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Guide to Using the Expanded PD Questionnaire

Food for the Hungry (May 2008)

Refer to the Expanded PD Questionnaire while working through this document.

Background Information Box & Triage Box

In the first half of the first page of the expanded PDI questionnaire, we need to get background information on each child and mother/caregiver.  We also need to ask questions to screen out children who may meet the criteria for being positive deviants according to their weight for age, but should be screened out because of other criteria.  

Note that age should be rounded down to the nearest month (rather than rounded up).  Use an events calendar to get the child’s true age if no other record is available that shows the child’s birth date (e.g., a growth monitoring card).  A child should be weighed and measured regardless of whether the child does not meet the criteria for being a positive deviant.  This is because we sometimes may choose to include those children if we cannot identify enough true PDs in a given community.  

In the triage box, ask the mother questions to determine if she meets any of the seven criteria.  If she meets all seven, then the child is a true positive deviant. However, in this study, we will include positive deviant children that don’t quite meet all of the criteria in order to obtain a large enough sample size. 
Once you have filled in the Background Information and Triage box, complete the box below it with the child’s anthropometric information.

Questions about the Mother/Caregivers Income-Generating Work (Questions #1 & #2)

With these two first questions we want to determine if the mother/caregiver earns money or in-kind pay outside of the home and a general idea of how well off she is.  
(ASK:)  What relationship would you expect to find between the mother’s income generating activities and malnutrition?  What do you think the relationship would be between a mother working out of the home and malnutrition in her children?  Depending on the situation, a mother’s income-generating activities may either protect a child from malnutrition OR place the child at higher risk for malnutrition.  Small income-generation activities that allow the mother to care for her children while working tend to protect against malnutrition because the family has more resources.  In this situation, the mother contributes to the family income from petty trading, marketing, animal husbandry, kitchen gardening, etc.  However, in situations where the mother may have little control over her work environment and she is required to spend long hours away from her children, children tend to suffer more from malnutrition.  In a study in Bangladesh, children of mothers who worked outside the home were five times more likely to be severely underweight than children of mothers who did not work outside the home.
  We want to know if income-generating activities among mother/caregivers in our project area are strongly associated with good child nutrition, with malnutrition or if there is no association.  We will use weight-for-age and questions #1 and #35 to look for this association (and check for confounding by age of child).
If we find that mother’s employment is highly associated with good nutrition in our project areas, we can look for ways to link up women with micro-enterprise programs or other income-generating schemes.  If we find that women’s income-generating activities in our project areas are strongly associated with child malnutrition we can promote key messages in our educational activities to promote practices for mother/caregivers who are working outside the home.  Such practices might include leaving food with the caregiver during the mother’s absence, leaving the child with an adult rather than older siblings, or bringing infants with the mother to the worksite for breastfeeding.

Question #2 will be used to determine a proxy for the level of family resources.

Questions on Breastfeeding, Prelacteal Feeds, and Weaning

In this part of the interview (questions #3 through #16), we will want to determine if the mother is breastfeeding, when she began breastfeeding, what other foods were given to the child prior to breastfeeding, how the mother breastfeeds, and when and how breastfeeding was stopped (i.e., weaning).  All of these things have been found to be moderately to highly associated with nutritional status in young children.  If we find that any of these things are highly associated with malnutrition in your project areas, we may decide to put more focus on them through increased health promotion, starting support groups for women who are breastfeeding, or other activities.

The response for Question #4 – “At how many hours after the birth of (NAME) did you begin breastfeeding?” – should be recorded in hours.  If the mother says less than one hour, put zero.  Please note that this question asks when the child was put to the breast, not when the child actually received breast milk, or when “milk came in”.  Clarify this for the mother if necessary.  This will allow us to compare those children who breastfed immediately or almost immediately (e.g., within an hour) to those whose mothers waited a longer period to breastfeed them.  If the mother does not know the exact amount of time, put her best estimate here.   If she says two days, you can round that to 48 hours.  If she does not remember, put a line (--) in the space.

Question #5 asks about prelacteal foods or liquids.  Question #6 is on current breastfeeding.  This question also allows you to look at exclusive breastfeeding.  

Question #7 will be used to see if mothers are emptying their breasts at each feed.   The Bangladesh PD study mentioned earlier found that mothers who emptied their breasts completely when breastfeeding were 14 times less likely to have a malnourished child.  The Expanded PD study in Mozambique found that mothers of PD children were 7 times more likely to do this (p=0.006).  Instead of looking for what the mother did the last time she breastfed, we are most interested here in what the mother usually does.  If the mother says that “it depends,” explain to her that we are looking for what she does most of the time.  If she is no longer breastfeeding, ask, “When you breastfed” rather than “When you breastfeed….” 
Often mothers of children who are malnourished often choose to breastfeed them for longer (i.e., more months).  For that reason, we may not find a positive relationship between length of breastfeeding (which is found using Question #8) and malnutrition.  However, we want to have an idea of the pattern of weaning since we should try to lengthen breastfeeding in all children.

