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Introduction
The Title II Development Food Aid Program (DFAP) in Ethiopia is funded by U.S. Agency for International Development/Food for Peace (USAID/FFP) and will cover approximately the period between August 2011 and September 2016 with a final goal of reducing “Chronic Food Insecurity of about 1.3 million PSNP beneficiaries.”  The program operates in 34 woredas (districts) and is implemented by Catholic Relief Service (CRS), Food for Hungry (FH), Relief Society of Tigray (REST) and Save the Children USA (SCUS). This baseline survey is conducted in DFAP operational areas with the purpose of  collecting data and providing values for program impact and outcome indicators. 

Methodology
This survey is a study to indicate initial conditions of program outcome indicators that will be compared against the results of a similar end line survey which will be post the program. Therefore, it has applied an adequacy evaluation model for its design and implementation. The sampling approach allows comparison of the before and after program situations. The sample size for the survey was determined based on the target to reduce stunting among under 5 years children by 7.5 percentage point. The widely used cluster sampling approach was used by considering kebele (sub-district) administrations as primary sampling units and households as secondary units. A 35X44 or 35 kebeles per Awardee and 44 households per kebele was the sampling approach. Based on this sample size was determined to be 1,540 households per Awardee and 6,160 for the four Awardees. The final number of interviews conducted is 6,097 (99%), well within the 10% security margin built into the sampling design.  

The indicators applied in the DFAP are multi-sectoral that can be grouped by five thematic areas for the reporting purpose: food security, water, sanitation and hygiene, household economy, and nutrition and health. In addition to the program outcome indicator the survey has collected data on variables that could further explain indicators.  

The survey period was conducted during hungry seasons in all program target areas. It was carried out during February and June/July 2012 in lowland (SCUS) and highland (CRS, FH and REST) areas respectively. This helped to display to food and livelihood security situation of sample households during food shortage periods.

Survey Household Characteristics
The total sample households interviewed constitute 34,254 persons. At an average a family holds 5.7 persons, the highest (7.1) in SCUS areas characterized by pastoral and agro-pastoral livelihood systems and the lowest (4.8) in FH areas predominantly exhibited by crop farmers. About 13.8% of the sample households are functionally led by women. We saw large proportion of female-headed households (FHH) in FH (22.4%) and REST (21.8%) areas.  About 44.7% household heads are reported literate. From the total school age children (7-14 years) in the sample households About 65.7% are the literate.

Food security
Household dietary diversity score (HDDS), household hunger scale (HHS), food insecurity strategies index (CSI), women’s dietary diversity score (WDDS) and number of months with adequate food provisioning were the four food security indicators used for measuring the outcomes of DFAP. Although the average HDDS is relatively good (4.42) among the sample population at program level, the food security situation as measured by this indicator is low among FHHs (4) as compared to the case in MHHs (5). Average HHDS is also low in FH (3.08) and CRS (3.87) in contrast with the situation in REST (4.84) and SCUS (5.87) areas.  On top of this, about half of the households in the program areas had an average HDDS below 3.65. 

The HHS also shows that a third of the population (32.3%) faced moderate to severe hunger in the 30 days prior to the survey. About 67.5% of sample households of SCUS areas reported moderate to severe hunger during the reference period as a result of drought in 2011. Similarly, in CRS, FH and REST areas about 22.6%, 26.8% and 12.1% of households reported moderate to severe hunger, respectively, at the time of this survey.

The mean dietary diversity among women of reproductive age group (15-49 years old) is limited to 2.1 in the program areas. This value is low in both CRS (2.5) and FH (1.7) program areas which applied WDDS as an outcome indicator. Therefore, this situation entails particular attention required to promote program interventions that improve cultural and economic factors which  enhance dietary intake of reproductive women. It will also be important to further understand local specific nutritional impediments and potential opportunities related to women's diet through qualitative researches. 

Across all DFAP operational areas at an average, households had adequate food provisioning for five (5.3) months per year (in 2011/12).   One-fourth of households had adequate food supply only for less than three months per year. Much lower number of months per year with adequate food provision is reported in SCUS (3.8) implementation areas during the reference year because of drought occurrence and livestock loss in the year prior to the survey. Since the economy of these households is dependent on livestock resource which is uneasy to replenish within short period of time, the people in SCUS areas require continuous monitoring and social protection interventions to ensure food security in the foreseeable future. 

The reduced CSI score calculated for DFAP operation areas is 15.2 and it is much higher in FH (21.0) and SCUS (22.8) areas. CSI is also high for FHHs (16.8) than for MHHs (14.7). The difference in CSI score by gender of household heads is statistically significant, which shows higher level of food insecurity among FHHs. Likewise, a little below a quarter of sample households (23.8%) have high CSI score (above 25) indicating significant proportion of people resort to more severe coping mechanisms in the time of food shortage. High SCI score is commonly practiced by households in FH (40%) and SCUS (37%) areas. This stressful food insecurity situation is largely associated with limited number of months with adequate food provisioning as explained above.

All the above food security indicators exhibit challenges households are facing to ensure both physical and economic access to sufficient food to meet their dietary needs for a productive and healthy life of all their members at all times. Thus, social protection programs such as PSNP and development-oriented long-term programs in these areas should insure physical and economic access to food by critically affected population and female-headed households in DAFP areas. As deemed necessary it is also important to check the targeting efficiency of such programs if they have adequately reached the neediest segment of the food insecure population. In CRS and FH operational areas women of reproductive age, have poor dietary intake as explained by WDDS. Thus, DFAP should give due attention to initiating new and strengthening existing interventions on resolving cultural and economic impediments of women’s dietary intake.

Staple food crops productivity
Crop productivity is an indicator only for REST. Based on this, the baseline survey estimated the average productivity for six major food crops grown in the areas including teff (14 qt/ha), sorghum (40 qt/ha), barley (17 qt/ha), maize (32 qt/ha), millet (18 qt/ha) and wheat (19 qt/ha). The average productivity for all the crops was estimated at 24 qt/ha.

Household asset holdings
Based on the analytical results of this study, the average asset value of household assets was Birr 17,366.  Livestock appears to be the most important wealth accumulation strategy, accounting for about 93% (or Birr 17,774) of the total value of the average household assets, followed by productive assets at 2.7% and durable consumer assets at 2.8% of the total mean household asset value.  This indicates the strategic importance of focusing on livestock sub-sector for building household assets and reducing risk of loss of assets during crisis periods.. Households in SCUS intervention areas own higher livestock asset value as compared to households in the other awardee areas as their livelihood system is largely dependent of animal husbandry.

Household consumption expenditure analysis
The baseline data also indicates that average annual total per capita spending to be Birr 4,250).  It was Birr 4,427, and 3,523 in CRS, FH and REST areas respectively. 

Based on the purchasing power parity (PPP) multiplier for Ethiopia in 2011, assuming that Birr 7.1 could buy USD 1 consumption items at the international market, the annual average per capita expenditure in DFAP Ethiopia implementation areas is about USD 599. According to international (1.25 USD/day/adult equivalent) and national (10.4 Birr/day/adult equivalent) standards, about 42.5% and 39.6% of the sample population, respectively, live under poverty line. Based on the findings of the survey, the population faces an average deficit of Birr 1,615 per adult per year as per the national standard. 

Access to improved drinking water sources hygienic practices and sanitation facilities 
Sources of drinking water vary by season in most rural parts of Ethiopia. Based on this, 47.2% and 40.0% of the sample households have access to improved drinking water sources during dry and wet seasons, respectively. The reduced proportion of households getting drinking water from improved sources could be associated with contamination of water points by rain induced floods or people’s preference to fetch water from nearby unprotected water sources than traveling to long distance areas where safe water is available. Access to water from improved sources is critically low in lowland areas where SCUS works than in the highland areas of CRS and FH. In SCUS, only 15% of the sample households have improved drinking water sources both during dry and wet seasons. About 55.8% and 49.4% of households in CRS and FH areas, respectively, obtain drinking water from improved water sources during wet season which is the critical month in which access to safe water is in short.

Improved sanitation facilities were used by only 22.5% of the households and the problem was worst among the SCUS operational areas with only 1.5% of the households using them. The sanitation facilities, improved or not improved, were mainly used by adult members and half of the children. Awardees need to support the government’s effort in this endeavor by supporting the Integrated Refresher Training (IRT) of health extension workers and health development army members in their respective areas of implementation.

The DFAP brings additional opportunities in engaging the communities in improving their drinking water sources in the food-for-work program. Implementing partners need to work closely with health and water resources development offices at different levels in the joint design and implementation of such programs. This will help in raising  the awareness of communities on the importance of safe drinking water and subsequently building the infrastructure needed for improving the drinking water sources. In addition, water purification system should be seen as an option during the times it is not possible to get water from improved sources. In this regard, local technological options should be developed or adopted and households should be educated on water purification system at household level.

Improved hand washing practice which involves availability of specific hand washing place with water and soap or local used cleaning agent is very rare in DFAP operational areas (FH and REST). Across survey areas, only 9.2% of households have such full package at hand washing places. Singling out households with children aged 0-23 months, only 5.7% of them have improved hand washing facility. These percentages are low because nearly one-third of the sample households (62.2%) did not have a specific place for hand washing while soap/detergent and locally used cleansing agent was not available, and hence not utilized in 90.1% and 92.7% of the households respectively. 

[bookmark: _GoBack]Gender and social perspectives
One of the indicators employed to measure levels of women’s empowerment in DFAP operation areas is the proportions of currently married women that jointly made decisions on purchase and/ or sale of livestock, cereals and pulses.  This study found that women are highly empowered as expressed in their joint decisions to purchase and/ or sale livestock and cereals and pulses, i.e., camels (80.5%), cattle (80.2%), sheep/goats (78.0%), cereals (69.0%), and pulses (69.5%).  Clear variation was observed as regards to joint decisions on purchase and/ or sale of cereals and pulses in FH and SCUS operation areas. It was reported to be high in FH areas (89.2% for cereals and 89% for pulses), as compared to the case in SCUS areas (48.2% for cereals and 34.3% for pulses).  

The survey also found that 64% of currently married women (CMW) and 14% of men household heads (MHHs) in the sampled households preferred to send boys to school than girls. Similar pattern was observed when we see the data disaggregated by awardees 61% of CMW and 18% of MHHs in FH and 68% of CMW and 11% of MHHs in REST sites disclosed their preference to send boys to school.

Wife beating seems to have been more common in REST areas (19.7% of CMW and 27.7% of MHHs) than FH sites (14.2% of CMW and 12, 9% of MHHs). When we look into the opinion of the respondents as to whether they accept wife beating or not, the survey result indicated that the highest proportions (80.3% of CMW and 78.5% of MHHs) of respondents were against wife beating while only a fifth of interviewees disclosed that they accepted wife beating. In this regard slight variations were observed between the two awardees’ areas. In FH areas more CMW (21.1%) accepted wife beating than MHHs (18.4%).  In REST areas more MHHs (24%) accepted wife beating than CMW (16.3%).

The vast majority (76%) of CMW in sample households were of the opinion that FC should be stopped, while one fifth of the respondents reported that they support the continuation of the practice. Among the MHHs 77.2% believe that the practice of female circumcision should be stopped. Only slight variations of opinions were observed among awardees. In FH areas less percentages of CMW (68.5%) and MHH (71.3%), in comparison with REST and SCUS areas, were in support of the opinion that FC should be stopped.

As to who decides on seeking health services for women’s and their children’s health services, 73.0% of CMW reported that decisions were made either by woman and/or jointly with her spouse to seek health services for themselves. The vast majority (84.2%) of CMW interviewed also indicated that decisions were made either by women and/or jointly with their spouses for seeking health services for children. 

The study investigated accessing to PSNP support by people living with disabilities in chronically food insecure households.  In all DFAP sample areas about 55.3% of people with disabilities and living in chronically food insecure households receive PSNP support. The highest percentage of persons with disabilities who had access to PSNP support was reported in REST (95.5%) areas, while the lowest percentage was seen in CRS (27.3%) areas. Respondents mentioned lack of recognition of persons with disabilities as needy people by PSNP targeting bodies was mentioned as the  top reason for exclusion of persons with disabilities from PSNP. 


Social services
Primary schools and health posts: First cycle primary schools are  accessible at an average distance of 2.2 km from residential areas of sample households in SCUS implantation areas. Likewise, the average distance of the nearest health post is 8.3 km in CRS and 4.4 km in SCUS areas..  In SCUS areas e two services are located at reasonable walking distances. However, there are still over 13% and 15% of households in CRS and SCUS areas, respectively, who walk for two hours to reach to the nearest health post. Therefore, the future focus of DFAP should mainly be on improving quality of educational and health services, in general, and ensuring availability of health posts at reasonable distance in some localities. 

Improved water sources for domestic and livestock use: Currently households in SCUS areas have access to improved water sources for about eight months during normal rainy year for their domestic use. In the rest of the time, they mostly use unsafe water. Likewise, about 45% of households water their animals from improved water sources during dry seasons in which water scarcity is eminent.

Child malnutrition
The prevalence of stunting and severe stunting was 44.4% and 21.0%, the prevalence of underweight and severe underweight was 31.8% and 10.9%,the prevalence of wasting and severe wasting was 12.6% and 2.7%. These rates are high and very close to the national figures as reported in the EDHS 2011. The exclusive breastfeeding rate was 65.7%. The prevalence was especially high in REST operational areas ( 75%), and there was no difference between the sexes. It was only 9.1% of children who consumed four of the seven groups in the 24 hours prior to interview which means that the majority of the children did not get the minimum dietary diversity required, and the proportion of children who got the minimum acceptable diet in the 24 hours prior to interview was only 1.0%.

Nutritional status is a function of food security, caring practices (behavior) of the mother especially and a healthy environment, and not just a mere absence of food.  Hence improvement in nutritional status requires a multi-faceted response. Implementing partners need to work closely with the Ministry of Health and the Ministry of Agriculture at all levels. Efforts to provide the necessary information on exclusive breastfeeding through provision of information via different channels and continuous and targeted counseling during pregnancy, child birth and within the first two years following birth are therefore needed. These interventions aimed at improving infant and young child feeding practices need to be coupled with efforts to reduce major child health problems in the areas through increasing household access to toilet facilities and vaccination coverage, and improving treatment seeking behaviors for sick children. The health extension program needs to be supported in the implementation of the community-based nutrition program through facilitation of training, and organizing various community discussion forums.  

As parts of the multifaceted interventions, improving household food security, the provision of appropriate complementary feeding and meeting the minimum dietary diversity as well as meal frequency, among others, are highly recommended. Implementing partners need to work closely with the Ministry of Agriculture in improving the problems of food diversity through supporting agricultural interventions geared towards diversification of food production in the study areas. We also believe that the lack of dietary diversity may well be attributed to lack of women's and community's knowledge on how to prepare food for children from different food groups. Targeted interventions that focus on behavior change communication and educating mothers on food preparation from locally available resources are among the important intervention strategy. 

Access to Antenatal Care (ANC) 
The percentage of mothers of children 0 to 23.9 months who attended ANC visits for the youngest child was 44.2%. The visits are more in the REST operational areas (94.9%) than in the FH areas (37.4%). The average gestational age at first visit was 4.5 months. The proportion of mothers who made four or more ANC visits, as recommended, during the last pregnancy was 38.8%. The proportion of pregnant women who received iron tablets for 6 months was only 1.8%, which means that the majority of those who attended the ANC sessions were not given the recommended amount of iron tablets. Among mothers who received TT injection, the proportion of those who received two or more doses during the recent and past pregnancies and hence protected mothers were about 68.1%. 

Efforts to increase ANC service use by educating women on its benefit and the role it plays in early detection of risk factors and improve maternal and child health outcomes should always remain a priority intervention. Early initiation of ANC and the need for adequate number of visits should also be emphasized. The implementing partners need to make use of the food assistance program to promote ANC services through organizing health education sessions in collaboration with the health extension workers. 

It is not only making the visits that matters but the services that are given need to be comprehensive. During the visits, women need to be informed about the importance of each and every activity including the provision of iron tablets, information on the causes of common problems like anemia, their means of prevention etc. so as to increase their knowledge and shape their health seeking behavior accordingly. Increasing awareness of the general community will also help to be supportive of the pregnant women and encourage them to be involved in the health programs.

Child Diarrhea
Nearly than three-forth (73.2%) of children with diarrhea in the two weeks before the survey were taken to a health facility or treatment provider  and 55.9% of the children were treated with ORT. The percentages of mothers/caregivers that gave more fluids and more food to children during illness as recommended were 41.4% and 12.0% respectively. These findings suggest that a large proportion of mothers still engage in the dangerous practice of curtailing fluids and food intake when their children have diarrhea. 

Improving mothers’ and care givers’ awareness of the danger signs of childhood illnesses and encouraging them to seek care for sick children are critical. Mothers and caregivers should be equipped with the knowledge and skills required for the home management of childhood diarrheal illnesses. It is equally important to strengthen health posts with equipment and supplies, improving health extension workers (HEW)’ skill in the management of childhood illnesses and the referral linkage with higher facilities.
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This baseline survey is conducted for the Title II Development Food Aid Program (DFAP) in Ethiopia which is implemented by Catholic Relief Society (CRS), Food for Hungry (FH), Relief Society of Tigray (REST) and Save the Children USA (SCUS) in 34 critically food insecure woredas (districts) of Tigray, Oromia, Amhara and Somali regions as well as Dire Dawa Administration. The program is funded by U.S. Agency for International Development/Food for Peace (USAID/FFP) and will cover approximately the period between August 2011 and September 2016 with a final goal of reducing “Chronic Food Insecurity (CFI) of about 1.3 million PSNP beneficiaries in these woredas.”  The DFAP is a continuation of the previous Title II program in Ethiopia implemented since 2005.The starting and ending dates of the current program have some variations across Awardees based on the dates the cooperative agreements signed with USAID. The specific objectives and intermediate results of DFAP by the different Awardees are summarized in the following table. 

