
HAB loans in 2008. About 6.3% 
and 1.6% of beneficiary households 
obtained the loans in 2007 and 
2006 respectively. This indicates 
that the loan disbursement is just 
recently expanding its coverage. As 
a result, it is too early to observe 
the impacts of the HABP. Due to 
this, enrolment rate in TFP among 
households receiving packages 
was unaffected. 
 

4.3 Therapeutic Feeding Programme 

 

4.3.1 TFP services and components 

The therapeutic feeding programme is designed to have three components including 
outpatient treatment programme (OTP) inpatient treatment (at therapeutic feeding units, 
TFU) and supplementary food programme (SFP) to manage severe-acute malnutrition 
cases among children. According to the Protocol for the Management of Severe Acute 
Malnutrition of the FMoH10, severely malnourished cases are admitted into therapeutic 
feeding programmes (TFPs) which are implemented in in-patient care facilities or as an 
out-patient depending on their circumstances.  
 
Acutely malnourished children are selected for admission through community 
mobilization and active case-finding. If a child has severe acute malnutrition with no 
medical complications, she or he is admitted to the OTP and receives RUTF and routine 
medicines to treat simple medical conditions. These are taken at home and the child 
attends an OTP site weekly for check-ups and to be re-supplied with RUTF and 
medicines. If a child is acutely malnourished and has medical complications, she of he 
is transferred from the OTP or SFP to Therapeutic Feeding Unit (TFU) for inpatient 
treatment until well enough to return to outpatient care in the OTP. When the condition 
has improved, the child is discharged from OTP and enrolled in the Supplementary 
Food Programme (SFP) for obtaining home taken supplementary food ration to ensure 
full recovery.  

                                            
10

 Protocol for the Management of Severe Acute Malnutrition, Federal Ministry of Health, March 2007.  

Figure 26: Percentage of PSNP HHs that received HH 
package loans 
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 Quitted the programme  Did not quit the 
programme  

96.6% 

3.4% 

 

4.3.2 TFP referral system 

In depth interviews held with HEWs and Woreda Health offices revealed that screening 
and referral of malnourished children are carried out by HEWs together with vCHW 
using MUAC (Figure 25). Those children who are found to be severely malnourished 
are referred to OTP sites. At the OTP sites, further screening is conducted using weight, 
height and MUAC measurements. If the child fulfils the admission criteria, s/he is 
admitted into the programme and is managed as an in-patient or out-patient depending 
on the condition of the child, and the caretakers will also be counselled on optimal child 
feeding practices. Both the HEWs and Woreda health offices added that there were no 
malnourished children systematically excluded from TFP. However, there could be 
some children not enrolled in TFP for family reasons. 
 
 
 
 
 
 
 
 
Hulla Woreda 
 
 
Dilla Zuria Woreda 
 
 
 
 
 
 
 

4.3.3 Quality of TFP services 

The quality of TFP services is best 
assessed based on reference values 
of indicators developed by the 
SPHERE project. According to the 
SPHERE standards, the bench 
marks for the acceptable levels of 
the different parameters are: 
recovery rate > 75%, death rate < 
10%, and defaulter rate of < 15%.  

 
Based on the household survey, the 
default rate in the sample areas was 
3.4% and is much lower than the benchmark (Figure 28). This low rate of default is 
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Figure 27: TFP screening and referral system 

Figure 28: Percentage of children quitted the 
programme 
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mainly attributable to the close follow up of beneficiaries by HEWs and voluntary 
community health workers (vCHWs). The reasons given by caregivers for quitting the 
programme were that the child was sick, the mother/care taker was unable to take the 
child to the TFP centre, and even some of them reported that they took the child to 
traditional healers.   
 

 
Figure 29: Percentage of TFP enrolled children admitted to TFU and obtained SF ration 

 
In the current study, only less than a third (32.4%) of the OTP admissions were 
provided with supplementary food as protection ration (five kg of CSB/Famix and one 
litre of vegetable oil) up on d9ischarge only once. This covers only one-fifth of the 
recommended amount. The limited amount and/or total absence of supplementary food 
up on discharge from the programme resulted in relapse of malnourished cases. The 
qualitative information also revealed that considerable number of children refuse usual 
foods they are being served at home soon after discharge, and return back to OTP 
again in few weeks time.         
 
According to the CTC manual published by Valid International11, about 10% to 15% of 
the total severely malnourished cases require admission to TFU because of their 
medical conditions. The study indicated that 13% of the TFP enrolled children were 
admitted in TFU which indicates the effectiveness of the referral linkage between OTP 
and TFU. Some of the challenges in the TFUs were the shortage of drugs and supplies 
for free, and absence of food allowance for caregivers. 
 
Limitations in data recording and reporting were commonly observed across all the 
components of programme by service providers. Recording errors, poor storage and 
retrieval, and limited capacity in data analysis at facility level and under-reporting to the 
respective level were the common setbacks to learn and reflect lessons from the 
implementation in all the Woredas. Moreover, absence of limited supervisory supports 
to health facilities providing TFP service were frequently reported by woreda health 

                                            
11

 Community-based Therapeutic Care (CTC), A Field Manual, 2006, Valid International and CONCERN 
Worldwide 
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offices, OTPs, TFUs and health extension workers. This in turns has compromised the 
quality of services and lack of timely correction of supply shortages. 
 

4.3.4 Access to TFP: Factors preventing or facilitating the utilisation of 

TFP 

 
Factors that facilitated TFP enrolment 
 
The study found that there are a number of factors that facilitated the use of TFP 
services within the woredas and sites visited. Among others, the health extension 
system played a significant role in facilitating the enrolment of malnourished children to 
TFP. Focus group discussions with community members indicated that health education 
given by HEWs and vCHWs has helped them to recognize that the problem is related to 
malnutrition and treatable if timely actions are taken. The vCHWs also advise 
community members to visit health posts whenever they found malnourished children. 
According to some caregivers hey used to take their malnourished children to traditional 
healers before they know there is programme to support them.  
  
Factors that inhibited TFP enrolment  
 
Lack of awareness on the causes of malnutrition has forced caregivers to take their 
malnourished children to traditional healers and other places, as reported by the focus 
group discussants. In some places, the community was also not aware of the services 
being provided and were not bringing their children to the TFP centres towards the 
beginning of the programme. Distance was also indicated as one of the barriers for 
utilizing the services. Some community members indicated that they have to travel for 
more than 4 hours to the TFP sites, and that they have to walk through difficult terrains.  
 
Long-waiting time at the OTP centres because of the inefficiency of services, and 
interruption of supplies at times has also caused them to lose confidence on the 
services and stay away. Although the ministry of health has prepared a guideline for 
HEWs to run OTP services out of health posts12, it has been received differently by 
different Woredas and the level of integration varies accordingly. In some Woredas, 
OTP is rolled out to health posts and HEWs administer amoxicillin, the routine medicine 
used at OTP. Other Woredas did not start the rollout of OTP services to health posts, 
and the beneficiaries were forced to travel to health centres and other OTP sites very 
far from their villages every week.  
 
It was also found out in the study that caretakers with malnourished children were being 
stigmatized by neighbours and other community members. They were blamed that the 
child was malnourished because of their carelessness and failure to provide appropriate 
care. Although this experience induces a psychosocial burden on the child caregivers 

                                            
12

 Management of severe acute malnutrition at health post level, MoH, July 2008.  
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with malnourished children, it did not prevent them to take their children to the treatment 
site. 
 

4.3.5 Impacts of TFP 

The main of objectives of Therapeutic Feeding Programmes is to provide nutritional and 
medical treatment for the severely malnourished in order to reduce and prevent excess 
mortality. Although evaluating the impacts of the programme in quantitative terms is 
beyond the scope of the current study, MUAC measurements have been taken and the 
reference children have also been checked for oedema to look into the current 
nutritional status. MUAC measurement is used for screening and admitting children into 
the programme, and is not an anthropometric index of choice for evaluating nutrition 
interventions, and the interpretation needs to be done with caution.     
 

As indicated in Table 27, 
76.5% of the children enrolled 
into the programme have 
demonstrated improvement of 
which 26.3% have fully 
recovered and 50.2% were 
moderately malnourished at 
the time of this study.  
 
A number of positive effects 
have been registered by the 
intervention in addition to 

improving the nutritional status. It has brought substantial benefits by increasing the 
awareness of the Woreda and Kebele officials on the causes of the problem and the 
required measures. The capacities of health professionals, HEWs and vCHWs in terms 
of knowledge and skills for handling severely malnourished cases have been built 
through trainings and practical exposures. This will definitely help the health 
professionals to handle similar crisis in the future.  
 
The programme has changed the communities‘ and caregivers‘ perceptions towards 
malnutrition. They understood the causes of the problem, the behaviours and actions 
needed for prevention of malnutrition and the solutions once the problem has occurred. 
This will prevent the caregivers from visiting unnecessary places and avoid delays that 
results in further deterioration in the nutritional status before bringing children to TFP 
centres. Psychosocial fulfilment was also observed among the caregivers when their 
children fully recovered following enrolment into the programme. Decentralized services 
helped caregivers to easily access the TFP centres. This has increased the coverage, 
the timeliness of the care given, and saved many lives which could have been lost 
otherwise.  The community mobilization done for the TFP has also facilitated other 
health programmes such as EPI thereby increasing coverage. 

Table 27:  Nutritional status of children enrolled in TFP 
with MUAC and/or oedema 

 Percentage 

Oedema (A) 7.8 

MUAC < 11.0 cm (B) 15.7 

11.0 =< MUAC < 12.5 cm (C) 50.2 

MUAC >= 12.5 cm (D) 26.3 

Severe Acute Malnutrition (SAM) (A+B) 23.5 

Global Acute Malnutrition (GAM) (A+B+C) 73.7 

Total N 528 
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4.4 Emergency relief assistance 

In Ethiopia, emergency relief assistance is meant to respond to transitory food insecurity 
while PSNP addresses chronic food insecurity. Emergency relief programmes are 
planned on the basis a national appeal procedure which depends on the outcomes of 
seasonal food security assessments conducted by Multi-stakeholders Assessment 
Team from the Federal and Regional Governments, NGOs, UN agencies, and donors. 

 
The ToR for this research posed a question concerning the impact of emergency relief 
assistance on children enrolled in TFP programme. In order to answer this question, 
data was collected from households through FGDs and the sample survey 
questionnaire. In addition, discussions were made with food security case teams in the 
study woredas. The responses from the household survey are summarised and 
presented with the synthesis of the qualitative findings in this section. 
 

4.4.1 Access to emergency relief assistance 

About 42.4% of the sample households received emergency relief assistance for at 
least one year in the last three13. In the 
same period, 46.3% of the TFP 
households accessed relief assistance 
as opposed to 38.7% for non-TFP 
households. This difference is significant 
at 95% CI, which implies that TFP 
households had a higher chance of 
needing relief assistance as compared 
to non-TFP households (Table 28). 
 
Figure 30 illustrates that TFP and non-
TFP households received most 
emergency assistances between the 
months of February and August. 
Proportionally, both groups received 
about the same amount of assistance per 
household. Figure 32 further presents the 
(self-reported) finding that relief 
distribution lagged behind the time food 
shortage and loss of child body weight 
spiked. The data also indicates that relief 
assistance ends earlier than the end 
seasonal hunger and child body weight 
loss subside.  

                                            
13

 All the percentages were calculated excluding PSNP beneficiaries as, in principle and in practice, they 
are not entitled to emergency relief assistance. PSNP is for chronically food insecure households and 
emergency relief is for households suffering from transitory food insecurity. The Ethiopian food security 
strategy makes a clear distinction in responding to the two types of food insecurity.  

Table 28: Percentage of HHs obtained relief 
assistance by TFP status and year 

Year 

HH enrolled 
children in TFP 

Total No Yes 

2008/09 (2001 EC) 8.7 17.8 13.2 

2007/08 (2000 EC) 31.3 36.7 34.0 

2006/07 (1998 EC) 3.1 2.2 2.7 

At least once in the 
last 3 years 

38.7a 46.3a 42.4 

a) Chi-Square = 6.008, P = 0.014 

Figure 30: Seasonality of relief distribution by 
TFP status, 2008/09 
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In qualitative assessment, respondents indicated that emergency distribution was 
relatively on time compared to PSNP, even though it is unpredictable whether people 
are assisted or not. This matches exactly the finding from the sample household survey 
data. Figure 31 exhibits 58.1% of households reported delays in emergency relief 
distribution compared to 70.0% in PSNP. However, as indicated in this graphic and 
further illustrated by Figure 26, there was a higher level of delay in emergency relief 
among both TFP (60.1%) and non-TFP (55.8%) households.  
 
A slow start and early halt of emergency assistance in places where severe-acute 
malnutrition is widespread is clearly seen. This finding entails the need for early start 
and prolonged relief assistance in the hot spot woredas affected by severe-acute 
malnutrition. 
 

4.4.2 Impact of emergency relief assistance 

The qualitative data from Konoso Special Woreda and Dilla Zuria Woreda indicated that 
emergency assistance helped families in preventing the reduction of child body weight 
and saving the lives of their children. According to a finding from an FGD in Konso, 
emergency assistance has a relatively better comprehensive package than PSNP. They 
reported grain, famix (mix of legume and wheat flour), edible oil, soaps and household 
utensils (jericans for storing water) as part of emergency relief assistance in 2008. 
Community members in Chichu Kebele of Dilla Zuria Woreda acknowledged a smaller 
gap between actual family size and the number of people considered for emergency 
assistance per household. The field data from Konso and Boloso Sore also suggested 
emergency relief assistance encouraged mothers to stay with their children rather than 
searching for income away from home. It has been successful in facilitating mothers to 
be with their children and providing them with the required care. The community 
members also acknowledged that the support has saved the life of their children. 
According to these informants, without the emergency relief assistance the number of 
children acutely malnourished could have been high and necessitated high TFP 
enrolment during January to May this year. 
 

Figure 32: Seasonality of relief distribution, 
food shortages and child weight loss 

Figure 31: Percentage of HHs reported delay 
in PSNP and emergency relief distribution 
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4.5 Supplementary food ration programmes 

 
Supplementary food rations (SF) are provided through EOS programme and 
Community Based Nutrition Programme (CBNP) to children affected by moderate-acute 
malnutrition (MAM). From the six woredas covered by the study, only Hulla was a CBNP 
woreda. The other five woredas were served through EOS. Although the approach and 
components of complementary services of these two programmes varies, the 
supplementary food ration component is same. Both programmes provide famix and oil 
to moderate-acutely malnourished children twice a year. The supplementary food ration 
has immediate impact on reducing prevalence of severe-acute malnutrition (SAM) 
among children. The value of this programme is its potential to control acute 
malnutrition at moderate levels before it turns into a life-threatening severe stage. 
 
The EOS identifies eligible children through campaigns of anthropometry measurement 
while in CBNP children are screened through regular growth monitoring activities. EOS 
screening is mainly done by health professionals from nearby health facilities. CBNP 
screenings are performed by Volunteer Community Health Workers (vCHW) and health 
extension workers (HEW). In Hulla Woreda the vCHWs and HEWs obtained training on 
growth monitoring from CBNP and Save the Children USA which were both involved in 
the local TFP. However, they have not yet started taking weight and height 
measurements as prescribed in the programme guide for growth promotion. They rather 
take MUAC and refer children under SAM and MAM to HEW. The HEWs in turn refer 
SAM children to OTP centres for treatment through TFP. However, children identified 
with SAM have to wait the normal rationing period to receive SF ration; which every six 
months for EOS and every three months for CBNP woredas.  
 
According to Woreda Health Offices in Dilla Zuria, last year children screened in 
November got SF in March. Likewise children screened in May got SF in August. 
According the head of Family Health Section of the Woreda Health Office, in the time 
gap between screening and distribution of SF ration MAM children often slip into SAM 
level. Such delays were also reported in Bolo Sore, East Badowacho and Konso 
woredas. 
 
Based on the results of household 
interviews, the coverage of SF ration is 
very limited (Figure 33). From the 
children whose caregivers reported a 
loss of body weight over a 12 months 
period, about 18% obtained SF from 
either EOS or CBNP. Access to SF was 
less among non-TFP (6.5%) as 
compared to TFP enrolled children 
(22%). The case of TFP enrolled children 
is high as a result of the SF ration they obtain up on discharge from the programme. 

Figure 33: Percentage of children received SF 
after losing body weight (12 months recall) 
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Based on our qualitative field data, SF rations are the most effective in controlling 
severe-acute malnutrition among children as compared to any other relief food aids, 
including PSNP and emergency relief assistances. However, the time gap between 
screening and distribution of supplementary food to MAM children as well lack of 
transparency in the screening process in some places have compromised the 
programme effectiveness. As indicated by woreda health offices, there is at least a two-
month gap between screening and actual food distribution for MAM cases. In addition, 
the participation of community members in the selection and management of SF 
programmes is limited. In order to enhance the effectiveness of SF programmes the 
following three improvements should be considered: 

 Provide SF rations immediately after children are screened for MAM. 

 Increase the frequency of screenings of MAM children and the distribution of SF 
from twice a year to every quarter. 

 Enhance community participation and consider other measures such as the 
application of security printed EOS ration cards to prove programme 
transparency and targeting efficiency. The programme could learn from PSNP 
and use community food security and appeals committees as a structure to 
ensure community participation and transparency. 

 

4.6 Community-based Nutrition Programme 

 
The Community Based Nutrition programme is a vehicle for the realization of the 
recently adopted National Nutrition Strategy of Ethiopia. Hulla is one of the 10 
Community Based Nutrition programme pilot woredas in SNNPR that only fall under our 
sample. In Hulla, CBN was started in 2007. Since then, there are some ongoing 
initiatives in this woreda. Training on the CBN approach and use of growth monitoring 
tools was already given to health facility level and woreda level health professionals, 
HEWs and vCHWs. According to the Woreda Office of Health in Hulla, ―the training was 
an eye opener for these actors to engage in CBN activities.‖ However, for them, the 
topics were generic and contents were not well tailored to local specific conditions. The 
training was organized without the consultation with woreda health office. So based the 
perception of the Woreda Health Office, the training did not fully reflect local realities 
and there was no appropriate monitoring after the training on the activities performed by 
the trainees.  
 
Although it is a bit early to report a lot on the impacts of CBN there are already good 
signs that the programme started to contribute its share for the improvement of health 
and nutritional well being of community members at large and children in particular.  
The Woreda Health Office reported that in places where they started community 
conversations through CBN the level of acute malnutrition had shown a sign of 
reduction. CBN has also reduced the duration of targeted food supplementary food 
ration for MAM children from six months to three months. This in turn has been reported 
to have a contribution in the reduction of SAM cases. Moreover, CBN has rolled-out 
major health and nutrition interventions which were mainly be carried out by health 
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facilities and woreda health professionals to health posts and villages by enhancing the 
engagement of HEWs and vCHWs. This has created the opportunity to make health 
and nutritional services closer to the community. As a result of this the community 
members and vCHWs widely acknowledge for the increase in knowledge of child health 
care and feeding practices.  
 
Since the programme is just starting and understanding are still young and much cannot 
be said about it. However, the woreda has recently started community conversation 
sessions to promote wider awareness on causes and management of malnutrition at 
community levels. Delays in training materials to be given to HEWs and vCHWs until 
August 2008 has reduced the effectiveness of CBN by delaying community level 
activities. Moreover, nutrition educations often are not accompanied with demonstration 
of appropriate child food preparation using locally available food sources because of 
lack of materials such as utensils at a health post level. In some kebeles where there 
are health facilities (health centres and upgrading health centres) growth monitoring 
activities are going on well. Apart from this in other areas growth monitoring is just 
considered as taking MUAC and referring malnourished children to health posts by 
vCHWs. Therefore, it is important to provide further technical supports to the woreda to 
train vCHWs on growth promotional activities of the programme.  
 

4.7 Health extension programme 

 
The Health Extension Programme (HEP) is an innovative community based health care 
delivery system that aims to provide essential promotive and preventive health care 
services. The programme focuses on three major areas: (1) Disease Prevention and 
Control which deals with the dominant communicable diseases: TB and HIV/AIDS and 
other STI prevention and control, malaria prevention and control, and first aid and 
emergency measures; (2) Family health services which covers maternal and child 
health, family planning, immunization, adolescent reproductive health, and nutrition, and 
(3) Hygiene and environmental sanitation which deals with excreta disposal, solid and 
liquid waste disposal, water supply and safety measures, Food hygiene and safety 
measures, healthy home environment, control of insects and rodents, and personal 
hygiene. Health education and communication is the cross-cutting approach in the HEP.  
 
The health extension workers (HEW) are the service providers in the extension 
programme working out of health posts which is the lowest health care institution in the 
four-tier government health care referral system. When the programme is fully 
operational, two health extension workers will be deployed in each of the health posts 
which will be made available in every kebele covering a population of around 5,000. 
However, in all the study woredas, the RBoH has already achieved this target. 
 
Health extension workers are also responsible to train voluntary community health 
promoters to assist them and increase coverage of health services. The number of the 
promoters varies depending on the population size of the kebele and each promoter is 
ideally responsible for 30 – 50 households.     
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Model families are also parts of the health extension programme. HEWs are responsible 
for the selection and training of these households besides addressing the whole 
community on issues discussed earlier. These households are considered innovative, 
ready to change and influence other community members for the same. When they 
graduate, the model families are expected to demonstrate practical changes in the use 
of health programmes, environmental and personal hygiene and serve as models to 
others thereby spreading positive behaviour until it covers the whole Kebele and 
beyond.  
 
Most HEWs interviewed during the field work reported that they have allotted their time 
for community house-to-house visits, community meetings and activities from health 
posts. Both community members and governmental partners reported that the 
availability of HEWs has demonstrated tangible benefits and has had a positive impact 
on the community‘s health. Women reported that they have benefited from family 
planning, immunization, ANC and delivery services provided by HEWs that contribute to 
health improvement of their children and themselves.  
 

4.7.1 Impacts of health extension programme 

 
HEWs, as discussed in the previous section, are intended to be the primary 
interlocutors between the community and the health care system. In this study, the 
impact of the health extension programme on the implementation of TFPs is seen and 
presented as follows.  
 
Health services delivered by HEWs 
 
The deployment of HEWs and construction of health posts in most kebeles increased 
access to preventative health services. The HEWs and vCHWs regularly provide health 
education and counselling during house to house visits or community meetings. They 
also provide immunization, ANC, delivery, and family planning services; distribution of 
mosquito nets, and treatment of uncomplicated malaria, and diarrhoea, and growth 
monitoring at health posts. All community members are equally served by the HEP. The 
health education by HEWs is raising the awareness of the caregivers and is bringing 
about behavioural changes, which enable them to lead a healthy style of living and 
provide appropriate care to their children and.    
 
In some kebeles where the terrain is difficult for the HEWs to make such home-to-home 
visits, vCHWs take the responsibility. This was commonly reported by community 
members and vCHWs in Hulla woreda. 
 
Contribution of health education delivered by HEW to the improvement of the 
health status and feeding practices of reference child  
 
IN this study, the contribution of health education delivered by HEWs to the 
improvement of the health status and feeding practices of the reference children was 
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assessed using a 6-point scale ranging from 0 to 5. More than half of the respondents 
(51.18%) gave the highest scores (4 and 5), thereby appreciating the contribution of the 
health education delivered by HEWs to the improvement of the health status of and 
feeding practices to their children. Comparatively, TFP beneficiaries recognized its 
contribution more than non-TFP users (Figure 34 and 35).  
 
 

 
Figure 34: Contribution of health education by HEWs to the improvement of health status of 

the reference child as evaluated by respondents by TFP status 

 

 
Figure 35: Contribution of health education to the improvement of feeding practices of the 

reference child as evaluated by the households by TFP status 
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The role of model family strategy to reduce the risk of having to use TFP 
 
In all study areas, model families were trained for three months and engaged in 
promoting preventive activities.  
 
The model families‘ engagement increased use of family planning, immunisation, ANC 
and delivery services, HIV testing, health seeking behaviour, growth monitoring and 
reduction of harmful traditional practices. As a result, it contributed to the reduction of 
malnutrition where none of their children become malnourished and enrolled in the TFP 
programme.  
 