In a FHI/Kenya PD study, children who were weaned slowly (over several weeks or months rather than within several days) were seven times less likely to be underweight.  Other PD studies in Uganda, Haiti, and Mexico found this, as well.  (It was not found to be an important association in Mozambique, though.)  We will ask about speed of weaning in Question #9 to see if this is a problem related to malnutrition in your project communities.  If a mother is not sure whether to call the weaning “little by little” or “all at once”, ask her how many days or weeks it took.  If it only took one week or less from the time she started breastfeeding the child less often to when she completely stopped, check “all at once.”

Question #10, “At how many months of age did you first give any food or liquids other than breastmilk to (NAME) [including water]?” will be used to determine for how many months the child was exclusively breastfed.  A PD study in Bangladesh found that children who were exclusively breastfed up to 4m of age were 12 times less likely to be malnourished than those who did not.  When filling out this question, be sure to look at the response to the breastfeeding questions that precede it (e.g., Questions #5 and #8) to assure that the mother is giving a true response.  If her responses do not line up, use probes to determine the most accurate responses for questions #5, #8, and #10.

Questions on Mother’s Diet during Breastfeeding (Questions #11 to #13)

These questions examine the mother’s diet while she was breastfeeding the child.  Some studies have found that the mother’s intake of zinc (especially in the third trimester when the fetus accumulates most of its zinc stores), vitamin A (B-carotene and retinol), B1 (thiamin), B6 (pyridoxine), B12, iron, fat, and protein during pregnancy (as foods or supplements) are related to childhood malnutrition.  In Question #11, we ask about foods that are rich in most of these nutrients.  Questions #12 and #13 looks at iron intake (as supplements) and fat intake.  Question #14 looks at introduction of solid food and Questions #15 and #16 look at bottle feeding.
For question #11, you should ask about each of the foods in each category.  If the mother says, YES to any food in a particular category, you do not need to finish the list for that category, and can check off the box beside that category.  Then you move on to the next category for question #11.  [Demonstrate this with the other trainer.]  
These questions are important for a number of reasons:

· A study in Ethiopia found that infants of mothers with low concentrations of zinc in their breastmilk were more stunted.   Other studies have found that maternal zinc supplementation has a beneficial effect on the neonate’s immune status.  
· Other studies have found that – when mothers do not take in enough protein during lactation – the volume of milk produced decreases to maintain a fixed percentage of 11g/L – so protein consumption influences the volume of milk produced.  Some of the healthiest babies probably come from places where mothers supplement their diet with protein during lactation (e.g., fish soup in Haitian cane cutters in the Dominican Republic).
· Many nutrients in breast milk are passed on to the child:
· Iron deficiency is a huge problem among pregnant and lactating women.  When children take in too little iron, it leads to growth problems, impairment of intellectual functioning, and other problems.  Studies in Kenya found that anemic children grew at a velocity well below those who were not anemic.  A PD study in Bangladesh found that PD children more than double the hemoglobin of malnourished children.    Other studies have found that height gain is greater in children supplemented with iron, and that things that block iron absorption – like tea – inhibits growth.  For example, a study in New Zealand found that children who drank tea were almost 8 times more likely to have iron deficiency.   We also hope to do a hemoglobin study as part of this workshop in Kenya.
· When a mother consumes less protein than she needs when lactating, she will often produce a lower volume of milk in order to keep the composition of the milk balanced.  For this reason, when a mother consumes less protein during lactation, it can decrease the amount of milk she produces (and hence the child gets less of all nutrients).  
· A study in Kenya found that children who had low intake of B vitamins (e.g., B-12) and animal protein were more likely to be stunted.  Children get some of these nutrients from breast milk.
· Improving vitamin A status during pregnancy or lactation has been shown to increase vitamin A in breastmilk.  Vitamin A consumption by children decreases the risk of stunting associated with persistent diarrhea.  Studies in Ethiopia have found that vitamin A consumption by children (supplements) decreased stunting from 64% to 43%, and led to dramatic decreases in wasting and underweight, as well.  Studies in Indonesia found the same effect on improved growth, especially when Vitamin A deficiency (VAD) is a problem.  Diets rich in carotenoids may increase the rate of recovery from stunting in children, as well.  
· A PD study conducted by FHI/Kenya found that children who had supplementary foods introduced before six months were about 6 times more likely to be underweight.  Another study in Kenya found that children who received milk and maize gruel before six months of age had slower linear growth, and were more likely to have fever.   

· Bottle feeding has also been associated with malnutrition and frequent infections in many studies.  Even in the U.S., some studies have found that bottle-fed babies were 14 times more likely to be hospitalized than breastfed babies.
Questions #17 through #20
Question #17 is a 24-hour recall of all foods given to the child during the previous day and night.  The responses to this question will be used to determine if there are certain “PD foods”, and to look at dietary diversity.  Questions #18, #19, and #20 are used to determine the frequency of feeding of the child.  

There are many studies showing individual nutrients (aside from calories and protein) are linked with malnutrition in some settings.  For example:

· Zinc supplementation of children who are moderately stunted resulted in a change of 0.5 SDs in height, and a +0.26 SD effect on weight in one study. Three hundred enzymes used by the body are known to require zinc for their activities.  Zinc is also required for DNA synthesis, cell division and protein synthesis.

· Iodine, iron, vitamin A, B12, potassium, copper, and magnesium have been found to be correlated with malnutrition in some studies.  For example, malnourished children were found to be deficient in magnesium in studies in Nigeria, South Africa, Thailand and Jamaica.  