[bookmark: _Toc339613099]Table 1: Specific objectives and intermediate results of DFAP by Awardees
	Catholic Relief Service
	Food for Hungry 

	SO1: Chronically food insecure households in seven target woredas  have become resilient to shocks: 
    IR 1.1: CFI communities improved  natural resource base;  
IR 1.2; CFI communities built/improved social infrastructures; 
  IR 1.3: Chronically food insecure rural households protected assets;
  IR 1.4: Chronically food insecure individual consumption in rural and urban communities ensured; 
  IR 1.5: SILC groups sustainably provided financial services to members.
SO2: Mothers and children in seven woredas have improved health and nutrition status: 
IR 2.1: Mothers of children under 5 years and women in child bearing age improved Maternal, Child Health and Nutrition (MCHN) behaviors; 
  IR 2.2: Pregnant and lactating women and children under 5 increased access to quality health services; 
  IR 2.3: Mothers and children improved consumption of diversified nutrient-dense foods;
  IR 2.4: Households utilized improved WASH facilities.

	SO1: Health and nutrition of women and under five children in the target woredas: 
IR1.1: Maternal and child health and nutritional practices of pregnant women and mothers of children under 2   improved;
IR1.2: Access to nutritious foods  improved;	 
  IR1.3: Access to water and  sanitation improved.
SO2: Household and community resiliency to  withstand shocks Improved:		
IR2.2: Chronically food insecure households protected from asset depletion; 
 IR2.3: Improved conservation and rehabilitation of natural resources;
 IR2.4: Access to social and economic infrastructure improved;
 IR2.5: Disaster risk management improved;
 IR2.6: Program management capacity of stakeholders improved, cross cutting - 
community and household gender relations improved, understanding of gender Issues improved and gender attitudes and actions improved.

	Save the Children USA
	Relief Society of Tigray

	SO1: Community and household resilience to stress periods improved:
 IR 1.1: Timeliness, appropriateness and predictability of food transfers improved;
IR 1.2: Depletion of productive assets reduced;
IR 1.3: Natural resource assets and their management improved;
IR 1.4: Social service community assets developed; 
IR 1.5: Community and government management of PSNP improved;
IR 1.6: Women empowerment.	 	
	SO 1: Food availability and access among the target community improved;
SO 2: Health and nutrition condition of children under five improved; and
SO 3: Local risk and vulnerability management in 12 CFI Woredas of Tigray improved.



The baseline survey is designed to collect data on the indicators for the above SOs and IRs. The survey results show the current status of households in relation with these indicators. 
[bookmark: _Toc339612846]Operational Areas of DFAP Ethiopia

The Development Food Aid Program (DFAP) in Ethiopia is operated in diverse agro-ecological and administrative regions by four Awardees (NGOs), viz., CRS, FH, REST and SCUS. The first three Awardees operate in highland areas predominantly characterized by crop farming, while SCUS works in lowland areas with pastoral and agro-pastoral livelihood systems. Based on this, CRS, FH, REST and SCUS operate DFAP in 7, 9, 12 and 6 woredas respectively (Table 2). This baseline survey was conducted in these places.

[bookmark: _Toc339613100]Table 2: Geographic distribution of DFAP implementation areas
	Awardee
	Region/Admin.
	Zone
	Woreda
	Number of Woredas

	CRS
	Oromiya

	East Harerghe
	Kersa, Meta, G/Gutu and Melkabello
	7

	
	
	East Shoa
	Sire and Dodota
	

	
	Dire Dawa
	Dire Dawa
	Dire Dawa
	

	FH
	Amhara
	North Wollo
	Bugna, Lasta, and Wadalla
	9

	
	
	South Gondar
	Lay Gayint, Tach Gayint and Simada
	

	
	
	Waghimira
	Sekota, Dahana and Gaz Gibila
	

	REST
	Tigray
	Central Zone
	Ahferom, Mereb leke, Kola Tenben, Tanqua Abergele and Werie Leke;
	12

	
	
	Eastern Zone
	Ganta Afeshum, Gulo Mekeda, Kilte Awlaelo and Hawzen
	

	
	
	South Eastern Zone
	Samre, Sehart, Degua Tembien
	

	
	
	Southern Zone
	Raya Azebo
	

	SCUS
	Oromiya
	Borena 
	Arero 
	5

	
	Somali
	Gode
	Bare, Dollo Ado and Dollo Bay
	

	
	
	Liben
	Filtu
	

	Total Number of Woredas
	33



Due to the differences in agro-ecological characteristics of the program operational areas, this baseline was conducted in two phases during the primary hungry seasons. It was carried out in February and June/July 2012 in the lowland and highland areas of Ethiopia respectively[footnoteRef:1]. Thus, the results of the survey show the livelihood status and behaviors of households at the time of hungry seasons. [1:  The specific dates in which the field data collection was conducted were: February 15 – March 4 for SCUS,  June 3 -26 for CRS,  June 14 - July 11 for FH, and June 13 – July 10 for REST.] 


[bookmark: _Toc339612847]Objectives of the Baseline Survey

The overall objective of the baseline survey is to generate statistically valid information that will serve as the bases for comparison with the same type of information collected during the final evaluation. In addition, the scope of the joint baseline survey has defined the following specific objectives:
· Determine the baseline values of key impact and outcome level indicators for the four awardees;
· Collect data compatible with the final evaluation and which enable to determine the level of changes on impact and outcome indicators between baseline and final evaluation;
· Collect data that will allow for bi-variate and multi-variate analyses required for FFP indicators; and 
· Help establish annual and end-line targets for those indicators, as applicable.




[bookmark: _Toc339612848]Baseline Survey Methodology

The 2012 DFAP baseline is jointly conducted by the abovementioned four Awardees in terms of indicators selection and methodological approach. Dadimos Development Consultants PLC was contracted by the Awardees to conduct the survey and prepare this report.

[bookmark: _Toc329055253][bookmark: _Toc339612849]Types of Evaluation Designs 

Three main types of designs may be used in pre/post -evaluation studies: Adequacy (Simple before/after comparisons); Plausibility (Before/after comparisons with controls) and Probability (Causal analysis of before/after differences) [Habicht and Victora, 1999]. The consultations between the Awardees and Dadimos on the Scope of Work (SoW) for this assignment has led to the selection of an “adequacy” evaluative model in which outcome data are collected before the program or during this baseline survey to be compared with the data to be collected after the program during the end line survey. 

[bookmark: _Toc329055254][bookmark: _Toc339612850]Sampling

The sampling strategy was a two-stage sampling in which the primary units (clusters) were kebeles selected using Probability Proportional to Size (PPS), and the secondary units which were households selected using systematic random sampling technique from the sample kebeles. 

The sample size determination was jointly made by the four DFAP implementing agencies on the basis of prevalence of child stunting as an outcome indicator of the program. Based on the SoW of this baseline survey which outlines the sampling methodology and sample size determination, with the exception of exclusive breast-feeding, the sample size required to measure the expected change in stunting satisfies the sampling requirements for all other indicators that allow detection of planned changes at Awardee level (See Annex 5 for the SoW).

Based on this sampling strategy, a total of 1,540 households, including 10% additional households to account for attritions and non-response cases were included per Awardee[footnoteRef:2].  The SoW also suggested 35 clusters (kebeles) per Awardee that made the sample to be 35X44 by considering 44 households per cluster.  [2:  n = D [(Za +  Zb)2 * (P1 (1 - P1) +  P2 (1 - P2)) /(P2 - P1)2] where n = minimum sample size of each Awardee; D = design effect for cluster designs (it assume an implicit value of D = 2); P1 = the level of the indicator when measured as a proportion at the time of baseline (which is this case is 44.03% as taken from the previous Title II program evaluation result); P2 = the expected level of the indicator at end of the current DFAP which is 35.6%, by targeting the size of change to be 7.5%; Za = the Z-score corresponding to the degree of confidence desired in order to conclude that a change of the size (P2 - P1) is not due to chance ( – statistical significance level of .95 gives Za=1.645); and Zb = the Z-score corresponding to the degree of confidence desired in order to detect with certainty a change of the size (P2 - P1), if such a change has effectively taken place (b –statistical power equals .8 gives Zb=.84). Then this result was inflated by 10% to compensate for missing and non-response cases. This makes the total number of children per awardee to be 1050. In addition, considering the proportion of under five children to be 15.8% from five persons per household the total sample size per Awardee is estimated at 1,540.


] 


The primary sampling units (kebeles) were selected by Dadimos from the data provided by each Awardee before the beginning of the fieldwork. The secondary sampling units (households) were identified by field supervisors using a random number table and cluster specific sample interval in the highland woredas where updated list of households were available. While in lowland areas of SCUS operational areas bottle spinning method was applied to select sample households across identified direction since exhaustive list of households in the sample kebeles was not available. 

[bookmark: _Toc339612851]Program Indicators and Questionnaire Design

One particular feature of this survey is that it was jointly undertaken by the four Awardees. Since all Awardees have no similar indicators and data needs, between-program differences were accommodated by designing the survey questionnaire in a modular form so that relevant modules are applied for each Awardee based on its program indicators. The following table indicates the structure of the full set modules included in the questionnaire by Awardees.

[bookmark: _Toc339613101]Table 3: Contents and structure of the household questionnaire
	Modules
	CRS
	FH
	REST
	SCUS

	MODULE A:Identification
	√
	√
	√
	√

	MODULE B: Household Roster
	√
	√
	√
	√

	MODULE C: Food Access (HDDS AND HHS)
	√
	√
	√
	√

	MODULE D: Women’s Dietary Diversity Score (WDDS)
	√
	√
	
	

	MODULE E: Hygiene (hand washing)
	
	√
	√
	

	MODULE F: Improved Sanitation Facilities
	√
	√
	
	√

	MODULE G: Improved Drinking Water Source
	√
	√
	
	√

	MODULE H: Household Economy
·  Staple crop productivity
·  Asst inventory
·  Household Consumption expenditure
	

√
√
	

√
√
	
√
√
√
	

√
√

	MODULE I: Gender and Social Perspectives
· Women’s decision-making on household assets 
· GBDV - Wife beating
· Gender preference for sending children to school
· Female circumcision
· Women’s report on self-efficacy
	







√
	

√

√
√

√
	

√

√
√

√
	

√

√


√


	MODULE J: Persons Living with Disability Benefiting from the Program
	
	
√

	
	
√


	MODULE K: Social Services
	√
	
	
	√

	MODULE L: Nutritional Status of Children (Underweight & Stunting)
	√
	√
	√
	√


	MODULEM: Exclusive Breastfeeding
	√
	√
	√
	

	MODULE N: Minimum Acceptable Diet (MAD)
	√
	√
	√
	

	MODULE O: Child Diarrhea
	
	√
	√
	

	MODULE P: Access to Antenatal Care
	
	√
	√
	



The survey questionnaire is designed mainly using Food for Peace (FFP) Standard Indicators Methodology Guide (2011). The questions and indicator formulation methods for 18 indicators out of 34 were taken from this guide. The questions for the rest of the indicators were either prepared by the consultant team or taken from other widely applied instruments developed by FANTA and others. 

The questionnaire was first prepared in English, and then translated into Amharic, Tigrigna, Oromifa and Somali. Finally, it was field tested and updated. The final set of questionnaires and manual used for this survey can be obtained from FH Ethiopia M&E Section or Dadimos in a CD. 

[bookmark: _Toc339612852]Structure of Survey Operations

Staffing
The baseline survey used both internal and external staff of  the Awardees with the objective of maximizing efficiency and reducing costs. Awardees recruited and assigned data collectors while Dadimos assigned senior experts and field supervisors. Six to five enumerators were assigned per a supervisor to oversee the field data collection. During the fieldwork each enumerator on average completed three questionnaires per day. Awardees and their project partners were fully involved in field supervision and providing feedbacks on the survey instruments and the draft report. 




Training of field supervisors and enumerators
Dadimos organized two levels of training for the field supervisors and enumerators responsible for data collection. The first level of training was organized to orient the field supervisors on households sampling methodology, data quality control and survey questionnaire for five days by Dadimos. Following this, all enumerators were trained by the field supervisors with the support of senior Dadimos staff for five days in the survey areas as arranged by the Awardees. During the second training, questionnaires were piloted in the field to enhance the skill of enumerators.

Logistics
Awardees supported the survey by providing field vehicles, anthropometric measurement instruments, duplication of survey questionnaires and organization of enumerators training venue in their respective operational areas. They also provided Dadimos with all the required information, including list of households and kebeles in the project operational areas to be used for sampling purpose. 

Data Entry and Quality Control
Data entry system was developed using CSPro 4.1, public domain software from the US Census Bureau.  Seven data entrants were employed for this purpose and started the job while the data collection was going on in the field.  About 10% of the household questionnaires were double-entered for quality control purposes. Once the data entry was completed, the consistency and accuracy of the survey data was visually checked by producing frequency tables and correcting extreme cases by looking back to the field questionnaires. 



[bookmark: _Toc339612853]Organization of the Baseline Survey Report

The survey report is organized into nine chapters. Chapter One gives background information on the objectives, scope and organization of the baseline survey as well as the methodological approach and organization of the survey. The second chapter presents socio-demographic characteristics of the households covered by this survey. Chapter Three reports the food security situation of sample households at the time of this survey or at the start of DFAP. Chapter Four provides information on program indicators related to household asset holding, productivity of staple food crops and household consumption expenditure. Likewise, Chapter Five continues explaining the results of the survey on water, hygiene and sanitation facilities and behaviors of the sample households. Chapter Six examines gender social perspectives related to decision-making roles of women and men, domestic violence, gender preference for sending children to school, female circumcision and access to PSNP transfer by people living with disabilities. Chapter Seven discusses indicators related to social services including primary schools, health posts and water supply for domestic purposes and livestock. Chapter Eight is devoted to the analyses of nutritional status of under five children, child feeding practices, childhood diarrhea and antenatal care. Chapter Nine reports on multivariate analyses factors that affect child malnutrition. Finally Chapter Ten provides conclusions and key recommendations for future programming.






[bookmark: _Toc339612854]Population and Household Characteristics
[bookmark: _Toc339612855]Demographic Structure of Survey Population

The baseline survey collected information on 6,097 households in DFAP operational areas. These domestic units count  a total 34,254 persons, and an average of 5.7 persons per household. As shown in Table 4, gender with the population is evenly distributed in this sample - males representing 50.4% of the persons mentioned in the survey and females 49.6%. About 13.8% households are headed by female. In FH and REST operational areas there are more female-headed households (about 22%) as compared to CRS and SCUS areas (5%). 

[bookmark: _Toc339613102]Table 4: Gender of household heads, household members and mean household size
	Population unit
	CRS
	FH
	REST
	SCUS
	Total

	
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female
	Male
	Female

	Households heads
	95.0% N=1447
	5.0% N=76
	77.6% N=1187
	22.4% N=343
	78.2% N=1198
	21.8% N=344
	94.6% N=1434
	5.4% N=79
	86.2% N=5255
	13.8% N=842

	Members of HHs
	51.2%
N=4528
	48.8%
N=4319
	49.4%
N=3586
	50.6%
N=3676
	49.1%
N=4105
	50.9%
N=4257
	51.4%
N=5033
	48.6%
N=4750
	50.4%
N=17252
	49.6%
N=17002

	Mean HH size
	5.8
	4.8
	5.5
	7.1
	5.7



The nuclear family system is residential norm in the study areas predominantly constructed from household heads, spouses, sons and daughters. Altogether, these family members constitute about 95.5% percent of the people (Table 5). Based on this fact, extended family system is very uncommon for the study households. As part of nuclear family structure household heads and spouses make about 17.8% and 15.1% of household members, respectively. Likewise, sons and daughters of the household heads account for about two-third (62.5%) of family members in the sample households. There were very few polygamous households, 77 in count or 0.2%. Comparatively, this marital system is more common in SCUS areas.

[bookmark: _Toc339613103]Table 5: Gender and family formation characteristics
	Relationship to head
	CRS
	FH
	REST
	SCUS
	Total

	
	
	
	
	
	Male
	Female
	Both
	Cumulative

	Head of household
	17.1%
	21.1%
	18.3%
	15.5%
	86.4%
	13.6%
	17.8%
	17.8%

	1st wife
	16.1%
	15.7%
	13.8%
	14.7%
	 
	100.0%
	15.1%
	32.8%

	2nd, or 3rd …. wife
	.1%
	.1%
	.2%
	.5%
	 
	100.0%
	.2%
	33.1%

	Son or daughter
	63.1%
	57.5%
	63.9%
	64.6%
	52.6%
	47.4%
	62.5%
	95.5%

	Son/daughter in-law
	.2%
	.1%
	.8%
	.6%
	42.4%
	57.6%
	.5%
	96.0%

	Grandson/daughter
	.8%
	3.0%
	2.0%
	.5%
	50.0%
	50.0%
	1.5%
	97.5%

	Mother or father 
	.7%
	.7%
	.4%
	1.0%
	27.1%
	72.9%
	.7%
	98.2%

	Father/mother in-law
	.3%
	.3%
	.2%
	.1%
	42.2%
	57.8%
	.2%
	98.5%

	Brother or sister 
	.6%
	.6%
	.2%
	1.3%
	52.3%
	47.7%
	.7%
	99.2%

	Other relatives
	.4%
	1.0%
	.2%
	.8%
	56.4%
	43.6%
	.6%
	99.7%

	Adopted child, custody
	.4%
	.0%
	.0%
	.4%
	57.6%
	42.4%
	.2%
	100.0%



[bookmark: _Toc339612856]Age and Marital Status of Household Heads

The mean age of a household head in the survey area is 43 years, with the lowest (39 years) in CRS and the highest (47 years) in FH and REST areas. The age of female household heads in higher as compared to male household heads mainly because they lose their husbands to death, divorce or separation at their late age. As the age distribution table below indicates the majority of household heads (a little below one-third) are between 35 and 44 years old. In general, there are no child household heads with age below 18 years. In this survey we only came across one household head being led by a 17- year-old child in CRS area.

[bookmark: _Toc339613104]Table 6: Age distribution of household heads
	 
	 
	CRS
	FH
	REST
	SCUS
	Male
	Female
	Total

	Age group
	<=24
	4.1%
	3.0%
	2.1%
	2.9%
	2.6%
	5.6%
	3.0%

	
	25-34
	29.2%
	18.0%
	16.9%
	23.7%
	22.9%
	15.9%
	21.9%

	
	35-44
	37.6%
	22.0%
	26.6%
	35.3%
	31.3%
	24.6%
	30.4%

	
	45-54
	17.9%
	24.1%
	21.7%
	22.7%
	21.3%
	23.5%
	21.6%

	
	55-64
	11.2%
	32.9%
	32.7%
	15.5%
	22.0%
	30.4%
	23.1%

	Mean age in years
	39
	47
	47
	42
	43
	45
	43



Over three-fourth (86.4%) of household heads are married while the remaining 5.9% and 6.9% are divorced/separated and widowed respectively (Table 7). Very few household heads (0.8%) are single. Large portion of female households are divorced/separated (38.6%) and widowed (47.2%) and live without a husband. Interestingly, about 11.8% households are functionally being led by a female while they still have husbands. This might be associated with long absence or disabilities of husbands to functionally lead their households.