Discussions held with the HEWs revealed that there is an improvement in the overall 
health situation of the community. Incidence of diarrhoea, malaria, malnutrition among 
children was reduced and awareness about HIV/AIDS increased compared to previous 
years. 
 

4.7.2 Nutrition information and counselling through the HEP 

 
As discussed in the previous section, health education and communication is the cross-
cutting approach for implementation of most or all of the activities in the health 
extension programme. Focus group discussion participants witnessed that they had 
received nutrition information and counselling through house to house visits, 
immunization days and during model family training. Among the topics covered were 
early initiation of breastfeeding, exclusive breastfeeding for the first 6 months, frequency 
of breastfeeding and continuation till the age of 2 years and even beyond, and on the 
timely introduction of available complementary foods at 6 months.  Nutrition information/ 
counselling have also been delivered during EOS, OTP and community based growth 
monitoring sessions.  Why malnutrition prevails amidst high level of information within 
the community? This and other issues are discussed in the next section.   
 

4.8 Water, sanitation and hygiene 

 
Water, sanitation and hygiene are vital facilities and behavioural issues for the well 
being of children and the community as a whole. Improvements in water, sanitation and 
hygiene are expected to reduce the burdens of disease and improve the overall health 
and nutrition of the people. A reduction in morbidity, such as diarrhoea, as a result of 
improvements in hygiene and sanitation, improves nutritional status by reducing the 
impacts of dehydration, fever and mal-absorption of nutrients.  
 
The ToR for this study explicitly posed a question as to how existing water and 
sanitation services and hygiene practices have contributed to the reduction of exposure 
to malnutrition and the requirement for TFP services. Based on this, the study team 
asked a series of questions and collected information through household interviews, 
FGDs, KIIs and observations. The following sub-sections describe the findings in 
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relation to water and sanitation as one of the social protection services that have a 
strong relation to child nutrition. 
 

4.8.1 Access to water  

 
The study collected information on the proportion of the population accessing safe water 
from protected sources. According to the secondary data from the respective woredas, 
safe water coverage is low compared to the primary data collected through the sample 
household survey. For instance, the rural water supply offices in Konso, Hulla and 
Boloso Sore woredas estimated access to safe water at 14%, 26% and 33.8% 
respectively. As of 2005, integrated water, sanitation and hygiene (WASH) programmes 
have been introduced in different woredas through the support of UNICEF, World Bank, 
African Development Bank (ADB) and NGOs.  UNICEF is currently working in Boloso 
Sore, ADB supports Konso, and IRC works in Hulla woreda.   
 
A small budget and shortages of skilled manpower and logistics (including motor 
bicycles) are the main bottlenecks in the effort to improve the limited access to safe 
water in the woredas visited. In most of the woredas covered by the study the woreda 
cabinets allocate a relatively small amount of their budgets to the water sector. For 
instance in Hulla woreda only about 20,000 Birr was allocated to support the rural water 
supply office. Moreover, the woreda water offices are not as well structured as HEWs in 
health, Development Agents in agriculture, and teachers in education; therefore, it is 
difficult to reach the community for 
mobilisation and support. 
 
Based on the results of household 
interviews, access to water from 
protected sources which is assumed to 
be ‗safe‘ for drinking is much higher 
compared to what was reported by 
woreda rural water supply offices. As 
can be seen from Table 29, 56% of 
households obtain drinking water during the wet and dry seasons from protected 
sources. There was no sharp variation in the types of water sources used during dry 
and rainy seasons. Interestingly, a higher proportion of TFP households (59.4% during 
wet season and 58.0% during dry season) use protected water sources compared to 
non-TFP households (52.0% during wet season and 54.0% during dry season). 
Although public water is equally accessible to households, the difference may be 
attributed to the awareness created through TFP to use the available safe water 
sources.  
 
From the qualitative analysis, it was learned that women recognized that they had 
benefited from water supply interventions in some kebeles. This was evidenced by both 
the reduction in the amount of time and energy they have to spend collecting water and 
the improvements in the health of their children. Nonetheless based on both woreda 
estimates and findings of the survey, the proportion of the population that does not 

Table 29: Percentage distribution of 
households by source of drinking water 

 Season Source TFP Non-TFP Total 

Wet 

season 

Protected 59.4 52.0 55.7 

Unprotected 40.6 48.0 44.3 

Dry 

season 

Protected 58.0 54.0 56.0 

Unprotected 42.0 46.0 44.0 



61 
 

access safe water is still high. For instance, according to the household survey about 
44% of the sample households fetch drinking water from unprotected sources. 
 
To ensure safe and hygienic 
conditions at the household level, 
water must not only be accessible 
but also available in sufficient 
quantities. A per capita daily 
consumption rate of 50 litres for all 
domestic purposes (drinking, food 
preparation, hygiene, and domestic 
cleaning) is commonly recommended 
as the minimum for promoting good 
health14. The study collected data 
from sample households on their 
daily water consumption. Based on this data, the amount of water consumed in the 
study areas was low, though there was a variation between seasons. The amount of 
water used for household consumption was 30 litres per day the day prior to the study 
(Figure 36). Comparatively, non-TFP (31 lit/day) households consumed more water 
than TFP (28 lit/day). Limited hygienic practices, long distances to water sources and a 
lack of time to collect adequate water could attribute to the low consumption of water. In 
focus group discussions held with TFP and non-TFP caregivers, it was noted that 
women walk an average of three hours to fetch water. Thus, it is difficult to find enough 
time to collect water and to meet the needs of the family.  Population groups that 
consistently used more water had better health than groups that used less water. This 
has been shown repeatedly to improve health outcomes, such as specific diarrhoeal 
pathogens, diarrhoeal morbidity, and child growth15 . 
 

Fetching water is an extremely onerous 
task. The amount of time and energy 
individuals (typically women) must spend 
on this chore limits care to children, to 
becoming more economically productive 
and to even relaxing and socializing at 
home. Furthermore, the physical effort 

required in transporting heavy loads of water over long distances often has a substantial 
negative impact on a person‘s health. During dry season is about one hour, which twice 
the time required during wet season (Table 30). 
 

                                            
14 Gleick, P. 1996. Basic water requirements for human activities: meeting basic needs. Water International 

21:83-92. 
 
15 Esrey, S., J.Potash, L. Roberts, C. Shiff. 1991. Effects of improved water supply and sanitation on 

ascariasis, diarrhea, drancunculiasis, hookworm infection, schistosomiasis and trachoma. Bulletin of the World 
Health Organization 60:609-621. 
 

Table 30: Average one way walking distance 
of domestic water points in minutes 

Season TFP Non-TFP All 

Wet season 30.9a 31.5a 31.2 

Dry season 66.7b 57.3 b 61.4 
a) p=0.802, F=0.303; b) p=0.389, F=1.054 

Figure 36: Average water consumption in litres/ 
household/ day by TFP and PSNP status 
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The survey also asked 
respondents about the 
responsibility of collecting 
water from sources to homes. 
Based on this as indicated in 
Table 31 among 61.5% of 
sample households, child 
caregivers are responsible for 
this difficult task of water 
collection. The involvement of 
caregivers in water collection is higher among TFP households (64.5%) compared with 
non-TFP households (58.5%). As indicated in Table 30 this difference is statistically 
significant at about 95% CI. 
 
As illustrated in Table 32 carrying by 
person was the overwhelming means 
of transporting collected water in the 
study areas, which exacerbate 
women‘s work burden and poor 
health. In about 96.2% of sample 
households water is carried by family 
members mainly by child caregivers. 
Non-TFP households tend to use 
other means such as animals and carts compared to TFP households to bring water 
from the source points to homes. This can be explained by the differences in the wealth 
status of the two groups. 
 
Management of improved water points is one of the crucial concerns for accessing safe 
water. In most places visited by the study team water points are well managed by 
community water committees established by woreda water offices. HEWs are also 
playing important role in teaching and mobilization community members in this respect. 
However, in some places there were water supply schemes such as springs and ponds 
without appropriate water management bodies. In these places water points are 
unhygienic and inconvenient for women to go in and fetch water. Typically in Shako 
Kebele of Hulla Woreda the study team observed a caped spring water point without 
proper protection from contamination. Human faeces and livestock excreta were seen 
spread over the vicinity of the water point. No community-based water management 
body was established and functional in this place. 
 
 

4.8.2 Access and utilization of sanitation facilities 

Significant improvements in disease reduction; and hence, improvement in nutritional 
status, can only be gained when safe drinking water, provision of latrines, and hygienic 
behaviour are integrated and accessed by the community. In developing countries like 
Ethiopia, where hygiene practices are grossly substandard and the exposure risk for 

Table 31: Person responsible for collecting water 

Responsible Person TFP Non-TFP All 

Caregiver 64.5% 58.5% 61.5% 

Other adult women 12.5% 17.5% 15.0% 

School age female children 15.7% 16.8% 16.2% 

School age male children 3.6% 2.8% 3.2% 

Adult Men 1.9% 3.5% 2.7% 

Pre-school age children 1.7% .2% .9% 

Other person .2% .7% .5% 

Total Count 535 537 1072 

Chi-squares=17.653, p=0.007 

Table 32: Means of domestic water transportation, 
% of HHs 

 Non-TFP TFP All 

Person carrying 93.8% 98.5% 96.2% 

Animals/donkey,/mule 4.1% .6% 2.3% 

Cart/ wheel barrow 
(human labour) 

1.7% .6% 1.1% 

Other transportation 
used  

.4% .4% .4% 

Total count 531 537 1068 
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diseases is multiple, the approach should be to seek multiple interventions. Esrey 
indicates that when interventions include water, sanitation, and hygiene (hand washing), 
the median reduction of diarrhoeal incidence would be up to 65%16.  
 
Based on the sample survey, about 80% 
of the sample households in the study 
areas reported to have their own private 
or communal toilet facility, while the rest 
20% of the households did not have any 
fixed place for defecation (Figure 37). 
Comparatively, the percentage of toilet 
ownership by TFP status does not show 
statistically significant difference.  
 
Modest improvements in sanitation, such as pit latrines, will result in better health, but 
major improvements in sanitation, such as flush toilets, will result in even greater health 
benefits. In the study area, 51.4% use simple pit latrines with shades, while 40% have 
open pit latrines. About 42.7% of households own open pit latrines which are often 

shameful for women to use 
especially during the day 
time. As shown in Table 33, 
ownership of shaded pit 
latrines was lower among 
TFP households compared 
to Non-TFP households. This 
may be attributed to limited 

resources and skills to construct such improved latrines by TFP.  
 
About a quarter (24.4%) of households 
used a shared latrine (Table 34). This 
was similar among households in all 
sample areas. There is no significant 
difference in the form of latrine facility 

ownership by TFP status. 
 
On top of asking respondents, our 
field data collectors made direct 
observations on the physical 
conditions and signs of use of 
latrines acknowledged by the 
sample households. Among the 
latrines observed 43.3% had no 
superstructure and only 37.6% had walls. Only 5.3% of the toilets had a door (Table 

                                            
16 Bergeron, G. and S. Esrey. 1993. Baseline Survey for the Guatemala Highlands Rural Water and Sanitation 

Project. WASH Field Report #403. WASH: Washington DC. 
 

Table 33: Types of toilet facilities owned by households, % 

Toilet type Non-TFP TFP All 

Pit latrine with shade 54.5 49.0 51.4 

Open/rudimentary pit latrine 39.3 46.9 42.7 

Ventilated pit latrine with shade 3.5 4.1 3.4 

W.C. ( water close) 2.6   2.5 

Table 34: Percentage of HHs owned pirate and 
shared latrines 

Ownership type Non-TFP TFP  All 

Private 75.4 75.9 75.6 

Shared 24.6 24.1 24.4 

Table 35: Observed physical conditions of latrines 

 TFP  Non-TFP All 

No superstructure 46.1 40.6 43.3 

Has walls  34.6 40.6 37.6 

Has a roof 15.0 20.2 17.6 

Has door(s) 3.2 7.3 5.3 

Superstructure 
damaged 

13.4 8.6 11.0 

Figure 37:  Percenatge of HHs own toilets 
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35). Toilets with no superstructures, walls or doors were higher among TFP households 
indicating an association with poor capacity and commitment to own improved 
sanitation facilities.  

 
 
For sanitation facility to be 
considered functional it should be 
hygienic. Hygienic facilities have 
no faeces on the floor, seat, or 
walls and have few flies. The 
facilities need also to be regularly 
cleaned. The household data 

collectors further checked with the utilization of the facilities and discovered only 46.2% 
of the latrines showed clear signs of current usage and were clean while the rest 53.8% 
were unhygienic: either dirty (47.5%) or totally abandoned (6.3%) (Table 36). Moreover, 
we asked respondents the last time they cleaned the latrines. The summary of these 
responses, in Table 37, shows 
about 45.1% of households never 
clean their toilets. Likewise about 
23.7% and 17.2% of these 
households did cleaning less than 
one week and several weeks ago 
respectively. Only 3.7% 
households cleaned on a daily 
basis and 10.5% every other day. The data collectors did not came across any hand 
washing facilities alongside the latrines. 
 
The statistics from this study testify that easy access to latrine facilities does not 
guaranty proper utilization. Rather, such facilities can turn to breeding places of disease 
causing agents that could expose people, especially children to health hazards. Thus, 
there is a long journey ahead for HEWs and other actors to intensify community 
awareness for behavioural changes on proper cleaning and use of sanitation facilities. 
 

4.8.3 Garbage disposal 

Environmental sanitation is also an 
issue for communities in the survey 
area. The survey findings disclosed 
that garbage was disposed of in an 
unsafe manner. About 82.7% of 
sample households dispose of their 
garbage in unsafe ways by 
throwing it in or outside of their 
compounds (Table 38). Only about 
18.3% of households reported 

Table 36: Observed utilization status of latrines 

 
TFP Non-TFP All 

Clear signs of current 
usage but dirty 44.8 50.2 47.5 

Clear signs of current 
usage and clean 49.6 42.7 46.2 

Not currently used 5.5 7.1 6.3 

Table 37: The last time toilets were cleaned, % of HHs 

Time  TFP  Non-TFP All 

Never  46.3 43.8 45.1 

Today  2.9 4.4 3.7 

Yesterday 10.1 10.8 10.5 

In less than 1 week 23.7 23.7 23.7 

Several weeks ago  16.9 17.3 17.2 

Table 38: Garbage disposal system, % of HHs 

Sites for garbage 
disposal 

Non-TFP TFP  All 

Throw it out far from home 51.2 48.2 49.7 

Throw it out close to home 29.8 36.2 33.0 

Burn it 6.7 5.3 6.0 

Community dump 6.5 4.9 5.7 

Bury it 1.4 .8 1.1 

No garbage produced 1.2 .8 1.0 

Other 3.3 3.9 3.6 

Total count 510 514 1024 
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following an appropriate disposal system including burning, burying, and using 
community dumps.  Based on the survey teams‘ observations, most of the households‘ 
yards or houses were littered with garbage during the interview time.  
 

4.9 Availability and utilization of insecticide treated nets 

 
A number of studies have demonstrated that the use of insecticide-treated nets (ITNs) is 
effective in reducing malaria-related morbidity and mortality among children.17 ITNs had 
been distributed to households living in malaria prone areas. According to woreda 
health officials, households received two ITNs if they had more than five members of 
the family and one if their families are five or less.     
 
Table 39: Availability and utilization of mosquito nets 

 TFP Non-TFP All 

% of households reported to have at least one ITN, 46.1 48.2 47.1 

Number of ITN per household, 
among those reported to have, % 
of HH 

1 53.1 59.3 56.2 

2 41.4 36.6 39.0 

3 5.5 4.1 4.8 

% of children slept in malaria prone places  under 
mosquito net last night 23.0  28.5 25.7 
The period, in months,  HHs 
acquired the mosquito net used by 
the children, % of children 

< 6 1.6 2.6 2.0 

6-12 15.7 16.4 15.9 

13-18 4.9 1.8 3.3 

19-24 9.0 6.1 7.5 

> 24 months 58.7 67.2 62.9 

Don‘t know 9.9 6.0 8.0 

 
In the study areas, about half of the sample kebeles reported to be in a malaria prone 
area. About 47.1% of households living in the malaria prone areas had at least one 
mosquito net at the time of the survey (Table 39). Among these, 56.2% had one, while 
39% had two and the remaining 4.8% of households had three mosquito nets. Nearly 
two-thirds (62.9%) of the households acquired mosquito nets two years ago. However, 
in the day preceding the survey only 25.7% of the reference children in the malaria 
endemic areas reported sleeping under a mosquito net. This survey indicated that both 
availability and utilization of the nets were minimal. Thus, increasing access and 
promotion of health education on the utilization of the available ITNs are imperative. 
None of the variables related to access and use of ITNs were showing statistically 
significant difference by TFP status. 
 
 

                                            
17 Nevill C, Some E, Mung'ala V, Mutemi W, New L, Marsh K, Lengeler C, Snow R: Insecticide-treated 

bednets reduce mortality and severe morbidity from severe malaria among children on the Kenyan coast. 
Trop Med Int Health 1996, 1:139-146. 
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5. Factors that led children to enrol in TFP 

 
According to the global conceptual framework developed by UNICEF18, malnutrition is 
the result of a long sequence of interconnected events; which are classified as 
immediate, underlying and basic determinants of malnutrition. These three categories 
function synergistically and have a horizontal cause and effect relationship at all levels, 
but more so with the underlying causes. This study examines the various causes of 
malnutrition, and the factors that led children in sample woredas of SNNPR to be 
enrolled in therapeutic feeding programmes (TFP) while considering the conceptual 
framework.  

5.1 Immediate causes 

Inadequate dietary intake and disease are considered as immediate causes of 
malnutrition. In Ethiopia, these causes are the result of poor maternal nutritional status 
at conception, in utero under-nutrition, inadequate breastfeeding, delayed 
complementary feeding for infants, inadequate quality and/or quantity of complementary 
feeding, impaired absorption of nutrients due to intestinal infection or parasites, or, more 
commonly, a combination of these problems. The study examined this factors as 
causes severe acute malnutrition in six hot spot woredas of SNNPR affected by 
emergency malnutrition that necessitate setting up of TFP. 
  

5.1.1 Inadequate dietary intake 

Among factors that led to inadequate dietary intake, breastfeeding, complementary 
feeding, and disease are considered. Their contribution in the causation of malnutrition 
and subsequent admission to TFP are discussed by comparing practices of families 
with children enrolled in TFP and families with no children enrolled. The data is further 
analyzed by PSNP status to see if it made any difference in children‘s enrolment in TFP 
as deemed necessary.  
 
Breastfeeding 
Breastfeeding provides substantial benefits to the baby, the mother, the community and 
the nation in general. It meets all the nutritional needs of a baby in the first 6 months of 
life, and has substantial contribution to the caloric needs of the infant in the second half 
of the first year. Moreover, it protects the baby against gastro-intestinal infections and 
enhances mental, psychosocial,  teeth and facial muscles development. As indicated in 
Tables 40 and 41, the percentage of children who were ever breastfed was generally 
high across the categories by TFP and PSNP status. TFP enrolment did not have any 
relationship to whether the child was breastfed or not. Likewise, PSNP had a little 
influence on the feeding practice.  
 
 
 

                                            
18

 UNICEF 1990 
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Table 40: Children ever breastfed by TFP and PSNP status for children 6-23months 

Children ever breastfed Non-TFP TFP Non-PSNP PSNP All 

Yes 98.2% 99.5% 98.9% 98.2% 98.7% 

No 1.8% .5% 1.1% 1.8% 1.3% 

N  274 184 348 110 458 

 
Table 41: Children 6-23 months ever breastfed by TFP and PSNP status 

Children ever breastfed Non-TFP TFP Non-PSNP PSNP All 

Yes 96.9%a 98.6%a 97.9% 97.5% 97.8% 

No 3.1% 1.4% 2.1% 2.5% 2.2% 

N  523 508 791 240 1031 

a) P-value = 0.06, Chi-Squares = 3.34 
 
Colostrum, the first milk, contains protective antibodies and is extremely important to the 
newborn because it serves as the baby‘s first immunization. The majority of children 
were fed colostrum, and there is a statistically significant difference where more 
mothers whose children were enrolled in TFP gave their children colostrum as opposed 
to those whose children were not enrolled, as indicated in Tables 42.19  
     

Putting the baby to the 
breast immediately 
after birth, even before 
the placenta is 
expelled, helps to 
stimulate the 
production of milk, and 
controls post-partum 
bleeding in the 
mother20. As indicated 

in Tables 43, more than one-third (37.3%) of mothers in both categories initiated 
breastfeeding in the first hour of birth, and the practice showed no relationship to the 
enrolment of children in the TFP.    
 
Table 43: Caregivers’ practises of early initiation of breastfeeding in children 6-23 months 

First put the child to breast Non-TFP TFP All 

Immediately (< 1 hour) 37.6% 36.8% 37.3% 

Hours (< 24 hours) 54.7% 57.9% 56.0% 

Days (> 24 hours) 4.7% 3.5% 4.2% 

Do not know 2.9% 1.8% 2.5% 

N 170 114 284 

P-value = 0.93, Chi-Squares = 0.01 

                                            
19

 The percentage is calculated for the age group 6 to 23 months based WHO IYCF indicators list.   
20

 National Strategy for Infant and Young Child Feeding, MoH April 2004 

Table 42: Children 6-23 months that were fed on the first milk 
(colostrum) by TFP status 

Given the first milk to the child in 
the first three days after delivery Non-TFP TFP All 

Yes 91.7%a 97.7%a 94.1% 

No 8.0% 2.3% 5.7% 

Don't know 0.4  0.2% 

N  264 174 438 

a) P-value = 0.00, Chi-Squares =6.82 
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Early initiation of breastfeeding (within the first hour), feeding of colostrum, and whether 
the child is ever breastfed are short term events. Although very important, they do not 
play a large role in the nutritional status of children unless the caregiver continues to 
breastfed in the weeks and months to come. Figure 38 compares these practices by 
TFP status for children 6 – 23 months: 
 

91.70%

8.00%

97.70%

2.30%

94.10% 5.70%

0%

20%

40%

60%

80%

100%

Yes No

%

NTFP TFP All  
Figure 38: Caregivers practices on early initiation of breastfeeding in children 6 to 23 month 

Continuation of breastfeeding is very crucial and it is recommended that breastfeeding 
continues for two years and even beyond.21  Breast milk changes composition over time 
to meet the changing needs of the growing child. As clearly shown in Table 44 higher 
proportion of mothers that had continued to breastfeed even at the time of the survey 
had not enrolled their children in TFP. The continuation of breastfeeding is practiced by 
a lower proportion of mothers whose children were enrolled in the TFP, and the 
differences are statistically significant.  Moreover the odds ratio (OR) analysis indicates 
that there is two-fold greater chance of malnutrition for those without continued 
breastfed than for continually breastfed. 
 
Table 44: Mothers currently breastfeeding children 6 - 23 months 

Currently  breastfeeding 
 
Non-TFP 

 
TFP 

 
All 

Yes 97.4% 92.4% 95.4% 

No 2.6% 7.6% 4.6% 

N 272 185 457 

P-value = 0.01, Chi-Squares =6. 25 
 

Continued breast 
feeding 

Household enrolled a child/children in TFP OR=2.08 
 No Yes Total 

 Yes 424 343 767 45% 

No 113 190 303 63% 

 
537 533 1070 

  
 

                                            
21

 National Strategy for Infant and Young Child Feeding, MoH April 2004 
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Complementary feeding 
Appropriate complementary foods need to be introduced once the child is 6 months of 
age. Nutrient dense foods provided through frequent feedings should be given to young 
children while they continue to be breastfed. There was no difference in the 
percentages of caregivers who knew the correct timing of introducing complementary 
foods i.e. 6 months by TFP status, nor do they differ in their practices as indicated in 
Tables 45 and 46. 
 