· Lycopene (mostly found in tomatoes) have been found to lower the risk for death in children in some studies (e.g., in Sudan).  In FHI/Kenya's PD study, we found that children who had consumed tomatoes the previous day were 25 times less likely to be underweight.  

· Children who consumed onions -- rich in flavonols and several other minerals -- were ten times less likely to be underweight in FHI/Kenya's PD study. 

For Question #17, be sure to focus on the period, “the previous day and night,” and to follow the instructions carefully.  Be sure that the mother is listing all foods eaten by the child.  If a food is mentioned that is made up of other, individual ingredients (e.g., porridge), ask her how she prepared that food and what went into it.  You will want to capture if the mother used any condiments or fats in the preparation of the food, too. 

Questions #21 to #24
These questions deal with how the child is fed.  Note that for both #21 and #22, we ask what the child usually does, so try to get the mother to choose one answer or the other.  If she says “both equally” for either of those questions then choose response #1.  A PD study in Bangladesh found that giving the child the same food fed to the rest of the family was a PD behavior.  Question #23 deals with how mothers deal with a child’s lack of hunger.  In FH/Kenya’s PD study, it was found that children whose mothers encouraged them to eat when they were not hungry were 16 times more likely to be well nourished.  (We will see if we are able to replicate that result in the studies where we conduct this study.)  Remember, children who are malnourished often lose their appetite, so it’s important for mothers to know how to deal with anorexia (lack of appetite) to prevent a downward spiral.  PD studies in Haiti and other countries have found that children who have their own plate are often PD.  It is thought that this is because the mother is better able to monitor the child’s food intake this way. Question #23b addresses an Essential Nutrition Action related to complementary feeding. In this question we ask about the density of the food offered to the child.  We basically want to know if it’s runnier than mashed potatoes.
Food Frequency Instrument
Question #25 is a food frequency instrument which will allow us to look for particular nutrient deficiencies.  There is a lot of data on how specific nutrient deficiencies in the child’s diet are linked with malnutrition.  When you reach question #25, you will ask how often during the past week (i.e., how many days ) the child received each of the foods in the list.  Once the mother understands the question, you may omit the first part of the question and just mention the item.  Occasionally, though, you should repeat the full question to remind her that we are talking about how many days the child consumed each food in the past week.  The first two questions are to assure the mother understands the question and that she is giving true answers.  The first question asks about a food that most children will never have eaten and the second question to a food that almost all children will have eaten at least once in the past week.  These questions also help you to determine if the mother understands the way the question should be answered.  If she does not, repeat the instructions and ask her about two more foods that are not on the list – one that a child would never eat and one that a child would almost always eat (e.g., water).  Help the mother to feel comfortable with saying zero and seven.
As you fill in the chart, remember to write down the number of days, not “yes” or “no”.  If the answer is “no days”, write a “0” in the blank. At the end, every food should have a number next to it.
(Take a moment to remove any foods from this list that are never seen in the area and help participants to recognize any foods on the list that they do not know of, or know by a different name.  Use photos, if available.)

Questions #26 to #28
These questions deal with food taboos when feeding a child, lactation, and pregnancy.  It is not necessary to list the specific taboos that a mother has, but to just note whether the mother has taboos or not.  Food taboos often contribute to malnutrition by limiting food diversity.  For example, a PD study in Bangladesh found that reducing the number of days that a mother had dietary restrictions was a PD behavior.  PD children’s mothers had less days of dietary restriction (9 days) vs. mothers of malnourished children (81 days).
Questions #29 to #32
These questions look at the amount of food consumed during pregnancy, iron supplementation during pregnancy, consumption of foods rich in important nutrients, consumption of high calorie foods (fats), and child’s size at birth.  It is important for the mother to consume vitamins and minerals during pregnancy.    
· For example, in Kenya, it was found that when mothers consumed more foods high in zinc during pregnancy, their children grew taller than children of mothers who consumed less zinc.  Maternal zinc consumption appears to help prevent diseases and infections in the child.    The effect of this may not just stop with the child – it may affect future generations, as well.  
· A study in Kenya found that maternal fat consumption during pregnancy and lactation, and calorie intake during lactation account for 24% of the differences (variance) in linear growth rate (i.e., height changes).  It is especially important for under-nourished women to consume more fat when they are pregnant and lactating.

Questions #33 to #37
These questions examine how the child is cared for in the home each day.  For Question #36, we are only interested in determining if the mother gives advice on feeding or not. If the answer the mother gives to Question #33 is “Always” (1st answer), then check the box next to “Mother never leaves child” for Questions #34 and #36, and write “0” as the answer to #35.
Questions #37b,c, and d are investigating local cultural practices that may be a factor in malnutrition.
Questions #38 to #40
These questions examine the child’s illness history.  Many studies have found that diarrhea contributes to weight loss and failure to grow tall.  For example, FHI/Ethiopia’s PD study found that children who had not had diarrhea in the past two weeks were six times more likely to be PD.  No PD children were ill with diarrhea in the past two weeks in FHI/Mozambique’s expanded PD study vs. 29% of malnourished children.  