[bookmark: _Toc339613105]Table 7: Marital status of household heads
	 Status
	CRS
	FH
	REST
	SCUS
	Male
	Female
	Total

	Married
	94.5%
	75.6%
	79.6%
	95.9%
	97.6%
	11.8%
	86.4%

	Single
	0.5%
	1.8%
	0.5%
	0.4%
	0.6%
	2.4%
	0.8%

	Divorced or separated
	1.0%
	11.8%
	10.1%
	0.8%
	0.9%
	38.6%
	5.9%

	Widowed
	4.0%
	10.8%
	9.8%
	2.9%
	0.9%
	47.2%
	6.9%



[bookmark: _Toc339612857]Educational Status of the Survey Population

Over half (53.9%) of the people aged 7 years and above a are literate and able to read and write in any one language (Table 8).  Gender-wise about 58.2% of males and 43.4% females in this age group are literate. The difference between male and female population of age 7 and above is statistically insignificant (p=.00) in terms of literacy rate. 
The literacy rate is lower among household heads in our sample. Only 44.7% of household heads are literate. This rate is at the lowest level in FH areas in which only a little above one in three (34.8%) household heads are literate. Literacy rate among female household heads is 16.9% and this level is significantly low as compared to the literacy rate among male household heads, which is 49.1% (p=.961).  
The proportion of literate people among school age children (7-14 years) in the sample areas is 65.7%. This proportion is relatively higher in REST operational areas (80.4%). Contrary to this, in FH and SCUS areas literacy rates among school age children are low, i.e., 58.5% and 59.9%, respectively. There is no statistically significant difference in literacy rate by gender among school age children. About 65.6 % of girls are literate while 65.8% of boys in this age range are found to be the same.
[bookmark: _Toc339613106]Table 8: Educational status by Awardees and gender (% of population)
	Education
	CRS
	FH
	REST
	SCUS
	Total

	
	
	
	
	
	Male
	Female
	Total

	Education of all HH members, 7 years old and above 

	Literate
	46.8%
	46.2%
	60.0%
	49.6%
	58.2%a
	43.4%a
	53.9%

	Highest grade
Completed
	Church/mosque school/traditional
	12.5%
	12.1%
	4.8%
	43.6%
	22.2%
	12.6%
	18.2%

	
	First cycle primary (1st grade to 4th grade)
	55.3%
	44.3%
	37.6%
	37.8%
	39.6%
	47.6%
	43.0%

	
	Second cycle primary (5th  grade to 8th  grade)
	25.1%
	32.8%
	38.8%
	15.6%
	28.0%
	29.1%
	28.5%

	
	Secondary level education ( 9th grade to 10th  grade)
	5.7%
	9.1%
	14.6%
	2.4%
	8.0%
	8.7%
	8.3%

	
	Above 10th grade
	1.4%
	1.7%
	4.1%
	.6%
	2.1%
	2.0%
	2.1%

	Education of all HH  heads

	Literate
	43.7%
	34.8%
	46.9%
	53.4%
	49.1%b
	16.9%b
	44.7%

	Highest grade
Completed
	Church/mosque school/traditional
	16.6%
	46.0%
	20.4%
	84.8%
	45.8%
	18.7%
	44.3%

	
	First cycle primary (1st grade to 4th grade)
	39.6%
	26.2%
	35.1%
	5.8%
	24.9%
	34.7%
	25.4%

	
	Second cycle primary (5th  grade to 8th  grade)
	34.5%
	20.6%
	31.6%
	7.5%
	22.4%
	28.0%
	22.7%

	
	Secondary level education ( 9th grade to 10th  grade)
	7.1%
	5.8%
	10.4%
	1.4%
	5.3%
	16.7%
	5.9%

	
	Above 10th grade
	2.2%
	1.5%
	2.5%
	0.5%
	1.6%
	2.0%
	1.6%

	Education of all HH members 7-14 years old 

	Literate
	63.9%
	58.5%
	80.4%
	59.9%
	65.6%c
	65.8%c
	65.7%

	
Highest grade completed
	Church/mosque school/traditional
	12.4%
	2.4%
	.5%
	21.3%
	11.3%
	7.3%
	9.3%

	
	First cycle primary (1st grade to 4th grade)
	73.2%
	75.8%
	60.7%
	67.5%
	68.5%
	68.6%
	68.6%

	
	Second cycle primary (5th  grade to 8th  grade)
	13.4%
	20.8%
	37.3%
	10.7%
	19.4%
	22.9%
	21.2%

	
	Secondary level education ( 9th grade to 10th  grade)
	.7%
	.8%
	1.0%
	.5%
	.5%
	1.1%
	0.8%

	
	Above 10th grade
	.2%
	.2%
	.4%
	.1%
	.2%
	.2%
	.6%


Note: a, p= 0.961 chi=.62; b, p=.00 and chi=701; and c, p=.000 and chi=295



[bookmark: _Toc339612858]Food Security
[bookmark: _Toc339612859]Food Access 
[bookmark: _Toc339612860]Household Dietary Diversity Score

Household dietary diversity score (HDDS) is an important indicator of food access at household level calculated from the number of food groups consumed by households. According to FFP Standard Indicators Methodology Guide issued in 2011, HDDS is considered as a proxy indicator of household socio-economic status. A study by Hoddinott and Yohannes (2002) indicates a strong association between household dietary diversity scores and dietary energy availability in ten countries. This means increasing household dietary diversity significantly improve energy availability. 

This indicator is applied by all the four Awardees of DFAP. It uses 24 hours recall on consumption of food from twelve food groups that are recommended as being important contributors to the nutritional quality of a diet. The food groups included in the dietary diversity score of this baseline study were cereals, roots and tubers, pulses/legumes/nuts, vegetables, milk and milk products, fruits, fish, meat and poultry, sugar/honey, eggs and others miscellaneous foods. Foods consumed by the respondent households during the 24 hours preceding the survey are presented in Table 9. The data show that the overwhelming majority of households (92.7%) reported the consumption of cereals, followed by coffee and tea under miscellaneous food category (69.8%). Then oil/fat, sugar/honey as well as pulses/legumes/nuts were part of the diet for about 60.9%, 55.6% and 53.1% of households, respectively. 

[bookmark: _Toc339613107]Table 9: Households consumption of foods (% of HHs)
	Food group  
	CRS
	FH
	REST
	SCUS
	Total

	Cereals
	97.0%
	97.4%
	95.8%
	80.4%
	92.7%

	Root crops
	24.0%
	6.2%
	26.8%
	23.5%
	20.1%

	Vegetables
	38.7%
	5.1%
	18.5%
	22.1%
	21.1%

	Fruits
	9.5%
	1.4%
	11.5%
	24.4%
	11.7%

	Meat/ poultry
	2.6%
	.7%
	3.1%
	38.0%
	11.0%

	Eggs
	6.4%
	1.4%
	7.6%
	17.3%
	8.2%

	Fish
	2.0%
	.8%
	2.5%
	9.6%
	3.7%

	Milk and milk products
	30.5%
	4.2%
	11.4%
	69.7%
	28.8%

	Pulses/legumes/nuts 
	30.3%
	62.7%
	74.4%
	44.9%
	53.1%

	Oil/fat
	58.6%
	41.0%
	75.1%
	69.1%
	60.9%

	Sugar/honey
	47.6%
	14.0%
	72.6%
	88.6%
	55.6%

	Miscellaneous (coffee or tea)
	35.0%
	68.5%
	82.4%
	93.4%
	69.8%



When these data are disaggregated by Awardees, cereals are still the top diet contributors in CRS, FH and REST areas for about 97.0%, 97.4 and 95.8% of households, respectively. Food groups that can be regarded as animal protein sources were very low in FH and REST areas as the survey time was regarded as fasting season[footnoteRef:3] for Orthodox Christians, predominately the inhabitants of the areas. For instance in FH areas only 0.7%, 1.4% and 4.2% of households indicated consumption of meat/poultry, eggs and milk/milk products. The sample households in REST areas, on the other hand, 3.2% reported consumption of meat/poultry, 7.6% eggs and 11.4% milk/milk products. Plant protein sources from pulses/legumes were reported by 62.7% and 74.4% of households in FH and REST areas. In these areas, it is important to give due focus to the interventions related to nutrition education so that  parents could prepare food from animal protein sources for their children who are not expected to fast from animal products. [3:  This fasting season was Yesene Tsom in Amharic, which means June’s Fasting.] 


Average household dietary diversity score (HDDS) is a standard indicator for measuring the outcome of DFAP in terms of measuring changes in household access to food over the program life time. As the survey data summarized in Table 10 indicate, the average HDDS in all DFAP operational areas is estimated at 4.4. This figure is significantly higher in statistical terms for MHHs (4.9) as compared to FHHs (4.1). Average HDDS is lower in CRS (3.9) and FH (3.1) areas in contrast with REST (4.8) and SCUS (5.9).

[bookmark: _Toc339613108]Table 10: Average household dietary diversity score by gender of HH heads
	Gender of HH Head
	CRS
	FH
	REST
	SCUS
	Total

	MHH
	3.87
	3.09
	4.86
	5.92
	4.86a

	FHH
	3.90
	3.05
	4.79
	5.08
	4.06 a

	Both
	3.87
C.I. (3.77-3.98)
	3.08
C.I.(3.01-3.15)
	4.84
C.I. (4.76-4.92)
	5.87
C.I. (5.74-6.00)
	4.42
C.I.(4.36-4.47)


a:  t-test indicates P = 0.00 at 95% confidence interval

In order to provide DFAP Awardees with additional information to help them in setting  milestones to improve household food and nutritional security during the program implementation period, this report presented the level of HDDS by dividing households into quartiles after arranging them in descending order of HDDS (Table 11). The 1st quartile (25%) of households had 2.2 HDDS, while the last quartile indicated 4.9 HDDS. Depending on the focus given to improving the food security condition of households, Awardees may target to raise the average HDDS of households in the 1st and 2nd from the current HDDS values to the value indicated in the 3rd or last quartile in their respective areas. 

[bookmark: _Toc339613109]Table 11: Average household dietary diversity score by quartile of HHs
	
	CRS
	FH
	REST
	SCUS
	MHH
	FHH
	Total

	1st quartile
	1.38
	1.56
	2.77
	2.89
	2.17
	1.98
	2.15

	2nd quartile
	2.87
	2.53
	4.50
	4.70
	3.74
	3.08
	3.65

	3rd quartile
	4.47
	3.45
	5.21
	6.38
	5.01
	4.12
	4.88

	Last quartile
	6.44
	4.83
	6.85
	9.42
	7.15
	5.87
	6.91



[bookmark: _Toc339612861]Household Hunger Scale

Household Hunger Scale (HHS) is the second important indicator applied by DFAP to measure access to food at household level. It measures the percentage of households with moderate to severe hunger level. This indicator is based on three variables showing the food access situation of households throughout the four weeks prior to the interview date. These variables are posed to the respondents as follows:

i) In the past [4 weeks/30 days] was there ever no food to eat of any kind in your house because of lack of resources to get food?
ii) In the past [4 weeks/30 days] did you or any household member go to sleep at night hungry because there was no enough food?
iii) In the past [4 weeks/30 days] did  you or any household member go a whole day and night without eating anything at all because there was no enough food? 

The detailed analysis method for HHS as an outcome indicator is done on the basis of FFP Standard Indicators Methodology Guide (2011). Since this survey is conducted during food shortage seasons, both in crop farming and pastoral areas, the findings also show the food security situation of households in DFAP implementation areas during the food shortage seasons. The findings of the baseline survey data analyses presented in Table 12 show that about 32.3% of households faced moderate to severe hunger in all DFAP operational areas during the survey time. The result of the survey indicates that moderate to severe hunger was higher in SCUS areas (67.5%) which are largely identified as pastoral and agro-pastoral areas dependent on livestock economy. This high prevalence of hunger was associated with shock that resulted from the drought which occurred in Somali and Borena (Oromia) woredas during 2011.  In CRS, FH and REST areas, about 22.6%, 26.8% and 12.1% of households reported moderate to severe hunger, respectively, at the time of this survey. The hunger level was also high among female-headed households in which about 34.1% were moderately to severely hungry as compared to 32.4% in the case of male-headed households. This difference is wider when the data are observed by Awardees. DFAP should give more focus to contribute to the reduction of hunger among FHHs in FH and REST areas as their proportion in the population is much higher in these places (see Section 3.1 of this report). 

[bookmark: _Toc339613110]Table 12: Percentage of households by HHS
	 Hunger Scale 
	CRS (n=1534)
	FH 
(n=1532)
	REST
(n=1540)
	SCUS
(n=1538)
	Total
(n=6144)

	Little to no hunger 
	77.4
	73.2
	87.9
	32.5
	67.7

	Moderate hunger 
	20.7
	21.3
	11.1
	57.9
	27.7

	Severe hunger 
	1.9
	5.5
	1.0
	9.6
	4.5

	Indicator value: Percentage of HHs with moderate to severe hunger
	MHH
	22.0
	24.1
	10.1
	66.6
	32.0

	
	FHH
	31.9
	36.4
	19.1
	81.4
	34.1

	
	Both
	22.6
C.I.(20.5-24.7)
	26.8
C.I.(24.6-29.0)
	12.1
C.I.(10.5-13.7)
	67.5
C.I.(65.2-69.8)
	32.3
C.I.(31.1-33.5)



[bookmark: _Toc339612862]Women’s Dietary Diversity Score

Women’s dietary diversity score (WDDS) reflects the availability of the variety of foods and food groups in the diet helps to ensure adequate intake of essential nutrients, and promotes good health among women of reproductive age (15-49 years of age). There is ample evidence from developed countries showing that dietary diversity is indeed strongly associated with nutrient adequacy, and thus is an essential element of diet quality.[footnoteRef:4] [4:  Randall, Nichaman and Contant, Jr. 1985; Krebs-Smith et al. 1987; Kant 1996; Drewnowski et al. 1997; Cox et al. 1997; Lowik, Hulshof and Brussaard 1999; Bernstein et al. 2002; Foote et al. 2004.] 


In developing countries, however, monotonous diets, relying mostly on a few plant-based staple foods, are typical. Even fewer studies from developing countries have aimed to confirm this association, specifically among adult women. The available studies have generally supported the association between diversity and nutrient adequacy.[footnoteRef:5] [5:  Ogle, Hung and Tuyet 2001; Torheim et al., 2003, 2004; Roche et al., 2007.] 


Women’s dietary diversity score (WDDS) is regarded as one of the Food for Peace’s standard indicators to measure the mean number of food groups consumed by women of reproductive age.  According to the FFP’s guideline, there are 9 food groups and women need to consume at least 4 of the 9 in order to meet the minimum dietary diversity. To measure the diversity of their dietary intake, all women of reproductive age group in the sample households were asked about the type of food they consumed in the previous day of the interview. Based on this the mean number of food groups consumed or WDDS were computed to be 2.55 and 3.64 in CRS and FH operational areas, respectively. As indicated in Table 13, there is no statistically significant difference between the mean WDDS for male-headed and female-headed households. However, the WDDS is significantly higher in CRS implementation area when compared to that of FH.  

[bookmark: _Toc336852964][bookmark: _Toc339613111]Table 13: Mean dietary diversity score among women of reproductive age by sex of HH heads
	 
	Mean Dietary Diversity score 

	
	CRS 
	FH 
	Total

	Sex of HH head
	Male
	2.45 (1047)
	1.73 (1369)
	2.13 (2416)
(2.08 – 2.18 CI)

	
	Female
	2.65 (546)
	1.72 (247)
	2.02 (793)
(1.93 – 2.11 CI)

	
	Both
	2.48 (1593)
(2.41 – 2.55 CI)
	1.73 (1616)
(1.68 – 1.78 CI)
	2.10 (3209)
(2.06 – 2.14 CI)


 
As indicated in Table 14 below, 22.4% in CRS operational areas consumed four or more of the food groups in 24 hours as compared to the FH operational areas where only 4.6% consumed similar number of food groups. 

[bookmark: _Toc336852965][bookmark: _Toc339613112]Table 14: Percentage of women of reproductive age consuming the different food groups
	Food groups
	CRS 
	FH 
	Total 

	Grains, roots, and tubers
	97.0%
	92.2%
	94.6%

	Legumes and nuts
	34.9%
	61.1%
	47.9%

	Dairy products (milk, yogurt, cheese)
	32.2%
	4.2%
	18.2%

	Organ meat
	0.4%
	0.5%
	0.4%

	Eggs
	6.8%
	1.7%
	4.2%

	Flesh foods and other misc. small animal protein
	4.1%
	2.9%
	3.5%

	Vitamin A dark green leafy vegetables
	16.0%
	5.8%
	10.9%

	Other vitamin A rich vegetables and fruits
	29.0%

	5.7%
	17.5%

	Other fruits and vegetables
	30.2%
	3.4%
	16.8%

	Women who consumed 4 or more of the food groups in the past 24 hours
	22.4% (366)
	4.6% (76)
	13.5%  (442)



[bookmark: _Toc339612863]3.3 Household Food Insecurity Coping Strategies

The concept of coping strategy is defined as the behaviors that households revert to when food is in short supply to meet their needs during the food shortage period. In this survey, we applied the coping strategies index (CSI) field manual developed by Daniel Maxwell and Richard Caldwell in 2008. This field manual suggests two types of approaches for computing CSI, depending on the socio-cultural and economic scope of a study area. The first approach is called Original (Context-Specific) CSI while the second is known as Comparative (Reduced) CSI. The original (context-specific) CSI can be created using location-specific behaviors to generate location or group-specific food insecurity severity scores. The comparative (reduced) CSI is developed to compare food security situation across different contexts (Maxwell and Caldwell, 2008). The DFAP Ethiopia baseline survey used the second method as the socio-cultural and economic conditions that determine the coping behaviors of households in program areas are diverse. 