Table 45: Caregivers’ knowledge on the timing of introducing complementary food 

 Time of introducing 
complementary foods – 
caregivers‘ knowledge Non-TFP TFP All 
<6  months 10.9% 11.9% 11.4% 

6-8 months 86.2% 86.5% 86.4% 
6 Months 75.3% 79.4% 77.3% 
9-12 months 2.3% 1.0% 1.7% 
>12 months .6% .6% .6% 
Total 514 505 1019 
P-value = 0.12, Chi-Squares = 2.46 
 
Table 46: Caregivers practices on the timing of introducing complementary food 

 Time of introducing 
complementary foods – 
caregivers‘ practice Non-TFP TFP All 
<6  months 7.8% 9.3% 8.6% 
6-8 months 81.1% 80.5% 80.8% 
6 Months 56.9% 58.6% 57.8% 
9-12 months 9.9% 9.3% 9.6% 
>12 months 1.2% .8% 1.0% 
Total 497 503 1000 
P-value = 0.56, Chi-Squares = 0.30 
 
Complementary foods need to be composed of different food groups in order to provide 
all the nutrients, vitamins and minerals that the infant needs to maintain healthy growth.  
According to the WHO IYCF indicators, the infant needs to be fed at least four of the 
seven major food groups in 24 hours in order to receive the minimum dietary diversity. 
These food groups are: grains, roots & tubers; Legumes and nuts; Dairy products (Milk, 
yogurt, cheese); Vitamin A rich fruits & vegetables; Other fruits & Vegetables; Flesh 
foods (Meat, fish, chicken, liver/internal organs), and Eggs. As indicated in Table 47 
only small percentages (3.9% and 2.0% for Non-TFP and TFP admissions respectively) 
of children were fed the minimum diversified diet, and there is no statistically significant 
difference by TFP status. Thus, these statistics asserts the complementary feeding 
practice regardless of TFP status is suboptimal. 
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Table 47: Children 6 – 23 months who received various solid/semi-solid foods the day and 
night preceding the interview 

Number of diversified diet consumed in 24 hours  Non-TFP TFP All 

> four of the food groups 3.9% 2.0% 3.1% 

< four food groups  96.1% 98.0% 96.9% 

N 204 150 354 

P-value = 0.30, Chi-Squares = 1.06 
 

5.1.2 Diseases  

Illness is one of the major reasons that contributed for enrolment in the TFP. As 
indicated in Chapter 3 of this report,  poor personal hygiene, improper waste disposal 
practices, and lack of adequate and safe water supply commonly observed in the study 
area. These situations are major causatives for childhood communicable diseases 
including diarrhoea, coughing and fever.  As reported by caregivers and presented in 
Table 48, a significant proportion of children (55.3%) were sick before losing body 
weight among those who were enrolled in the program as opposed to a small proportion 
of children (19.5%) who were not enrolled, and the difference is significant at 95% CI.   
The odds ratio (OR) analysis of the data indicates a child experienced illness has 1.3 
times higher chance to be malnourished and need TFP enrolment. 
 
Table 48: Percentage of children sick before losing body weight by TFP status 

Illness before losing body weight Non-TFP TFP 

Yes 19.5% 55.3% 

No 80.5% 44.7% 

P-value = 0.00, Chi-Squares = 53.8 
 

Health status of a 
child 

Household enrolled a child/children in TFP  
 
 
OR = 1.3 

No Yes Total % 

Not ill 57 124 181 69% 

Ill 142 403 545 74% 

 
199 527 726 

  
The study asked caregivers what type of diseases they observed on their children just 
before losing body weights. As indicated in Table 49, the analysis of these responses 
dictates, diarrhoea (77%) followed by fever/malaria (59.5%) and coughing (35%) was 
the most prevalent illness and hence the main reason for loosing body weight in both 
enrolled and non-enrolled children.  There is no statistically significant difference by 
enrolment in TFP and sex of the child.  This indicates that the risk of exposure to 
various childhood communicable diseases among TFP enrolled and non-enrolled 
children is high and almost comparable. 
 
Table 49: Types of illness before losing body weight-Percent of children 

Type of illness Enrolled Non – TFP TFP Male child Female child All 

Diarrhoea 71.83 78.82 75.69 78.13 77.01 

Coughing 26.76 38.42 34.38 35.94 35.40 
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41.0%
40.8%

59.7%
45.8%
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%

Ill Visited HF

Fever or Malaria 64.08 57.88 56.94 61.72 59.49 

Measles 7.04 3.94 4.86 4.30 4.74 

Do not remember 0.00 1.48 1.39 0.78 1.09 

Other 5.63 7.64 5.56 8.98 7.12 

N 142 406 288 256 548 

P-value = 0.06, Chi-Squares = 7.19 

 

The study also looked into the current illness in children in the two weeks prior to 
survey. As indicated in Table 50, there was no difference in the prevalence of illnesses 
in children in the two weeks prior to the survey by TFP status. This indicates that the 
environment where both groups live was similar, and that children from both the TFP 
and Non -TFP families were equally exposed to health hazards.  
 

Table 50: Children 6 – 36 months who has been ill and had fever two weeks prior to the 
interview date 

Illness in the two weeks prior to interview 
 
Non-TFP 

 
TFP 

 
All 

No 58.8% 59.0% 59.1% 

Yes 41.0% 40.8% 40.7% 

Do not know .2% .2% .2% 

N 519 502 1021 

P-value = 0.95, Chi-Squares = 0.00 
 
Health-seeking behaviour of caregivers is crucial to the well-being of infants and 
children under five years of age. The caregivers need to give time, attention and 

support, and commit 
resources for 
treatment as deemed 
necessary to enable 
the sick children to 
recuperate and regain 
their health, strength 
and appetite. Unless 

children who are sick are brought to the 
attention of health care providers in due 
time, they will be subjected to the 
consequences of ill-health and become 
malnourished. Children who are sick need 
to get medical attention as soon as 
possible. As opposed to similarities in the 
risks for exposure to illness and being sick, 
Table 51 indicates that there is a 
statistically significant difference between 
children who had been ill and visited health 
facilities and who did not by TFP status.   

 

Table 51: Children who has been ill and visited health facility 

Visited health facility during illness 
 
Non-TFP 

 
TFP 

 
All 

No 39.8% 54.2% 47.0% 

Yes 59.7% 45.8% 52.8% 

Do not know .5% 0.0% .2% 

N 216 212 428 
P-value = 0.1, Chi-squares = 2.59 

Figure 39: Children who were ill and visited health 
facility by TFP status 
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This is clearly depicted in Figures 39 and 40 where more caretakers whose children 
were not enrolled in TFP brought their sick children to health care providers than those 
whose children were enrolled.  
 
 
 
 
 
 
 
 
 
 
 
 

 

The question here is what are the factors that played important role that more 
caretakers from the Non-TFP group brought their children to medical attention as 
opposed to the TFP group? It is very difficult to answer this question in one goal as 
there are a number of demographic, social and cultural factors that are inter-related and 
contribute to the negative behaviour of the caretakers which later results in malnutrition.  

In Ethiopia, like in most other developing nations, mothers are the ones that are 
responsible for most of the activities at household level. These include, among others, 
looking after their children, collecting water, and washing clothes and dishes. When 
mothers become sick or die, children are not in a position to get these services, and are 

less taken care of.  The study 
revealed that the number of 
paternal orphans was more or 
less the same in both the 
households whose children were 
enrolled in the TFP and in those 
not enrolled. There is, however, 
a statistically significant 
difference in the number of 

maternal orphans by TFP status. As indicated in Table 52, there were more maternal 
orphans among households with children enrolled in the TFP than in those not enrolled.  

 

 

 

Table 52:Households orphan characteristics 

Orphan status Non - TFP TFP 

Paternal Orphan 8.3 8.0 

Maternal Orphan a 9.4 17.2 

Double Orphan 3.0 1.1 

No. of households (N) 541 540 

(a) P-value = 0.00, Chi-Squares = 10.9 

Figure 40: Proportions of children who visited and not visited the health facility by TFP status 

TFP

45.8%

54.20%

Visited HF Not Visited HF  
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40.30%

Visited HF Not Visited HF  
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Access and control profile of the study communities and literacy status of household 
heads and caregivers also contributed for the malnutrition of children.  It is indicated that 
men (households‘ heads) are the decision makers for bringing children to health 
facilities (Please see Section 5.3.1 of this report).  Although this situation appears to be 
a norm in the societies covered by the study, as indicated in Table 53, households with 
literate caregivers took their sick children to health facility more than those with literate 
household heads i.e. husbands, and the finding is statistically significant.  This clearly 
indicates that educating women is an investment in the health of a generation, which 
also supports the findings of other studies.   

Table 53: Literacy status of HH heads/caregivers and health seeking behaviour 

  
  

  
  

Child visited health facility 

No Yes 

Literacy 
status 

HH head 43.2a 56.8 a 

Caregiver 25.0b 75.0 b 

a) Chi-squares = 5.207, p=.023; (b) Chi-squares = 3.502, p=.061; 

5.2 Underlying causes 

 
Household food security, care of vulnerable segments of the population, adequate 
health services, and environmental hygiene are the underlying determinants of 
nutritional status. The study examined these closely interrelated factors of malnutrition 
through the household survey, FGDs and KIIs. 
 

5.2.1 Food insecurity 

 
Food security exists when all people, at all times, have physical, social and economic 
access to sufficient, safe and nutritious food that meets their dietary needs and food 
preferences for an active and healthy life.22 This definition is based on three pillars of 
food security: availability (physical supply), access (the ability to acquire food), and 
utilization (the capacity to transform food into the desired nutritional outcome). Food 
insecurity at the household level occurs when these conditions are not met.  
 
The study has examined the three pillars of food security in order to understand their 
linkages with child malnutrition that necessitated enrolment in TFP in the sample study 
communities. Availability of and access to food are examined in this section from the 
seasonal perspective of food supply, caregivers‘ perception on the cause of weight loss 
among children and trends and seasonality of food price. The third pillar, utilization 
aspect of food by the human body, is already examined in Section 5.1 of dietary 
practice and health as the immediate cause of child malnutrition. 
 
Through the household survey caregivers were asked about their perception of the 
causes that led their children to rapidly lose weight and end up in TFP. According to the 

                                            
22

 World Food Summit Declaration, 1996 
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caregivers‘ response, among the possible causes of child weight loss, food shortage 
was the second most common cause, next to illness. Figure 31 indicates that 54.7% of 
caregivers attributed the weight loss and TFP enrolment of children to shortage of food.  
 
Section 3.1.3 of this report has examined food shortages among TFP and non-TFP 
sample households. Based on this 85.2% and 79.3% of TFP and non-TFP households 
respectively had experienced food shortage in the twelve months prior to this study. 
Moreover, the risk analysis indicated in the table below shows a child from a household 
experienced food shortage is twice as likely to be malnourished and need TFP 
enrolment in comparison with a child from households without food shortage 
experience. 
 

Food shortage 
reported 

Household enrolled a child/children in TFP  
 
 
OR = 1.88 
 

No Yes Total % 

No 139 84 223 38% 

Yes 401 456 857 53% 

 
540 540 1080 

  
Although considerable proportions of households from both groups were exposed to 
food shortage, the problem was more 
pronounced among households with 
children enrolled in TFP. Food shortage 
alone or in combination with other 
factors has an effect that leads children 
to malnutrition. Figure 41 indicates the 
combination of factors of malnutrition. 
Based on this, about 31.2% of children 
were affected by food shortage 
combined with illness. This data 

indicates that children affected by 
combined health and food insecurity 
factors were dominant in proportion to 
those affected by food shortage only. 
 
Food price increases and seasonal instability also had considerable impacts on 
households‘ access to food that contributed to increased prevalence of malnutrition 
among children. The livelihood analysis of this study indicated a production shortfall or 
decline in 2007/08 of both belg and meher production seasons.  This has spiked the 
number of net food buyer households in the study areas. Figure 33 shows the price of 
maize had increased by 100% in three years time from Birr 1.5 in 2006 to Birr 3.0 in 
2008. More interestingly, in 2008 the price of maize seasonally played between Birr 
2.00 and 4.75 with about 119% increase between low and peak seasons. Based on this, 
seasonal variability of food price is more important than the annual trend. As shown in 
Figure 34, seasonality patterns of food price match with prevalence child weight loss as 
reported by caregivers.  
 

Figure 41:  Combination of food insecurity with 
illness 



75 
 

 
Figure 42: Trend (2001-2008) and seasonality (2008) of maize price in SNNPS 

Source: Central Statistical Agency of Ethiopia, Producers price bulletins 

 

 
Figure 43: Seasonality of child weight loss and maize price (2008) 

 
According to  a study conducted by IFPRI, in SNNPR a 50% increase in food price (by 
type of food) can cause consumption loss of about 279.4 kg of cereals, 71 kg of pulses 
and 68 kg of vegetables household per year (Ulimwengu and et.al, 2009). The same 
study illustrated a 50% increase in cereal price could cause consumption loss of about 
7% of calorie intake. Based on this our sample households could have reduced about 
14% of calorie intake between the seasons of 2008 alone as a result of a doubling of 
food price.  
 
As reported in Section 3.9 market crises are the second most important factors, next to 
climatic shocks that have seriously affected household livelihood security over the last 
three years. From market crisis, about 61.2% households reported high food price as a 
major livelihood shock in this reference period (Table 54) with no statistically significant 
differences between TFP and non-TFP households. About 57.2% and 53.2% of the 
survey households reported that they reduced household food consumption and 
experienced loss of child weight respectively in association with food price surge in 
recent years. Likewise, due to increased food price, about 57.5% households reported a 
loss of income and 52.0% a loss of asset. The loss of asset and income again have 
recursive effect on food and nutritional security of household members in general and 
children in particular. 
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Table 54: Impact high food price in the list three, % of households 

Impact 

NTFP TFP All 

N % N % N % 

Reduced food consumption 314 58.1 304 56.3 618 57.2 

Loss of child weight 282 52.2 293 54.3 575 53.2 

Loss of income 321 59.4 300 55.6 621 57.5 

Loss of asset 289 53.5 273 50.6 562 52.0 

Death of child 45 8.3 61 11.3 106 9.8 

Total 334 61.9 327 60.6 661 61.2 
 

5.2.2 Inadequate care for children  

Care was finally recognized as one of the underlying causes of malnutrition after years 
of trying to understand why malnutrition was prevalent in spite of adequate supply and 
delivery of food and health services. "Care" includes care-giving behaviour such as 
breastfeeding and complementary feeding practices, food and personal hygiene, 
diagnosing illnesses, stimulating language and other cognitive capabilities, the provision 
of time, attention and support to meet the physical, mental and social needs of socio-
economically deprived and nutritionally vulnerable groups. Care also refers to the 
support or resources that the family or community provides to members of the family 
and to behaviours within the household that determine the allocation of the food supply 
to members of the household. In addition, care includes the utilization of health services 
and water and sanitation systems to create a healthy microenvironment for family 
members23.   
 
Availability of and accessibility to food and health services alone are not guarantees of 
nutritional security. Vulnerable segments of the population, especially children, need 
someone to provide them with food, to feed them, to take them to health institutions for 
preventive and therapeutic care, and to give them psychosocial support. Good care 
practices play a significant role in enabling a healthy nutritional status, growth, 
development, and survival of children. 
 
In a rural setting work burden on women, lack of care resources and lack of care 
knowledge are most important factors paying in adequate caring practices. This study 
examined work burden on women as a major factor for lack of adequate care for 
children.  
 
When a mother give birth to children without adequate birth spacing she would be 
confronted with inadequate time and resources to take care of the older child. Based on 
this the study indicated that a higher proportion of mothers (14.5%) whose children were 
enrolled in the TFP had given birth after the reference (malnorished) child than those 
whose children were not enrolled (3.8%), and the difference is highly significant at 95% 

                                            
23 Ruel & Arimond 2003 
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CI. This means that mothers give less time, attention and support to the reference child, 
contributing to his/her malnutrition. 
  
Table 55: Mothers who gave birth after the index child for the interview 

Gave birth after the reference child Non-TFP TFP All 

Yes 3.8% 14.5% 9.0% 
No 96.2% 85.5% 91.0% 
N 502 484 986 

P-value = 0.00, Chi-squares = 34.18 

Focus group discussions revealed that households with large family size and narrow 
birth spacing were most affected and many children from these families were admitted 
in the TFP as the care is distributed among the many children they have. This is also 
reflected in the quantitative assessment where by the mean household size of families 
with children admitted in the TFP was 6.3 as opposed to the 6.1 for the non-TFP 
households.  

The qualitative data analysis also shows that caregivers work for about 17-19 hours a 
day.  Of these, about 10 -11 hours are spent out of home, which means that less time is 
made available  to provide appropriate care for children.   
 
5.2.3 Insufficient health services 
 
Access to adequate health care, both preventive and curative services, is critical for a 
healthy living environment. Moreover, adequate health care and a working referral 
system are critical to ensure that families will be healthy and productive and nutritionally 
secured.  There was an improvement in access to health services in all study Woredas. 
Interviews with health officials from the respective Woredas indicated that the 
government has given due attention to both curative and prevention services and as a 
result constructed many health centres and health posts. Additional, a number of health 
centres and health posts are under construction to meet the need. In areas where 
PSNP exists, health posts are constructed through public works.   

Lack of money to pay for the services could be one of the reasons as TFP participants 
are mostly from the poor households.  Focus group discussions indicated that the poor 
had limited access to curative health services. Drugs were reportedly in shortage at 
government owned facilities, and most people have to buy from private service 
providers. Many said they have no money to take their children to health facilities, and 
depend on the availability of support from relatives or loans from better off households.  

Caregivers‘ workload is another factor that limits people from seeking treatment. In the 
study area, most poor women stay away from home for hours, in search of income and 
working at farm. The qualitative assessment suggests that women spend about 10 
hours away from home working on their farms or employed for the better-off 
households. A mother‘s absence from home can delay the detection of sickness and 
consequently seeking for treatment. The assessment also indicated that caregivers 
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sought treatment for their children when their children were seriously sick and had 
stopped eating. One TFP beneficiary caregiver described her situation as: 
 
“I am expected to work the whole day in the farm, carry out the household chores 
and care for the children because either my husband is not around or I have to 
help him to improve our life and no other option” 
 
5.2.4 Poor sanitation 
 
Poor environmental hygiene and lack of sanitation affects the health of children, and is 
one of the major causes of childhood diarrhoea. Table 56 indicates that higher 
proportions of children who were enrolled in the TFP (41.9%) suffered from diarrhoea in 
the two weeks prior to the interview compared to those who were not enrolled (32.8%), 
and the difference is statistically significant. Although the current illness did not 
contribute to their enrolment in TFP in the past, this might be a reflection of the poor 
environmental sanitation that has contributed to the malnutrition of the reference child. 
Moreover, much has not been changed since the recent nutritional emergency. No 
statistically significant difference was noted in the way the diarrhoea is managed by TFP 
status as indicated in Tables 57 and 58. 
 
Table 56: Children who had diarrhoea two weeks prior to the survey date 

Had diarrhoea in the last two weeks   
Non-TFP 

 
TFP 

 
All 

Yes 32.8% 41.9% 37.3% 

No 67.1% 58.1% 62.6% 

Do not know .2%  .1% 

N 519 508 1027 

P-value = 0.00, Chi-squares = 9.09 

 
Table 57: Types of fluids given during diarrhoea episodes 

 
Types of fluids  given 

 
Non-TFP 

 
TFP 

 
All 

Nothing was given 32.5% 32.5% 32.5% 

Packaged ORS 44.6% 39.2% 41.5% 

Home prepared mix of water sugar 
and salt 

10.2% 11.3% 10.8% 

Rice water or fluid porridge .6% .5% .5% 

Other 15.1% 19.3% 17.5% 

N 166 212 378 

P-value = 0.77, Chi-squares = 1.77 

 
Table 58: Caregivers practices of giving fluids during diarrhoea episodes 

 
Amount of fluids given  

 
Non-TFP 

 
TFP 

 
All 

Much less than usual 19.0% 19.2% 19.1% 

A bit less than usual 29.2% 32.2% 30.9% 

About the same 26.2% 27.1% 26.7% 

More 18.5% 17.3% 17.8% 

Stopped giving fluid 3.6% 1.4% 2.4% 

Don't know 3.6% 2.8% 3.1% 

N 168 214 382 

P-value = 0.77, Chi-squares = 0.09 
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A significant proportion of mothers whose children were not admitted to TFP were 
treating the water to make it safer to drink as opposed to those whose children were 
admitted, as indicated in Table 59.  
 
Table 59: Care taker’s practices to improve safety of drinking water 

Caretakers practices to improve 
safety of drinking water 

 
Non-TFP 

 
TFP 

 
Non-PSNP 

 
PSNP 

 
All 

Do nothing 53.1% 63.6% 60.7% 50.4% 58.3% 

Add chlorine/tablet to water 25.8% 17.4% 21.6% 21.8% 21.6% 

Boil 16.5% 14.2% 12.5% 24.8% 15.4% 

Filter 14.5% 9.9% 12.1% 12.6% 12.2% 

Buy bottled water - .2% .1% - .1% 

Add lemon .4% - .3% - .2% 

Other .2% - .1% - .1% 

N 516 506 784 238 1022 

P-value = 0.00, Chi-squares = 11.6 

 
Appropriate nutritional care needs to be provided to children during and after illness. 
This is to say that they need to be fed more than usual during illness and in the two 
weeks following recovery. In this study,  no difference was noted in the feeding practice 
during and after illness by TFP status.  
 
Table 60: Caregivers practices of giving solid/semi-solid food during diarrhoea episodes 

 
Amount of solid/semi-solid foods 
given during diarrhoea episodes  

 
Non-TFP 

 
TFP 

 
All 

Less than usual 66.9% 69.9% 68.6% 

About the same 21.10% 18.98% 19.88% 

More 7.20% 10.08% 8.78% 

Stopped giving food 4.80% 1.08% 2.78% 

N 166 213 379 

P-value = 0.26, Chi-squares = 1.26 

 
Table 61: Caregivers practices of giving food after diarrhoea episodes 

Amount of solid/semi-solid foods 
given after diarrhoea episodes 

 
Non-TFP 

 
TFP 

 
All 

Still has diarrhoea 15.6% 18.7% 17.3% 

Less than usual 28.2% 20.6% 23.9% 

About the same 42.5% 43.5% 43.0% 

More 11.4% 16.4% 14.2% 

Stopped giving fluid .6% .5% .5% 

Don't know 1.8% .5% 1.0% 

N 167 214 381 

P-value = 0.17, Chi-squares = 1.91 

5.3 Basic causes 

The basic or structural causes of malnutrition include economic, technological, political, 
cultural, institutional structures and processes, the means of control of physical 
resources and the level of human development. This study examined some the basic 
causes of malnutrition in the areas studied, and paid special attention to gender, 
demographic, and economic factors. 



80 
 

 

5.3.1 Gender and malnutrition 

During the qualitative fieldwork the study team collected data on access and control 
profile as well as daily activity profile to understand socially constructed differences in 
roles and benefit shared between men and women. Access and control over household 
resources and benefits is crucial in 
assessing household level gender 
empowerment.  In this study, 
‗access‘ is defined as ―the means 
or rights to obtain or use services, 
products or commodities by men 
and women.‖  Likewise, ‗control 
over‘ is to mean ―the ability to 
direct, or to influence events by 
men and women so that one's own 
interests are protected.‖  In short, 
access is related to rights of use of 
resources and benefits while 
control is decision-making on 
resources and benefits.  For the 
sake of this question in the study, 
‗women‘ were female spouses 
within sample households having 
males as functional or traditional 
household heads.  This approach 
helped make gender-based 
comparisons on control over 
resources and benefits.   
 
These data were collected through 
separate focus group discussions 
with caregivers who had and did 
not have children enrolled in TFP. 
The findings of this analysis 
indicate that there are no major 
differences in access and control 
and daily activity profiles among  
the two groups of caregivers. Such 
differences are common when we 
examine households case by case. 
According to our household case 
studies, healthy and well nourished 
children are commonly seen in 
families having a norm of involving 
women (caregivers) in major 
decision making processes related to child care and household economy. 