Measles can also cause frequent episodes of infections for nearly six months after the attack of measles and weight often falters during that period.   A study in Guinea-Bissau found that the velocity in weight gain during a period when there was a measles epidemic was much lower in those who had measles as compared to those who have not had measles.  In Asia, measles has been found to be significantly associated with wasting.  In FHI/Bolivia’s PD study, children with fever in the past two weeks were 24 times more likely to be underweight.  In Lesotho, zinc supplementation was found to helpful in reducing the prevalence of fever (along with diarrhea, acute respiratory infections (ARIs), anemia, skin infections, and vomiting) among children with malnutrition.  A similar effect was found in Ethiopia.
Questions about care seeking for a sick child.  (Questions #41 - #44)

The purpose of these questions is to find out if the mother/caregiver seeks help from trained health worker when the child is ill, does she seek help quickly (within about 24 hours after she notices the illness), and feeding during illness.  Seeking help from a trained health worker when the child is sick with any disease is strongly associated with good nutrition in the child.  In a study of children 3-36 months old in urban slums in Addis Ababa, Ethiopia
, children with diarrhea who did not receive treatment at a health facility were twice as likely to be malnourished than children who did.  If we find that this is highly associated with malnutrition in your project area, we can focus on educating mothers to recognize danger signs and on the need to seek help from trained health workers quickly.  This could also affect placement of services (e.g., making “ORS corners” more accessible.)  
With question #42, we want to find out how long the mother waited before she sought treatment.  Ask the mother/caregiver the question but do not read the choices.  With Question #43, we want to find out if the mother/caregiver sought treatment from a trained health worker from this one bout of illness that the child suffered over the past two weeks.  Ask the mother/caregiver the question but do not read the choices.  If the mother says she went to more than one person, ask who she went to first.  If a child has suffered from the same illness several times, be sure to clarify that you only want to know where she took the child during the most recent episode.  

Questions about using an insecticide-treated bed net (ITBN).  (Questions #45 - #47)
The purpose of these questions is to find out if the child slept under an insecticide-treated bed net the previous night.  Malaria involves fever, and fever affects weight gain (as mentioned above).    If not sleeping under an ITBN is strongly associated with malnutrition in your area we can promote the practice through Care Groups or other educational activities as well as linking the communities in our area to efforts by others in the area to promote access to – and proper use of – insecticide-treated bed nets.  Dietary zinc supplementation has also been shown to reduce weight loss among children with malaria and to promote recovery among malnourished children.
For question #46, ask the question but do not give the answers.  More than one person may have slept under the bed net, so after the mother/caregiver responds ask “DID ANYONE ELSE SLEEP UNDER THE NET LAST NIGHT?”.  Keep repeating that until she says “No”.  Do not write names, just write down things like “older brother”, “mother”, “father”, “grandmother” etc.  

Ask question #47 even if the child did NOT sleep under the net.  There is some evidence to suggest that having an insecticide treated bed net in the house can give some protection from malaria to others who sleep nearby in the house even if they do not sleep under it.  
Questions about the Mother/caregiver’s worldview.  (Questions #50 and #51)  

The purpose of these questions is to find out if the mother/caregiver attributes malnutrition to magical or spiritual causes.  A person’s worldview is how that person thinks the world works.  A mother may believe her child is malnourished because a neighbor has cursed the child or because it is “God’s will”.  Attributing malnutrition to magical or spiritual causes has a strong association with malnutrition.  In FHI’s positive deviance study in Kenya mothers who answered “Yes” to the question “Can a neighbor make your child lose weight?” were more than three times more likely to have a malnourished child than a mother who answered “No”.  
If a mother believes that her child is malnourished because someone has cursed the child or because it is “God’s will” then she may believe that improving the way she feeds or cares for her child will not help the child.  If magical or spiritual attribution of malnutrition is common in your area and if we find a strong association with malnutrition, we can address this in several ways.  The Hearth intervention does an excellent job of challenging an individual mother’s destructive beliefs about her child’s nutrition by showing her that her changes in feeding/caring practices help to improve her child’s health very quickly.  At the community level, we can address this problem through education.  We can challenge fatalistic attitudes towards health, for example, with Development-related Bible Studies or other activities.  If many people see malnutrition as “God’s will” then we can work with local church groups to reflect on God’s shalom (For example, Isaiah’s view of the peaceable kingdom Is. 65: 19-20).
With question #50, we want to find out if the mother/caregiver attributes malnutrition to magical or spiritual causes.  Ask the question and let the mother answer.  If she says “I don’t know” ask her again, “why do you THINK a child could become malnourished”.  DON’T READ THE ANSWERS.  After you hear the mother’s response, mark the answer that YOU think is closest to what the mother said.  
Question #51 is looking for the same thing as with the previous question but in this case we want to ask it more directly.  Sometimes a person who believes that a neighbor can curse them may not want to volunteer that information.  They may be more likely to answer truthfully if you ask them directly.  
Mother/caregiver’s perceived severity of malnutrition (Question #52) 