In this respect, the sample households were asked to report on what coping strategies they used during the past 7 days (prior to the interview) and if there have been shortages of food or money to buy food. Five coping strategies, including relying on less preferred foods, reducing the number of meals eaten per day, restricting consumption of adults so as children can eat normally, borrowing food/money from friends and relatives, and limiting portions at mealtime were considered in this survey. The summary of the responses from the sample households on how often they practiced each coping strategy during the 7 days recall period are reported in Table 15.

[bookmark: _Toc339613113]Table 15: Frequency of food insecurity coping behaviors, % of all HHs
	Coping strategies
	At least one in a week
	Never
	Only 1 day/week
	2-3 days/week
	4-6 days/week
	Daily

	Eating less-preferred foods
	48.6
	51.4
	7.6
	16.7
	7.9
	16.3

	Borrowing food/money from friends and relatives
	47.7
	52.3
	10.8
	21.5
	7.9
	7.5

	Limiting portions at mealtime
	56.0
	44.0
	8.5
	22.5
	10.1
	15.0

	Limiting adult intake
	52.8
	47.2
	9.9
	19.0
	9.2
	14.7

	Reducing number of meals per day
	51.8
	48.2
	10.2
	16.4
	8.2
	17.0



Overall, the five food insecurity coping strategies are commonly practiced by the surveyed households. Over half of the sample households reported limiting portions of meal (56%), adult intake by giving priority to children (52.8%) and reducing number of meals per day (51.8), at least once in 7 days prior to the survey time. Nearly 48.6% of the sample households ate less-preferred foods while 47.7% of them borrowed food/money from friends and relatives to cope with food shortages in the specified recall period.

Average coping strategy index (CSI) is considered as an outcome indicator for DFAP. First we multiplied the frequency of weekly occurrence of each of the five coping strategy, and we multiplied this by their weights (given below Table 1). By adding up these products a CSI score was computed for each household in the sample. Based on this, the average CSI score of all households in our sample during the reference period (within 7 days prior to the interview) was estimated at 15.2 and it was 14.7 for MHHs and 16.8 for FHHs. The average CSI score among FHHs is significantly higher in contrast with the case in MHHs. Geographically, the highest CSI scores were reported in SCUS (22.8) and FH (21.0) areas as compared to CRS (9.4) and REST (7.3). In this regard, the higher the average CSI score is the more severe food insecurity households have experienced in the reference period.

[bookmark: _Toc339613114]Table 16: Mean coping strategy index scores
	Coping Strategies
	CRS
(n=1440)
	FH
(n=1478)
	REST
(n=1529)
	SCUS
(n=1534)
	Total
(n=5981)

	
	
	
	
	
	

	a)  Eating less-preferred foods
	.5
	3.0
	1.6
	2.7
	2.0

	b) Borrowing food/money from   friends and  relatives
	2.5
	2.5
	1.3
	5.6
	3.0

	c) Limiting portions at mealtime
	1.4
	3.1
	1.1
	2.9
	2.1

	d) Limiting adult intake
	3.9
	9.1
	2.5
	8.4
	6.0

	e) Reducing the number of meals per day
	1.0
	3.3
	.8
	3.1
	2.1

	Mean of coping strategy index scores

	MHH
	9.3
	20.3
	6.5
	6.5
	14.7a

	FHH
	10.6
	23.1
	9.7
	9.7
	16.8a

	Both
	9.4
C.I.(8.7-10.0)
	21.0
C.I.(19.9-21.9)
	7.3
C.I.(6.7-7.8)
	22.8
C.I.(21.7-23.0)
	15.2
C.I.(14.6-15.4)


a:  t-test indicates P = 0.00 at 95% confidence interval
Note: The following universal severity weights were applied: a = 1, b =2, c =1, d =3 and e = 1

In order to help implementing entities set targets for average CSI score changes, we have presented percentage distribution of sample households by level of severity of average CSI in Table 17. Based on our own categorization of average CSI scores by severity level, nearly a quarter of sample households (23.8%) have high CSI score which implies the severity of food insecurity at the time of this survey (Tefera, 2009). Particularly in FH and SCUS areas, about 40% and 37% of households, respectively, reported high CSI score as compared to 11.0% CRS and 6.8% in REST areas. In this case Awardees may plan to reduce the percentage of households under high CSI score to moderate and low CSI scores. At the same time particular attention should be given to FH and SCUS operational areas to effectively reduce the greater proportion households reported high CSI score. 

[bookmark: _Toc339613115]Table 17: Percentage distribution of HHs by level of CSI scores in 2011/12 and by Awardees
	 
	CRS
	FH
	REST
	SCUS
	Total

	Low CSI
	50.9%
	33.7%
	57.0%
	9.9%
	37.7%

	Moderate CSI
	38.1%
	26.3%
	36.2%
	53.1%
	38.5%

	High CSI
	11.0%
	40.0%
	6.8%
	37.0%
	23.8%







[bookmark: _Toc339612864]Number of Months with Adequate Food Provisioning

	[bookmark: _Toc339613116]Table 18: Average number of months with enough food

	
	MHH
	FHH
	Both

	CRS
	5.6
	5.7
	5.6, C.I (5.4-5.7)

	FH
	6.4
	5.8
	6.2, C.I 6.1-6.4)

	REST
	5.7
	4.9
	5.5, C.I (5.4-5.6)

	SCUS
	3.9
	3.0
	3.8, C.I.C.I (3.7-4.0)

	Total
	5.3
	5.1
	5.3 C.I.C.I (5.2-5.3)


Respondents were asked about the adequacy of their food access at household level during the last 12 months prior to the survey, i.e. from February 2011 back to January 2012 in the lowland areas of SCUS areas; and from June 2011 back to May 2012 in the highland areas of CRS, FH and REST.  The sample households were asked whether they had enough food to cover their needs on a month by month basis during the reference period from all food sources. 

The summary of their responses in terms of number of months with adequate food supply is presented in Table 18. Based on this, households in all DFAP operational areas had enough food for about 5.3 months per year. This means on an average households faced food shortages for about 6.7 months per year.  This situation varies by Awardees. In CRS, FH, REST and SCUS areas, the average number of months with adequate food provisioning  was 5.6, 6.2, 5.5 and 3.8, respectively. 

As the household food access situation presented in Table 19 indicates only 5.3% of the sample households had enough food to eat all the time during the last one year. About 4.8% of the sample households (1.2% in CRS, 4.1% in FH, 1.8% in REST and 11.3% in SCUS areas) reported to have insufficient food throughout the year in the reference periods. 

[bookmark: _Toc339613117]Table 19: Percentage of households by number of months with enough food during 2011/12 year
	 Number of months
	CRS
	FH
	REST
	SCUS
	Total

	0
	1.2%
	4.1%
	1.8%
	11.3%
	4.8%

	1
	2.2%
	1.0%
	1.3%
	4.4%
	2.2%

	2
	4.7%
	6.8%
	3.6%
	13.2%
	7.2%

	3
	13.4%
	10.3%
	11.4%
	21.4%
	14.3%

	4
	18.5%
	11.9%
	20.9%
	14.4%
	16.2%

	5
	16.2%
	9.3%
	17.4%
	11.7%
	13.5%

	6
	12.6%
	8.3%
	12.3%
	10.3%
	10.8%

	7
	7.2%
	11.6%
	11.9%
	6.1%
	9.1%

	8
	9.5%
	13.3%
	7.9%
	3.3%
	8.5%

	9
	7.2%
	8.8%
	5.3%
	1.1%
	5.6%

	10
	2.2%
	3.7%
	2.3%
	0.5%
	2.2%

	11
	0.3%
	0.4%
	0.6%
	0.3%
	0.4%

	12
	4.9%
	10.5%
	3.3%
	2.0%
	5.3%



The quartile distribution of households by average number of months with adequate food provisioning indicates that households in the first quartile had enough food only for two and half (2.6) months per year. Likewise, households in the last quartile reported to have 8.9 months of adequate food provisioning per year (Table 20). The Awardees can use this quartile distribution to set targets to improve household food security by bringing households from the lower to the upper quartiles of food provisioning level. 

[bookmark: _Toc339613118]Table 20: Average number of months with adequate food provisioning by quartiles of households
	Quartile
	CRS
	FH
	REST
	SCUS
	Total

	1st quartile
	3.5
	2.3
	2.8
	.9
	2.6

	2nd quartile
	5.5
	4.9
	4.4
	2.8
	4.3

	3rd quartile
	6.5
	7.4
	6
	4.4
	6.0

	Last quartile
	9.2
	10.4
	8.8
	7.2
	8.9

	Mean
	5.6
	6.2
	5.5
	3.8
	5.3



 



[bookmark: _Toc339612865]Household Economy
[bookmark: _Toc339612866]4.1 Household Asset Holding
[bookmark: _Toc328978904][bookmark: _Toc329055267][bookmark: _Toc335901314]
1.1.1 Average Value of Household Asset Holding

Household asset holding is an outcome indicator for DFAP Ethiopia. The survey asked for number owned at the time of the survey and a year ago as well as the current value replacing one on a range of 40 different assets categorized into four groups, including productive assets, livestock assets, household goods, and consumer products.  According to the survey data, the total asset value owned per household at the time of the survey was Birr 17,031. The most important asset holding of the sample households is reported to be livestock, which currently accounts for 92.6%. The result of the survey also shows that the total asset value owned per household, at the time of the survey was the highest (Birr 39,536) in SCUS areas was, while it was the lowest (Birr 7,366) in FH areas (Table 21). The high asset value ownership in SCUS areas is mainly because the livelihood of households is dependent on high valued asset which is livestock. 
[bookmark: _Toc328978905][bookmark: _Toc329055268][bookmark: _Toc335901315]
[bookmark: _Toc339613119]Table 21: Average asset ownership, Birr/household in 2012 and a year ago
	Period
	Asset category
	CRS
	FH
	REST
	SCUS
	Total
	Percentage

	Currently (2012)
	 Livestock
	7,227
	6,842
	10,784
	38,433
	15,774
	92.6%

	
	 Productive Asset
	472
	352
	707
	336
	467
	2.7%

	
	 Household goods
	82
	58
	552
	564
	314
	1.8%

	
	 Consumer goods
	349
	114
	1,235
	203
	476
	2.8%

	
	Total
(C.I.)
	8,129
(7590-8572)
	7,366
(6856-7846)
	13,277
(12501-19449)
	39,536
(35312-42473)
	17,031
(15925-17897)
	100.0%

	A year ago
	 Livestock
	8,055
	10,390
	11,610
	56,730
	21,622
	94.7%

	
	 Productive asset
	454
	385
	690
	328
	465
	2.0%

	
	Household goods
	82
	63
	511
	516
	293
	1.3%

	
	 Consumer goods
	331
	103
	1,184
	167
	448
	2.0%

	
	Total
	8,921
	10,942
	13,995
	57,742
	22,827
	100.0%

	Percentage change in asset value over a year
	 Livestock
	-10.3%
	-34.2%
	-7.1%
	-32.3%
	-27.0%
	

	
	 Productive asset
	4.0%
	-8.7%
	2.3%
	2.4%
	0.5%
	

	
	Household goods
	0.2%
	-8.3%
	8.1%
	9.2%
	7.1%
	

	
	 Consumer goods
	5.4%
	10.3%
	4.3%
	21.1%
	6.4%
	

	
	Total
	-8.9%
	-32.7%
	-5.1%
	-31.5%
	-25.4%
	






1.1.2 Trends of asset value per household

The direction of the national Food Security Program in Ethiopia is to stabilize and increase the value of assets owned by households over time. The survey attempted to compare values of household asset holdings at the time of the survey period and a year ago. The mean asset value owned per household was found to be Birr 17,366 during the survey time (2012) and Birr 22,827 a year ago (2011). The trend of asset value indicates 25% (Birr 5,796) reduction per household per year. The reduction in mean household asset was mainly due to reduction in livestock asset ownership. 

The sample households were further asked the reasons for the reduction of household asset ownership over the one year period. The summary of those responses indicates that 41.9% households to be forced to sell their assets in order to buy food, as a dominant factor, followed by livestock died or slaughtered (29.3%) due to droughts and livestock diseases. The main reasons for the reduction of household assets across the different implementation areas are surprisingly similar with the overall reasons mentioned above (see table below). 

[bookmark: _Toc339613120]Table 22: Main reasons for household asset reduction (% of households)
	Description
	CRS
	FH
	REST
	SCUS
	Total

	We were forced to sell the asset to buy food
	66.7
	38.6
	40.6
	21.8
	41.9

	We were forced to sell the asset to pay for health expenses
	2.61
	1.21
	0.6
	2.5
	1.7

	We were forced to sell the asset to pay for education expense
	1.8
	1.65
	2.05
	0
	1.4

	We had to sell the asset to meet social obligations 
	0.27
	0.7
	0.48
	1.1
	0.6

	We used the asset in a social occasion  (e.g. wedding gift)
	0.45
	1.53
	0.72
	0.5
	0.8

	We sold the asset for another reason 
	1.98
	4.26
	4.7
	0
	2.7

	The asset was stolen 
	2.34
	5.28
	3.01
	5.7
	4.1

	Livestock died or was slaughtered
	20.2
	26.3
	36.7
	34.1
	29.3

	Livestock was sold as an income-generating activity
	1.8
	16.4
	8.92
	1.6
	7.2



[bookmark: _Toc339612867]Food Crop Production

Land productivity on major staple crops is considered as a program outcome indicator by REST. Thus, the necessary data were collected from sample households in REST operational woredas to estimate the level of crop productivity.  To this end households were asked their cultivated land size and the quantity of produce they obtained during the main rainy season (2011). Accordingly, the survey revealed teff, sorghum, barley, maize, millet and wheat to be the major staple crops grown in REST intervention areas. 
[image: ]
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Figure 
1
: 
Yield of s
t
aple crops, qt/ha, in 2011
)As it is shown in Figure 1 the average yield per hectare (ha) for all the staple crops based on last year harvest was found to be 24 quintals (qt). Among the main crops, sorghum was found to be with a higher yield per hectare (40 qt per ha), followed by maize (32 qt per ha), wheat (19 qt per ha). 

[bookmark: _Toc339612868]Household Consumption Expenditure

Household income or consumption expenditure data have been used as a means to compare the welfare level among households. However, in developing countries consumption is typically preferred over income as it better captures the welfare level of households. This is mainly due to the fact that households are likely to under report their income level more than they do their consumption level (Ravalion, 1992). Hence, consumption expenditure is used in this survey as a welfare indictor, and measured as the sum of total food consumption and non-food expenses. 

To estimate total food consumption, the survey respondents were asked a series of questions on how much the household has consumed out of 56 food items over the past seven days. For each of the food items, each respondent was asked to state how much of the item consumed at household level. Hence, food consumption expenditure is constructed through aggregating own production, purchase from the market, food items received as a gift or remittance from other sources. It also included the estimated value of all meals eaten away from the home by all household members over the past seven days. To reduce the effect of regional price variations, an average price of each food item was used to calculate the value each food item consumed.

In addition to food, other basic non-food consumption expenditure such as fuel, clothing, schooling, health, cleaning items, shelter and several miscellaneous items needed to ensure basic personal needs were also estimated. The respondent stated how much was spent during the last month or year on the item, depending on the typical frequency of purchase. Moreover, estimated use-value or an actual or imputed rental value was used for consumer durable goods such as house.

According to the survey, the average per capita consumption spending per annum which includes food expenditure and basic non-food consumption expenditure for whole surveyed areas was found Birr 4,206. The average total per capita spending for FH, CRS and REST reported to be Birr 3,523, 4,427 and 4,812 respectively (Table 23).   

Moreover, the mean per capita annual spending on food among households in all the survey areas was Birr 3,208, which consists 75% of the total value of household consumption expenditure. There is similarity in percentage share of household food expenditure across the intervention areas, which are 77.3%, 77.1% and 71.9% for FH, REST and CRS respectively (Figure 1). The highest average annual per capita food expenditure was reported in REST intervention areas (Birr 3,711) and the lowest was reported in the FH intervention woredas (Birr 2,723).

[bookmark: _Toc339613121]Table 23: Annual average per capita expenditure in Birr
	Awardees
	 Expenditure category
	MHH
	FHH
	Total

	CRS
	Food items
	3,188
	3,089
	3,182

	
	Non-food items
	1,248
	1,188
	1,245

	
	Total 
	4,437
	4,278
	4,427

	FH
	Food items
	3,015
	4,158**
	2,723

	
	Non-food items
	1,010
	1,192***
	800

	
	Total 
	3,986
	5,286***
	3,523

	REST
	Food items
	3,317
	5,080***
	3,711

	
	Non-food items
	1,028
	1,355***
	1,101

	
	Total 
	4,345
	6,436.2
	4,812

	All
 
	Food items
	3,015
	4,158***
	3,208

	
	Non-food items
	1,018
	1,204***
	1,042

	
	Total 
	4,033
	5,362***
	4,250

	Note: * = significant at p<0.10, ** = significant at p<0.05; *** = significant at p<0.01.
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Female-headed Households (FHHs) spend a little higher on food (77.5%) than the Male-headed Households (MHHs) which is 74.8%. In addition, household food expenditure per capita per annum is higher for the FHHs (Birr 4,158) than that of the MHHs (Birr 3,015). To determine whether there is a significant difference in per capita total spending per annum between female and male-headed households, the mean separation test was performed. Based on this, the t-test results (Table 24) indicate that male-headed households were significantly better off in total spending per capita than female-headed households. On the other hand, the result of the survey (Tables 23 & 25) shows that male-headed households have higher average consumption (both in food and non-food) expenditure per household than female-headed households.
	
[bookmark: _Toc339613122]Table 24: T-test results on mean expenditure difference based on gender of household heads
	Expenditure category
	Household
	Expenditure in Birr per household
	T- test result

	Non- food 
	Female Headed household
	4,481
	0.000***  

	
	Male Headed household
	5,395
	

	Food 
	Female headed household
	15,850
	0.07*  

	
	Male headed household
	17,065
	

	Total expenditure
	Female headed household
	20,332
	0.004***  

	
	Male headed household
	22,461
	



Similarly, the consumption expenditure data was also estimated using the Purchasing Power Parity (PPP) multiplier, i.e., the number of units of a country currency required to buy the same amount of goods and services consumed in the international market. Thus, the World Bank data on the Purchasing Power Parity (PPP) multiplier for Ethiopia for FY 2011, approximately Birr 7.1 equals to 1 USD, was used by this study to allow conversion of expenditure values into a universally comparable unit (USD). The estimated result shows the average annual consumption spending per capita per day to be USD 1.64. The average consumption spending per capita per day was found to be USD 1.71, 1.36 and 1.86 in CRS, FH and REST areas, respectively (Table 25). On the other hand, the mean total consumption expenditure and food expenditure per annum is higher for FHHs (USD 756 and 586 respectively) than the MHHs (USD 568 and 425).