Table 62: Access and control profile among men 
and women in Konso 

Description 
Access Control 

Men Women Men Women 

Household resources 

Land √ √ √  

Ox/Cow √ √ √  

Sheep/Goat √ √ √  

Chicken √ √ √ √ 

Milk √ √ √ √ 

Butter √ √ √ √ 

Cereals food in stock √ √ √  

Green food in the field √ √ √  

Moringa tree √ √ √  

Cassava √ √ √  

Benefits/decision areas 

Health education and training √ √ √  

Taking a child to health 
facilities 

√ √ √  

Enrolling a child to TFP √ √ √  

Apply birth control √ √ √  

PSNP payment √ √  √ 

Table 63: Access and control profile among men 
and women in Boloso Sore 

Description Access Control 

  Men Women Men Women 

Productive Resources 

Land √ √ √  

Ox √ √ √  

Cow √ √ √  

Sheep or goat √ √ √  

Chicken √ √ √ √ 

Milk √ √  √ 

Butter √ √  √ 

Cereal food in stock √ √ √  

Green food in the field √ √  √ 

Enset in the field √ √  √ 

Processed enset in stock √ √  √ 

Benefits / decision areas 

Health extension education √ √ √ √ 

Tacking a child to health 
facilities 

√  √  

Enrolling a child to TFP  √  √ 

Community elder √  √  

Applying birth control  √  √ 

PSNP payment - cash  √  √ 

PSNP payment – food √ √  √ 
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Table 62 and Table 63 display access and control profiles on household resources and 
benefits obtained from FGD participants from Konso and Boloso Sore woredas24. In 
both woredas men and women have equal access to most household resources and 
benefits. The widest gender differences are observed in control, i.e., making key 
decisions over resources and benefits. People in Konso seem to be more conservative 
that means households do not involve women in decision making.  
 As far as household resources are concerned, women have the power to control only 
dairy products and chicken. It is up to the men (household heads) to make decisions on 
animals with high value such as cattle, sheep and goats, food in stock, and green food 
in the field. The society in Boloso Sore respects the right of women to control and make 
decisions on all forms of food except cereals in stock, chicken and dairy products. In 
this woreda women still have no power to control important productive assets such as 
land, oxen, cows, sheep, goats and cereal food in stock. 
 
Despite a growing involvement of women in local administrative decision making there 
is still a huge gap in the gender line. Again, although there is increasing gender 
awareness among existing authorities at kebele level, there are still many miles ahead 
to realise fair administrative approaches towards women. As a result of these, the study 
team observed various gender related challenges in the area of access to and control 
over PSNP benefit, credit services and fair administrative responses. For instance, in 
the sample communities men have the decision making power in application of family 
planning services and controlling PSNP payments. These phenomenons have affected 
the role of mothers in making wise decisions and accessing benefits that would protect 
the well being of their children--including protecting them from illness and malnutrition. 
 
In general the observations indicate that greater effort has to be exerted by the 
government and civil society organizations to translate the political willingness to 
pragmatic actions that would empower women and improve the condition of women and 
their children. For this more awareness promotion should be done for men and women 
community members and leadership at kebele level. Women-based formal and informal 
institutions such as women‘s associations, equbs, edirs, saving and credit groups 
should be promoted and strengthened to attain political, social and economic 
empowerment of women. These initiatives can also be supported through youth and 
women‘s package programmes, PSNP, WASH and household asset building 
programmes currently being implemented by the government. In addition, more and 
more women should be encouraged to become local leaders and community workers 
such as in the case of health extension programme who exclusively recruit women to 
create role models visible at community levels. 
 
Daily activity profile 
Typical daily activity profiles prepared based on FGDs in Konso indicated that both TFP 
and non-TFP enrolled children‘s‘ mothers do not allocate special time to take care of 

                                            
24

 The results of similar exercises conducted in Dilla Zuria, East Badowacho, Hulla and Kedida Gemala 
are more or less similar with that of Boloso Sore. Thus we found it as a redundant to report on the 
situations in these woredas. 
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their children (Table 64 and Table 65). The children are provided with food while the 
caregivers perform other domestic chores. As mothers perform multiple tasks at a time, 
they frequently interrupt breastfeeding. In both cases mothers are busy with routine 
domestic activities including collection of water, fuel wood and animal feed, preparation 
of family food, house cleaning, and farm activities. In a typical day a caregiver is active 
from 5:00 am to 11:00pm. Mothers who have children enrolled in TFP have six hours of 
bed time after their busy daily life. This is one hour less than the bed time reported by 
non-TFP enrolled mothers.  
 
TFP enrolled children‘s mothers spent less time with their children despite their poor 
nutritional condition often coupled with illness that caused or resulted from acute 
malnutrition. Based on the focus group discussants such mothers stay around with their 
children for about four hours. However, this time is not solely allocated for child care but 
also for other domestic activities. This time is about six hours for mothers who do not 
have children enrolled in TFP. 
 
Table 64: Daily activity profile of caregivers with children enrolled in TFP 

Time Child caregivers daily activity 

5:00-6:00am Grain milling using hand mill 

6:00-7:00am Fetch water, prepare coffee and clean house 

7:00-8:00am Prepare food for children and family including food to be taken to the farm 

8:00-10:00am Collect animal feed 

10:00-11:00am Breastfeed children, be prepared for farm activity 

11:00am-4:00pm Work in the farm (cultivating land, weeding, collect food, collect fire wood) 

4:00-5:00pm Wash children, make ready the food brought from the field 

5:00-9:00pm Prepare food for dinner and the next day 

9:00-10:00pm Serve dinner for the family and children 

10:00-11:00pm Clean food utensil used for dinner 

11:00pm Go to bed 

 
Table 65: Daily activity profile of caregivers with children non-enrolled in TFP 

Time Child caregivers daily activity 

4:00-6:00am Fetch water and grain milling using hand mill 

6:00-7:00am Prepare breakfast 

7:00-9:00am Eat breakfast, wash children‘s face, prepare children‘s food and breastfeed 
children 

9:00-12:00am Clean house and  be prepared for farm activity, collect livestock feed 

12:00-2:00pm Breastfeed children, prepare lunch for family and children 

2:00-6:00pm Fetch water and grain milling using hand mill and make ready the available 
foods for dinner preparation 

6:00-8:00pm Serve dinner, Breastfeed children, preparation for the next day and wash 
food utensils used for dinner 

8:00-10:00pm Serve dinner, Breastfeed children, preparation for the next day and wash 
food utensils used for dinner 

10:00pm Go to bed 

 
This situation is more serious among households that involved mothers in daily labour 
or petty trading activities. For instance in Hulla and Dilla Zuria woredas TFP households 
engaged themselves in petty trading and labour works that kept mothers away from 
children away for a full day. The qualitative data from Dilla Zuria indicated that a large 
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number of mothers involved in construction work as daily labourers to win bread for their 
families. Often during this time children are left in the charge of their older siblings or 
neighbours. Likewise, in Hulla Woreda mothers travel three to four hours to engage in 
petty trading. They carry heavy weights, such as vegetables or grains, from one market 
to another to make profit and help buy food. 
 
The qualitative data further indicated that in households having a balanced distribution 
of domestic workloads, including taking care of young children by men and women, the 
probability of having healthy and nutritional well children are higher. This situation is 
commonly observed among young families with literate spouses. 
 

5.3.2 Household Demography 

This study has clearly indicated the strong association between severe-acute 
malnutrition and some household level demographic variables such as household size, 
birth spacing, labour supply and literacy status of household heads and child caregivers. 
These factors have influences on nutritional status of children by compromising 
productive capacity, child caring behaviours of households.  
 
In the contemporary Ethiopian context, large family size means large number of 
dependants and small means of production (land) and large number of mouths sharing 
limited available income and production. The household size of the survey population is 
estimated at 6.2 persons per household which is higher than the regional average for 
rural households SNNPR, i.e., 4.9 persons per household (CSA, 2009). This size is a 
little higher among TFP households than the non-TFP households. Given the level of 
poverty, scarcity of farmland in the study areas, bigger family size has an indirect impact 
on malnutrition. The qualitative data also suggests households with a bigger family size 
are often exposed to malnutrition. Moreover, the odds ratio from the household survey 
data depicts that a child from a household having family members greater than five 
(from regional average) is about 1.2 times likely to be malnourished as compared to 
from those households having five or less than five members. 
 

Household size 

Household enrolled a child/children in TFP  
 
 
OR= 1.20 
 

No Yes Total 
 1-5 235 207 442 47% 

>5 305 333 638 52% 

 
540 540 1080 

  
Another important demographic variable that have strong relation with child malnutrition 
is birth spacing which in the case of this study explained by having a younger sibling by 
the reference children. The analysis of the survey data indicates that a child with a 
young sibling is almost four times as likely to have malnutrition and enrol in TFP. This 
indicates how lack of birth spacing is a serious problem causing malnutrition (See table 
below). Interestingly majority (79%) of the reference children enrolled in TFP have 
younger siblings within the family. 
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A child with a 
young sibling 

Household enrolled a child/children in TFP  
 
 
OR=4.4 

No Yes Total % 

No 499 432 931 46% 

Yes 21 80 101 79% 

 
520 512 1032 

  
Household labour supply is also another important demographic factor that was found to 
have a strong relation with malnutrition. Both the quantitative and qualitative data 
suggested that households with a high number of dependants tend to be challenged by 
livelihood insecurity and exposure to malnutrition. More than 57% of the population in 
the study area constitute children less than 15 years. The labour dependency ratio is 
also significantly high (143%). This ratio is even higher among TFP household (149%) 
compared to non-TFP households (138%). The difference in labour dependency ratio 
between the two groups of households is statistically significant at 95% CI.  
 
Education is a fundamental factor to improve the well being of a society by creating and 
enabling an environment at individual and community levels for better production, 
income, child care and other practices. An educated household head can better use 
extension services and technology for better production and income generation. He or 
she can also innovatively predict livelihood shocks and prepare appropriate responses. 
Likewise, many studies indicate that educated mothers have nutritionally well off 
children rather than non-educated. Educated mothers have better access to information 
and motivation to apply the best practices for the nutritional and health well being of 
their children. In the sample areas about 56.1% and 24.7% of household heads and 
child caregivers are literate individuals. In both cases the literacy level is lower among 
households that enrolled children in TFP. The survey dataset indicates the difference in 
literacy status between TFP and non-TFP households is statistically significant at 95% 
CI for household heads and 90% for caregivers. In both cases it is plausible to consider 
the contribution of a low level of literacy as one of basic causes of malnutrition. The OR 
analysis indicated below suggests that a child from a household with illiterate household 
head has 1.24 times higher chance to be exposed to malnutrition. 
 

Literacy status of 
HH heads 

Household enrolled a child/children in TFP  
 
OR= 1.24 

No Yes Total 
 Literate 276 300 576 48% 

Illiterate 264 240 483 55% 

 
528 531 1059 

  
 
 

5.3.3 Household wealth and income 

 
Household wealth and income are interrelated and important determinates of 
malnutrition. A household with more wealth in terms of productive assets such as 
livestock and tools has a better production capacity to generate income. Likewise, a 
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household with a better income can build wealth that can be an important input for 
production and further improvement of income. This higher wealth and income can 
easily be translated to improved food security, better utilization of health facilities and 
improved environmental health facilities that have a direct and positive bearing of 
nutritional status of children.  
 
Our survey results also confirm this fact.  TFP households have a lower annual income 
(1,360 Birr) compared to those non-TFP households (1,633 Birr). Similarly, mean asset 
value owned by TFP (1,267 Birr) households is considerably lower that of non-TFP 
households (2,041 Birr). The difference in income and wealth status between the two 
groups of households is statistically significant at 95% CI. Apart from this the qualitative 
and household survey data indicate a substantial reduction in income and wealth status 
of households during the time between 2008 and 2009 as a result of shocks related to 
climatic and economic factors. The major shocks include:  

 failure of belg rains and irregularity of meher rains and floods;  

 high food price, low price paid to cash crops compared to food items;  

 limited supply and escalated price of farm inputs; and 

 selling of assets to respond to shocks. 
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6. Conclusions and recommendations 

 

6.1 Conclusions  

6.1.1 Household demography 

The study woredas that were critically affected by severe-acute malnutrition in 2008/09, 
know as hot spot areas, are demographically characterized by indicators that exposed 
the population to abject poverty explained by malnutrition, food insecurity, poor health, 
low income and poor wealth. Some of the demographic indicators having a strong 
bearing on poverty in general and malnutrition in particular include high population 
density, large family size (6.2 persons/ household), high labour dependency ratio 
(143%), low level of literacy especially among women and child caregivers (24.7%). 
Most of these indicators are statistically to the worst side for household with 
malnourished and TFP enrolled children.  
 

6.1.2 Livelihood Security 

All of the study areas are characterised by mixed farming system dominated by crop 
production followed by livestock rearing.. Depending on their agro-ecologies the study 
areas produce wide range of crops: such as cereals, enset, coffee, root crops (sweet 
potato, Irish potato, taro and yam) and other cash crops including ginger and haricot 
beans. Casual labour both within and outside of the study woredas is also important 
sources of livelihoods for many households. 
 
Livelihood hazards and shocks that deeply compromised the livelihood security of 
households and nutritional status of children in the ‗hot spot‘ areas in the recent three 
years include climatic, agricultural and market shocks. Climatic shock is the most 
important factors that affected the livelihood security of overweening majority of the 
population. In this regard about 99% of households reported drought and 81% regarded 
flooding as major hazards they faced in the past three years. Specifically in belg 
producing areas a failure of rains caused production failure in 2008. The most 
precarious situation with regard to the climatic shocks is that the community members 
are less aware of its causes, i.e., the climatic change, and ways of mitigating the 
impacts. The second set of shocks, agricultural shocks that entailed loss of crops and 
livestock was experienced by 75% and 64% of households respectively. In the same 
period about 61% to 67% of households were confronted with market shocks which are 
described by loss of trade incomes, high input price, high food price and low producers 
price (particularly cash crops: coffee and ginger). Specifically the terms of trade 
between cash crops and food items has disfavoured cash crop growers. Poor and 
limited supply of farm inputs such as improved seeds of cereals and root crops was 
frequently reported in all the study woredas. 
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Although the cases are limited (ranging from 10% to 40%) there were households 
seriously affected by social related shocks such as theft, illness of family members and 
splitting of the family. 
 
Such multitude of hazards and shocks experienced by the sample households reduced 
welfares of family members as a whole and children in particular. For instance 81.9%, 
78.4% and 68.5% of households reported reduction food consumption, loss of income 
and loss of child weight as attributable to the hazards and shocks stated above.  In all 
the cases TFP households were the worst affect group by these outcomes of shocks 
with statistically significant level at 95% CI.  Loss of asset and death of child was also 
reported by 63.5% and 13% of households though there is no statically significant 
difference between TFP and non-TFP households. The PSNP households were also 
not immune from the effects of shocks and hazards despite the food and cash transfers 
they are obtaining. 
 

6.1.3 Social protection services and supports 

 
Productive Safety Net 
 
Children in both PSNP beneficiary and non-beneficiary households are equally exposed 
to severe-acute malnutrition. There are no significant roles played by this social 
protection programme in considerably reducing severe-acute malnutrition cases among 
its beneficiaries. However, it played an important role in stabilizing the situation so that 
the proportion of children from beneficiary households, commonly regarded as poorer, 
is not much greater than that of non-beneficiaries.  
 
Although in 2008 a higher proportion of TFP households received food or combination 
of food and cash, most of them still require PSNP payments to be in food terms. They 
preferred the entire payment in food than in cash; mainly because of the souring price of 
food in the local markets and the steady decline of purchasing parity of the cash 
received.  
 
Among PSNP households with a wider gap between number of PSNP beneficiaries per 
household and size of household, there is a higher chance to have malnourished 
children enrolled in TFP. This appears to be a factor limiting PSNP in significantly 
contributing for the reduction of severe-acute malnutrition among children. Therefore, 
reducing such dilution of PSNP transfers by realising a full family targeting should be 
the areas of focus for improving PSNP impacts.  
 
Although both PSNP payment delays and the associated impacts are similar for TFP 
and non-TFP households, the situation has the potential to further aggravate and 
increase the prevalence of severe-acute malnutrition. The delays produce 
consequences such as: reduction in food consumption, indebtedness and the loss of 
assets due to forced selling to cope with seasonal food shortages.  
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The other challenges that minimize the contribution of PSNP to the stabilization of 
malnutrition are: prevalence of localized targeting errors, miss use of payments by men, 
high involvement of malnourished children‘s caregivers in public works activities. 
Therefore, correcting these drawbacks of the programme should be highly prioritized, so 
as to improve the effectiveness of PSNP in addressing food insecurity and to improve 
the nutritional wellbeing of the children before they reach the point of necessary 
enrolment in TFP. 
 
Emergency relief assistance 
The data from the household survey indicate that emergency relief assistance was 
largely directed to support households with malnourished children.  As a result the 
programme has saved lives of several severe-acutely children in the targeted 
households. Like PSNP, it also played a stabilization role so that more number of 
children were not malnourished and enrolled in TFP. The emergency relief ration is 
coming in the time of need without major time delay and often covers full family 
members compared to PSNP. However, the seasonality analysis between the relief 
distribution and child weight loss indicate that the relief delivery lags behind the time 
that child weight lost commonly starts by one month. The same analysis indicates the 
relief distribution ends one month before prevalence of malnutrition subsides at 
community level. The composition of the assistance which includes wheat, CSB/FAMIX 
and vegetable oil also makes the support suitable for both adults and children. 
Especially the CSB/FAMIX and vegetable oil were vital to the children started losing 
weights. 
 
Household asset building programme 
The analysis of wealth indicated that households with better asset ownership are less 
exposed to malnutrition. Thus, the household asset building programme (HABP) has 
greater potential to mitigate exposure to malnutrition. However, currently the HABP 
coverage is low (18.2%) and just at its expansion stage. As a result of these two factors 
the programme has not exhibited any impact on reducing child malnutrition and 
enrolment in TFP. Moreover, the biggest sources of fund the programme which the 
Federal Food Security Budget Support addresses only chronically food insecure 
households that are targeted by PSNP. Based on this the non-PSNP households whose 
children are potentially or actually exposed to malnutrition could not have access to 
such coordinated household asset building supports. 
 
Water, sanitation and hygiene 
Generally access to drinking water from safe sources is very low for all groups of 
households in the study areas which are critically affected by severe-acute malnutrition. 
According to the household survey about 55% of the population has access to protected 
water sources for drinking. This statistics is much lower (14% to 34%) based on the 
reports from woreda water offices in the sample woredas. Since domestic water is 
obtained from public sources which are common to all, there is no difference in the 
percentage of people accessing water from protected or non protected sources based 
on the TFP status of households.  
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Water transportation has direct relation with the amount of time allocated for child care 
by the mothers. Mothers have to travel (two-way) for one hour during wet season and 
for two hours in dry season to fetch water. During the dry season in some places they 
have to queue for one to two hours at the water points. 
 
In addition to access and distance constraints, many of the water points are not well 
managed and safeguarded from contaminations. Animals are intruding to the water 
points prepared for human use. The study team also observed human excreta around 
some water points in a very near distance. Except some of the newly constructed water 
points there are no organized bodies such as water and sanitation committees taking 
care of this responsibility. However, HEWs are working hard in mobilizing community 
members for cleaning ad protecting water points on occasional basis. 
 
Nearly three-fourth of the sample households has access to public or privately owned 
latrines. This statistics is very encouraging that is attributable to the health extension 
programme. However, when it comes to appropriate use of the facilities less than half of 
these households (46%) are in the right order. The remaining households are not either 
using (6.3%) them at all or using the facilities but dirty (50.3%). None of the observed 
latrines were having any form of facility for hand washing after use. 
 
Supplementary food ration  
Targeted supplementary food (SF) ration is provided to children affected by Moderate-
acute malnutrition (MAM) through biannually and quarterly screening procedures of 
EOS and CBN programmes respectively. The SF protects MAM children from falling in 
to severe-acute malnutrition (SAM) level that threatens their lives and requires high cost 
for treatment. However, in most cases the time gap between the screening of MAM 
children and the actual distribution of ration is as wide as two months. In the mean time 
children are nutritionally further deteriorating and necessitating enrolment in TFP. 
Particularly in EOS, the fund flows to woredas is so slow. Usually it takes four to six 
months to settle operating expenses and pay per diems of government staff participated 
in the screening procedures. This is creating frictions and unnecessary hassles between 
the woreda health office and woreda finance office. In addition, it is de-motivating health 
professionals for the fact their per diems are not paid on time. 
  
Therapeutic Feeding Programme 
The screening and referral of malnourished children are carried out by HEWs together 
with vCHWs using MUAC tapes and refer them to OTP sites. The OTP services were 
being decentralised to health post level during the time of this study. However, this was 
not happing in all the woredas. The delay in rolling-out OTP services to health posts has 
resulted in caregivers travelling for long distances to get the service, which in many 
cases they are being referred to health centres. Moreover, in all the health post workers 
were not technically upgraded with knowledge of administering antibiotics needed to 
threat SAM cases. 
 
The TFP has brought various positive impacts at different levels. First and foremost it 
saved lives of SAM children as its prime objective. Moreover, the programme has 
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engaged different woreda offices mainly woreda health office and woreda administration 
during the planning, implementation periods. This has created local capacity in 
managing large scale emergency nutrition responses. Community members have also 
understood the manageability of SAM using services provided through TFP. 
 
The TFP services are being frequently interrupted in some places because of the 
shortage of RUTF, drugs and supplies needed to run the programme. Supplementary 
feeding programme coverage was very minimal where only 32.4% of the OTP 
admissions were provided with the food at the time discharge from TFP. The amount 
supplementary food given was sub-standard i.e. only 5kg of CSB/Famix and 1 litre of 
vegetable oil up on discharge only once, which is only one-fifth of the recommended 
amount. This has resulted in relapsing of malnourished cases.  
 
Limitations in data recording and reporting were commonly observed across all the 
components of the TFP among the service providers in all the Woredas. Supportive 
supervision by Woreda officials and health professionals was often limited because of 
logistics problem. 
 
 
Community-based Nutrition Programme 
In SNNPR the community based nutrition (CBN) programme started as a pilot 
intervention very recently. In Hulla Woreda, which is a CBN pilot from our sample, the 
programme is being implemented through the health structures mainly involving health 
facilities, health posts and vCHWs. The programme provided eye opening trainings to 
woreda and health facility professionals, HEWs and vCHWs. It also provided training 
materials to be used by HEWs and vCHWs which are grassroots interlocutors for the 
programme. Based on this growth monitoring is conducted at health facilities (health 
centres and up-grading health centres) through height-weigh measurements and by 
vCHWs and HEWs using MUAC measurements.  
 
According to the community members, HEWs, vCHWs and the Woreda Health Office 
the programme has shown some encouraging results though it is young to report much 
on that. For instance all actors agreed that the programme substantially improved the 
referral system on cases of malnutrition, increased knowledge of child health and 
nutrition among community members and vCHWs, speeded up distribution of 
supplementary food ration to MAM affected children, and helped the strong engagement 
of vCHWs. Community conversation sessions and nutrition education for mothers and 
growth monitoring activities were very instrumental for these results.  
 
However, absence of trainings to HEWs and vCHWs tailored to the local economic, 
social and cultural conditions of the society; limited monitoring and supervisory 
supports; absence of demonstration materials at health post levels; as well as absence 
of child weight and height measurement devices for HEWs and vCHWs were found to 
reduce the effectiveness of CBN. 
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Insecticide treated nets 
About half of the sample households live in malaria prone areas. More than half (53%) 
of these households have no at least one mosquito net. From those having mosquito 
nets nearly two-third own nets older than 2 years since acquired, which in most cases 
may not have the potential to kill mosquitoes. In the day prior to the data collection only 
one-fourth of children in the malaria prone areas slept under the available mosquito 
nets. Therefore, both limited access to and proper utilization of insecticide treated nets 
to protect children in the hot spot woredas from malaria infection are very low. 
 