The purpose of this question is to find out if the mother/caregiver perceives child malnutrition as “Serious” or “Very serious”.  The association between the mother/caregiver’s perceived severity of malnutrition and the nutritional status of the child has not been studied much in the literature.  However perceived severity has been shown to be a very strong determinant to people’s health behavior in general.  If you tell a mother that her child is malnourished but she does not believe that malnutrition is a serious problem then she may not be interested in improving the way she feeds and cares for the child.  If we find a strong association with perceived severity and nutrition in your area we can help to educate mothers about how serious (severe) a problem malnutrition can be.   Using Barrier Analysis in Bolivia, FHI found that most mothers thought that malnutrition was no more serious than a cold or cough. 
We really want to know how serious the MOTHER thinks malnutrition is.  Read the mother the question and all four answers including the words in the parentheses ( ).  Then ask her to choose which answer is closest to what she thinks.  If she says something like “I think it’s between “A little serious” and “Serious” then gently ask her to choose between the two.  If she does not believe that malnutrition is serious do not correct her during the interview.  At the end of the interview you may give her the correct information, if you wish.  


Psychosocial & Other Environmental Factors 

Questions Having to Do with the Relationship Between the Mother/caregiver and the Child

It is widely accepted that in order for children to grow and develop properly (and be properly nourished) it is important to meet not just their physical needs (such as good feeding practices, vaccinations etc.) BUT THEIR EMOTIONAL AND SOCIAL NEEDS AS WELL.  We use the term “psychosocial care” to describe all of the activities that have to do with meeting a child’s emotional and social needs.  The purpose of this set of questions is to look at the quality of psychosocial care provided to the child.  Many studies have shown strong associations between the quality of psychosocial care that a child receives and the child’s nutritional status.  
In a positive deviance study in Mexico, for example children were more likely to be well nourished if their mothers did the following things with them more than did the mothers of malnourished children: 

1. Talked with their child more.

2. Expressed love and affection more

3. Cooperated with her child in play and reacted positively when the child performed well at something

4. Responded quickly when the child expressed a need for something (for example, handing her child a toy when the child gestured or made a sound to show that he wanted it). 

If we find that poor psychosocial care is strongly associated with malnutrition in your project area we can promote good psychosocial care practices (such as talking with your child or singing songs to the child while feeding her) during Hearth interventions as well as through care groups and other educational activities.  Many projects around the world have been able to show great improvements in child nutrition and growth by teaching the mothers to give better psychosocial care.  
Questions #53 – #55 address the mother/caregiver’s acceptance of and responsiveness to child and stimulation given to child.  
Mother/caregiver’s Acceptance of (and Responsiveness to) Child
Questions #53-55 were designed to measure several dimensions of psychosocial care that have been found to be closely related to child nutrition and growth in a number of countries in Africa, Asia and Latin America.  These questions try to measure how the mother feels about her child.  How warm and affectionate the mother/caregiver is with the child?  How pleased the mother/ caregiver is with the child?  How likely is the mother/caregiver to set limits for the child in a positive way (more accepting) rather than in a hostile or violent way (less accepting)?  When the child does something that the mother/caregiver doesn’t want him to do (that is not dangerous), does she tend to spank or shout at the child (hostile) or does she try to distract the child with something else (more positive)?

Question #53 tries to measure how much the mother/caregiver accepts the child by measuring how pleased she is with the child.   We are looking for the MOTHER/CAREGIVER’s PERCEPTION of how pleasing her child is.  A mother/caregiver might not like the term “frustrated” and might say “the child hasn’t frustrated me but she has made me very angry a lot” or “he has made me ashamed of him a lot.”  If the mother says that she has felt any other negative emotion toward the child “somewhat” or “a lot” (such as shame, anger, or disappointment regarding the child) then mark either 3 or 4.  The same is true for responses 1 and 2 if the mother prefers another term to “pleased me” that shows a positive feeling toward the child (such as “made me happy”, “made me proud”, “made me laugh”).  

Question #54 is similar to question #53 above, but here we are just looking at on how many days in the past week the child has been spanked or hit.  Many cultures have different definitions of “spanking” or “hitting” a child.  In general we are interested in any kind of hitting/spanking of the child.  Some mild examples may be giving the child one quick slap on the bottom with an open hand or slapping the child lightly on the hand.  More extreme examples may be beating the child one or more times with a stick or slapping the child in the face.  If the child is spanked by anyone (even gently) one or more times in one day then count that day.  If the mother says “I had to slap his hand once everyday this week” then write down “7”.  If the mother/caregiver says “I had to hit him with a stick five different times on Monday but I haven’t had to spank him for the rest of the week” then write down “1”.  Contrary to what we would expect (from other studies), we found spanking to be positively associated with PDs in Mozambique – this could be because more concerned parents tend to use corporal discipline with their children, but that’s just one hypothesis.  
Question #55 looks at whether or not the mother wanted to be pregnant with this child.  In many studies, a child from an unwanted pregnancy is found to be more likely to be malnourished.  In a positive deviance study in Bangladesh, 23.5% of malnourished (MN) children were unwanted while only 6.7% of well nourished (WN) were unwanted (NS).  Another study in West Bengal found that 78% of the mothers of the malnourished versus 33% of the well nourished had a negative attitude toward their pregnancy with the study child.  Read the question to the mother.  Make sure that she understands that we are looking for HOW SHE FELT ABOUT BEING PREGNANT WITH THE CHILD AT THE TIME THAT SHE BECAME PREGNANT.  WE ARE NOT LOOKING FOR HOW SHE FEELS ABOUT THE CHILD NOW.  In many cases a woman may not want to be pregnant but will be very pleased with her child after it is born.  However, the way a woman feels about her pregnancy may influence how she cares for herself while pregnant and how she cares for her infant in the first few days of life.  And these behaviors may strongly affect the nutritional status of the child later on.  If we find a strong association between unwanted pregnancy and malnutrition in your area, we may be able to work with other groups to improve access to acceptable contraceptive / family planning services to help reduce the number of women who have unwanted pregnancies.  [NOTE TO FACILITATOR: WE ARE NOT SUGGESTING ANY PARTICULAR FORM OF CONTRACEPTION HERE AND WE ARE DEFINITELY NOT SUGGESTING ABORTION.  I would stress that whatever family planning options discussed must conform to the values of the organization and of the local communities.]  
Questions having to do with the Mother/Caregiver’s support network (Questions #56 – #65)