[bookmark: _Toc339613123]Table 25: Annual average per capita expenditure (in PPP rates) in USD
	Expenditure category
	CRS
	FH
	REST
	MHH
	FHH
	Total

	Food 
	448
	384
	523
	425
	586
	452

	Non-food 
	175
	113
	155
	143
	170
	147

	Total 
	623
	497
	678
	568
	756
	599

	Percentage share of food expenditure 
	71.9
	77.1
	77.1
	74.8
	77.5
	75.5



[bookmark: _Toc335901318][bookmark: _Toc339612869]Poverty Profile Comparison

The poverty indices estimation has been performed using two poverty lines. These are the national poverty line, which is Birr 10.4 per adult person per day, and the international poverty line, USD1.25 per adult per day. As estimated from the household baseline survey data, Table 26, the proportion of people who lived below the national poverty line as measured by poverty head count index for the entire study area is 42.5%.  Likewise, the proportion of the sample population living below the international poverty line for the entire survey areas was found to be 39.6%. Location-wise, approximately 36%, 52% and 31% of the population of CRS, FH and REST project areas respectively lived below the international poverty line. The highest poverty incidence was reported in the FH intervention areas followed by CRS.

[bookmark: _Toc339613124]Table 26: Percentage of people classified as poor based on international and national standards
	People living under
	CRS
	FH
	REST
	MHH
	FHH
	Total

	The international poverty line ( USD1.25 / adult / day)
	45.0%
	57.0%
	35.0%
	48.0%
	37.0%
	42.5

	The national poverty line (10.4 Birr / adult / day) 
	36.0%
	52.0%
	31.0%
	40.8%
	33.9%
	39.6%



	[bookmark: _Toc339613125]Table 27: Average Income Poverty Gap (in Birr)

	Awardees
	CRS
	FH
	REST
	Total average 

	Mean income per adult per year of the poor
	2,224
	2,104
	2,168
	2,165

	Mean consumption expenditure poverty gap 
	1,557
	1,677
	1,613
	1,615


The average mean consumption expenditure for adult person per year of the poor households in all the intervention areas was Birr 2,165, while the average expenditure gap for poor people to reach the poverty line or meet their daily minimum subsistence is Birr 1,615 per year. The average annual expenditure gap of poor people in the surveyed area was found to be Birr 1,557 in CRS, Birr 1,677 in FH, and Birr 1,613 in REST implementation areas (Table 27).  


[bookmark: _Toc328978900][bookmark: _Toc329055263][bookmark: _Toc339612870]WATER, SANITATION AND HYGIENE
[bookmark: _Toc339612871]Access to Improved Drinking Water Sources

Increasing access to improved drinking water is one of the Millennium Development Goals that Ethiopia and other nations worldwide have adopted (United Nations, 2002). Access to clean drinking water, together with proper excreta and waste disposal and personal hygiene, is crucial to bring about reduction in the burdens of disease and improve the overall health, nutrition and style of living of the community. This is done by breaking the cycle of disease transmission to reduce the risk of exposure. In rural areas, diseases like diarrhea are mainly water-borne. Reductions in morbidity are expected to improve productivity and nutritional status by reducing the burdens of diseases. Water- if not purified, can carry dangerous diseases and consequently cause considerable morbidity and mortality in the population.

[bookmark: _Toc336852981][bookmark: _Toc339613126]Table 28: Percentage of households with access to improved drinking water sources during dry season
	Sources of water during the dry season
	CRS
(n= 1574)
	FH
(n= 1551)
	SCUS
(n= 1530)
	Total
(n= 4655)

	Improved drinking water sources
	Piped into dwelling
	3.6%
	 
	0.2%
	1.3%

	
	Piped into yard/plot
	0.5%
	1.6%
	0.1%
	0.7%

	
	Public tap
	44.3%
	46.0%
	9.6%
	33.2%

	
	Protected well in dwelling
	0.1%
	 
	0.3%
	0.1%

	
	Protected well in yard/plot
	 
	 
	0.2%
	0.1%

	
	Tube well/borehole
	0.1%
	3.7%
	3.4%
	2.4%

	
	Protected spring
	5.4%
	14.7%
	0.4%
	6.8%

	
	Birka protected
	6.9%
	 
	0.8%
	2.6%

	
	All improved sources
	60.9%
(58.5 – 63.3 CI)
	66.0%
(63.64 – 68.36 CI)
	15.0%
(13.2 – 16.8 CI)
	47.2%
(45.8 – 48.6 CI)

	Unimproved drinking water sources
	Open well in dwelling
	0.7%
	0.1%
	1.3%
	0.7%

	
	Open well in yard/plot
	0.1%
	 
	0.8%
	0.3%

	
	Open public well
	1.2%
	1.0%
	24.0%
	8.7%

	
	Protected public well
	0.5%
	0.3%
	6.4%
	2.4%

	
	Unprotected Spring
	17.1%
	22.4%
	8.3%
	15.9%

	
	River/stream
	13.2%
	8.7%
	32.3%
	18.1%

	
	Pond/lake
	6.5%
	2.1%
	5.4%
	4.7%

	
	Other
	2.9%
	0.9%
	5.9%
	3.1%

	
	All not improved source
	42.2%
	35.5%
	84.4%
	 54.8%



As indicated in Tables 28 & 29, 47.2% and 40.0% of the households have access to improved drinking water sources during the dry and wet (rainy) seasons respectively. The proportion is much lower in SCUS operational areas (15.0%) as compared to that of CRS and FH in both seasons. According to  Ethiopian Demographic and Health Survey (DHS) of 2011, the proportion of households with access to improved drinking water sources were 41.7% and 53.7% for rural and both urban and rural areas combined, respectively, at country level.  This result is not very far from the findings of this survey.

[bookmark: _Toc336852982][bookmark: _Toc339613127]Table 29: Percentage of households with access to improved drinking water sources during wet season
	Sources of Water during wet season
	CRS
(n= 1527)
	FH 
(n= 1303)
	SCUS 
(n= 1875)
	Total
(n= 4705)

	Improved drinking water sources 
	Public tap
	44.1%
	43.8%
	7.7%
	31.9%

	
	Piped into dwelling
	3.3%
	0.1%
	0.1%
	1.2%

	
	Birka protected
	6.9%
	 
	0.3%
	2.4%

	
	Other sources
	1.5%
	5.5%
	6.5%
	4.5%

	
	All improved sources 
	55.8%
(53.3 – 58.3 CI)
	49.4%
(46.7 – 52.1 CI)
	14.6%
(13.0 – 16.2 CI)
	40.0%
(38.6 – 41.4 CI)

	Unimproved drinking water sources 
	Un protected Spring
	15.9%
	22.2%
	5.4%
	14.5%

	
	River/stream
	11.7%
	10.0%
	39.9%
	20.6%

	
	Pond/lake
	10.4%
	2.1%
	21.2%
	11.3%

	
	Other sources
	6.2%
	1.7%
	41.4%
	16.4%

	
	All unimproved sources
	44.2%
	36.0%
	107.9%
	62.8%



[bookmark: _Toc339612872]Access to Improved Sanitation Facility

	CRS:  (38.7 – 45.1 CI), FH: (20.7 – 25.7 CI), SCUS: (0.4 – 2.6 CI) & Total (20.7 – 24.0 CI)


A household is classified as having an improved toilet if it is used only by members of one household (that is, it is not shared) and if the facility used by the household separates the waste from human contact (WHO and UNICEF, 2010). Accordingly, facilities that are considered improved are: flush toilet, connection to a piped sewer system, connection to a septic system, flush / pour-flush to a pit latrine, ventilated improved pit (VIP) latrine, pit latrine with slab, and composting toilet. Sanitation facilities that are not considered as "improved" are: public or shared latrine, flush/pour flush to elsewhere (not into a pit, septic tank, or sewer), pit latrine without slab, open pit latrine, bucket latrines, hanging toilet / latrine, and use of no facilities / bush / field.
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 (
Figure : Percentage of households with access to improved and unshared sanitation facility
)Improvements in sanitation facilities are expected to reduce the burdens of disease and improve the overall health and nutrition of the people. A reduction in morbidity, such as diarrhea, as a result of improvements sanitation, improves nutritional status by reducing the impacts of dehydration, fever and malabsorption of nutrients. In the Ethiopia’s DFAP, CRS, FH and SCUS have sanitation based intervention which promotes access to improved sanitation facilities (toilets) in the target areas. The indicator for this intervention is formulated as per the FFP Standard Indicators Methodology Guide, 2011.  Based on this and as indicated in Figure 4, about 22.3% of households in DFAP implementation areas have access to improved and unshared sanitation facilities. Compared to the EDHS 2011 where only 8% of households in Ethiopia use improved toilet facilities that are not shared with other households, the survey findings were higher.  In SCUS areas only 1.5% of households have improved and unshared facilities. The figures are 41.9% and 23.2% in CRS and FH implementation areas. The lowest level access in lowland areas of SCUS, coupled with hot climate facilitates, high risk of exposure to fecal–oral contamination and subsequent diseases. 

We have further examined the type and users of available sanitation facilities as well as weather the facilities are shared with other households. Table 30 indicates 21.1%, and 47.9% of households use pit latrines with slab and bush (open field) respectively.  Both male and female adult members of the family are using toilets, improved or not improved, while half of the children are using no toilet facilities whatsoever, as indicated in Table 30. The majority of the households in CRS and FH operational areas did not share the facilities, while sharing is reportedly very common in the pastoralist community of SCUS. 

[bookmark: _Toc336852983][bookmark: _Toc339613128]Table 30: Percentage of households with access to an improved toilet facility
	Toilet facility
 
	CRS
(n= 1517)
	FH
(n= 1527)
	SCUS
(n= 1486)
	Total
(n=  4530)

	Improved
	Pit latrine with slab
	39.4%
	20.8%
	2.9%
	21.1%

	
	Other improved
	7.6%
	9.8%
	10.5%
	9.3%

	
	All improved sanitation facilities
	47.0%
	30.6%
	13.4%
	30.4%

	Not improved
	No facility/bush/field
	37.9%
	29.3%
	77.2%
	47.9%

	
	Pit latrine with no slab/open pit
	10.9%
	39.9%
	9.3%
	20.2%

	
	
Other not improved
	4.3%
	0.2%
	0.1%
	1.5%

	
	All none-improved sanitation facilities
	53.1%
	69.4%
	86.6%
	69.6%


[bookmark: _Toc336852984]
[bookmark: _Toc339613129]Table 31: Percentage of members of households using and HHs sharing toilet facilities
	
	CRS
(n= 923)
	FH
(n= 1074)
	SCUS
(n= 442)  
	Total
(n= 2439)

	Members of family using the toilet  
 
	Male adults
	98.2%
	92.8%
	85.4%
	93.5%

	
	Female adults
	97.7%
	97.0%
	83.8%
	94.9%

	
	Male children
	45.3%
	71.0%
	45.9%
	56.6%

	
	Female children
	38.4%
	62.3%
	42.4%
	49.5%

	Percentage of HHs sharing toilet facilities
	8.7%
	20.7%
	88.5%
	28.4%



[bookmark: _Toc339612873]Hand washing practices

Communicable diseases are the major health problems in rural Ethiopia due to poor personal hygiene. Thus proper hand washing practice is important in preventing the spread of communicable diseases. Good hand washing is the first line of defense against the spread of many illnesses, and mothers/caregivers need to wash their hands before feeding their children. The impact of hygiene promotion and washing of hands, with soap in particular, have wider health implications. 

Human hands are vectors that can transport disease agents from person to person, directly or indirectly, via surfaces. Hands that have been in contact with feces, nasal excretions and other bodily fluids, and not subsequently adequately washed can vehicle large numbers of viruses, bacteria and possibly other parasites. They can also carry pathogens from contaminated sources such as animal or bird feces, contaminated foods or domestic or wild animals to new susceptible hosts. In developing countries, the biggest killers of young children are respiratory infections and the diarrheal disease (WHO 2002); and both are preventable via hand washing. Studies have shown a significant reduction in the risk of diarrhea as a result of washing hands or hand washing with soap. (Curtis and Cairncross 2003) estimated further that hand washing with soap alone was able to prevent 0.5 – 1.4 million deaths per year. A recently conducted randomized control trial in Karachi, Pakistan, further confirmed the findings of the two most recent reviews by finding an average reduction of 45% in diarrhea incidence when hand washing with soap was practiced (Luby  and et al, 2006).

In the DFAP, FH and REST considered two standard indicators on hand washing to measure availability of improve hygienic practices. The first indicator is to assess improved hygienic practices only in households with children aged 0-23 months, while the second indicator is reporting on the situation in all households.  The two indicators read as follow:
· Percentage of households with children aged 0-23 months that have water and soap or locally available cleansing agent at a hand washing place;
· Percentage of households that have water and soap or locally available cleansing agent at a hand washing place.

During this survey, the same set of questions and observation of hand washing facilities was made to collect relevant data to report on the two indicators. For the first indicator child caregivers and for the second indicator household heads or other members with knowledge on hygienic practices in the sample households were allowed to provide answers to the questions on top of personal observation of hand washing facilities by the enumerators. The questions for the first indicator were interviewed only in households with children of age under 23 months. The questions for the second indicator were applied across all sample households. The FFP Standard Indicators Guideline (2011) was applied for the constructions of survey questions and data analyses in the case of both indicators.

Based on this, improved hand washing practice is very poor in both FH and REST operational areas. Only 5.7% of households with children 0-23 months have water with soap or locally used cleaning agent (such as sand, mud and ash) at hand washing facility. Likewise, only 9.2% of the sample households have similar facility for hand washing. When the data are segregated by Awardees, 4.1% of households with children 0-23 months and 9.9% of all sample households in FH areas have water with soap or locally cleaning agent at hand washing place. Similarly,7% of households with children 0-23 months and 8.6% of sample households in REST implementation areas have similar hand washing resources (Table 32).

[bookmark: _Toc336852978][bookmark: _Toc339613130]Table 32: Availability of improved hand washing facilities
	Category
	FH
	REST
	Total

	Children 0-23 months
	4.1% (1.91 – 6.29 CI) 
(n=315)
	7.0% (4.45 – 9.55 CI) (n=386)
	5.7% (3.98 – 7.42 CI) (n=701)

	Household
	9.9% (8.39 – 11.41 CI) (n=1,500)
	8.6% (7.2 – 10.0 CI) (n=1530)
	9.2% (8.17 – 10.23 CI) (n=3030)



When the current data are further examined, about two-third of the sample households (62.2%) did not have a specific place for hand washing (Table 33). The problem was more in REST implementation areas where three- fourth of the sample households did not have specific place for hand washing as compared to that of the FH implementation areas. Soap/detergent and locally used cleansing agent were not available in 90.1% and 92.7% of the households, respectively, as indicated in Table 34.   

[bookmark: _Toc336852979][bookmark: _Toc339613131]Table 33: Percentage of households with hand washing practices
	
	FH
(n= 1500)
	REST
(n= 1530)
	Total 
(n= 3030) 

	Places where members of household most often wash their hands
 
	Inside/within 10 paces of the toilet facility
	5.0%
	8.8%
	6.9%

	
	Inside/within 10 paces of kitchen/cooking place
	1.3%
	1.3%
	1.3%

	
Water present at the specific place for hand washing
	Elsewhere in home or yard
	42.8%
	8.6%
	25.5%

	
	Outside yard
	2.1%
	5.8%
	4.0%

	
	No specific place
	48.6%
	75.5%
	62.2%

	
	No permission to see
	.3%
	 
	.1%

	
	
	10.2%
	16.0%
	13.0%



[bookmark: _Toc336852980][bookmark: _Toc339613132]Table 34: Percentage of households with soap/detergent and locally used cleansing agent for hand washing
	
	FH
(n= 261)
	REST 
(n= 283)
	Total 
(n= 544)

	Availability of soap 
	None
	93.4%
	86.5%
	90.1%

	
	Bar soap
	7.0%
	13.3%
	10.0%

	
	Other detergents and liquid soap 
	.8%
	.5%
	.6%

	
	Total soap/detergent
	6.6%
	13.5%
	9.9%

	Availability of locally used cleaning agent
	None
	93.3%
	85.0%
	92.7%

	
	Ash
	4.8%
	15.0%
	5.6%

	
	Mud/Sand
	2.3%
	0.0%
	2.1%

	
	Others
	1.5%
	0.0%
	1.5%

	
	Total local cleansing agent
	6.7%
	15.0%
	7.3%





[bookmark: _Toc339612874]Gender and Social Perspectives
[bookmark: _Toc339612875]6.1 Women’s Decision-Making Role on Purchase and Sale of Household Assets

A number of indicators were identified and examined to help determine the levels of women’s empowerment in DFAP operation areas. Women’s joint decisions on purchase and/or sale of household assets are one of the indicators identified to measure women’s empowerment in the study areas. This indicator is applied by two awardees, namely FH and SCUS. In an attempt to capture relevant data on decision-making role of women, currently married women were first asked whether the family bought and/or sold household assets as livestock and agricultural products in the last one year. Then we asked them whether the decisions to purchase and/or sale such household assets were made by the woman alone, the husband alone or jointly by the women and their husbands. 