6.1.4 Causes of malnutrition and TFP Admissions 

 
TFP admissions were necessitated by high prevalence of severe-acute malnutrition 
among children.  The causes of the recent nutritional emergency in SNNPR are 
multifaceted and different actors played roles at different levels. One should not 
associate this situation only with the recent drought or failure of belg rains though these 
were important factors. According to the caregivers interviewed during this study, 
children were malnourished because of illnesses and/or shortage of food for short 
duration (up to three months) prior to enrolment in TFP.  The current study has clearly 
indicated that a significant proportion of children (55.3%) were sick before losing body 
weight among those who were enrolled into the programme as opposed to a small 
proportion of children (19.5%) who were not enrolled, and the difference is statistically 
significant.  
 
This again is the result of many interacting underlying causes including poor child caring 
practices, poor environmental hygiene and sanitation, poor access to safe drinking 
water sources, poor access to health services available, and the communities‘ failure to 
recognise and care for the vulnerable groups.  
 
Most caregivers lack optimal infant and young child feeding practices which has 
resulted in the poor caring practices and inadequate resources observed in the study. 
This is specially the case on early initiation of breastfeeding where only 37.3% from the 
total respondents initiated breast feeding in the first hour, and on feeding diversified diet 
where only 3.1% of all the respondents fed the minimum four or more of the diversified 
diet required.  
 
In addition, the poor health seeking behaviour of caregivers, which arose from the low 
level of awareness, significantly contributed for children to be enrolled into the 
programme. The majority of caregivers whose children were enrolled (54.2%) in TFP 
programme did not take them to health facilities when sick, as opposed to a significantly 
less proportion (39.8%) of those whose children were not enrolled. Caregivers tend to 
take their malnourished children to places such as traditional healers and are coming to 
TFP centres late in the course of the problem.  
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Various livelihood shocks including climatic, agricultural and market shocks brought 
food shortages and reduced households health seeking practices including taking 
children to health facilities. Gender issues manifested by lack of respects to 
reproductive rights of women and low decision making power of women at community 
and household levels played their own basic contributions to malnutrition. Population 
issues such as large family size, competition for limited income and limited 
production/income opportunities at local level have perpetuated existing and 
intergenerational poverty which is one of the basic causes of malnutrition in the study 
areas. The illiteracy of parents, particularly among the breadwinners, was significantly 
associated with the malnutrition and subsequent admission of the child into the 
programme. This study has clearly shown that literate child caregivers tend to seek for 
health services when their children get sick. However, as indicated by the study the 
literacy rate among the caregivers was very low.  
 

6.2 Recommendations 

 
Population and livelihoods interventions 

 Population is one of the major factors for malnutrition which requires 
concerted efforts at all levels to address. Expanding community education and 
availability of family planning services to limit family size, narrow birth spacing 
and ever increasing population pressure remain vital. In congruous with this the 
realization of reproductive rights of women, mainly the right to decide on the use 
of family planning services should be promoted. CBN and other community 
conversation forums should promote awareness on the rights of women and 
gender issues. 

 

 Availing programmes that help for livelihood diversification options is 
needed to improve the food security situation compromised due to climatic, 
agricultural and market hazards and shocks. Specially, adoption of drought 
resistant and fast maturing crops is vital as the enset stock is rapidly reducing. In 
line with this the region has to rethink for appropriate strategy to bring agricultural 
technologies from research areas to the affected households to cope with 
climatic changes. Enhancing the role of rural financial, input and output 
marketing through capacity building to microfinance, cooperatives and woreda 
offices is essential to promote livelihood diversification and intensification among 
vulnerable group of households that are most affected by livelihood insecurity 
and acute malnutrition. Devising marketing interventions for effective supply and 
price stabilization of food and agricultural inputs is also imperative for both food 
producers and net buyers. In this regard building the capacity of rural marketing 
services through marketing cooperatives could be considered as one of the 
intervention strategies. 

 
Social protection services 

 PSNP is recommended to ensure full family targeting, localized retargeting, 
exemption of malnourished child caregivers from public works and timely 



93 
 

transfer of payments. Realizing full family targeting in the hot spot woredas 
affected by recurring acute malnutrition should be a priority agenda for the 
second phase of PSNP. Conducting retargeting in localized areas where 
targeting complaints and errors are high remains very important. If the outcome 
of the retargeting requires additional resource from the programme, the resource 
from graduated households should be reallocated accordingly. Such balancing 
should be made at regional level so that resources are transferred from one 
woreda to the other on the basis of evidence based needs. The PSNP PIM 
revisions should include exemption of caregivers having malnourished children 
from public works. During the time that they are supposed to take part in public 
works they should be encouraged to attend nutrition and health education 
organized by vCHWs or model households. Timely transfer of PSNP payments to 
beneficiaries should be given priority attention. Particularly regional and woreda 
level councils should provide a clear guidance and support to implementing 
agencies so that chronically food insecure households get their PSNP 
entitlement without major delays. 
 

 The household asset building programme (HABP) has enormous potential to 
reduce severe-acute malnutrition. Therefore the HABP should rapidly expand 
diversified investment opportunities for households affected by chronic food 
insecurity and malnutrition. Special funds such as through CBN or other channels 
should be made available to address the credit needs of households that are not 
entitle to HABP which is one of the food security programme components 
addressing only PSNP beneficiaries. In line with this women should deserve 
priority attention to access such programmes.  
 

 Enhancing coverage of rural WASH services and practices deserve 
immediate attention to promote health and nutritional wellbeing of community 
members at large and children in particular. Woreda councils should be 
enlightened so that adequate share of budget is allocated for safe water 
development alike the traditional sectors such as education, health and 
agriculture. In addition, existing donor funded WASH programmes should be 
speeded up by solving operational challenges on timely manner. Woreda health 
and rural water supply offices should support kebeles to establish and strengthen 
community-based water point management bodies.  
 

 Therapeutic feeding programmes need to be fully decentralized and rolled-
out to health posts as planned by the government. However, the necessary 
prerequisites and preparations for the roll-out should be completed before a full 
blown decentralization of the service. HEWs should to be provided with the 
necessary knowledge and skills including administration of the basic antibiotics 
which are part of the management of severely malnourished children. 
Familiarization sessions and trainings on the ―quick reference for health 
extension workers on the management of severe acute malnutrition at health 
post level‖ need to be conducted so that the guideline is strictly followed.  
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 Psychosocial support is needed as one of the components of TFP for the 
caregivers with malnourished children. The cause of malnutrition need to be 
explained and they should be aware that the condition is preventable if they 
exercise optimal infant and child feeding and health care practices. The 
community should be made aware of the fact that these families require support 
at the critical times when their children are suffering from malnutrition. 

 

 Ensuring RUTF, drugs and medical supplies required at OTP and TFU is 
one of the challenges that require urgent solution. Coordination and 
communication at and across regional, zonal and Woreda levels are required to 
mobilize resources to TFP centres where there is a need in a timely manner. This 
will avoid wastage of resources and strengthen the rational use of the scarce 
resources available effectively and efficiently. The Emergency Nutrition 
Coordination Units (ENCUs) at federal and regional levels should play a pivotal 
role in this respect.  
 

 The environmental health education by HEWs should give diligent attention 
on proper use and management of latrines and proper garbage disposal equally 
as that of the attention paid to expand construction of such facilities.  
 

 Delays in the delivery of targeted supplementary food rations for children 
affected by moderate-acute malnutrition should be substantially reduced by 
enhancing the speed of the supply channel. This will have significant impact in 
reducing severe-acute malnutrition cases and the need for TFP enrolment. Rapid 
information exchange should be laid between woredas and the region. At the 
same time appeal management system should be institutionalized at community 
and kebele levels to promote transparency and accountability in SF ration 
targeting and distribution. Use of security printed ration cards should 
implemented so that resources are not misappropriated at grassroots levels. 

 

 Expansion of the community-based nutrition (CBN) programme by the 
government, UNICEF, and the World Bank will substantially reduce the 
occurrence of malnutrition and subsequent child deaths. NGOs should also be 
invited to be engaged in the expansion of CBN and not just get involved in times 
of emergency.   In addition, further awareness on CBN and trainings that reflect 
economic and socio-cultural conditions of the society should be provided to 
grassroots level actors in CBN. Necessary materials to support community 
conversation sessions and nutrition trainings with demonstration should be 
provided to health posts. This may include anthropometric measurement devices, 
child food preparation utensils, IEC and other reading materials.  

 The fund flow from UN agencies evolved in EOS and CBN programmes for 
financing operating expenses should speeded up  by resolving impediments. The 
Regional Bureau of Finance and Economic Development, Federal Ministry of 
Finance and the donors should put this issue as their immediate agenda. 
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 Supply and appropriate utilizations of ITNs to control the contribution of 
malarial infections to malnutrition among the vulnerable segment of the society 
specially mothers and children is vital. New mosquito nets should be availed 
through social marketing means and caregivers should be well trained to bring a 
positive behavioural change on the use of mosquito nets for children. 
 

 Supportive supervision by the respective Woreda officials and health 
professionals should be enhanced to strengthen the effectiveness of the health 
extension programme and emergency nutrition interventions such as TFP and 
targeted supplementary feeding.  For this logistic support such as motorbikes 
plays decisive role. 
 

 Expansion of functional-adult literacy among child caregivers is 
recommended to enhance their health seeking behaviour and reduce the risk of 
exposure to sever malnutrition among children. Such initiative should also 
include household heads as the study indicated that literate household heads are 
earning better income and low chance of having children exposed to severe-
acute malnutrition. 

 
Causes of malnutrition 

 HEWs and vCHWs need to educate and counsel the community for shaping up 
the health seeking behaviour and health services utilization. The factors 
involved in the specific community need to be studied, the barriers identified 
through CBN whether it is socio-demographic factors, social structures, level of 
education, cultural beliefs and practices, gender discrimination, status of women, 
economic and environmental conditions, and the disease pattern, the health care 
system itself or a combination of these.  

 

 Nutrition education and counselling on child caring practices including optimal 
breastfeeding and complementary feeding practices need to be strengthened by 
the HEWs, vCHWs and the model families. It is vital to create forums of dialogue 
between men and women to bring the required behavioural changes and 
practices in appropriate dietary and care practices taking gender in to account 
based on specific socio-cultural conditions of the community. Necessary training 
and demonstration materials should provided to HEWs. 
 

 Facilitation of labour and time saving schemes for women will provide them 
with the opportunity to spend more time with their children thereby providing the 
love, care and affection they need. This includes constructing safe drinking water 
schemes closer to the community, encourage better-off families to invest on 
grinding mills in the villages, and supplying improved enset processing tools.  

 

 Production of nutritious food sources like vegetables, fruits, legumes, root 
crops and animal sources like chicken and dairy need to be promoted through 
household asset building credit schemes and special funds associated with CBN 
programmes. In this respect, strengthening joint actions between HEWs and 
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development agents (DA) at kebele level and among woreda health, rural water 
supply, and agriculture and rural development offices at woreda level will have 
paramount importance in addressing dietary problems of the children. 

 

 Economic, social and political empowerment of women will play significant 
role in addressing basic causes of malnutrition. There is a need to facilitate 
interventions that would give priority attention in boosting the economic status 
and decision making power over household resources and benefits by women. 
These may involve availing small business grants and credits supported with the 
necessary trainings for women and establishment/strengthening of women-based 
organizations.  Women-based organization should be promoted so that their 
voices are heard at community and kebele levels. 
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Annex 1: Major livelihood strategies 
 Woreda Kebele Livelihood cluster Major causes of shocks/ risks affected the 

livelihoods in the last 3-5 yrs 

Highland 
cereals 

Hulla (1) Shako, Worere (2) LZC 1: Highland: cereal and enset (1) Flood and hailstorm damages to food crops. 
Flood erosion and loss of land fertility. Limited 
supply of farm inputs. Shortage of seeds. Poor 
reception to agricultural extension services. 
Poor potable water coverage and associated 
illnesses. Poor access to market and rural 
financial services as a result of difficult terrain. 

Midland and 
lowland 
cereals 

Boloso Sore, 
E.  Badawacho, 
Kedida Gamela, 
Konso (4) 

Basa Gofera, Gido 
Humba, 
Mehal Korga, Jarso, 
Dega Kadida, Jare (6) 

LZC4: Belg & Cash crops: coffee, ginger, 
maize, root crops 
LZC5: Lowland: cereals, root crops and 
livestock 
LZC2: Belg:  cereals, enset and tubers (4) 

Affected by drought, delay and early cessation 
of rains in the last three consecutive years. 
Last year‘s pest attack on crops has reduced 
production. Ethnic-based conflict occurred in 
2008 and 2006. 

Enset Hula,  
Boloso Sore,  
E.  Badawacho,  
Kedida Gamela, 
Dilla Zuria,  
Konso (6) 

Shako, Worere, Jare, 
Mecheke, Chihcu, 
Golla, 
Basa Gofera, 
Mehal Korga, 
Dega Kadida (9) 

LZC2: Belg:  cereals, enset and tubers 
LZC3: Cash crops: coffee  
LZC4: Belg & Cash crops: coffee, ginger, 
maize, root crops 
LZC5: Lowland: cereals, root crops and 
livestock (5) 

Enset is harvested prematurely, in some 
localities to meet growing demand of food as 
well as failure or reduction of other production 
in association with recurring droughts and loss 
of land fertility. It is being exhausted and being 
replaced by root crops. This phenomenon is 
significantly observed among poor households. 

Root crops Hula 
Boloso Sore 
Kedida Gamela 
Konso (4) 

Worere 
Basa Gofera 
Gido Humba 
Jare 
Mecheke (5) 

LZC 1: Highland: cereal and enset 
LZC2: Belg:  cereals, enset and tubers 
LZC4: Belg & Cash crops: coffee, ginger, 
maize, root crops 
LZC5: Lowland: cereals, root crops and 
livestock (5) 

Failure of belg season in 2008. Loss of planting 
material for sweet potato to recurring droughts. 

Coffee E.  Badawacho 
Kedida Gamela 
Dilla Zuria 
Kedida Gamela 
Konso (5) 

Mehal Korga, Abaroba, 
Chihcu 
Golla, Gido Humba, 
Jarso, Jare, Dega 
Kadida (8) 

LZC2: Belg:  cereals, enset and tubers 
LZC3: Cash crops: coffee  
LZC4: Belg & Cash crops: coffee, ginger, 
maize, root crops 
LZC5: Lowland: cereals, root crops and 
livestock (4) 

Major loss of coffee production in the last two 
years, especially in Dilla Zuria as a result of 
hailstorm damage to the plant in 2007. Loss of 
soil fertility is also affecting coffee yield. The 
purchasing power of coffee growers is eroded 
as a result of high food price compared to 
coffee. 

Other cash 
crops: Ginger, 

Boloso Sore 
E.  Badawacho 

Gido Humba 
Basa Gofera 

LZC2: Belg:  cereals, enset and tubers 
LZC4: Belg & Cash crops: coffee, ginger, 

Such crops were affected by the failure of belg 
rain in 2008 and recurring droughts.  
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haricot beans, 
pepper… 

Boloso Sore (3) Mehal Korga (3) maize, root crops (2) 

Labour works Hula,  
Boloso Sore,  
E.  Badawacho,  
Kedida Gamela, 
Dilla Zuria,  
Konso (6) 

Shako, Worere, Basa 
Gofera, Mehal Korga, 
Dega Kadida, Chihcu, 
Golla,  
Gido Humba, Mehal 
Jarso, Jare, Mecheke, 
Abaroba (12) 

LZC 1: Highland: cereal and enset 
LZC2: Belg:  cereals, enset and tubers 
LZC4: Belg & Cash crops: coffee, ginger, 
maize, root crops 
LZC5: Lowland: cereals, root crops and 
livestock (5) 

Because of failure of other livelihood sources, 
such as food and cash crop production, labour 
supply in local markets and nearby towns has 
increased. This has reduced local wage rates. 
At the same time the proportion of labourers 
migrating to distant areas has increased. The 
reduction in wage rate coupled with high prices 
of food has compromised livelihoods of 
households dependant on wage labour.  
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Annex 2: Relative risk analysis 
The study examined different variables contributing to malnutrition and reported in the 
main body of this report. However, further analysis was also conducted to understand 
the relative importance of some factors having direct or indirect bearing on malnutrition 
in the study population using odds ratios (OR). Household food security, exposure to 
illnesses, literacy status of caregivers and household heads, household size, and limited 
birth spacing were examined current breast feeding practices in the risk analysis as 
shown below. 
 

Health status of a 
child 

Household enrolled a child/children in TFP OR = 1.3 
A child experienced illness has 1.3 
times higher chance to be 
malnourished and need TFP 
enrolment. 

No Yes Total % 

Not ill 57 124 181 69% 

Ill 142 403 545 74% 

 
199 527 726 

  
 

Food shortage 
reported 

Household enrolled a child/children in TFP OR = 1.88 
A child from a household experienced 
food shortage is twice as likely to be 
malnourished and need TFP 
enrolment. 
 

No Yes Total % 

No 139 84 223 38% 

Yes 401 456 857 53% 

 
540 540 1080 

  
 

A child with a 
young sibling 

Household enrolled a child/children in TFP OR=4.4 
A child with a young sibling is almost 
four times as likely to have 
malnutrition and enrol in TFP. This 
indicates how lack of birth spacing is a 
serious problem causing malnutrition. 

No Yes Total % 

No 499 432 931 46% 

Yes 21 80 101 79% 

 
520 512 1032 

  
 

Continued breast 
feeding 

Household enrolled a child/children in TFP OR=2.08 
There is a two-fold greater chance of 
malnutrition for those children 
without continued breastfed than for 
continually breastfed. 

No Yes Total 
 Yes 424 343 767 45% 

No 113 190 303 63% 

 
537 533 1070 

  
 

Literacy status of 
HH heads 

Household enrolled a child/children in TFP OR= 1.24 
A child from a household with 
illiterate household head has 1.24 
times higher chance of to be exposed 
to malnutrition. 

No Yes Total 
 Literate 276 300 576 48% 

Illiterate 264 240 483 55% 

 
528 531 1059 
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Household size 

Household enrolled a child/children in TFP OR= 1.20 
A child from a family of greater family 
size (from regional average) is about 
1.24 times likely to be malnourished. 

No Yes Total 
 1-5 235 207 442 47% 

>5 305 333 638 52% 

 
540 540 1080 
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Annex 3: The Study Terms of Reference 
 

Terms of Reference: Version February 4, 2009 
Learning lessons from families who used therapeutic feeding centres in 2008 in selected 

parts of SNNPR: how could social protection mechanisms be improved to avoid high 
numbers of children requiring this service in future years   

 
 
I) Introduction 
On September 5th 2008 a number of a number of bureaus met in Awassa to discuss what could 
be learned from the families who used therapeutic feeding services in the course of the last few 
months. The aim being to understand who used the service and who avoided having to use the 
service and see if enough could be learned that new protective services could be put in place or 
existing services improved so that future shocks would result in less children having to use the 
therapeutic feeding service. 
 
The bureaus resolved to create a multi-sectoral steering committee that would devise terms of 
reference for an activity that would lead towards an improved social protection web in the 
region.  The bureau of health volunteered to chair the steering committee for the exercise. 
 
Membership of the steering committee 
 
Ato Gizachew Kebede, deputy bureau head, health programme and services sector (chair) 
Dr. Sahile Sita, Head, family health department (deputy chair) 
Ato Abara Willa, head Disaster Preparedness and Prevention Department, (Secretary) 
Ato Meskelu Tumesso, expert, Bureau of water 
Ato. Demissie Denebo, expert, Bureau of health 
Ato. Tamirat Erfo, Coordinator PSNP, Food Security department, BORD&A 
Ato Esra Tefarra, Information analyst, ENCU, Food Security department DPP 
Ato. Mesfin, Dr. Tersit, Fikre Negusi and Roger Pearson UNICEF 
W. Senbet Fereza BOLSA  
BOWA (to be nominated) 
Asegedech Shawl BOE  
Temesgen Felhemos, Bureau of Water 
 
 
The responsibilities of the committee are to finalize the list of research questions, agree on the 
methods (including target areas for field work) to be used to find answers to the questions, 
review and contract consultants, manage the consultants including oversight of quality, review 
the work of the consultants, organize review meetings, take ownership of a final report, including 
managing a potential action plan that might arise out of the findings. 
 
 
II) Background 
 
a) Current Food and Nutrition Security Situation in SNNPR  
In 2008 the onset of belg rains was late by 2 to 3 months and their distribution was uneven. 
Then the onset of meher rains was late and its amount was low in Amaro, Burji, Konso, South 
Omo, most parts of Gamo Gofa and some parts of Wolayita zones. The performance of the 
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current meher rain was satisfactory in the remaining areas of the region. Total belg crop (sweet 
potato, Irish potato, haricot bean, teff, green maize) failure was reported in most of the zones 
due to poor performance of belg rains, poor land preparation, and unaffordable prices of 
fertilizers and of improved seeds. Low production of long cycle meher crops (maize and 
sorghum) and coffee is expected. The physical condition of livestock was weak. The production 
of milk was low or absent due to shortages of pasture and water. Prices of staple foods 
increased significantly; the price of maize increased by 500% and 300% compared to 2003/04 
and 2007 respectively. Except for malaria in some areas, no other disease outbreaks were 
reported. 
 
School dropouts have increased in the affected zones, with about 30% to 35% School dropouts 
recorded in Wolayita zone. Loans and gifts from relatives, labor migration, petty trading, 
reduction in meal size and frequency, selling of firewood and charcoal, consumption of wild food 
and immature crops, begging and stealing were the major coping strategies.  
 
Nutrition Screening as part of the first round of the 2008 EOS campaign was conducted in May 
2008 in 37 districts of SNNPR. A total of 850,100 children between 6 and 59 months were 
screened. 12.9% and 4% of the screened children were identified as suffering from MAM and 
SAM respectively. This round shows an increased GAM estimate compared to the previous 
eight Screenings from previous years. The overall higher levels of malnutrition presented concur 
with the unfavorable food security reported recently by the DPPA/DPPB. 
 
Results  of  standard  nutrition  surveys  conducted  in  some  woredas  of  Sidama, Wolayita 
and Hadiya  zones  of  SNNPR  between  January  and  June  2008  revealed critical  and acute 
levels of malnutrition in East Badawacho in Hadiya Zone, Damot Pulasa in Wolayta Zone and 
Bona in Sidama Zone and serious in Dugna Fagno, Kindo Koisha and Boloso Bombe woredas 
of Wolayta Zone, Boricha, Dale, Wensho and Aleta Wondo woredas in Sidama Zone. The 
ENCU) together with the Multi-Agency Nutrition Task Force (MANTF) including NGO partners, 
estimates that a total of 19,966 were under treatment in 279 OTP sites in 41 woredas of SNNPR 
during July 28 – August 1, 2008 (see Annex 1). Similarly, during the same time, a total of 389 
children were under treatment in 37 stabilization centers (i.e. health facilities) in 31 woredas of 
the region see Annex 2). 
 
According to the recent belg assessment findings, a total of 3,915,891 people are affected by 
drought in 101 woredas of the region and will need food assistance (both emergency and 
PSNP) for the next four to six months starting from July 2008. Out of the total affected people, 
2,560,724 will require emergency food assistance. Out of the total 101 affected woredas, 77 are 
very severely and severely affected while the remaining 24 are medium and low affected 
woredas (See Annex 3).    

 
 

b) Productive Safety Net Programme (PSNP) 
Food insecurity in Ethiopia has become one of the defining features of rural poverty, particularly 
in drought-prone areas. In the ten years from 1994 to 2003, an average of five million Ethiopians 
were declared ―at risk‖ and in need of emergency assistance, and since 1998 the numbers of 
food aid beneficiaries in Ethiopia have fluctuated between 5 and 14 million every year. The 
major causes of food insecurity in Ethiopia include land degradation, recurrent drought, and 
population pressure and subsistence agricultural practices characterized by low input and low 
output.  
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In 2004 the Government of Ethiopia initiated a PSNP.  It‘s objectives are to provide transfers to 
food insecure people in chronically food insecure woredas in a way that prevents asset 
depletion at the household level and creates assets at the community level. The Productive 
Safety Net Programme consists of two components: (i) a labour-intensive Public Works 
component; and (ii) a Direct Support component to ensure support to those households who 
have no labour at all, no other means of support, and who are chronically food insecure. 
 