The purpose of these questions is to measure how much support (or stress) the mother/caregiver is receiving from the network of people around her.  Research has shown that the amount and kind of support that a mother/caregiver receives from family and friends can affect the quality of care and feeding that she gives to her child, can affect the way that she interacts with the child (or the psychosocial care she gives) and also can affect how she seeks care for the child when the child is sick.  Various PD studies in Mexico, Nigeria and Bangladesh found that mothers who had a large amount of support from family and friends tended to have well-nourished (PD) children.  If we find a strong association between the mother/caregivers’ support network and child nutritional status in your project area, then we could choose strategies that tend to increase the amount of support available to women such as Care Groups, Hearth, etc.  
A PD study in Bangladesh (Graves, 1976) found that mothers who had no role in decision-making were twice as likely to have a MN child than mothers who had some role in decision-making. The more decision-making power the mother/caregiver has within her marriage/ partnership the more likely she is to make sure that her child gets what s/he needs (food, health care, etc.).  In general, children of mothers who have more decision-making power within their partnerships and families tend to have better health outcomes.  We did not include a question on this, but one could be added in your own studies.
With Question #56, we are looking for polygamy.  Write down how many wives the husband has right now.  In a positive-deviance study in a part of Nigeria where polygamy was common, well-nourished children were more often found in monogamous marriages than in polygamous ones.  If the mother/caregiver is not married or is not in a union then leave this question blank and skip to Question #58.

In Question #57, we want to know if the mother/caregiver is the first wife, second or 3rd or more.  Often the first wife will have more power within a family than will a second or third wife.  

For Question #59, we are looking for how much support the mother/caregiver gets from her own family.  In several studies children with normal weights were more likely to have a female relative of the mother living in the same house.  In a PD study in Mexico, children who were well nourished were much more likely to have their maternal grandmother living with them.  

In Question #60, we are looking for how much social contact the mother/caregiver normally has.  Mother/caregivers who tend to visit with family and friends often tend to have better nourished children than mother/caregivers who have few social contacts.  This seems to be related to the power a mother/caregiver has within her marriage/partnership.  A woman who reports very little contact with people outside of her household often has less decision-making power within her marriage (in many cases, her husband will not allow her to spend time outside of the house).   

In Question #61 and #62, we are trying to measure how much support a mother/caregiver can count on from her “family of origin” (the mother/caregiver’s parents, sisters, brothers, grandparents, etc.)  Not from her husband’s / partner’s family.  If a woman can depend on her family of origin to house her or give her money if she needs it, she is less dependent on her husband and may have more say in how food and other resources are distributed within the family.   In Question #62, we are trying to find out if the mother/caregiver could get money from a relative if she needed it.  

The purpose of Question is #63 is to measure how involved the mother/caregiver is in community health activities.  Write down the total number of times when she participated in a community health activity.  Such meetings are places where women can receive important health information as well as social support.  

The purpose of Questions #64 and #65 is to see if anyone has been ill or had died between the ages of 15 and 49.  In areas with a high prevalence of HIV a large number of households will have an adult who is ill or dying.  When you ask this question, you should not ask the cause of death or illness.  Because the stigma of HIV/AIDS is so strong in most areas, it is important to make sure that any discussion of the causes of death remains confidential.  
In a study of pre-school age children in rural India, fathers reporting “good health” during the study period had a positive association with the child’s weight for age (p<=0.05)
  A meta study of HIV and child mortality found evidence from surveillance studies in Uganda, Tanzania and Malawi  that both orphans of HIV negative mothers and children of living HIV positive mothers had similar risk of death until age 5.  The mortality hazard faced by children of HIV+ mothers is 2.5 to 4 times that of children of HIV- mothers.  A mother’s death or terminal illness increases the child’s mortality hazard ~ 3 to 5 times, even if the mother is NOT HIV positive
.  A family with someone ill of this age is often very stressed.  This may have a strong impact on a child’s nutritional status even if the ill adult is not the child’s mother or father.  The mother/caregiver loses the support of the sick adult family member and often will have to dedicate much of her time and money to care for the sick family member.  
If we find a strong association between the presence of a chronically ill adult or adult death and child malnutrition in our project area, we can focus on activities that provide support to families with a chronically ill family member (such as micro-enterprise development, food distribution or other services) or link up these families with other agencies in our project area who can provide this kind of support.  