	[bookmark: _Toc339613133]Table 35: Proportion of currently married women reported to have jointly decided on purchase and/or sale of household assets

	Assets
	FH 
	SCUS
	Total

	Camel
	72.2%
	81.1%
	80.5%

	Cattle
	85.8%
	70.3%
	80.2%

	Sheep/Goat
	86.3%
	71.0%
	78.0%

	Donkey
	87.0%
	64.2%
	76.7%

	Horse
	88.3%
	93.0%
	90.4%

	Mule
	87.8%
	87.2%
	87.5%

	Cereals
	89.2%
	48.2%
	69.0%

	Pulses
	89.0%
	34.3%
	69.5%

	Total 
	100%
	100%
	100%


 The summary of these responses, presented in Table 35, shows husband and wife joint decisions on purchase and/or sale of household assets is common both in FH and SCUS intervention areas. The findings of the study indicated that the proportion of currently married women that jointly made decisions on purchase and/ or sale of camel, cattle and sheep/goat were 80.5%, 80.2%, 78.0%, respectively. Similarly, the overwhelming majority of currently married women interviewed reported to have jointly decided on purchase and/ or sale of donkey (76.7%), horse 90.4% and mule (87.5%). Similar tendency were also observed in the case of cereals and pulses. A large proportion of married women included in the study made joint decisions with their spouses on purchase and/ or sale of cereals (69.0%) and pulses (69.5%). Significant variations were not observed between FH and SCUS areas, except decisions on purchase and/ or sale of cereals and pulses. In FH intervention areas the highest proportion of respondents reported to have jointly decided on purchase and/ or sale of cereals (89.2%) and pulses (89.0%). In sharp contrast to this, joint decisions on purchase and/ or sale of cereals were lower in SCUS areas, i.e., 48.2% for cereals and 34.3% for pulses.
 
The baseline study also investigated whether currently married women included in the study independently decide on purchase and /or sale of household assets. Though women’s independent decisions were not identified as program output indicators, the study team believed that it is vital for programmatic interventions and targeting. For the detail on this please see Annex 1.

[bookmark: _Toc339554158][bookmark: _Toc339554546][bookmark: _Toc339612876]Gender Based Domestic Violence: Wife Beating

The study tried to look into the situation of gender-based domestic violence (wife beating) and respondents’ opinion as to whether currently married women (CMW) and male household heads (MHH) accept wife beating in FH and REST program implementation areas. In order to obtain data on prevalence of gender-based domestic violence, CMWs were asked whether they had been beaten by their husbands and MHHs were asked if they ever beat their wives. The data shown in Table 36 disclose that wife beating was uncommon in both study areas, i.e., 83.0% of CMW reported that they had never been beaten by their husbands and almost 80% of MHHs indicated that they had never beaten their wives. Of the two Awardee areas, wife beating seems to have been more common in REST areas (19.7% of CMW and 27.7% of MHHs) than FH sites (14.2% of CMW and 12, 9% of MHHs). 

[bookmark: _Toc339613134]Table 36: Proportion of MHHs who reported to beat their wives and CMW reported to have been beaten by their husbands
	Response

	FH
	REST
	Total

	
	CMW
	MHH
	CMW
	MHH
	CMW
	MHH

	  No
	85.8%
	87.1%
	80.3%
	72.3%
	83.0%
	79.7%

	  Yes
	14.2%
	12.9%
	19.7%
	27.7%
	17.0%
	20.3%



In response to the DFAP indicators on wife beating, CMWs and MHHs were independently asked whether they accept wife beating or not (Table 37). The highest proportions (80.3% of CMW and 78.5% of MHHs) of respondents were against wife beating, while only a fifth of interviewees disclosed that they accept wife beating. In FH areas, more CMW (21.1%) accepted wife beating than MHHs (18.4%). On the contrary, in REST areas more MHHs (24%) accepted wife beating than CMW (16.3%).

[bookmark: _Toc339613135]Table 37: Proportion CMWs and MHHs who accept wife beating
	Responses
	FH
	REST
	Total

	
	CMW
	MHH
	CMW
	MHH
	CMW
	MHH

	Accept 
	21.1%
C.I.( 18.8-23.4%)
	18.4%
C.I.(16.2-20.6%)
	16.3%
C.I.( 14.3-18.3%)
	24.0%
C.I.( 22.6-26.9%)
	18.5%
C.I.(17.0-220.0%)
	21.2%
C.I.( 19.5-22.9%)

	Do not accept 
	76.7%
	81.3%
	83.5%
	75.8%
	80.3%
	78.5%

	Have no idea 
	2.2%
	.3%
	.2%
	.2%
	1.2%
	.3%

	Total 
	100%
	100%
	100%
	100%
	100%
	100%



The respondents who accepted wife beating were also further asked to mention the reasons why they accept wife beating (Table 38). The overwhelming majority of CMW (96.5%) and MHHs (94.5%) reported that wife beating is necessary to shape the behavior of their wives. It is also mentioned by the respondents in FH area as wife beating is reflection of women’s subordination to men.

[bookmark: _Toc339613136]Table 38: Reasons provided by CMW and MHH for accepting wife beating
	Reasons

	FH
	REST
	Total

	
	CMW
	MHH
	CMW
	MHH
	CMW
	MHH

	Correct wife’s misconduct
	96.6%
	100.0%
	96.5%
	96.5%
	96.5%
	94.5%

	Show  status as household head
	13.7%
	12.7%
	1.8%
	1.8%
	8.7%
	7.9%

	Religious factor 
	2.1%
	3.8%
	0.0%
	0.0%
	1.2%
	1.9%

	Men’s economic position 
	6.9%
	
	0.0%
	0.0%
	4.0%
	

	Others
	
	8.0%
	
	
	
	4.5%

	Total
	0.9%
	1.9%
	2.9%
	2.9%
	1.7%
	5.0%



[bookmark: _Toc339612877]Gender Preference on Sending Boys and Girls to School

 (
Figure 
4
: 
Proportion of MHHs and CMW who prefer to send boys than girls to school
FH, CMW: 
C.I. 
(58.2-63.8%) & MHHs: C.I. (15.3%-19.7%);
REST, CMW C.I. (64.3-69.3%) & MHH CI (9.0%-12.6%);
Total, CMW: (62.2%-66.0%) & MHH (12.8-15.6%)
)[image: ]In most parts of the country the majority of people prefer to send boys to school than girls. Based on the existing general pattern, the study tried to determine the proportion of MHHs and CMWs who prefer to send boys to school than girls.  Respondents were asked a question that reads, “Do you think that it is better for boys to be in school than girls.”  For this question both CMW and MHHs provided their answers and the study findings indicated that 64% of CMW preferred to send boys to school than girls (Figure 4); whereas only 14.2% of MHHs mentioned their preference to send boys to school than girls. Similar pattern was observed when we see the data broken down by Awardees. 61% of CMWs in FH and 64.8% in REST areas  disclosed their preference to send boys to school. Here it is worth nothing that this may need some explanation as to why CMWs preference to boys was by far lower than that of the MHHs.  

[bookmark: _Toc339613137]Table 39: Reasons for preferring boys than girls to send to school
	Reasons 
	FH
	REST

	
	CMW
	MHH
	Total
	CMW
	MHH
	Total

	To protect girls from possible abuse and violence
	50.2%
	46.6%
	46.1%
	46.2%
	45.0%
	49.2%

	Boys are capable and cleverer than girls in school
	39.7%
	48.7%
	45.7%
	24.2%
	38.8%
	35.1%

	Girls are usually expected to provide support for their mothers
	20.1%
	22.2%
	17.8%
	17.6%
	7.5%
	19.3%

	Educating boys is considered as insurance for the family 
	15.8%
	21.2%
	17.5%
	2.2%
	8.8%
	11.7%

	Girls are not entitled to enroll in school, rather they are expected to be housewives
	15.8%
	13.2%
	10.8%
	1.1%
	5.0%
	11.3%

	Boys are eager to learn while girls don't have the interest
	12.9%
	12.2%
	9.3%
	1.1%
	2.5%
	9.3%

	Financial constraint in the family that doesn't allow parent to send boys and girls at the same time
	5.7%
	7.9%
	6.3%
	7.7%
	2.5%
	6.3%

	Religious factor discourages to educate girls
	1.9%
	2.1%
	1.9%
	2.2%
	1.3%
	2.0%



Following a question on gender preference to send children to school, further two questions pertaining to reasons for gender preference and decision-makers in the household to send children to school were raised to  the two categories of respondents in a household where there are school age children.  The results indicate that a little half of the respondents (49.2% in REST areas and 48.1% in FH areas) did not prefer to send girls to school mainly because of the need to protect them from possible abuses and violence on their way to-and-fro school. The other important factor mentioned by large proportion (45.7% for FH areas and 35.1% for REST areas) of respondents was that boys are more capable and cleverer than girls in school (Table 39 above).

	[bookmark: _Toc339613138]Table 40: Major decision-makers on sending children to school, according to MHHs

	Decision-maker
	FH
	REST
	Total

	Husband
	13.5%
	11.9%
	12.8%

	Wife
	2.0%
	4.4%
	3.4%

	Husband and wife jointly
	83.5%
	83.7%
	83.8%


 In this study only MHHs were asked questions related to decision-making on sending children to school and it is apparent that husbands and wives joint decisions were eminent in the study areas. Table 40 shows that 83.8% of MHHs reported that husband and wife jointly decided on sending children to school. Significant difference was not observed in the two Awardees project implementation areas in respect to decision-making on sending children to school.    
[bookmark: _Toc339612878]Female Circumcision

One of the main thrust of the baseline study was to determine the proportion of currently married women (CMW) and male heads of households (MHH) who believe that the practice of female circumcision (FC) should be stopped. However, apart from this program outcome indicator, other variables like prevalence of FC and the reasons why the study communities practice FC were included in the study as it may help for future program intervention and targeting. The indicator on respondents’ opinions whether FC should continue is applied to FH, REST and SCUS. 

In line with the identified output indicator, CMWs and MHHs in the sample households were asked whether they think FC should continue or not. As shown in Table 41, about three quarters (76%) of CMW in the sample households were of the opinion that FC should be stopped, while one fifth of the respondents reported that they support the continuation of the practice. Among the MHHs 77.2% believe that the practice of female circumcision should be stopped. In contrast to this, 20.6% of MHHs expressed their support for the practice. When the data was disaggregated by Awardees, it was found that the support for the elimination of the practice is very eminent in REST areas, i.e. 80.9% for both CMW and MHHs. It is also apparent that FH areas exhibited relatively lower percentage (68.5% of CMW and 71.3% of MHHs) of respondents who supported the discontinuation of the practice. 

[bookmark: _Toc339613139]Table 41: Proportion of CMW and MHHs who believe female circumcision should be stopped
	Opinion 
	FH
	REST
	SCUS
	Total 

	
	CMW
	MHHs
	CMW
	MHHs
	CMW
	MHHs
	CMW
	MHHs

	It should be stopped
	68.5%
C.I.(65.8--71.2%)
	71.3%
C.I.(68.7-73.9%)
	80.9%
C.I.(78.7-83.1%)
	80.9%
C.I(78.5-83.3%)
	78.1%
C.I.(76.0-80.2%)
	79.1%
C.I.(77.0-81.2%)
	76.1%
C.I.(74.8-77.4%)
	77.2%
C.I.(75.9-78.5%)

	It should continue
	25.3%
	24.4%
	16.4%
	16.4%
	21.2%
	20.7%
	20.9%
	20.6%

	No idea or indifferent
	6.2%
	4.2%
	2.7%
	2.7%
	.7%
	.2%
	3.0%
	2.2%

	Total
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%
	100.0%


[bookmark: _Toc329054359]As cited above, besides the identified program indicator, data were also collected on the prevalence of female circumcision among families having female children at home. In order to obtain data on the prevalence of FC, CMW and MHHs were asked whether any of their daughters have undergone circumcision. As indicated in Table 42, of all CMW respondents 43.3% reported that they had circumcised daughters, while the majority (56.7%) of them claimed that their daughters had not undergone circumcision. Likewise, over half of the respondents among the MHHs mentioned that they did not have circumcised daughters. The breakdown of the prevalence of FC among daughters by Awardees indicated that the overwhelming majority (85.2% for CMW and 83.6% for MHHs) of respondents had no circumcised daughters in REST areas. In relative terms, the highest proportions (50.5% for CMW and   52% for MHH) of the respondents who had circumcised daughters were reported in FH operation areas. In general, although large proportion of respondents claimed their preference to stop FC, the data indicates that still more than half of female children in the sample households are circumcised, more importantly in FH and SCUS areas. 

[bookmark: _Toc339613140]Table 42: Proportion of CMW and MHHs who had circumcised their daughters
	Responses 
	FH
	REST
	SCUS
	Total 

	
	CMW
	MHHs
	CMW
	MHHs
	CMW
	MHH
	CMW
	MHH

	No
	49.5%
	48.0%
	85.2%
	83.6%
	40.0%
	38.5%
	56.7%
	54.4%

	Yes 
	50.5%
	52.0%
	14.8%
	16.4%
	60.0%
	61.5%
	43.3%
	45.6%



Literatures on the practice of female circumcision have documented that FC is pervasive and widespread in most parts of Ethiopia, including the study areas [EDHS (2005), NCTPE (2006) UNICEF (2005)]. The findings of this survey, however, do not tally with the findings of previous studies. This deviation may partially be attributed to respondents’ denial to provide accurate information and/or awareness raising campaigns waged against the practice by different state and non-state actors are paying off. In order to complement the findings of the present quantitative study, there may be a need to conduct a qualitative study on FC.  

The study findings also show that the majority of study participants are against the practice of female circumcision. This indicates that the present survey finding is in conformity with other previous studies (UNICEF (2005). For instance, a study found that out of 15,000 women surveyed across Ethiopia only 25.5 percent still supported FC, down from 60 percent five years ago. A number of factors may be at work for the current stand against the long established traditional practice. The factors like better educational attainment of girls, anti-FC laws and awareness-raising may contribute for the increasing opposition of the practice.

Aside from the information pertaining to program outcome indicators, the study has also tried to determine the decision-makers on female circumcision practice within and beyond the household. In an attempt to capture data on who makes decision to circumcise their daughters, respondents were asked to indicate whether mother alone, father alone, mother and father jointly are the key decision-makers to circumcise their daughters. 

As the data in Table 43 show, mothers have a very prominent role in the decision to circumcise. The study revealed that slightly over 40% of CMW and MHHs reported that mothers alone play a firsthand role in the decision to circumcise their daughters. The study also found that 49.0% of CMW and 48.8% of MHHs reported that mother and father jointly decided to circumcise their daughters and 8.4% of CMW and 10.5% of MHHs mentioned that father alone made decisions on circumcision.

The data disaggregated by Awardees disclosed that in all of the three Awardees areas fathers alone did not have important roles to circumcise daughters. In addition to this, the highest proportion of respondents (58.7% CMW and 58.3% MHHs) in FH operation areas reported that fathers and mothers jointly decided on circumcision.  
[bookmark: _Toc329054360]

[bookmark: _Toc339613141]Table 43: Percentage of CMW and MHHs reported on who makes decisions on FC in households
	Decision-makers
	FH
	REST
	SCUS
	Total 

	
	CMW
	MHHs
	CMW
	MHHs
	CMW
	MHHs
	CMW
	MHHs

	Father alone
	3.1%
	6.2%
	15.7%
	10.5%
	9.4%
	13.6%
	8.4%
	10.5%

	Mother alone
	38.2%
	35.3%
	42.7%
	47.7%
	44.4%
	41.1%
	42.0%
	40.2%

	Father and mother jointly
	58.7%
	58.3%
	41.0%
	41.4%
	45.3%
	44.5%
	49.0%
	48.8%

	Don’t know 
	
	
	0.6%
	0.4%
	0.9%
	0.8%
	0.6%
	0.5%



The present study also sought to identify the reasons why the study population practices FC. As shown in Table 44, slightly over 50% of the total respondents indicated that they practiced FC for ritual and religious reasons. Of the total respondents, 40.2% (CMW) and 44.6% (MHH) reported that they practiced FC to legitimize their daughters’ future marriage.  20% of CMW and 19.9% of MHH revealed that they practiced FC to keep a girl calm and peaceful through controlling her sexuality. When we see the data disaggregated by Awardees, we can find variations in proportions as regards to the reasons for practicing FC. In REST areas 75.7% of CMW and 84.6% of MHHs mentioned ritual and religious factors as major determinants for the practice of FC. In SCUS intervention sites 63.3% of CMW and 62% of MHHs also indicated that they practiced the tradition to fulfill religious and ritual requirements. On the contrary, in FH areas the majority (73.2% CMW and 68.6% MHHs) of the respondents mentioned girls’ marriageablity as an important reason for practicing circumcision.  

[bookmark: _Toc339613142][bookmark: _Toc329054361]Table 44: Reasons for practicing circumcision on their daughters
	Reasons 
	FH
	REST
	SCUS
	Total 

	
	CMW
	MHHs
	CMW
	MHHs
	CMW
	MHH
	CMW
	MHH

	Religious / ritual factor
	23.1%
	27.0%
	75.7%
	84.6%
	63.3%
	62.5%
	51.9%
	53.1%

	For girls  future marriage 
	73.2%
	68.6%
	9.7%
	2.8%
	27.7%
	38.3%
	40.2%
	44.6%

	To keep the girls calm & peaceful
	45.7%
	36.8%
	17.4%
	14.0%
	6.4%
	11.3%
	20.0%
	19.9%

	To keep the girls healthy
	9.5%
	7.7%
	1.4%
	1.4%
	4.9%
	5.9%
	6.0%
	6.0%

	Other
	1.8%
	0..6%
	.0%
	.0%
	.0%
	.0%
	.4%
	.2%

	Total 
	100%
	100%
	100%
	100%
	100%
	100%
	100%
	100%



[bookmark: _Toc339612879]Women’s Decision-Making on Seeking Health Services

The study also investigated married women’s decision-making power on seeking health services for themselves and their children. In order to obtain data pertaining to decisions on matters related to their own health and the health of their children, currently married women were asked about decision-makers on seeking health services in households. The program output indicator sought to find the percentage of currently married woman reporting that she makes decisions either by herself or jointly with her spouse regarding seeking health services for her own health and for their children. This indicator is applied to CRS, REST and SCUS.

As can be seen from Table 45, about 73.0% of CMW reported that decisions were made either by the woman and/or jointly with her spouse to seek health services for woman’s own health. In addition, the study attempted to find out whether women or men independently or jointly decide on seeking health services for CMW. The highest proportion (55.5%) of CMW in sample households disclosed that decisions were made by women and/or jointly with their spouses, and 26% of the respondents mentioned husband/partner independent decisions. Women’s independent decisions were cited only by 17.5% of CMW included in the study. When we disaggregate the data by Awardees operational areas, the vast majority (91.6%) of interviewees in REST areas disclosed that they either independently and/or jointly with their spouses decided to seek health services for themselves.