The PSNP draws a conceptual distinction between two groups of food insecure Ethiopians. The 
‗unpredictably food insecure‘ – those who face transitory food deficits because of erratic 
weather or other livelihood shocks – will continue to receive food aid and other humanitarian 
assistance, as and when required, through the emergency appeal process. The ‗predictably 
food insecure‘ – those who face chronic food deficits, because of poverty rather than food 
shocks – have been transferred from the annual emergency appeal to the Productive Safety Net 
Programme.  
 
The PSNP initially targeted approximately 5 million chronic food insecure people living in 262 
chronically food insecure woredas in the country in 2005, which was increased to 8 million in 
2006. The programme is planned to be implemented for five years, at the end of which 
beneficiaries who have received predictable transfers and complementary interventions 
throughout the programme period will be expected to ―graduate‖ out of dependence on external 
support, except during food crises. Graduation means that the household is no longer 
chronically food insecure and also has the economic resilience to resist falling back into chronic 
food insecurity in the future. 
 
Out of the total affected people, 1,459,160 will require assistance through PSNP. Out of the total 
79 PSNP woredas, 61 are very severely and severely affected while the remaining 11 are 
medium and low affected woredas (See Annex 3).   
 
 
III) Objectives  
Through interview of families of children who were admitted in TFPs, find out the events that led 
to the deterioration in the nutritional status of those children, assess to what extent the families 
made use of existing service comprising the total social protection package offered in the areas 
studied and seek to understand how existing programmes could be modified or new 
programmes introduced to avoid a future major influx of children into TFPs.  
 

The specific objectives of the research are: 

 

 To assess and find out the major causes of malnutrition that led children to be 
admitted in TFPs and what measures are needed to manage the causes. 

 To assess the availability and accessibility of basic social services in selected 
food insecure woredas and their contribution in reducing malnutrition and food 
insecurity. 

 To assess and find out to what extent the families made use of existing services 
comprising the total social protection package offered in the area. 

 To assess how existing social protection packages are functioning and 
recommend actions for improvement and new interventions. 

 To assess and find out women‘s access and control over household and basic 
community resources in relation to household food security. 
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 To assess and find out why households are not affected by malnutrition in 
selected food insecure woredas. 
 
 
 

 
Conceptual Frameworks for Humanitarian Livelihoods (Annex 4) and Sustainable Livelihoods 
(Annex 5/6) and Malnutrition (Annex 7) will be used as the basis for developing a 
comprehensive livelihood analysis, and also to undertake a programme review and make 
strategic recommendations.  
 
The following are provisional list of questions to which the study hopes to find answers:  
The overall large question is to find out, from interviews in a good selection of families, what 
were the family level events that led to children being enrolled in therapeutic feeding centres 
and to what extent can a lack of food, poor health, or poor care of the child explain how the 
children became so malnourished? 
 

12. What has been the likely impact of PSNP at mitigating the numbers of children enrolling 
in therapeutic feeding centres?  

13. What is the impact of the other food security programmes on children enrolling in TFPs 
14. What is the impact of the emergency response programme interventions. 
15. What is the impact of basic social services including health and WASH services 

provision on children enrolling on TFPs. How does access to primary and referral point 
health centres, affordability, quality issues affect likelihood of enrollment in TFP. 

16. What has been the likely impact of the health services in mitigating the numbers of 
children enrolling in TFPs  

17. What kind of services could be instituted to help families spare more time for early 
childhood care if poor care is found to be a key factor resulting in children being enrolled 
in TFPs.   

18. Among those children using TFP services coming from PSNP beneficiary households, 
would a higher level of resources transfer have stopped the child from being admitted in 
a TFP?  

19. To what extent have PSNP households benefited from emergency nutrition programme 
resources and does this differ from non PSNP households? 

20. To what extent has the model family strategy helped to reduce risk of having to use 
TFP? 

21. To what extent have cIMCI strategy, EOS and community-based nutrition strategies 
helped to reduce use of TFP.  

22. For the non PSNP households with children in therapeutic feeding centres how many 
qualify as PSNP and can anything be learned about increasing PSNP resources, 
modifying PSNP resource transfer timings, improving PSNP targeting mechanisms, and 
modifying the mix between food and cash based transfer areas (The 2009 plan is to 
move from 95 per cent cash, 5 per cent food to 50/50)? 

23. Overall, taking into consideration the answers the preceding questions what gaps in 
programme service delivery could be modified within existing resource envelopes and 
with also more resources (this last question to be the focus of a workshop reviewing the 
answers to the other questions). 

 
 
IV) Major Activities 
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 Design the study in cooperation with Policy Coordination and Information System (PCIS) 
Project Officer, UNICEF Awassa, FS/DPP and BoH 

 Design of qualitative and quantitative fieldwork methodology (including the preparation of 
data gathering questionnaires) 

 Review food and nutrition security assessment reports, and emergency nutrition 
response and PSNP documents 

 Fieldwork in selected sentinel communities  

 Enter data into computers and carry out an analysis of the data 

 Draft the interim report 

 Prepare a PowerPoint presentation of interim findings 

 Conduct a two-day review workshop to steering committee members to finalize the study 
with the input of the committee members and develop an action plan (including the 
process how to start the dialogue around what we've learnt to avoid this in the future).   

 Revise the interim report following feedback 

 Prepare and submit the final report 
 
 
All the above activities are to be done in consultation with the regional research steering 
committee, the Policy Coordination Information Systems Specialist and UNICEF Awassa   
 
 
V)  Methods 
(The methods will be subject to modification as the consultancy team works with a technical 
steering committee to finalise the methods). 
 
The technical team supporting methods finalization and analysis will consist of staff from the 
UNICEF nutrition, social policy and PME groups and other invited agencies including ENRI, LIU 
and SCF(UK).  
 
Twenty sentinel communities where we know that a good number of children who used 
therapeutic feeding centre services reside will be interviewed.  The study steering committee will 
provide information on the location of the therapeutic feeding centres and link these to livelihood 
zones.  
There are 40 livelihood zones in SNNPR.  
 
Ideally households in each sentinel community will represent a particular livelihood zone and will 
provide detailed information on what kind of protection programme will help to reduce numbers 
arriving at therapeutic feeding centres from those zones in the future.  Within each zone the 
study team will select selected purposively a random starting point based on local knowledge of 
where there was a high proportion of children attending therapeutic feeding centres.  
 
Then a co-terminous segment of 80-100 households will be interviewed using a questionnaire.  
The research contractors will work in consultation with the steering committee on the final 
content of the questionnaire.  The aim is to interview as large a number of households as 
possible from one day‘s work of the enumeration team.  
 
Since the key unit of analysis is children who used therapeutic feeding services verses those 
that did not use the service and no inferences will be made about variation by administrative 
area there is no need to take a random sample of households stratified by geographic area.    
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This will allow analysis also for children who did use the service, whether from PSNP or non 
PSNP households, and also from children who avoided using the service.  
 
Sufficient interviewers will be trained to cover the 80-100 households in the course of one days 
interviewing and to carry out focus group discussions.  
 
Focus group discussions will be held in each of the communities with men and women 
separately with a focus on illuminating community understanding of the comparative importance 
of low food security, poor health services and poor care practices as contributors to the decline 
in nutritional status of children to the point that they had to be enrolled in TFPs.   
 
In-depth discussions will be held with health service staff including health centre staff and 
Health extension workers and with PSNP officials. The aim of the in-depth and focus group 
discussions will be to serve as a basis for writing up a two page profile of the sentinel 
community describing the community level shocks that led to the deterioration in nutritional 
status leading to the need for therapeutic feeding and to elicit suggestions from the community 
on what kinds of protection services they think would be the best value to add to services 
provided to the community to reduce numbers of children being admitted in the future.   
 
Data entry for the household survey will be carried out twice as part of the data quality routine.  
A data entry programme will be devised with quality controls embedded into the programme.     
 
Data will become the property of the Bureau of Health, SNNPR and copies of the data set will 
be made available to each of the steering committee members. 
  
The study will be undertaken by a consultancy firm in consultation with PCIS Project Officer and 
UNICEF Awassa Office. The consultancy firm is responsible, in clise consultation with the 
steering committee for the study, to design the study (including the preparation of the 
questionnaire that will be applied for interview), data collection, processing, analysis and report 
writing. This study will include the steering committee i.e. members are from the regional 
government (FS/DPP Office, BoH, BoWR, BoE, BoA, etc), LIU, and UNICEF Addis and 
Awassa. UNICEF Awassa will have a consultation meeting with FS/DPP Office and BoH to 
establish this steering committee. Based on the initial findings, the consultancy firm will make a 
presentation of key findings and recommendations to the steering committee for further 
feedback prior to finalization of the report.  
 
 
 
 
VI) Outputs 
The consultancy team will produce four outputs.  
 
The report will contain: 
 
a) In an annex, two page overviews for each of the 20 sentinel communities using the following 
format 
 
Title:  name of community 
 
Background including a panoramic photograph, description of the main form or forms of 
livelihood and how this has changed if at all over the last ten years, distance to nearest health 
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centre and a brief description of the quality of the service the centre provides, distance to then 
nearest primary and secondary Schools, distance to the nearest market.    
 
Events leading up to the need for children in this area requiring therapeutic feeding 
 
Suggestions coming from focus group discussions and in-depth interviews on what can be done 
at community level, Kebele and Woreda level in future to avoid the use of TFP services the next 
time there is a crop failure.  
 
Results of discussions at community level on local understanding of the extent to which the 
enrollments in TFPs were purely as a result of poverty and food scarcity and to what extent, 
poor health services and a lack of ability to care for young children due to other pressing needs 
interacted with each other.   
 
b) A series of cross tabulations and written analysis covering approximately 30 pages from the 
household questionnaire data that aims to contrast and describe the contributions of food 
insecurity, health and care . 
 
To the extent possible the analysis of the tables will feed in analysis coming from the focus 
group and in-depth discussions. 
 
c) A summary report of three to five pages.    
 
d)  The consultants will then to organize and facilitate a two-day review workshop to help the 
steering committee and other invited guests up to 25 in number to finalize the study with the 
input of the committee members. The focus of the workshop will be to review the findings and 
develop recommendations and possibly an action plan. 
 
 
VII) Timeframe 
The consultant will be recruited and the methodology will be designed between during the first 
week of February. Fieldwork will be conducted in the course of February/March. Following data 
entry and analysis in March/April, a draft report will be provided by 15 April. The final Report will 
be submitted by 30 April 2009. 
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Annex 4:  Household Survey Questionnaire 

Study on the Use of TFP in SNNPR 
Household Questionnaire:  2009 

INTRODUCTION 
Greet the person you are interviewing, and introduce yourself. 
Explain where you are coming from. 
―We are here to request your participation in a survey of households in SNNPR. It is 
being conducted by the SNNPR Regional Health Bureau and other government offices. 
It is designed to help the government address challenges of acute malnutrition among 
children in our Region and, in particular, understand the use of TFF since April 2008. 
First, we would like you to know that your participation is voluntary. Second, we would 
like to assure you that your identity will at all times be kept confidential and that your 
answers will not be used in any way other than for the purpose of conducting research 
on programme to improve food security and welfare.‖ 
―Do you have any questions before we continue? 
―Are you willing to be interviewed? 
[If they agree to be interviewed, start the interview.  If the respondent is not willing, do 
not ask any of the questions and move to the next household.] 
 HOUSEHOLD IDENTIFICATION    INTERVIEW IDENTIFICATION 

ID Name Code  Name of 
Interviewer: 

 

Region    Interviewer Code:  

Zone    Date of Interview: Day:______ 
Month:___________ 

Woreda    Start Time:  

Kebele    End Time:  

Village    Checked:  

Household 
Head 

   Name of Data 
Entry Clerk: 
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Household Demography 

ID 
Code 

Name 

How related 
to head of 
household? 
(write code) 

Male [M]  
or  
Female [F] 
(circle one) 

Age 
(age in 
complete years 
for >=5 years) 

Age 
(age in complete 
months for 
children<5 years 
or <=59 months) 

If age less than 18 is the 
biological parent alive? 
(circle one) 

Can he or she 
read a letter or 
newspaper? 
(circle one for 
age > 7) 

Highest grade of 
school completed 
(write number or 00 
if none for age > 7) 

Labour 
capacity 
(write 
code for 
age >5) Father Mother 

(101)  (102) (103) (104) (105) (106) (107) (108) (109) (110) 

   M F   Yes No Yes No Yes No   

1   
 1 2 

  
  1 2   1 2   1 2 

  

2   
 1 2 

  
  1 2   1 2   1 2 

  

3   
 1 2 

  
  1 2   1 2   1 2 

  

4   
 1 2 

  
  1 2   1 2   1 2 

  

5 
  

 1 2 
  

  1 2   1 2   1 2 
  

6   
 1 2 

  
  1 2   1 2   1 2 

  

7   
 1 2 

  
  1 2   1 2   1 2 

  

8   
 1 2 

  
  1 2   1 2   1 2 

  

9   
 1 2 

  
  1 2   1 2   1 2 

  

10   
 1 2 

  
  1 2   1 2   1 2 

  

Codes: How related to head of household? Codes: Labour capacity 

01 = household head 
02 = spouse 
03 = son / daughter of head or wife 
04 = son-in-law / daughter-in-law 
05 = grandson / granddaughter 

06 = father / mother of head or wife 
07 = brother / sister of head / wife 
08 = other relative of head/ wife 
09 = adopted / step-child / foster child 
10 = non-relative / servant 

1  =  young child (too young to work) 
2  =  working child (herding livestock; domestic chores; 
childcare; may be hired or fostered out) 
3  = adult (able to do full adult workload) 
4  = working elderly (not able to do full adult workload) 

5  = partially disabled (able to do light work only) 
6  = permanently unable to work (physically or 
mentally disabled, or non-working elderly) 
7  = seriously ill (unable to work for the past 3 months 
or more) 
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Basic information on the reference child 
This household is being interviewed because it is having an under three years old child.  Most of answers for the 
questions in the following sections are dependent on the recall memory of the respondent. Please give time and 
comfort to your respondent to think and remember the story about the child. The respondent of these questions should 
be the caregiver for this child from the household. 

 
201 Have you heard of TFP in your kebele for severely 

malnourished children (children who rapidly lost their body 
weight and health)?  

0 = No 
1 = Yes 

 

202 Has the household enrolled a child or children in the TFP 
because of severe malnutrition since April 2008? 
 

0 = No 
1 = Yes 

If no skip 
to 2.2 

Children enrolled in TFP since April 2008 
 
203 If, yes how many children from this family were enrolled in TFP? 

 
 
Number of children: ______ 

 

 
204. When and what was the TFP service provided to the child/children? (Circle when it applies) 

HH 
Member 
ID 

Sex 
1=male 
2=female 

TFP 
service 
Type 

2000 2001 Is the child 
discharged from 
the programme? Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 

(a) (b) (c) (d) (e) (f) (g) (h) (i) (j) (k) (l) (m) (n) (0) 
 1 2 1. OTP 1 1 1 1 1 1 1 1 1 1 1 0. No 1. Yes 

2. SC 2 2 2 2 2 2 2 2 2 2 2 0. No 1. Yes 

3. SF 3 3 3 3 3 3 3 3 3 3 3 0. No 1. Yes 

 1 2 1. OTP 1 1 1 1 1 1 1 1 1 1 1 0. No 1. Yes 
2. SC 2 2 2 2 2 2 2 2 2 2 2 0. No 1. Yes 

3. SF 3 3 3 3 3 3 3 3 3 3 3 0. No 1. Yes 

 1 2 1. OTP 1 1 1 1 1 1 1 1 1 1 1 0. No 1. Yes 

2. SC 2 2 2 2 2 2 2 2 2 2 2 0. No 1. Yes 

3. SF 3 3 3 3 3 3 3 3 3 3 3 0. No 1. Yes 
 1 2 1. OTP 1 1 1 1 1 1 1 1 1 1 1 0. No 1. Yes 

2. SC 2 2 2 2 2 2 2 2 2 2 2 0. No 1. Yes 
3. SF 3 3 3 3 3 3 3 3 3 3 3 0. No 1. Yes 

OTP = Out patient service 
SC = Stabilazation centre service  
SF = Suplemntray food service 
404 B Were there children defolted from the programme without the 

permission of health or extension workers?  
0 = No 
1 = Yes 

If no skip 
to 405 

404 C If yes, why these children were defolted 
from the programme. Please write the 
names of defolted children and their HH 
member ID. If the child is deciesed 
please write 00 under HH member ID. 

Name of child HH member ID (q101) Reasons for defolting 

   
   
   
Code for reasons for defaulting 
1) Deceased        2)   Cannot take the child to OTP/ SC 
3) The child was sick     4)  We took the child to traditional healers 
5) Other specify,……………….. 

 
 
Note: Choose one reference child if the number of children enrolled in the programme, from this household, is more 
than one. Tell your respondent that you will continue to ask some questions on the nutritional status of one of the 
children enrolled in the TFP. This child will be the youngest child so that the respondent (caregiver) easily recalls the 
situation and respond to the questions. Now onwards this child can be referred as reference child for this household 
during this interview. 

a) Name of the Reference Child  ________________ 
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b) HH Member ID of the Reference Child (Q101 on Page 1)  ________________ 
c) Age of the reference child (in months) ________________ 
d) Sex  1. Male  2.Female 
e) HH ID of care giver (Q101) _____________ 
f) Relation with caregives (Q101)_____________ 
 

205 Is <child name> twin? 0 = No 
1 = Yes 

 

 
206. How was the body condition of <child name> during these months of the year 2008/9? (Write 
the appropriate code under each month!) 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 

              

Codes: 
1 = Highly weak and thin 
2 = Somewhat weak and thin 
3 = No gain and no loss of weight 
4 = Gain more weight 

 
207 What do you think of the possible cause/s for the 

loss of <child name>‘s body weight? 
 
(Multiple responses are possible) 

1 = I do not know the reason 
2 = Illness 
3 = The child was not able and willing to eat food 
that I gave him 
4 = I did not have time to look after (feeding and 
health care) my child 
5 = We had food shortage during that time 
6 = We had milk shortage during that time 
7 = Others, specify _____________ 

 

208 
In association with loss of body weight have you 
seen swelling of body on <child name>? 

0 = No 
1 = Yes 
3 = Do not remember 

 

209 What did you do to get a support when your child 
rapidly looses his/her body weight? 

0 = Did nothing 
1 = Got weighed his/her body by health workers 
2 = Took to the nearest health post/centre for 
treatment 
3 = Appealed to kebele/woreda offices for 
support 
4 = Other, specify_____________ 

 

210 Was <child name> sick in the recent three 
months before he/she lost his/her weight that led 
her/him to be enrolled in TFP? 

0 = No 
1 = Yes 
3 = Do not remember 

If no 
go to 
217 

 
 
 
 
 
 
211. If yes can you tell me the months that <child name> was sick? (Tick or put X mark where it applies. Or put 00 
under Jan 2008, if the respondent is not remembering the tentative time.) 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 
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212 

 
What was the type of this illness?  
(Multiple answers are possible) 
 

 
1 = Diarrhoea   
2 = Coughing  
3 = Fever or Malaria  
4 = Measles  
5 =  Do not remember 
6 = Others, specify _________ 
 

 

 
213 

When <child name> got sick did you attempt to 
seek support and advice? 
 

0 = No 
1 = Yes 
3 = Do not remember 

If 0 go 
to 217 

214 Whom did you contact to seek a support when 
<child name> got sick? 
(Read all and circle all that apply) 

1 = Kebele health extension worker 
2 = Community health agents 
3 = Kebele administrator 
4 = Health professional at health centre 
5 = Neighbours/friends/relatives 
6 = Woreda administrator (any woreda office) 
7 = Hospital 
8 = Traditional healer  
9 = Payer group/individual or holly water baptizer 
10 = Others specify ______________ 
 

 

 
 
 
215 

 
 
 
If yes, what was the support/advice obtained? 
 (more than one answer is possible!) 

0 = No outcome  

Supports/Obtained 

1 = EOS - Supplementary food  (not 
emergency or safety net) 

0. 
No 

1.Yes 

2 = Counselling/training in child care and 
feeding 

0. 
No 

1.Yes 

3 = Health examination , not including 
medicine 

0. 
No 

1.Yes 

4 = Health examination , including medicine 0. 
No 

1.Yes 

5 = Prayer/holly water 0. 
No 

1.Yes 

6 = Do not remember 0. 
No 

1.Yes 

7= Others, specify _________ 0. 
No 

1.Yes 
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216 If you sought and did not get any support what 

was reason? 
1 = Service providers were not willing to support 
2 = The required service was not available 
3 = We did not consult the right service provider 
4 = We have no money 
5 = The household head did not agree 
6 = Other specify _________ 

217  
 
 
If no to 213, why not? 
 (more than one answer is possible!) 
 

Reasons for not seeking support/ advice 

1 = I did not know where to go 0. 
No 

1.Yes 

2 = I was convinced that no one would help 
me 

0. 
No 

1.Yes 

3 = I was busy with domestic chores 0. 
No 

1.Yes 

4 = I was busy with other farm or income 
earning activities 

0. 
No 

1.Yes 

5 = My spouse refused to take the child to 
health facilities/service providers 

0. 
No 

1.Yes 

6 = I did not have money 0. 
No 

1.Yes 

7 = Other, specify _____________ 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

 0. 
No 

1.Yes 
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How was the health and food intake status of 
your child before he got in TFP? 
 
(Read out all the options) 

1 = Seriously ill and cannot take food as usual 
2 = Seriously ill and can take food as usual 
3 = A bit sick cannot take food as usual 
4 = A bit sick can take food as usual 
5 = Not sick (normal) cannot take food as usual 
6 = Not sick and can take food as usual 
7= Others specify ________________ 
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Who told you to go to the programme to get 
RUTF assistance for your child? 

 
RUTF  = ready to use therapeutic food 

1 = Kebele health extension worker 
2 = Community health agents 
3 = Kebele administrator 
4 = Health professional at health centre 
5 = Neighbours 
6 = I went by myself and asked support 
7 = Others specify ______________ 
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What services did your child get from the 
programme and health workers once your child 
was admitted to OTP? 
 
(ask for all the options, multiple answers are 
possible) 
 

1 = Nutritious food (RUTF ) for the child 
2 = Medical treatment with medicines 
3 = Medical treatments with no medicines 
4 = Advice and health education on child health 
care and feeding from health workers 
5 = Others specify ______________ 
5 
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221 

 
During the <reference child> was getting 
services from OTP centre with whom was 
he/she mostly sleeping? 

0 = Not applicable 
1 = With the biological mother 
2 = With non-mother caregiver 
3 = With father 
4 = With other person in the family 
5 = Sleeping alone 
6 = D/K 
7 = Other specify ______________ 

 

 
221 

 
When the <reference child> was getting 
services from SC with whom was he/she 
mostly sleeping? 

0 = Not applicable 
1 = With the biological mother 
2 = With non-mother caregiver 
3 = With father 
4 = With other person in the family 
5 = Sleeping alone 
6 = D/K 
7 = Other specify ______________ 

 

 
222 

 
When the child was getting treatment at SC with 
home was he/she sleeping?  

0 = Not applicable 
1 = With the biological mother 
2 = With non-mother caregiver 
3 = With father 
4 = With other person in the family 
5 = Sleeping alone 
6 = D/K 
7 = Other specify ______________ 

 

 
223 

 
After the child recovered and discharged from 
the OTP what services did he/she obtain? 
(Multiple answers are possible. Read out and 
circle all that apply.) 

1 = FAMIX, how many kilos ___________ 
2 = Edible oil, how many litters _______ 
3 = Sanitary materials: soap 
4 = Mosquito net 
5 = Others specify ______________ 
6 = D/K 
 

 

 
224 

 
If the child has got FAMIX how did you used it? 