In Question #65, we only want to know if someone between the ages of 15 and 49 was sick or died.  It is not necessary to know the number (since that is already recorded in the previous question). 

Questions having to do with the mother/caregiver’s relationship with her husband/partner. (Questions #66 – #69)
A number of studies have shown an association between the quality of the relationship between the mother/caregiver and her husband or partner and the child’s nutritional status.  While it is not clear exactly how this relationship affects the child, a loving and supportive relationship between a mother and her partner can clearly make it easier for the mother to give good care to her child.  
If we find a strong association between this relationship and nutritional status in children in our project area, we can work with local churches and other agencies to promote better communication between partners in the home and educate men in how to be loving and supportive husbands / partners and fathers, prevention of domestic abuse and reducing the abuse of alcohol.  Questions #66, #67, #68, and #69 look at the mother/caregiver’s happiness with her partner, the level of quarreling in the home, domestic abuse and alcohol abuse in the home (respectively).  
In a PD study in Bangladesh (Range et al.) 33% of the children with normal weights (WN) had a mother who reported that she was “satisfied with her family life” compared to only 6% of MN children.  In this same study, it was found that 27% of WN mothers reported that the “parents cared for each other” while only 5.9% of MN mothers reported the same (OR=0.17,CI:  0.00 - 2.16).  In a study of pre-school age children in rural India, frequent quarrels between parents had a negative effect on height for age and weight for age. 
  
Domestic Abuse.  While prevalence of domestic abuse and its consequences is well documented around the world, there is very little published that documents the relationship between domestic abuse (of the mother by the spouse or male partner) and the nutritional status of the child.  Some studies cite associations between possible “markers” for abuse (such as frequent quarrels) and the child’s health status, but it is difficult to determine whether these “markers” show that there is actual abuse or if they just mean that the mother is not very happy with the relationship.  Children of women who believe that men are not justified in beating their wives for any reason are less likely to die in childhood than children of mothers who believe that men are justified in beating their wives for at least one reason.   In the 2000 DHS survey for Ethiopia, the Under 5 year old mortality rate for children of mothers who could give no good reason for why a husband would beat his wife was 154/1000.  For women who listed one or more reasons, the rate was 193/1000.  
Alcoholism.  Among Brazilian mothers of infants contacted during vaccination campaigns, (Carvalhaes and Benicio, 2002)
 a mother who answered “yes” to the question “Is there someone in your family who should drink alcohol less than they normally do?” was twice as likely to have a malnourished child than a mother who said “no”.  (OR=2.1; 95%CI, 1.2-3.9).  This shows an association between the problematic use of alcohol by individuals close to the mother and malnutrition in the child.  It is not clear how alcoholism in the family affects child nutrition.  The authors of the study suggested that a high level of stress within families that live with an individual who is alcoholic might negatively affect both the mother’s capacity to provide basic care to the child and may affect the child directly (for example, by reducing his/her appetite).  See Handout on possible links between alcohol and malnutrition (in Portuguese and English).  
Establishing trust and safety for sensitive questions.  Questions #66 – #70 deal with sensitive issues.  It will be very important to establish trust with the mother/caregiver and to make sure there is enough privacy for her to feel “safe” enough to give you an honest answer.  What would be the consequences to a woman if her husband, mother-in-law or father-in-law were to find out that she is telling others that her marriage is not happy, that she and her husband quarrel frequently, that her husband might be beating her, that her husband drinks too much or that she is depressed?  Maybe none, but in some societies this can cause serious problems for the mother.  In such cases, we need to give these questions special attention otherwise mothers will report that “everything is fine” no matter the real situation.  

For Questions #66 and #67, read the entire question and all of the options and let the mother/caregiver choose which one she agrees with the most.  PLEASE TRY TO FIND OUT THE NUMBER OF DAYS OUT OF A NORMAL WEEK THAT QUARRELING OCCURS, NOT THE TOTAL NUMBER OF QUARRELS IN A DAY OR WEEK.  

For Question #68, read aloud the entire question during the interview beginning with “Sometimes a husband is annoyed….”  However, do NOT read the title of the question or use the term “abuse” since many people may not consider hitting or beating as “abuse”.  Read each option and each possible response.  Let the mother/caregiver choose the response to option “a” before passing on to option “b” etc.  If she gives another reason (g) then try to copy down her response word for word in the margin or on the back of the paper and check “yes”.  

When you ask Question #69, read the entire question and then read the responses and let the mother/caregiver choose which is appropriate.  Please keep in mind that we are looking for the MOTHER/CAREGIVER’s PERCEPTION OF A FAMILY MEMBER’S DRINKING, NOT YOUR PERCEPTION OR WHETHER THE MOTHER IS CORRECT IN HER ASSESSMENT.  You should not ask how much the family member drinks, only ask if the mother/caregiver feels that the family member should reduce his or her drinking.  