[bookmark: _Toc339613143]Table 45: Percentage decision of household makers on seeking health services for themselves
	Decision-makers 
	CRS 
	REST 
	SCUS
	Total 

	Woman alone 
	13.9%
	31.2%
	11.3%
	17.5%

	Husband/partner alone 
	33.5%
	8.2%
	31.8%
	26.0%

	Woman and her husband/partners jointly
	51.5%
	60.4%
	55.7%
	55.5%

	Either by woman and/or jointly with her spouse 
	65.40%
C.I.(62.9-67.9%)
	91.60%
C.I.(88.8-92.4%)
	67.0%
C.I.(64.6-69.4%)
	73.00%
C.I.(71.6-74.4%)

	Others
	1.10%
	0.20%
	1.30%
	1.10%

	Total 
	100.0%
	100.0%
	100.0%
	100.0%


 
[bookmark: _Toc339613144]Table 46: Percentage of household decision makers on seeking health services for their children
	Decision-makers 
	CRS 
	REST 
	SCUS
	Total 

	Woman alone 
	7.1%
	13.6%
	8.5%
	9.5%

	Husband/partner alone 
	22.9%
	3.2%
	18.5%
	15.5%

	Woman and her husband/partners jointly
	70.0%
	82.9%
	72.4%
	74.7%

	Either by woman and/or jointly with her spouse 
	77.1%
C.I.(74.7-79.5%)
	96.5%
C.I.(95.4-97.6%)
	80.9%
C.I.(78.9-82.9%)
	84.2%
C.I.(83.0-85.4%)

	Others
	
	0.4%
	0.6%
	0.2%

	Total 
	100.0%
	100.0%
	100.0%
	100.0%



In view of assessing women’s decision-making power in the sample households, a question as to who usually makes decisions for the children to go to health facility for treatment during illness was posed to CMW.  As shown in Table 46, similar to the findings on decisions pertaining to seeking health services for CMW, women’s independent decisions on their children’s treatments during illness were reported to be minimal (9.5%). In contrast to this, a large proportion (74.7%) of respondents reported that women and their husbands decided jointly on their children’s medical treatment. In line with the program output indicator identified by the Awardees, the study also tried to discover women’s independent and/or joint decisions on seeking health services for their children. As can be seen in the table below, the vast majority (84.2%) of CMW interviewed indicated that decisions were made either by themselves and/or jointly with their spouses. The data disaggregated by Awardees vividly showed that CMW in REST operation areas had better independent and/or joint decision-making power (96.5%) than their counterparts in SCUS (80.9%) and CRS (77.1%) areas.    

[bookmark: _Toc339612880]6.6 Women’s Report on Self-efficacy

The study measured women’s empowerment, among others, through women’s report on self-efficacy. CRS, as one of the Awardees, has identified an indicator which reads, “Proportion of females who report increased self-efficacy at the conclusion of USG supported training/ programming” to gauge the level of women’s empowerment.

	[bookmark: _Toc339613145]Table 47: Mean score on women’s self-efficacy

	Age group
	Self-efficacy

	17-25 years
	4.31

	26-35 years
	4.08

	36-45 years
	4.55

	46 years and above
	5.03

	Overall Mean
	4.35
C.I.(4.09-4.60)


As learnt from a brief guide provided by CRS, this indicator is used for the evaluation of training or programs that have women’s empowerment as a goal (see Annex 6).  Though this study aimed at providing baseline information on the levels of women’s empowerment, looking into the outcomes of training programs was not its aim. Despite this, however, the study has tried to indicate women’s report on self-efficacy. In this respect, women in male households and females who head households were asked to report on self-efficacy. The findings indicated that the mean score was 4.35 and the highest score (5.03) was recorded for women aged 46 years and above (Table 47).
We have also examined if mean self-efficacy among women is influenced by marital and literacy status of respondents. Mean in self-efficacy is little higher among currently married women (4.29) as compared to single and household head women (4.35).  Likewise, this indicator is slightly high among literate women as compared to illiterate counterparts. Based on a t-test results, the differences in the level of women’s self-efficacy due to marital and literacy status are not statistically significant (Table 48). Therefore, broader intervention that involves married and household heads as well as literate and illiterate women is mandatory to enhance women’s self-efficacy. 

[bookmark: _Toc339613146]Table 48: Statistical test of women’s mean self-efficacy difference by marital and literacy status of respondents
	
	Status of women
	N
	Mean
	Std. Deviation
	Std. Error Mean

	Household status a
	Head of household (single)
	59
	4.2881
	4.21021
	.54812

	
	Non-household heads (married)
	1355
	4.3535
	4.93515
	.13407

	Literate b
	No
	1154
	4.2738
	4.97047
	.14632

	
	Yes
	292
	4.6575
	4.75292
	.27814


a: P=.90, t=-.10; b: P=.235, t=-1.2

[bookmark: _Toc339612881]Access to PSNP Transfer by People Living with Disabilities

The baseline survey has defined disabilities as physical, cognitive, mental, sensory, emotional, and developmental or a combination of these observed traits on people within the sample households. Aged members of the sample households were not considered as persons with disability.  This definition of disabilities has been well communicated to sample respondents prior to posing questions pertaining to people living with disabilities. Chronically food insecure persons with disabilities in chronically food insecure and PSNP supported households are not obliged to contribute labor to have access to PSNP. They are entitled to get direct food transfer.

This study, based on the indicator provided by the Awardees, has tried to find out the percentage of people with disabilities in PSNP woredas that are served by the Safety Net Program. In order to obtain relevant data, household heads were asked as to whether PSNP transfers were accessible to people with disabilities. To maintain the logical flow of queries and for triangulation, the sampled household heads, aside from questions related to the identified indicators, were also asked the question: "Do you have anyone with disability in the family?” 

As shown in Table 49, a total of 162 persons were reported to have either physical and/or intellectual impairments in the sampled households affected by chronic food insecurity and receiving PSNP[footnoteRef:6]. From the total persons with disabilities, 41.2% living in chronically food insecure households reported to receive PSNP transfer. The proportion of people with disabilities and receiving PSNP support varied across Awardees. 27.3% persons with disabilities in chronically food insecure households in CRS (, 35.5%in SCUS, 62.3% in FH  and 95.7% in REST ()  are getting PSNP support.  [6:  The report assumed chronically food insecure households to be those households currently receiving PSNP transfers.] 


[bookmark: _Toc339613147]Table 49: Persons living with disabilities that receive PSNP support in the sample households
	Persons living with disabilities
	CRS
	FH
	REST
	SCUS
	Total

	Total persons with disability in chronically food insecure households(N)
	22
	69
	69
	133
	293

	Persons with disability in chronically food insecure households receiving PSNP (N)
	6
	43
	66
	47
	162

	Persons with disability in chronically food insecure households receiving PSNP (%)
	27.3%
C.I.(8.7-45.9%)
	62.3% C.I.
(50.9-73.7%)
	95.7%
C.I.(90.9-100%)
	35.3%
C.I.( 27.2-43.4%)
	55.3%
C.I.(49.6-61.0%)


[bookmark: _Toc329054365]
[bookmark: _Toc339613148]Table 50: Percentage of persons with disability and the reasons for not receiving PSNP support
	Reasons for not receiving PSNP
	CRS
	FH
	REST
	SCUS
	Total

	Person with disabilities is not recognized as a needy person by the targeting body
	62.8%
	43.1%
	25.0%
	38.6%
	44.7%

	Person with disability had no interest to get registered as PSNP beneficiary
	14.0%
	19.4%
	8.3%
	15.7%
	16.2%

	Person came to the HH or became disabled after PSNP targeting
	9.4%
	20.8%
	50.0%
	22.8%
	20.9%

	Due to fear of stigma and discrimination after disclosing disability status
	7.0%
	12.5%
	16.7%
	22.9%
	15.2%

	The household has no food shortage & no need for support from PSNP
	9.3%
	13.9%
	0.0%
	0.0%
	7.1%

	Other
	2.3%
	4.2%
	0.0%
	1.4%
	2.5%


Note: the sums of percentages across columns are greater than 100% as there are persons with disability who could have multiple reasons for not receiving PSNP support.

The study, as indicated in Table 50 above, found that the majority of the respondents (almost 45%) cited lack of the PSNP targeting bodies’ recognition of persons with disabilities as needy people as a reason for not receiving PSNP support. Reasons like loss of interest on the part of persons with disabilities to benefit from PSNP support and fear of stigma and discrimination against persons with disability were also mentioned by 16.2% and 15.2%, respectively, of the sampled household heads.

In general, the report on the number of persons with disability is low. This might be because traditionally people are less willing to express their personal disabilities. In addition, households head may also be less willing to acknowledge the presence of people with disabilities in their families. Therefore, community based assessments through key informant interviews and focus group discussions by the Awardees are recommended to further understand the presence of people with disability and their access to PSNP support.


[bookmark: _Toc339612882]Social Services

The DFAP program has four indicators that measure the program outcomes in relation with its interventions to expand social services. These indicators are:

i) Percentage of  HHs in PSNP woredas report of improved access to primary schools as per government standard (SCUS);
ii) Percentage of HHs in PSNP woredas report of improved access to health posts as per government standard (SCUS and CRS);
iii) Average number of months in a calendar year of water availability at improved water structures (SCUS);
iv) Percentage of households using improved drinking water sources for livestock (SCUS); and 
v) Percentage of girls attending schools constructed by the program (SCUS).

[bookmark: _Toc328978912][bookmark: _Toc329055276][bookmark: _Toc339612883]7.1 Access to Primary Schools and Health Posts

The first two indicators are supposed to be seen in terms of distance between the residence of households and the services, i.e., primary schools and health posts. The average travel distance or the time taken to reach these services as a means to measure these indicators is stated in the Indicators Performance Table of the program as prepared by the Awardees. 

The baseline survey team made a review of different government documents on ways of measuring access to primary schools and health posts. It found out that access to primary schools, according to the government’s approach, is measured by school enrolment rates in a particular administrative boundary such as region or national level. The IV Education Sector Development Program (ESDP) indicates that the general enrolment rate for primary school for Somali region will increase from 63.8% in 2009/10 to 100% in 2014/15 (MoE, 2010).  Similarly, the consultants came to know that access to health posts are planned in such a way that a health post can serve about 5,000 people in surrounding villages and two female heath extension workers are employed at one health post (MoH, 2005). In both cases, the government’s standards do not formally measure access in terms of distance and percentage of households.

Therefore, the baseline survey asked households within the walking distances of the two services from their residences and summarized the responses in Table 51 as per the program IPTT of SCUS. Although this approach cannot help in comparing the survey results with the government standard, it can easily measure the change in access to services as a result of the program interventions, if the same baseline survey questions are used during the evaluation time. The average one-way distance of first cycle primary schools in the DFAP area where SCUS operates is about 2.2 km from the residential places of the sample households. Sample households in CRS and SCUS implementation areas have to cover 7.5 km and 4.4 km to reach the nearest health post facility. 

These data show that efforts should be exerted to reduce the distances of primary schools and health posts from households in Oromiya, while more attention would be required in terms of improving quality of infrastructures in both regions through PSNP public work activities. 


[bookmark: _Toc329054366][bookmark: _Toc339613149]Table 51: One-way walking distance of primary schools and health posts from residential places
	
	
	1st Cycle Primary Schools 
	Health Posts

	
	
	SCUS
	CRS
	SCUS
	Total

	% of HHs
	30 min or less
	88.5%
	41.9%
	73.4%
	57.6%

	
	30.1 - 60.0 min.
	5.4%
	18.8%
	9.3%
	14.1%

	
	60.1- 90.0 min.
	1.7%
	11.6%
	3.5%
	7.6%

	
	90.1 - 120.0 min.
	0.5%
	12.0%
	.9%
	6.4%

	
	120.1 - 150.0 min.
	1.1%
	2.0%
	2.4%
	2.2%

	
	Above 150 min.
	2.8%
	13.7%
	10.5%
	12.1%

	Average distance in min.
	26
	99.4
	53.0
	76.0

	Average distance in km[footnoteRef:7] [7:  Distance in km is calculated by assuming one hour to complete 5 kms.] 

	2.2
C.I.(1.9-2.4)
	8.3
C.I.(7.5-9.1) 
	4.4
C.I.(3.9-4.8)
	6.2
C.I.(5.7-6.6)



[bookmark: _Toc339612884]Access to Domestic Water Sources

The DFAP intends to improve access to domestic water from improved water sources for domestic use in SCUS operational areas. Consensus has been reached between the baseline study team and SCUS to consider two water sources (birka and hand dug well) that will be promoted by the program for measuring access to domestic water sources. In addition, the duration of the use of improved water sources considered during a normal rainy year, mainly because access to water from the improved structure can be ensured only when the rain season, is appropriate. In the case of households reported concurrently using both structures as source of water, the study considered the structure with longer duration of service to calculate the average duration of access to the improved structures.

Table 52 shows the average duration of rainy seasons and the use of water from improved structures after the end of these seasons. In the survey areas there are two rainy seasons. According to the survey respondents, the two rainy seasons last for 3.44 months per year. The same households also reported the use of improved water sources for about four and half (4.53) months per year after the secession of the rainy seasons. Therefore, the total duration for domestic water access from the improved structures in SCUS areas is about 8 months.

[bookmark: _Toc329054367][bookmark: _Toc339613150]Table 52: Duration of rainy seasons and access to improved water sources in months
	Duration of normal rainy seasons
	Duration of water access from improved structures after the rainy seasons 
	Total duration of water access from improved sources per year

	3.44
	4.53
	7.97 C.I. (7.83-8.19)







[bookmark: _Toc328978914][bookmark: _Toc329055278][bookmark: _Toc339612885]Improved Water Sources for Livestock

	[bookmark: _Toc329054368][bookmark: _Toc339613151]Table 53: Percentage of households by sources of water for livestock

	
	Total

	Have no livestock
	11.2%

	Improved livestock water sources
	45.0%
C.I. (42.5-47.5%)

	Unimproved livestock water sources
	43.8%


Basically, the baseline data was collected on sources of water for livestock both during the dry and rainy seasons from the sample respondent households. However, livestock owners do not largely worry during rainy season where to provide drinking water for their animals as they can easily obtain water from different surface water sources. During this occasion, people do not normally look for improved water sources to water their animals. Therefore, we calculated the indicator value on access to improved water sources for livestock only for the dry season. As indicated in Table 53, about 45% of sample households reported to have access to improved water sources for their animals at the time of this survey. The improved water sources include ponds, birkas and hand dug wells – all fitted with cattle trough. About 43% of the households use unimproved water sources. Nearly 11% of the households also reported not to have livestock and no need for water sources for animals.

[bookmark: _Toc339612886]Health and Nutrition
[bookmark: _Toc336852935][bookmark: _Toc339612887]Nutritional Status of Children 

According to the global conceptual framework developed by UNICEF (UNICEF 1990), nutritional status in children and women is the result of a long sequence of interconnected events that are classified as the immediate, the underlying and the basic causes or determinants of malnutrition. Inadequate dietary intake and disease are considered the most significant immediate causes of malnutrition of children and women. The underlying causes for inadequate dietary intake and diseases are insufficient food availability and access, inadequate care for children and mothers, and insufficient health services and inadequate provision of a healthy environment. Finally, the major basic or structural causes of malnutrition include economic, technological, political, cultural, and institutional structures and processes, the means of control of physical resources, and the level of human development.

In the current study, data on the nutritional status of children was gathered by measuring the height and weight of all children under age five. Data were collected to calculate three indices of anthropometric indicators—height-for-age, weight-for-age, and weight-for-height. For this report, indicators of the nutritional status of children were calculated using new growth standards published by the World Health Organization (WHO) in 2006. These new growth standards were generated using data collected in the WHO Multicentre Growth Reference Study (WHO, 2006).

The three indices are expressed as standard deviation units from the median for the reference group. Children who fall below minus two standard deviations (−2 SD) from the median of the reference population are regarded as malnourished, while those who fall below minus three standard deviations (−3 SD) from the median of the reference population are considered severely malnourished.

[bookmark: _Toc336853004][bookmark: _Toc339613152]Table 54: Prevalence of stunting, underweight and wasting among 6-60 month of children 
	
	CRS
(n= 1440)
	FH
(n= 651)
	REST
(n= 904)
	SCUS
(n= 1680)
	Sex
	Total
(n = 4669)

	
	
	
	
	
	Male
(n =2395)
	Female
(n= 2274)
	

	HEIGHT FOR AGE
	% below –2 SD
	43.6%
(39.5-47.8 C.I)
	65.5% 
(61.1-69.9 C.I)
	50.9%
(47.0-54.8 C.I)
	31.8%
(26.8-36.9 C.I)
	51.3%
(48.1-54.6 C.I)
	37.3%
(34.1-40.5 C.I)
	44.4%
(41.7-47.2 C.I)

	
	% below –3 SD  
	19.9%
(16.2-23.6 C.I)
	39.2%
(34.4-44.0 C.I)
	21.9%
(18.6-25.2 C.I)
	13.8%
(8.9-18.8 C.I)
	25.8%
(22.6-29.0 C.I)
	16.1%
(13.7-18.4 C.I)
	21.0%
(18.6-23.4 C.I)

	WEIGHT FOR AGE
	% below –2 SD
	26.0%
(23.1-28.9 C.I)
	49.8%
(44.8-54.8 C.I)
	28.3%
(24.8-31.9 C.I)
	31.0%
(23.4-38.7 C.I)
	38.6%
(35.0-42.2 C.I)
	24.8%
(21.6-27.9 C.I)
	31.8%
(28.8-34.8 C.I)

	
	% below  –3 SD   
	7.5%
(5.9- 9.0 C.I)
	19.5%
(15.9-23.1 C.I)
	5.9%
(3.9- 7.9 C.I)
	12.9%
(8.8-17.1 C.I)
	13.2%
(10.9-15.6 C.I)
	8.5%
(6.5-10.5 C.I)
	10.9%
(9.1-12.7 C.I)

	WEIGHT FOR HEIGHT
	% below –2 SD
	9.6 %
(7.8-11.4 C.I)
	15.7 %
(11.4-19.9 C.I)
	7.0 %
(4.8-9.1 C.I)
	17.2 %
(13.1-21.3 C.I)
	14.7 %
(12.5-17.0 C.I)
	10.2 %
(7.9-12.6 C.I)
	12.6 %
(10.7-14.4 C.I)

	
	% below  –3 SD     
	1.5 %
(0.7-2.3 C.I)
	3.7 %
(1.5-5.9 C.I)
	0.4 %
(-0.1-1.0 C.I)
	4.9 %
(3.6-6.3 C.I)
	3.0 %
(2.1-4.0 C.I)
	2.4 %
(1.4-3.4 C.I)
	2.7 %
(2.0-3.5 C.I)


Note: C.I. stands for confidence interval.
A total of 4,669 children were weighed, their heights measured and included in the analysis. Table 54 indicates the prevalence of stunting, underweight and wasting based on height-for-age, weight-for-age, and weight-for-height z-score respectively of Awardees. The data disaggregated by Awardees and sex of children is reported under Annex 2. 