1 = Shared with other children 
2 = Shared with adults 
3 =  Fed alone, not shared 
4 = We fed the child some portion and sold the 
rest 
4 = We sold whole 
5 = D/K 

 

225  
If the child has got oil how did you used it? 

1 = Shared with other children 
2 = Shared with adults 
3 =  Fed alone, not shared 
4 = We fed the child some portion and sold the 
rest 
4 = We sold whole 
5 = D/K 

 

 
Quality of Services at OTP centres and SCs 
226 How far was the OTP centre from your home? 

Tell us the time required to reach there (one way trip) 
 
____ hours and _____ minuets 

 

227 Was the OTP service provider friendly to you? 
Rate in a scale from 0 to 5; where 0 depicts not friendly at all and 
5 very friendly. 

 
0       1       2       3       4        5 

 

228 At an average how long do you queue and wait to collect RUTF 
from OTP centres? 

RUTF  = ready to use therapeutic food 

 
____ hours and _____ minuets 

 

229 Did you ever return from the OTP centre without getting RUTF as 
per your schedule? 

 
0 = No 
1 = Yes 
3 = D/K 
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230 If yes how many times so far did you return without getting RUTF 
for your child? 

 
___ times 

 

231 Have you ever faced delays in the collection of RUTF as per the 
distribution schedule? 
(This could be for any reason associated to the household 
or the programme) 

 
0 = No 
1 = Yes 
3 = D/K 

 

232 If yes, by how many days at an average was it delayed?   
___ days 

 

233 What was the most important reason for such delays? 1 = I was not able to go to OTP as per 
the distribution schedule 
2 = distributions not conducted as per 
the schedule by the OTP centre 
3 = Other, specify ____________ 

If 1 go to 
XX 
otherwise 
go to && 

234 If the answer is 1, what was your main reason for that? 
(Only once main answer) 

1 = the child was sick and I was unable 
to go out for collection 
2 = I have no one to take care of the 
rest of the family at home  
3 = Busy with farm activities  
4 = Busy with other income earning 
activities 
5 = Busy with social and religious 
obligations (mehaber, holidays, 
funeral…) 
6 = Other, specify ____________ 

 

235 Do health workers weigh children/child when you take them to 
the OTP centre? 

1 = They always weigh 
2 = They sometimes weigh 
3 = They never weigh 
4 = D/K 

 

236 Do you think your child/children was/were treated with affection 
by the health workers at the OTP centre?  

 
0 = No 
1 = Yes 
3 = D/K 

 

237 Was <child name>  enroled in SC?  
0 = No 
1 = Yes 
3 = D/K 

 

238 How far was the SC from your residential place? 
(One way distance) 

 
____ hours and _____ minuets 

 

239 Do you think your child/children was/were treated with affection 
by the health workers at the SC?  

 
0 = No 
1 = Yes 
3 = D/K 

 

240 Were the service providers at SC friendly to you? 
Rate in a scale from 0 to 5; where 0 depicts not friendly at all and 
5 very friendly. 

 
0       1       2       3       4        5 

 

241 Where you (the caregiver) did spent the night when the child was 
admitted to SC for treatment? 

1 = At the health facility 
2 = At my home 
3 = At a relative/family‘s house 
4 = Other specify _________ 

 

241 For how many days did you stay at SC during this time?  ____ days  

 
 
Children not enrolled in TFP since April 2008 
Note: Choose one reference child if the number of children in the family is more than one. 
Tell your respondent that you will continue to ask some questions on the nutritional status of one of 
the children not enrolled in the TFP. This child should be the youngest child so that the respondent 
(caregiver) easily recalls the situation and respond to the questions. Now onwards this child can be 
referred as reference child for this household during this interview. 
a) Name of Reference Child  ________________ 
b) HH Member ID of the Reference Child (Q101 on Page 1)  ________________ 
c) Age of the reference child (in months) ________________ 
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d) Sex   1. Male   2.Female 
e) Relation with caregiver ______________ 
 
243 Is <child name> twin? 0 = No 

1 = Yes 
 

244 Did you witness rapid and major loss of body 
weight by <child name> since Jan 2008?  
 

0 = No 
1 = Yes 
3 = Do not remember 

If 0 go to 

 
245. If yes can you tell me the months the child lost body weights? (Tick or put X mark where it applies. Or put 00 
under Jan 2008, if the respondent is not remembering the tentative time.) 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 

              

 
246 What did you do to get a support /advice when your 

child rapidely loose his/her body weight?  
0 = Did nothing 
1 = Weughed his/her body by health workers 
2 = Got treatment at nearby health facility 
3 = Applied to woreda/kebele administration/office for 
support 
4 = Other specify _____________ 

If 0 skip 
to 251 

 
 
 
247 

Whom did you contact to seek a support when 
the child lost body weight? 
(Read all and circle all that apply) 

1 = Kebele health extension worker 
2 = Community health agents 
3 = Kebele administrator 
4 = Health professional at health centre 
5 = Neighbours 
6 = Woreda administrator (any woreda office) 
7 = Hospital 
8 = Traditional healer  
9 = Payer group/individual or holly what baptizer 
10 = Others specify ______________ 
 

 

 
 
 
248 

 
 
 
If yes, what was the support obtained? 
 (more than one answer is possible!) 

0 = No outcome/ no support/ If 0 go to 
219 

Supports 

1 = Supplementary food  (not emergency or 
safety net) 

0. 
No 

1.Yes 

2 = Counselling in child care and feeding 0. 
No 

1.Yes 

3 = Health examination , not including medicine 0. 
No 

1.Yes 

4 = Health examination , including medicine 0. 
No 

1.Yes 

5 = Prayer/holly water 0. 
No 

1.Yes 

6 = Do not remember 0. 
No 

1.Yes 

7= Others, specify _________ 0. 
No 

1.Yes 

249 If you sought and did not get any support what 
was reason? 

1 = The service providers were not willing to suppot me 
2 = Service was not available  
3 = We did not contact the right service provider 
4 = Have no money 
5 = The HH head did not agree 
4 = Other specify, _____________ 
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250 If yes to 246, why <child name> did not enrol 
in TFP? 

1 = He/she was weighed and did not qualify for TFP 
2 = He/she was weighed and qualified for TFP but 
we willingly refused to enrol the child in TFP 
3 = We started the service but droped because of 
family problem 
4 = He/she was weighed and qualified for TFP we 
could not enrol the child due to family problem 
5 = Other, specify_________ 

 

251  
 
 
If no to 246, why not? 
 (more than one answer is possible!) 
 

Reasons for not seeking support/advice 

1 = I did not know where to go 0. 
No 

1.Yes 

2 = I was convinced that no one would help me 0. 
No 

1.Yes 

3 = I was busy with domestic chores 0. 
No 

1.Yes 

4 = I was busy with other farm or income earning 
activities 

0. 
No 

1.Yes 

5 = My spouse refused to take the child to health 
facilities/service providers 

0. 
No 

1.Yes 

6 = I did not have money 0. 
No 

1.Yes 

7 = Other, specify _____________ 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

252  
How was the health and food intake status of 
your child before he/she started to loose body 
weight 
 
(Read out all the options. Only once response 
is possible) 

1 = Seriously ill and cannot take food as usual 
2 = Seriously ill and can take food as usual 
3 = A bit sick cannot take food as usual 
4 = A bit sick can take food as usual 
5 = Not sick (normal) cannot take food as usual 
6 = Not sick and can take food as usual 
7= Others specify ________________ 
 

 

 
253 

Was <child name> sick before started to loose 
body weight? 

0 = No 
1 = Yes 
3 = Do not remember 

 

 
254 

 
What was the type of this illness?  
 
(more than one answer is possible!)  

1 = Diarrhoea   
2 = Coughing  
3 = Fever or Malaria  
4 = Measles  
5 =  Do not remember 
6 = Others, specify _________ 

 

 
255 

When <child name> got sick did you attempt 
to seek support and advice? 
 

0 = No 
1 = Yes 
3 = Do not remember 
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256 Whom did you contact to seek a support when 
the child got sick? 
(read all and circle all that apply) 

1 = Kebele health extension worker 
2 = Community health agents 
3 = Kebele administrator 
4 = Health professional at health centre 
5 = Neighbours 
6 = Woreda administrator (any woreda office) 
7 = Hospital 
8 = Traditional healer  
9 = Payer group/individual or holly what baptizer 
10 = Others specify ______________ 
 

 

 
 
 
257 

 
 
 
If yes, what was the outcome? 
 (more than one answer is possible!) 

0 = No outcome If 0 go to 
219 

outcome 

1 = EOS supplementary food  (not emergency or 
safety net) 

0. 
No 

1.Yes 

2 = Counselling in child care and feeding 0. 
No 

1.Yes 

3 = Health examination , not including medicine 0. 
No 

1.Yes 

4 = Health examination , including medicine 0. 
No 

1.Yes 

5 = Prayer/holly water 0. 
No 

1.Yes 

6 = Do not remember 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

258 If you sought and did not get any support what 
was reason? 

1 = The service providers were not willing to suppot me 
2 = Service was not available  
3 = We did not contact the right service provider 
4 = Have no money 
5 = The HH head did not agree 
4 = Other specify, _____________ 

 
 
259 

 
 
 
If no to 255, why not? 
 (more than one answer is possible!) 
 

Reasons the child was not taken to health facilities 

1 = I did not know where to go 0. 
No 

1.Yes 

2 = I was convinced that no one would help me 0. 
No 

1.Yes 

3 = I was busy with domestic chores 0. 
No 

1.Yes 

4 = I was busy with other farm or income earning 
activities 

0. 
No 

1.Yes 

5 = My spouse refused to take the child to health 
facilities/service providers 

0. 
No 

1.Yes 

6 = I did not have money 0. 
No 

1.Yes 

7 = Other, specify _____________ 0. 
No 

1.Yes 

 0. 
No 

1.Yes 

 
260 

 
Does <child name> regain his/her body 
weight now? 

0 = No 
1 = Yes 
3 = No comment 

 

 
Health and nutrition 
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All the following questions will be asked to the child caregiver in the household or another person 
who has the most knowledge about the child and health nutritional situations. 
Child dietary practice 
 

 
301 

Has <child name> ever been breastfed? 
 

0 = No 
1 = Yes 
3 = D/K 

 

302 During the first three days after delivery did 
you give (name) the liquid that came from 
your breast? 

0 = No 
1 = Yes 
3 = D/K 

If not 
1 skip 
to 303 

 
303 

 How long after birth did you first put <child 
name> to the breast? 
If less than 1 hour, record ‗00‘ hours. 
If less than 24 hours, record hours. 
Otherwise, record days. 
 

Immediately 000 
 
Hours   __ __ 
or 
Days   __ __ 
 
Don‘t know/remember 99 
 

 

304 Is <child name> currently breastfeeding? 
 

0 = No 
1 = Yes 
3 = D/K 

 

305 If not still breastfed, when did you stop the 
practice? 
 
(Specify the age of the child when the 
breastfeeding practice stopped) 

 
At the age of _____ month 

 

306 705. Yesterday 
from early 
morning to late 
evening did 
<Child Name> 
receive any of 
the following 
liquid foods? 
 

Circle all that apply How many times (if more 
than five write 99 

 

1 = Breast milk  

2 = Plain water  

3 = Infant formula  

4 = Other powder milk  

5 = Milk  

6 = Fruit juice  

7 = Coffee/tea  

8 = Other, specify ___________  

 

307 Yesterday from 
early morning to 
late evening did 
<Child Name> 
receive any of 
the following 
solid foods? 
How many 
times? 
 

Circle all that apply How many times (if more 
than five write 99 

 

1 = grain, root & tubers   

2 = Legumes and nuts  

3 = Dairy products (Milk, yogurt, cheese)  

4 = Vegetables  

5 = Vitamin A rich fruits & vegetables  

6 = Flesh foods  (Meat, fish, chicken, 
liver/internal organs) 

 

7 = Eggs   

  

308 When do you think it is best to start giving Number of months after birth  
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foods other than breast milk? ________ 
 
 

309 When did you start supplementary feeding 
for <child name> other than breast milk? 

Number of months after birth 
________ 
 
 

 

310 Did you give birth after <child name>? 0 = No 
1 = Yes 

 

311 If yes, when the new child was born how old 
was <child name>? 

________ months old  

Child care and illness 
312 (FEVER/MALARIA) 

In the last two weeks, that is since (DAY 
of the week) of the week before last, has 
<child name> been ill with fever? 
 

0 = No 
1 = Yes 
3 = D/K 

If no 
skip to 

313 WAS (name) SEEN AT health facility 
during this ILLNESS? 
 

0 = No 
1 = Yes 
3 = D/K 

If no 
skip to 

314 If you sought advice or treatment, where 
did you go?   
 
(Check everything that is mentioned in 
box) 
 
 
If a hospital, a clinic, a health centre, a 
dispensary or a maternity, insist to 
determine the sector and circle the 
corresponding code 

 Govt. hospital 1 
 Govt. health centre 2 
 Govt. health post/kebel health 
extension workers 3 
 Village/community health volntoree
 4 
 Mobile/outreach clinic 5 
 Other public (specify) 6 
 Private hospital/clinic 7 
 Private physician 8 
 Private pharmacy  9 
 Mobile clinic  10 
 Other private  
  medical (specify) 11 
Other source 
 Relative/friend 12 
 Shop  13 
 Traditional practitioner  14 
Other (specify) 15 

 

315 Why did you take <child name>  to this service 
provider? 

1 = Cost less money 
2 = Can get service on time 
3 = Practitioner known 
4 = Practitioner trusted 
5 = Closest distance 
6 = Other 
 

 

316 Did <child name> take medicine for the 
fever or malaria as PRESCRIBED by the 
health facility? 
 

0 = No 
1 = Yes 
3 = D/K 
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317 (DIARRHEA) 
Has <child name> had diarrhoea in the 
last two weeks, that is, since (day of the 
week) of the week before last? 
Diarrhoea is determined as perceived by 
mother or caretaker, or as three or more 
loose or watery stools per day, or blood in 
stool. 

0 = No 
1 = Yes 
3 = D/K 

If no 
skip to 

318 If yes, During this last episode of 
diarrhea, did <child name> drink any of 
the following: 
 
What else did you give?  
(Note everything mentioned by the 
respondent)  
 

0 = Nothing was given 
1 = Packaged ORS 
2 = Home prepared mix of water sugar 
and salt 
3 = Rice water or fluid porage 
4 = Other 
specify_________________________  
 

 

319 During the time <child name> had 
diarrhoea, what quantity of liquid did you 
give compared to usual : much less, a 
little bit less, about the same, more or did 
you give nothing? 
 
(If less insists with the following: DID 
YOU GIVE MUCH LESS THAN USUAL, 
OR DID YOU GIVE JUST A BIT LESS 
THAN USUAL?)  

 
1 = Much less 
2 = A bit less 
3 = About the same 
4 = More 
5 = Stopped giving fluid 
9 = D/K 

 

320 In the days during the diarrhoea, what quantity 
of food did you give compared to usual: much 
less, a little bit less, about the same, more or did 
you give nothing? 
(If less insists with the following: DID YOU GIVE 
MUCH LESS THAN USUAL, OR DID YOU GIVE 
JUST A BIT LESS THAN USUAL?) 

 
1 = Much less 
2 = A bit less 
3 = About the same 
4 = More 
5 = Stopped giving fluid 
9 = D/K 

 

321  
In the days after the diarrhoea, what quantity of 
food did you give compared to usual: much less, 
a little bit less, about the same, more or did you 
give nothing? 
 (If less insists with the following: DID YOU GIVE 
MUCH LESS THAN USUAL, OR DID YOU GIVE 
JUST A BIT LESS THAN USUAL?) 

 
1 = Much less 
2 = A bit less 
3 = About the same 
4 = More 
5 = Stopped giving fluid 
9 = D/K 

 

322
A 

When <name> had diarrhoea, did you seek 
advice or look for treatment? 
 

0 = No 
1 = Yes 
3 = D/K 

If 1 or 
3 skip 
to 
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322
B 

If you sought advice or treatment, where 
did you go?   
 
(Check everything that is mentioned in 
box) 
 
 
If a hospital, a clinic, a health centre, a 
dispensary or a maternity, insist to 
determine the sector and circle the 
corresponding code 

 Govt. hospital 1 
 Govt. health centre 2 
 Govt. health post/kebel health 
extension workers 3 
 Village/community health volntoree
 4 
 Mobile/outreach clinic 5 
 Other public (specify) 6 
 Private hospital/clinic 7 
 Private physician 8 
 Private pharmacy  9 
 Mobile clinic  10 
 Other private  
  medical (specify) 11 
Other source 
 Relative/friend 12 
 Shop  13 
 Traditional practitioner  14 
Other (specify) 15 

 

323 Why did you take <child name>  to this service 
provider? 

1 = Cost less money 
2 = Can get service on time 
3 = Practitioner known 
4 = Practitioner trusted 
5 = Closest distance 
6 = Other 
 

 

324  
What do you do to avoid your child(ren) from 
getting diarrhoea  
 
WHAT ELSE? 
(more than one answer possible) 
(Do not prompt, note all answers mentioned) 
 
 

0 = I do not know what to do 
1 = Purify the drinking water 
2 = Keep the house clean 
3 = Mother washes her hands 
4 = Wash children‘s hands5 =  
5 = Wash the dishes/utensils 
6 = Wash fruits and vegetables 
7 = Be careful what we eat  
8 = Other : ______________________                       
9 = D/K 

 

325  
What do you do to purify the drinking water? 

0 = I do nothing 
1 = Add chlorine/tablet to water  
2 = Boil 
3 = Filter 
4 = Buy bottled water 
5 = Add lemon 
8 = Other specify     ______________________ 
  

 

32
6 

(Measles)  

Has <child name> ever been given 
―Measles vaccination injections‖ or MMR 
– that is, a shot in the arm at the age of 9 
months or older - to prevent him/her from 
getting measles? 
 (Please ask the caregiver to show you 
the child‘s vaccination card.) 

0 = No 
1 = Yes 
3 = D/K 
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32
7 

If yes, was the vaccine information 
obtained from vaccination card? 
 

0 = No 
1 = Yes 
 

 

32
8 

Since birth, <child name> had measles? 
 

0 = No 
1 = Yes 
3 = D/K 

If 0 
or 3 
skip 
to  

32
9 

If yes, when was the <child name> caught with 
measles? 
 

1 = After measles vaccination 
2 = Before measles vaccination  
3 = Do not remember 

 

 (Other health and nutritional 
questions) 

 

 
330 

Most common practice of 
washing hands in most cases 
(For each moment probe for 
the most common practice)  
 

  
Moments of hand 
washing  

Washin
g  With/without soap 

1=Yes  
2=No  

1=With soap      2=Without soap 
3=With ash        4=Others 
(Specify) 
5= Not Applicable  

(a) (b) (c) 

1. Post defecation      

2. Before preparing food     

3. Before eating      

4. After cleaning infants 
bottom     

 

331  
When a child is sick whose decision is it to take 
the person to the doctor, the hospital or the health 
centre? 
 (more than one may apply) 

 
1 = Mother 
2 = Father 
3 = Equally mother and father 
3 = Grand mother 
8 = Other, specify: ______________________ 
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Access and utilisation of socio-economic services 
Access to health extension services 
Measles (rash skin and fever) 
401 Do you know one or more of the female health extension 

workers in your kebele? 
0 = NO 
1 = YES 

If no 
skip to 

402 What services has this person given to your family in the last 
one month? 

 (read out all!) 
 

 0. 
No 

1. 
Yes 

1 = Health education during community meetings 0 1 

2 = Health education through house to house visits 0 1 

3 = Growth monitoring 0 1 

4 = Immunization children 0 1 

5 = Advise to visit health facility 0 1 

6 = First aid support 0 1 

7 = Provide malaria drugs 0 1 

8 = Provide ORS for diarrhoea 0 1 

9 = Other Specify _________ 0 1 

403 How often the female health extension workers in your kebele 
visit your family? 

1 = Not at all 
2 = Once in a week 
3 = Twice a week 
4 = Once in a month 
5 = Twice in a month 
6 = Other, specify _____________________ 

If 1 go 
to  

404 On which topics does the health extension worker teach you 
or your family member? 

1 = Infant and child feeding practices 
2 = Child health care (immunization, diarrhoea, malaria, 
ARI) 
3 = Maternal/Family nutrition 
4 = Construction of latrine and use 
5 = Drinking water management at home 
6 = HIV/AIDS prevention and control 
7 =Family planning 
8 =Hygiene 
9 = I do not remember any topic 

 

405 To what extent do these teachings by the health extension 
workers helped you to improve the health status of 
<reference chid name>?  
Rate the service from 0 to 5. 0 represents no help at all and 
five depicts helped significantly. 

 
 
 
 
0     1      2      3     4     5 

 

406 To what extent do these teachings by the health extension 
workers helped you to improve the feeding practice of 
<reference chid name>?  
Rate the service from 0 to 5. 0 represents no help at all and 
five depicts helped significantly. 

 
 
 
 
0     1      2      3     4     5 

 

407 Have you ever heard about model HH approach in health 
extension system? 

0. NO  
1. YES 

(If 0 go 
to 507) 

 
408 

Do you know any model family in the health extension 
system? 

0. NO 
1. YES 

If no 
skip to 

409 Does this model family teach or share information with you on 
health related issues? 

0. NO 
1. YES 
 

 

410 To what extent do these teachings by the model family helped 
you to improve the health status of <reference chid name>? 
Rate the service from 0 to 5. 0 represents no help at all and 
five depicts helped significantly. 

 
 
0     1      2      3     4     5 

 

411 To what extent do these teachings by the model family helped 
you to improve the feeding practice of <reference chid 
name>? 
Rate the service from 0 to 5. 0 represents no help at all and 
five depicts helped significantly. 

 
 
0     1      2      3     4     5 

 

412 Is your household selected as model family for promoting 
heath related education and practices within your community? 

0. NO 
1. YES 

 

413 Do you know community health workers in your kebele h in 
your kebele? 

0 = NO 
1 = YES 

If no 
skip to 

414 What services has this person given to your family in the last 
one month? 

 0. 
No 

1. 
Yes 

1 = Health education during community meetings 0 1 
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 (read out all!) 
 

2 = Health education through house to house visits 0 1 

3 = Growth monitoring 0 1 

4 = Immunization children 0 1 

5 = Advise to visit health facility 0 1 

6 = First aid support 0 1 

7 = Provide malaria drugs 0 1 

8 = Provide ORS for diarrhoea 0 1 

9 = Other Specify _________ 0 1 

415 How often the community health workers in your kebele visit 
your family? 

 

1 = Not at all 
2 = Once in a week 
3 = Twice a week 
4 = Once in a month 
5 = Twice in a month 
6 = Other, specify _____________________ 

If 1 go 
to  

416 To what extent do these teachings by the community health 
workers helped you to improve the feeding practice of 
<reference chid name>? 
Rate the service from 0 to 5. 0 represents no help at all and 
five depicts helped significantly. 

 
 
0     1      2      3     4     5 

 

417 To what extent do these teachings by the community health 
workers helped you to improve the health of <reference chid 
name>? 
Rate the service from 0 to 5. 0 represents no help at all and 
five depicts helped significantly. 