Mother/caregiver self-report of depressive symptoms

In Question #70, we are trying to measure how much the mother/caregiver suffers from symptoms of depression.  A number of recent PD studies have shown a very strong association between depression in the mother/caregiver and malnutrition in her child.  In a PD study in Pakistan, infants whose mothers were depressed were almost four times as likely to be malnourished than other infants  (OR 3.91, 95% confidence interval 1.95-7.86
).  Among Brazilian mothers of infants (Carvalhaes and Benicio, 2002),
 mother's depression was associated with increased risk of child malnutrition by three times.  (OR=3.1; 95%CI, 0.9-10.3, ns.).  Some researchers think that children of depressed mothers have a higher risk of malnutrition because the depression may make it difficult for mother/caregiver to give her child good physical and psychosocial care.  (But it is not clear if the depression is a cause of malnutrition, or a result of the child’s malnutrition.)  
If we find that maternal depression is strongly associated with child malnutrition in your project area, there are a number of possible things that we can do.  Projects that have given depressed mothers social support and a small amount of child-care counseling have helped these mothers to improve the care they give their children.  Care groups and Hearth interventions can help to provide social support to mothers and basic counseling to improve the physical and psychosocial care of their child.  In rural Uganda World Vision was very successful in reducing depression among villagers in just five months using a methodology called Group Interpersonal Psychotherapy.
  If maternal depression is found to be very widespread in the project area, then we may consider looking for resources to deal more directly with depression such as World Vision’s project in Uganda.  

For question #70, read the question out loud.  Then read each statement and each option in the box (including the numbers in the parenthesis).  Allow the mother/caregiver to choose her response before reading the next statement.  Mark each response with an “X” or a circle and write the number of the response into the box at the far right of the row with the heading “Score (Put number circled here)”.  
[Demonstrate how this would be done.]

Questions having to do with hygiene practices (Questions #71 – #78)

The following eight questions are trying to measure how clean the household environment of the child is.  Diarrhea places children at a very high risk for malnutrition.  A number of PD studies have found that poor hygiene practices in the home are very strongly associated with malnutrition.  If we find a strong association between hygiene practices and malnutrition in our project area we can emphasize specific practices in Hearth interventions, in care groups and in other educational activities.  The questions are aimed at looking at hygienic practices rather than hygienic conditions.  This is because researchers have found that the things that a family does (household practices) are much more strongly associated with good child health and nutrition that the things that a family has (such as latrines or protected wells: household conditions).  For example in order for latrines to have an impact on the health of a community 75% of the households must be using a latrine.  
The questions in this questionnaire are intended to measure five household practices that have been found by researchers to be the most effective ways for any family to prevent diarrhea among young children.  These are 1) training children to practice good hygiene, 2) proper handwashing, 3) disposing of children’s feces safely, 4) safe drinking water management, and 5) safe food management.  All of these four practices have also shown to be strongly associated with child nutrition.  Mother/caregivers teaching children to practice good hygiene in the home also is strongly associated with good nutritional status.  

1) Training children to practice good hygiene.  In a PD study in Bangladesh 50% of WN mothers report training their children in hygiene practices while only 28% of MN mothers did so.   14% of WN mothers trained their children to wash raw fruits and vegetables before eating while only 8% of MN mothers did so (p<=0.05).  82% of WN mothers trained children not to eat food touched by animals or birds while only 38% of MN mothers did so  (p<=0.05). 

2) Proper handwashing.  In a study of children 3-36 m in urban slums in Addis Ababa, Ethiopia
, the practice of feeding children with unwashed hands was two and a half times more likely to expose children to malnutrition than feeding with washed hands (p < 0.01).
3) Disposing of children’s feces safely.  Children’s feces, especially feces from children under 3 years, are a critical factor, because young children are more likely to contaminate the household environment, they are less likely to use a toilet facility, and their feces may contain more pathogens than that of adults.  In the Addis Ababa study cited above, the relative risk for severely underweight  (-2 WAZ) among children of households where there was child waste inside the house was about seven and a half times greater than among those whose home environment was free from human feces (P < 0.0001).
4) Safe drinking water management.  In the Addis Ababa study, the risk of malnutrition was three times as great among children in households that stored drinking water in uncovered receptacles than it was in households using covered water containers (P < 0.01).  In Mozambique, children who were PD were 5.5 times more likely to have their drinking water purified (p=0.006).  
5) Safe food management.  In a PD study in Bangladesh, the children of mothers who washed raw fruits and vegetables before eating them were less than one tenth as likely to be malnourished than children of mothers who did not wash fruits and vegetables.  (OR= 0.07, CI: 0-0.77)  for mother washing raw fruits and vegetables before eating.  (OR=0.12, CI: 0.01-0.85)
.  In the Addis Ababa study, the odds of malnutrition among children from households where food was not covered during storage was approximately three and a half times greater than for children from households that covered food (P < 0.01).  The risk of childhood malnutrition in households that had stored children's food for more than 24 hours was about three times greater than the risk among households that did not follow this practice (P < 0.05).

As you are asking Questions #71, #73, #77, and #78, do not read the list of answers aloud to the respondent. Instead, encourage them to think of everything they do that pertains to the question (e.g. “Anything else?”).  For Question #73, responses B through E are the critical times for handwashing.  For Question #74, responses 1, 2, 3 or 4 indicate good practices.  
Optional:

Hemoglobin Study (Questions on #79 and #80)

We will take children’s hemoglobin levels using a simple device to test for signs of anemia.  We will record palmar pallor to see to what degree we can diagnose anemia with that measure.  
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