 
 
    1      2      3     4     5 

 

 

4.2 Access to water and sanitation facilities 
Note: 
Addressed to the person most responsible to collect and manage domestic water and sanitary practices in the 
household) 
In the Tables below, water use refers to water used for drinking, cooking and cleaning.  This is seen as distinct from 
the water for cloth and body washing, which is asked separately in the second set of Tables.  
Sources of domestic water for the household    Daily consumption by HH (not animals) 

Rainy season Dry season   
 
Time of the 
year 

Daily consumption 

Source 
(in order of 
importance) 

Travel time, one way Source 
(in order of 
importance) 

Travel time, one way  Container 
code 

Total in Litters 

Hours Minutes Hours Minutes 

(418) (419) (420) (421) (422) (423)  (424) (425) (426) 

           Yesterday   

           Rainy season   

           Dry season   

              

              

Source code(301&304): 

Home/yard tap  
Public/neighbour tap 
Open well in home/yard (NOT COVERD) 
Public/open well ( NOT COVERD) 
Protected well in home/yard (COVERED0 
Protected public/neighbour well (COVRED) 
Surface water/protected source ( fenced) 
Surface water non protected source (e.g. river) 

 
Spring ( developed protected) 
Spring non developed  
Pond/lake 
Pond (with filtering system) 
Canal 
96. Other (specify) 

Container code(308): 

Jerrican/ensira/kil (25 ltrs) 
Jerrican/ensira/kil (20 ltrs) 
Jerrican/ensira/kil (15 ltrs) 
Jerrican/ensira/kil (10 ltrs) 
Jerrican/ensira/kil  (5its) 
 (Review and list all codes locally 
appropriate) 

 
 

427 If water is not on premises, who usually collect the 
water? 

Adult women                            4.     Scholl age male children 
School age female children      5.    Young, pre-school age children 
Adult Men                                96.   Other _________(Specify) 
                                             

 

428 If water is not on premises, what means of 
transportation do you usually use to collect water? 

1. Person carrying 
2.  Animals/donkey,/mule 
3.  Cart/ wheel barrow (human labour) 
96. Other _________ 
                 (Specify) 
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429 Do you store drinking water for the HH? 
(this question applies for HH who store in the   
same container they  fetched  as well as for 

those who store water in another container ) 

0= No 
1 = Yes                          
 

If no skip to 
534 

430 If yes, what types of storage containers are used 
for storing the water? (observe) 

1. Narrow mouthed  
2. Wide mouthed  
3. Of both type 

 

431 Are the container covered? (observe) 1. All are  
2. Some are  
3. None are 

 

432 Where are the water container placed?  (observe) 

 
1. On the floor  
2. Elevated above the floor 

 

433 Who takes water from the containers? 
 

1. Adult 
2. School age children 
3. Children under five 
4. All of them 

 

434 How do you remove water from the containers for 
drinking? 

1. Pouring                                3. Both dipping and pouring 
2. Dipping                                4.  Container as spigot or tap 
                                        96. Other__________(Specify) 

 

435 Does the water container clean? (observe) 0= No 
1 = Yes                          

 

436 When was last time the container cleaned  

 
0. Never  
1.Today or yesterday  
2. Less than one week ago  
3. Several weeks ago  
96. Other (specify) 
98. Don‘t remember 

If Never go 
to 534 

437 What do you use to clean the water container? 1. Rinse with water only 
2. sand and water 
3. soap/other detergents 
96. Other (specify) 

 

438 Do you treat your water in any way to make it safer 
to drink? 

0. No 
1. Yes 
98. Don‘t know 

If No skip 
to 537 

439 IF YES, what do you usually do to the water to 
make it safer to drink? 
(MULTIPLE RESPONSE IS POSSIBLE) 

1. Boil 
2. Add bleach/chlorine /Wuha agar 
3. Sieve it through cloth 
4. Water filter (ceramic, sand, composite)  
5. Solar disinfection  
6. Sedimentation  
96. Other __________________ 
               (specify) 
98. Don‘t know 

 

440 When did you treat your drinking water the last 
time using this method? 

1. Today  
2. Yesterday 
3. Over one day ago/less than one 
week 

4. One week ago or more/less 
than a month 
5. One month ago or more  
98. Don‘t remember 

 

 Sanitation (EXCRETA AND GARBGE DISPOSAL) 
441 Doe the household own a toilet 0= No 

1 = Yes                          
If  No skip 
to 539 

442 Do the HH members use toilet? 0= No 
1 = Yes                          

If  No skip 
to 540 

443 If no latrine, where do household members often defecate? 1. In the backyard 
2. In the nearby bush 
3. Gully or Stream 

 

444 What kind of toilet do most people in your household use?   
Open/rudimentary pit latrine 
Improved pit latrine 
Ventilated pit latrine with shade 
 

W.C. ( water close) 
96. Other   
 (specify) 
98. D/k 

 
 
 
 

445 Do you share this installation with other households? 0= No 
1 = Yes                          

 

 

446 When was the facility cleaned last?  0. Never  
1. Today  
2. Yesterday 
3. Less than one week ago  

4. Several weeks ago  
96. Other_____________ 
             (specify) 
98. Don‘t remember 

 

447 Toilet facility observation: observe the Superstructure of 
Walls, Roof and Door 

0. No superstructure 
1. Has walls  
2. Has a roof 
3. Has door(s) 

4. Superstructure damaged 
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448 Direct observation of latrine 0. Not currently used 
1. Clear signs of current usage but dirty 
2. Clear signs of current usage and clean 
9. Could not observe 

 

449 Children under 5 use this toilet facility? 

 
0= No 
1 = Yes                          

 

450 If no, where do you dispose the stools of the children under 
five? 

1 = Thrown in toilet/Latrine  
2 = Buried in yard  
3 = through in open yard within the compound 
4= Thrown out side of the compound 
5 = Other, specify, ______ 

 

451 In your household, how do you usually dispose of garbage? 0. No garbage produced 
1. Throws it out close to home 
2. Throws it out far from home 
3. Community dump 

4. Bury it 
5. Burn it 
96. Other ________________ 
         (specify) 
98.  D/K 

 
 

452 When do you wash your hands? 
 

                                                                                       Yes   No 
Never ……………………………………………………..….1       2 
Before food preparation……………………………….……1       2 
Before feeding children/breast feeding……………..….….1      2 
After using toilet/defecation………...………………………1       2 
After attending a child who has defecated………………..1       2 
After disposing infant faeces………………………….……1       2 

OTHER (SPECIFY)_________________________________1      2 

 
 

 

 INSECTICIDE-TREATED NET   
453 Is malaria common in your village? 0 = NO 

1 = YES 

If no 
skip to  

454 Does your household have any mosquito nets that can be used 
while sleeping? 

0 = NO 
1 = YES 

 

455 How many mosquito nets do you have? Number of net:______  

456 Did <child name> sleep under the net last night 

 
0 = NO 
1 = YES 

98= D/K 

 

457 When did you get the mosquito net <child name> used last 
night? 

Months ago ______ 
>24 months ago …. 95 
Not sure ……..98 
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Livelihood 
5.1 Asset Inventory 
501. As of today, how many of the following assets do your household own?  (If none, write ‘0’.)  For livestock, include any animals that belong to 
you, but are being raised by other households.    

Asset 
Code 

Number 
owned today 

Number owned 
one year ago 

Cost of 
replacing one 
[Birr] 

If the number owned today is different from  
one year ago, why?   [See code below and circle all that 
apply] 

 (a) (b) (c) (d) (e) 

Oxen 

Bulls 1     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Cows 2     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Heifers 3     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Calves 4     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Sheep 5     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Goats 6     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Donkeys 7     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Mules 8     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Horses 9     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Camels 10     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Poultry 11     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Productive assets 12     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Plough 

Sickle (machid) 20     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Pick axe (doma) 21     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Axe (metrebia) 22     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Hoe (mekotkocha) 23     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Spade (akefa) 24     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Traditional beehive 25     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Modern beehive 26     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Water pump (hand/foot) 27     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Water pump (diesel 28     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Grain mill (stone) 29     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Grain mill (diesel) 30     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Household goods 

Charcoal/ wood stove 40     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Kerosene stove 41     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Sofa (mechegia) 42     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Leather/ wood bed 43     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Modern chair 44     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Modern table 45     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Metal bed 46     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Wheelbarrow 47     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Animal cart 48     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Consumer durables 

Mobile telephone 50     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Radio 51     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Television 53     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Jewellery (gold, silver) 54     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Bicycle 55     1     2     3     4     5     6     7     8     9     10    11    12    13    14 

Wristwatch      
 

Codes:  Differences in asset ownership 
1 = We were forced to sell the asset to buy food 
2 = We were forced to exchange the asset for food 
3 = We were forced to sell the asset to pay for health expenses 
4 = We were forced to sell the asset to pay for education expenses 
5 = We had to sell the asset to meet social obligations (e.g. wedding) 
6 = We used the asset in a social occasion  (e.g. wedding gift)) 
7 = We sold the asset for another reason (specify): ______________ 

  8 = The asset was stolen 
  9 = Livestock died or was slaughtered 
10 = Livestock was sold as an income-generating activity 
11 = Livestock reproduced 
12 = We bought this asset 
13 = Someone gave us this asset for free 
 Other (specify): ________________ 
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Livelihood Activities and Income 
502. Please tell us about all the work that members of your household are doing to earn a living, and how much 
income they earned from doing that work in the last 12 months. 

Livelihood Activity Code 

Did anyone in your household do 
this activity in the last year? 
(Circle one only) 

Total annual 
income  
(Birr per year) 

 (a) (b) (c) 

1. AGRICULTURE  1. Yes    2.  No  

Food crop production  (for consumption and sale) 01 1. Yes    2.  No  

Enset 02 1. Yes    2.  No  

Fruits and vegetables  03 1. Yes    2.  No  

Chat 04 1. Yes    2.  No  

Coffee 05A 1. Yes    2.  No  

Potato (sweet/Irish potato) 05B 1. Yes    2.  No  

Rearing & selling animals  (cattle, sheep, goats, camels) 06 1. Yes    2.  No  

Livestock fattening 07 1. Yes    2.  No  

Selling animal products (meat, milk, skins, etc.) 08 1. Yes    2.  No  

Poultry production and sales (chickens, eggs, etc.) 09 1. Yes    2.  No  

Beekeeping  (selling honey, bees-wax, or bee-hives) 10 1. Yes    2.  No  

Commercial woodlot (eucalyptus poles) 11 1. Yes    2.  No  

Other agriculture  (specify): ______________________ 12 1. Yes    2.  No  

EMPLOYMENT    

Salaried job  (specify):__________________________ 13 1. Yes    2.  No  

Public works  (food-for-work, cash-for-work) 14 1. Yes    2.  No  

Agricultural worker  (for cash or food) 15 1. Yes    2.  No  

Non-agricultural worker  (for cash or food) 16 1. Yes    2.  No  

Domestic servant  (e.g. house-maid) 17 1. Yes    2.  No  

Military service 18 1. Yes    2.  No  

Unpaid work for the community* 19 1. Yes    2.  No  

Other employment  (specify): _____________________ 20 1. Yes    2.  No  

TRADING (buying and selling)    

Trading in food crops (grains, pulses, vegetables) 21 1. Yes    2.  No  

Trading in livestock or livestock products 22 1. Yes    2.  No  

Trading in other commodities 23 1. Yes    2.  No  

SALE OF NATURAL PRODUCTS    

Selling firewood or charcoal 24 1. Yes    2.  No  

Selling water 25 1. Yes    2.  No  

Selling grass or fodder  (for livestock) 26 1. Yes    2.  No  

Selling construction materials  (sand, wooden poles, etc) 27 
1. Yes    2.  No 

 

Selling wild fruits, bush meat, etc. 18 1. Yes    2.  No  

CRAFTS / SMALL INDUSTRY    

Making baskets or mats 29 1. Yes    2.  No  

Spinning or weaving cloth  (cotton or wool) 30 1. Yes    2.  No  

Making or repairing clothes  (embroidery, tailoring) 31 1. Yes    2.  No  

Making traditional utensils or farm tools 32 1. Yes    2.  No  

Pottery 33 1. Yes    2.  No  

Blacksmithing or metal-work 34 1. Yes    2.  No  

SERVICES    

Water-carrier, Porter 35 1. Yes    2.  No  

Barber or Hairdresser 36 1. Yes    2.  No  

Musician  (drum-beater, singer, dancer) 37 1. Yes    2.  No  

Traditional healer 38 1. Yes    2.  No  

Midwife or Traditional Birth Attendant  (TBA) 39 1. Yes    2.  No  



22 

 

Livelihood Activity Code 

Did anyone in your household do 
this activity in the last year? 
(Circle one only) 

Total annual 
income  

(Birr per year) 

Counsellor  (disputes, marriage) 40 1. Yes    2.  No  

Religious service: preacher, singer, dickens… 41 1. Yes    2.  No  

Other services  (specify): _____________________  42 1. Yes    2.  No  

RENTS    

Sharecropping out land 43 1. Yes    2.  No  

Renting out oxen for farming 44 1. Yes    2.  No  

Renting out pack animals for transport  (e.g. 
donkeys) 

45 1. Yes    2.  No  

FOOD & DRINK PROCESSING    

Selling tea, coffee, cake, bread, soft drinks, etc. 46 1. Yes    2.  No  

Selling alcoholic drink (e.g. tella, tejj, shameta, 
borde) 

47 1. Yes    2.  No  

Selling cooked food 48 1. Yes    2.  No  

OTHER    

Begging 49 1. Yes    2.  No  

Interest from money-lending 50 1. Yes    2.  No  

Remittance 50 1. Yes    2.  No  

Other  (specify): ___________________________ 52 1. Yes    2.  No  

Other  (specify): ___________________________ 53 1. Yes    2.  No  

Food security 
503 During the last year, did your household suffer any shortage of 

food?   

0 = No 
1 = Yes 
3 = No comment 

If no skip 
to 

504  Is the household included in the Safety Net Programme 0 = No 
1 = Yes 

If no skip 
to 414 

505 When did your household first become included in the Safety Net 
Programme? 

Year: _____________       
Month: ____________ 

 

506 In what form did you get PSNP payment last year (2008) 1. food only 
2. cash only 
3. food and cash 

If no skip 
to 

507 What is the amount of payment per month per person? In cash: _____Birr/month/person 
 
In food: _____ Kg/month/person 

 

508 How many members of your family are currently targeted and 
getting payments from Safety Net Programme? 

______ persons 
 

509.  What was the volume and months of PSNP resources transfer to the HH during the last one year? 

Food/ Cash 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sum Sep Oct Nov Dec Jan Feb Sum 
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Cereal (kg)                 

Oil (litres)                 

Pulses (kg)                  

Cash (Birr)                  

 
510. In which month did the caregiver of <child name> participate in PSNP‘s through public works? (Mark X when it applies to the 
caregiver) 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 
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511 Did you encounter delay in PSNP payments in 

2008? 
0 = No 
1 = Yes 

If no go to 
414 

512 If YES, what was the implication of such delays? 
(implications that you normally do not do) 

1 = No implication at all 
2 = Reduced amount of food consumption per day 
3 = Unwillingly sold livestock to procure food 
4 = Myself and/or part of my family members went for 
paid labour works near or within our village 
5 = Myself and/or part of my family wend for paid labour 
in distant areas 
6 = Consumed my food in the stock 
7 = Restrained from taking household package loans 
8= Borrowed cash from neighbours or relatives and 
brought food 
9 = Obtained food from neighbours of relatives for free 

10 = Others specify _______________________ 

 

 
Emergency relief assistance 
513 In the last three years have you ever received emergency food 

assistance (not PSNP)? 

 

0 = No 
1 = Yes 

If no skip 
to  

514 In which year/s did the household receive the emergency assistance? 

 
1=  2009 
2=  2008  
3=  2007 
4=  2006 

 

 
515. What was the volume and months of resource transfer to the HH through emergency relief assistance program? 

Food/ 
Cash 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sum Sep Oct Nov Dec Jan Feb Sum 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

Cereal (kg)                 

Oil (litres)                 

Pulses (kg)                  

Cash (Birr)                  

 
516 Did you encounter delay in emergency relief 

payments in 2008? 

 

0 = No 
1 = Yes 

If no 
skip to 

517 If YES, what was the implication of such 
delays? (implications that you normally do 
not do) 

1 = No implication at all 
2 = Reduced amount of food consumption per day 
3 = Unwillingly sold livestock to procure food 
4 = Myself and/or part of my family members went for paid labour 
works near or within our village 
5 = Myself and/or part of my family wend for paid labour in distant 
areas 
6 = Consumed my food in the stock 
7 = Restrained from taking household package loans 
8 =Borrowed cash from neighbours or relatives and brought food 
9 = Obtained food from neighbours of relatives for free 

10 = Other specify _______________________ 

 

518.  Which months in the last year did your household have problems satisfying its food needs? (Circle of mark X for all 
that apply) 

2008 2009 

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 
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519  During the last hungry 
season, what did your 
household do to survive? 

[Note:  This question is about 
unusual behaviour, not what 
the household normally does 
to get its food in a good year.] 

1 = Ate less food  (smaller portions) 
2 = Reduced the number of meals per day 
3 = Collected bush products to eat or sell for 
food 
4 = Relied on help from relatives and friends 
5 = Household members migrated to find work 
6 = Borrowed food or cash to purchase food 
7 = Reduced spending on non-food items 
8 = Sent children to stay with relatives 

9 = Rented out land to buy food 
10 = Sold land to buy food 
11 = Sold livestock to buy food 
12 = Sold other assets to buy food 
13 = Sold firewood or charcoal 
14 = Withdrew children from school 
15 = Sent children to work 
16 = Others (specify): 

520 During the worst month 
last year, how many 
times a day did the 
adults and children in 
your household eat? 
 

Family members Number of meals per day   
(circle one for each row) 

1. Reference child <name> 0       1       2       3       4 

2.  Adults 0       1       2       3       4 

3. Other Children  (= 6 to 36 months of age) 0       1       2       3       4 

4. Other Children  (= above 36 months of age) 0       1       2       3       4 

Code:    0 = sometimes passed a whole day without eating anything 

521 During the normal month 
last year, how many 
times a day did the 
adults and children in 
your household eat? 

Family members bqN SNT g!z@ (circle one for each 
row) 

1. Reference child <name> 0       1       2       3       4 

2.  Adults 0       1       2       3       4 

3. Other Children  (= 6 to 36 months of age) 0       1       2       3       4 

4. Other Children  (= above 36 months of age) 0       1       2       3       4 

Code:    0 = sometimes passed a whole day without eating anything 
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522.  What shocks has your household experienced in the last 3 years, and what impacts did these shocks have? 
         (circle all that apply) 

Shock 
Code Loss of 

child 
weight 

Death 
of child 

Loss of 
income 

Loss of 
assets 

Reduced food 
consumption 

Other 
impacts 
(specify) 

 (a) (b) (c) (d) (b) (e) (f) 

Drought (too little rain) 1 1 2 1 2 3 4 

Flood (too much rain) 2 1 2 1 2 3 4 

Loss of crops (disease, pests, frost, hail) 3 1 2 1 2 3 4 

Livestock loss (disease, theft, accident) 4 1 2 1 2 3 4 

No access to inputs (high prices, no market) 5 1 2 1 2 3 4 

Loss of crop/ trade income (low prices, no market) 6 1 2 1 2 3 4 

High food prices 7       

Theft (cash, crops, or assets) 8 1 2 1 2 3 4 

Serious illness of a family member 9 1 2 1 2 3 4 

Death of a family member 10 1 2 1 2 3 4 

Disability of a family member (accident, crime) 11 1 2 1 2 3 4 

Splitting of family (divorce or separation) 12 1 2 1 2 3 4 

Other: _________________________________ 13 1 2 1 2 3 4 
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523. For each crop grown, how much was harvested last farming meher 
season, and how did you allocate the produce? 

Crop      Code 

Total kilograms harvested (a) 

How many kilograms were: Price 
per kg 
sold 

(Birr)¼ 
Eaten at home 

Given 
away 

Sold 

Green 
harvest 

Matured 
harvest Sum (b) (c) (d) (e) 

Maize 1        

Sorghum 2        

Millet 3        

Barley 4        

Wheat 5        

Teff 6        

Enset 7        

Groundnuts 8        

Sesame 9        

Horse Beans  
(Bakela) 

10        

Haricot Beans 11        

Tomatoes 12        

Onions 13        

Chat 14        

Irish Potato 15        

Sweet potato 16        

Yam 17        

Taro 18        

Coffee  19        

Other _____ 20        

         

         

 
 
 
 
 
 
 

 

524. For each crop grown, how much was harvested last farming belg season, 
and how did you allocate the produce? 

Crop      Code 

Total kilograms 
harvested (a) 

How many kilograms were: Price per 
kg sold 
(Birr)¼ 

Eaten at 
home 

Given 
away 

Sold 

Green 
harvest 

Matured 
harvest Sum (b) (c) (d) (e) 

Maize 1        

Sorghum 2        

Millet 3        

Barley 4        

Wheat 5        

Teff 6        

Enset 7        

Groundnuts 8        

Sesame 9        

Horse Beans  
(Bakela) 

10        

Haricot Beans 11        

Tomatoes 12        

Onions 13        

Chat 14        

Irish Potato 15        

Sweet potato 16        

Yam 17        

Taro 18        

Coffee  19        

Other _____ 20        
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Access to credit services 
558 Are you able to save any cash in the last 12 months? 

(circle one) 

0 = No 
1 = Yes 

If no skip to 557 

559 
If ‗YES‘, how much did you save in the last 12 months? 

 
Birr = __________ 

 

560 
Did you lend money to anyone during the last 12 months?   

0 = No 
1 = Yes 

If no skip to 559 

561 About how much money did you lend over the last 12 
months?    

 
Birr = __________ 

 

562 Did you borrow money from anyone during the last year? 0 = No 
1 = Yes 

If no skip to 563 

563 About how much money did you borrow over the year?  
Birr = __________ 

 

564 Why did you borrow this 
money?   (circle all that 
apply)? 

1 = To buy food for the 
family 
2 = For health expenses 
3 = For education costs 
4 = For social obligations 

5 = For investment on the farm 
6 = For investment in livestock 
7 = For investment in other 
income-earning activities 
8 = Other: 
____________________ 

 

565 Who did you borrow this 
money from?   (circle all 
that apply) 

1 = Private trader 
2 = Local farmer 
3 = Local lenders (Loan 
sharks) 
4 = Relative 
5 = Government agency 

6 = Cooperative 
7 = Microfinance institution (e.g. 
Omo MFI) 
8 = NGO 
9 = Other: 
____________________ 
10 = Other: 
___________________ 

 

566 Have you received a ―household package‖ loan 
since the Safety Net Programme started? (e.g. 
for cattle fattening, or a bee loan)? 

0 = No 
1 = Yes 
 

 

 
 (567)  If YES, which of these packages have you received, and in which year?  (circle all that apply) 

Livelihood Package 
Code Yes No 

2000 1999 1998 1997 1996 1995 
Total amount of 
loan, to date (birr) 
(c) 

(a) 
(b) 

Sheep/goat fattening 1 1 2 3 4 5 6 7 8  

Sheep/ goat rearing 2 1 2 3 4 5 6 7 8  

Oxen fattening 3 1 2 3 4 5 6 7 8  

Beehives 4 1 2 3 4 5 6 7 8  

Dairy 5 1 2 3 4 5 6 7 8  

Poultry production 6 1 2 3 4 5 6 7 8  

Water harvesting with irrigation kits 7 1 2 3 4 5 6 7 8  

Water harvesting without irrigation 
kits 

8 
1 2 3 4 5 6 

7 8  

Small scale irrigation 9 1 2 3 4 5 6 7 8  

Fruits production 10 1 2 3 4 5 6 7 8  

Vegetable production 11 1 2 3 4 5 6 7 8  

Seed multiplication 12 1 2 3 4 5 6 7 8  

Marketing support 13 1 2 3 4 5 6 7 8  

Donkey/horse/mule cart 14 1 2 3 4 5 6 7 8  

Other (specify): ____________ 15 1 2 3 4 5 6 7 8  

Other (specify): ____________ 16 1 2 3 4 5 6 7 8  
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568 

If YES, what are the tangible 
benefits the HH has obtained from 
the household packages? (Multiple 
responses are possible) 

1 = Increased livestock holding 
2 = Increased annual income 
3 = Increased the size of land cultivated in recent years 
4 = Increased food purchase in quantity 
5 = Increased food purchase in quality 
7 = Constructed a house within the village 
8 = Constructed a house in the nearby town 
9 = Gained business capital in the form of cash 
10 = Gained business capital in the form of physical assets such as 
farm tools 
11 = Brought my children back home 
12 = Send my children to elementary school 
13 = Send my children to high school 
14 = Fed my child better quality food  
15 = Other specify ___________________ 

 

 
 

Reference Child MUAC Measurment 
601. Measure the middle upper arm circumference (MUAC) of the <reference child> and record in 
centimetre 
______________________ c.m. 
 
602.  Does the child have an edema? 
 0= No 1= No 
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