Stunting
The height-for-age index provides an indicator of linear growth retardation and cumulative growth deficits in children. Children whose height-for-age z-score is below minus two standard deviations (−2 SD) from the median of the WHO reference population are considered short for their age (stunted), or chronically malnourished. Children who are below minus three standard deviations (−3 SD) are considered severely stunted. Stunting reflects failure to receive adequate nutrition over a long period of time and is affected by recurrent and chronic illness. Height-for-age, therefore, represents the long-term effects of malnutrition in a population and is not sensitive to recent, short-term changes in dietary intake. 

[image: ]The prevalence of stunting and severe stunting was 44.4% and 21.0% respectively. Compared to the 2005 Ethiopian Demographic and Health Survey (EDHS) results where the prevalence of stunting and severe stunting were 44% and 21% respectively, the survey results were exactly the same as the national figures, reflecting the reality on the ground.  

 (
Figure 
6
:
 
Population 
distribution
 for HAZ scores of children 
in DFAP areas 
against 
a
 standard population
)One way to determine nutritional status in a population is to assess the extent to which the population in question deviates from some standard, well-nourished population. Figure 6 shows the distribution of children in the DFAP implementation area by HAZ in comparison with a standard population as constructed by World Health Organization (WHO). The curve skewed to the left indicates a higher prevalence of stunting in the program implementation areas as compared to the standard population.        

[image: ]Underweight
Weight-for-age is a composite index of height-for-age and weight-for-height. It takes into account both chronic and acute malnutrition. A child can be underweight for his/her age because he or she is stunted, wasted, or both. Weight-for-age is an overall indicator of a population’s nutritional health. Children with weight-for-age below minus two standard deviations (−2 SD) are classified as underweight. Children with weight-for-age below minus three standard deviations (−3 SD) are considered severely underweight.

 (
Figure 
7
: 
Population pyramid for WAZ scores of children against the standard population
)The prevalence of underweight and severe underweight was 31.8% and 10.9%, respectively. Compared to the Ethiopia Demographic and Health Survey 2011 where the prevalence of underweight and severe underweight were 29% and 9% respectively, the survey results were similar to the national prevalence. As can be clearly seen in Figure 7, the WAZ distribution graph of children in DFAP implementation areas is skewed to the left and indicates a higher prevalence of underweight against a standard and well-nourished population.

Wasting
[image: ]The weight-for-height index measures body mass in relation to body height or length and describes current nutritional status. Children with z-scores below minus two standard deviations (−2 SD) are considered thin (wasted) or acutely malnourished. Wasting represents the failure to receive adequate nutrition in the period immediately preceding the survey and may be the result of inadequate food intake or a recent episode of illness causing loss of weight and the onset of malnutrition. Children with a weight-for-height index below minus three standard deviations (−3 SD) are considered severely wasted.

 (
Figure 
8
:
 Population pyramid for WHZ scores of children against the standard population
)The prevalence of wasting and severe wasting was 12.6% and 2.7%, respectively. The national figures, according to the Ethiopia Demographic and Health Survey 2011 where the prevalence of wasting and severe wasting were 10% and 3% respectively, the survey results were close to the national prevalence. Like in the other two nutritional indicators, WHZ distribution in the program areas is mildly skewed towards the left against the standard population data (Figure 8).  This phenomenon again exhibits the prevalence of wasting in the sample area.

[bookmark: _Toc336852936][bookmark: _Toc339612888]Exclusive Breast-feeding (children 0 to 5.99 months)

Breast-feeding provides substantial benefits to the baby, the mother, the community and the nation in general. It meets all the nutritional needs of the 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 motor and psychosocial development as well as the development of teeth and facial muscles. 

Proportions of ever and exclusive breast-fed children are the two essential program outcome indicators for CRS, FH and REST. As indicated in Table 55, the percentage of children who are ever breast-fed was 98.5%. This figure is close to the national figure of Ethiopia Demographic and Health Survey 2011 which was 97.5%. The prevalence was similarly high across all the implementing partners’ areas of operation, which account 98.4%, 96.9% and 100% in CRS, FH and REST areas respectively.

The National Strategy on Infant and Young Child Feeding, UNICEF, and WHO recommend that children be exclusively breast-fed during the first 6 months as breast milk alone is sufficient to fulfill the nutritional and thirsty need of the baby. The exclusive breast-feeding rate in DFAP implementation area is 65.7%. This figure is higher than the national figure which, according to Ethiopia Demographic and Health Survey 2011, was 52.0%. The prevalence is especially high in REST operational area, 75%. There was no difference between the sexes.  It is also 58.9% and 66.2% in CRS and FH areas respectively.

[bookmark: _Toc336853005][bookmark: _Toc339613153]Table 55: Percentage of children ever and exclusively breast-fed
	
	CRS
(n=129)
	FH
(n= 65)
	REST
(n= 92)
	Male
(n= 134)
	Female
(n= 139)
	Total
(n= 286)

	Ever breast-fed
	98.4%
(96.2 – 100.6 CI)
	96.9%
(92.7 – 101.1 CI)
	100.0%
(100.0 – 100.0 CI)
	97.8%
(95.3 – 100.3 CI)
	99.3%
(97.9 – 100.7 CI)
	98.5%
(97.1 – 99.9 CI)

	Exclusively breast-fed 
	58.9%
(50.4 – 67.4 CI)
	66.2%
(54.7 – 77.7 CI)
	75.0%
(66.2 – 83.9 CI)
	69.1%
(61.3 – 76.9 CI)
	65.9%
(58.0 – 73.8 CI)
	65.7%
(60.2 – 71.2 CI)



[bookmark: _Toc336852937][bookmark: _Toc339612889]Minimum Acceptable Diet (children 6 to 23.99 months)

Appropriate complementary foods need to be introduced when the child is 6 months of age. Nutrient dense semi-solid or soft foods provided through frequent feedings should be given to young children while they continue to breast-feed. 

Complementary foods need to be varied and composed of different food groups in order to provide all the nutrients, including vitamins and minerals that the infant needs to maintain health and growth. As indicated in Table 56, the majority (65.1%) of the children have consumed staple diet, while only 2.5% of them consumed animal products in the 24 hours prior to the interview. 

[bookmark: _Toc336853006][bookmark: _Toc339613154]Table 56: Percentage of children who consumed solid/semi-solid food in the 24 hours prior to the interview
	Solid/semi-solid food
	CRS
(n= 487)
	FH
(n= 215)
	REST
(n= 277)
	Total
(n= 979)

	Grains, roots, tubers
	77.8%
	36.7%
	64.6%
	65.1%

	Legumes or nuts
	17.7%
	24.2%
	42.2%
	26.0%

	Meat, poultry, fish
	2.1%
	1.9%
	3.6%
	2.5%

	Eggs
	10.5%
	6.5%
	18.8%
	12.0%

	Dairy products
	35.3%
	11.6%
	17.3%
	25.0%

	Vitamin A rich foods
	15.8%
	3.3%
	12.6%
	12.2%

	Other fruits and vegetables
	16.0%
	5.1%
	11.2%
	12.3%



According to the new WHO IYCF indicators, an infant needs to be fed on at least four of the seven major food groups in order to get the minimum diversified diet. However, as indicated in Table 57 below, only 9.1% of the children consumed four of the seven groups in the 24 hours prior to the interview, which means that the majority of the children did not get the minimum dietary diversity required. 

The frequency of feeding depends on the age of the child. A 6 to 11.9 months child needs to be fed at least three times, while those 12 to 23.9 months old need to be fed at least four times.  Only 8.4% of the children received age appropriate frequency of complementary feeds in the 24 hours prior to the interview. 

Minimum acceptable diet is a composite indicator. It takes into account both minimum dietary diversity and minimum meal frequency. The proportion of children with minimum acceptable diet in the 24 hours prior to the interview was only 1.0%. 

[bookmark: _Toc336853007][bookmark: _Toc339613155]Table 57: Percentage of children with minimum acceptable diet
	
	CRS
(n= 477)
	FH
(n= 192)
	REST
(n= 264)
	Sex
	Total
(n= 933)

	
	
	
	
	Male
(n= 418)
	Female
(n= 515)
	

	Children with minimum dietary diversity
	9.4%
	4.2%
	12.3%
	9.1%
	7.9%
	9.1%

	Children with minimum meal frequency for his age 
	6.8%
	3.3%
	15.2%
	8.1%
	9.1%
	8.4%

	Children with minimum acceptable diet 
	0.6%
(-0.1 – 1.3 CI)
	0.0%
(0.0 – 0.0 CI)
	2.5%
(0.6 – 4.4 CI)
	1.7%
(0.5 – 2.9 CI)
	0.6%
(-0.1 – 1.3 CI)
	1.0%
(0.4 – 1.6 CI)




[bookmark: _Toc336852938][bookmark: _Toc339612890]Child Diarrhea (0-23 months)

During illness a child may be too weak to eat, have trouble to swallow or find it difficult to breast-fed. Inefficient absorption of nutrients, loss of energy stores, and dehydration due to vomiting or diarrhea must be overcome. Even during a short illness, child growth often falters. Appropriate feeding both during and after illness is critical not only for a recovery from a current illness but to prevent a child from succumbing to this vicious cycle over time. 

[bookmark: _Toc336853008][bookmark: _Toc339613156]Table 58: Percentage of children who suffered from diarrhea in the two weeks prior to the interview, and the type of care given
	
 
	FH
(n= 75)
	REST
(n= 37)
	Total
(n=112)

	Children 0-23 months who were ill with diarrhea in the previous 2 weeks and treated
	62.7%
(51.8 – 73.6 CI)
	94.6%
(87.3 – 101.9 CI)
	73.2%
(65.0 – 81.4 CI)

	Percentage of children (0-23 months) by type treatment given during diarrhea in the previous two week
	ORT
	51.9%
	85.7%
	55.9%

	
	Drug-Tablet/Syrup/ Infusion/ Shot 
	44.2%
	14.3%
	40.7%

	
	Traditional tea, etc
	30.8%
	0.0%
	27.1%

	
	Decrease fluid intake 
	5.8%
	0.0%
	5.1%

	
	Others
	23.0%
	14.3%
	22.1%


Mothers of children with diarrhea in the two weeks preceding the survey were asked what was done to manage or treat the illness. As indicated in Table 58, 73.2% of children with diarrhea in the two weeks before the survey were taken to a health facility or provider of treatment. According to the EDHS 2011 report, however, only 32% of  children with diarrhea sought health care. The percentage for the rural children was 54% as opposed to 29% for urban children.
  
During diarrhea, oral rehydration therapy (ORT) is a simple and effective remedy for dehydration. It involves giving the child a solution prepared by mixing water with a commercially prepared packet of oral rehydration salts (ORS) or recommended home fluids (RHF), usually a homemade sugar-salt-water solution. Table 58 shows 55.9% of children with diarrhea were treated with ORT as opposed to 26% in the EDHS 2011.  

Mothers are encouraged to continue feeding and increase the amount of liquids given to their children when they suffer from diarrheal illnesses. These practices help to reduce dehydration and also minimize the adverse consequences of diarrhea on the child’s nutritional status. Mothers were specifically asked whether they gave the child who had had diarrhea in the two weeks preceding the survey more or less fluid and food than usual. In the current study, mothers/caregivers of children with diarrhea in the two weeks prior to the interview were asked on the feeding of their children. As indicated in Table 59, 41.4% and 12.0% of mothers/caregivers reported that they gave more fluid and food to children during illness as recommended. More fluids were given in the REST operation areas (74.0%) than in the FH (16.7%). These findings suggest that a large proportion of mothers still engage in the dangerous practice of curtailing fluids and food intake when their children have diarrhea. In the EDHS 2011, however, only 15.5% and 5.9% of children with diarrhea were given more fluid and food, respectively. 

[bookmark: _Toc336853009][bookmark: _Toc339613157]Table 59: Percentage of caregivers who provided fluid and food during and after diarrheal episodes
	
	FH
(n= 75)
	REST
(n= 37)
	Total
(n=112)

	
	
	
	

	Children 0-23 months who were ill with diarrhea in the previous 2 weeks and given more fluid during the diarrheal episode
	16.7%
	74.0%
	41.4%

	Children 0-23 months who were ill with diarrhea in the previous 2 weeks and given more food during the diarrheal episode
	6.3%
	12.5%
	12.0%

	Children 0-23 months who were ill with diarrhea in the previous 2 weeks and given more food in the days after the diarrheal episode 
	13.8%
	9.4%
	12.4%



[bookmark: _Toc336853010][bookmark: _Toc339613158]Table 60: Caregivers sought treatment during childhood (0-23) diarrhea
	
 
	FH
(n= 58)
	REST
(n= 204)
	Total
(n= 262)

	

Public/Private Medical Sector 








Traditional

	Caregivers sought treatment 
	75.0%
	49.6%
	54.2%

	
	Hospital 
	1.7%
	7.4%
	6.1%

	
	Health Centre 
	56.9%
	29.9%
	35.9%

	
	Private health clinic
	1.7%
	33.3%
	26.3%

	
	Health Post/Station (PA level) 
	53.4%
	1.5%
	13.0%

	
	Community Health Services (Village) 
	10.3%
	2.9%
	4.6%

	
	Health Agent 
	1.7%
	2.0%
	1.9%

	
	TTBA 
	0.0%
	0.5%
	0.4%

	
	Pharmacy/ Drug Store
	1.7%
	24.5%
	19.5%

	
	Other trained medical staff
	0.0%
	7.4%
	5.7%

	
	Traditional Healers
	6.9%
	0.0%
	1.5%

	
	Village Doctor (Untrained)
	3.4%
	0.0%
	0.8%

	
	Holy Water/Church/Mosque
	3.4%
	0.0%
	0.8%


[bookmark: _Toc336853011]
Making drinking water safe, personal hygiene and sanitation are crucial in the prevention of diarrheal diseases. As indicated in Table 60, more than two-thirds of the households (69.6%) use drinking water purification followed by cleaning the house as a precautionary measure for the prevention of diarrheal illnesses. Adding chlorine or tablets is the most frequently used method for drinking water purification. 

[bookmark: _Toc339613159]Table 61: Caretakers of children 0-23 months by type of precautionary measures taken to 
avoid diarrhea and methods of drinking water purification
	
	FH
(n= 79)
	REST
(n= 332)
	Total
(n= 411)

	Precautionary measures to avoid diarrhea
	Purify drinking water
	34.2%
	78.0%
	69.6%

	
	Keep house clean
	49.4%
	71.7%
	67.4%

	
	Mother washes her hands
	60.8%
	38.3%
	42.6%

	
	Wash children’s hands
	49.4%
	24.4%
	29.2%

	
	Wash dishes/utensils
	45.6%
	4.8%
	12.7%

	
	Wash fruits and vegetables
	3.8%
	0.3%
	1.0%

	
	Be careful about what we eat
	11.4%
	0.9%
	2.9%

	
	 Other                     
	2.5%
	1.2%
	1.5%

	
	  Don’t know
	20.3%
	0.6%
	4.4%

		 
	FH
(n= 65)
	REST
(n= 309)
	Total
(n= 374)

	Methods used to purify water

	Add Chlorine/Tablet to water 
	3.1%
	70.6%
	58.8%

	
	Boil
	35.4%
	23.3%
	25.4%

	
	Filter
	46.2%
	11.7%
	17.6%

	
	Buy bottled water
	0.0%
	4.2%
	3.5%

	
	Add lemon
	4.6%
	0.3%
	1.1%

	
	Other methods     
	26.1%
	2.9%
	6.9%



[bookmark: _Toc336853012][bookmark: _Toc339613160]Table 62: Hand washing practices by caregivers of children 0-23 (% of care givers)
	
 
	FH
(n= 193)
	REST
(n= 26)
	Total
(n= 219)

	Time of hand washing 

	Before feeding the child/before eating
	80.3%
	96.2%
	82.2%

	
	Before preparing food
	70.5%
	69.2%
	70.3%

	
	After going to the toilet
	57.5%
	46.2%
	56.2%

	
	Before breast-feeding
	36.3%
	11.5%
	33.3%

	
	After changing the diapers
	19.2%
	7.7%
	17.8%

	
	Other 
	2.6%
	0.0%
	2.3%

	
	D/k          
	3.1%
	0.0%
	2.7%

	Demonstrated hand washing method
	Uses water
	81.1%
	83.3%
	81.3%

	
	Uses soap / ash / sand
	25.9%
	8.3%
	23.9%

	
	Washes both hands
	69.2%
	16.7%
	63.2%

	
	Scrubs three times
	23.2%
	0.0%
	20.6%

	
	Dries hands with air or clean towel 
	2.2%
	0.0%
	1.9%

	
	Refuses to tell 
	3.2%
	0.0%
	2.9%



As discussed earlier, hands are vectors that can transport disease agents from person to person directly or indirectly via surfaces, and hence need to be kept clean specially at critical times that involve child feeding and after toilet use or cleaning children. The majority of caregivers wash their hands before feeding the children (82.2%) and preparing food (70.3%), and still the majority (81.3%) use only water to wash their hands, as indicated in the following table. 

[bookmark: _Toc339612891][bookmark: _Toc336852939]8.5 Access to Antenatal Care 

The antenatal period presents important opportunities for reaching pregnant women with a number of interventions that may be vital to their health and well-being and that of their infants. Regular visits to health institutions allows health personnel to manage the pregnancy and provide a variety of services, which can include treatment of hypertension to prevent eclampsia, tetanus immunization, intermittent preventive treatment for malaria and distribution of insecticide-treated mosquito nets, prevention of mother-to-child transmission of HIV, micronutrient supplementation and birth preparedness- including information about danger signs during pregnancy and childbirth, and information on optimal breast-feeding practices. The antenatal period also provides an opportunity to supply information on birth spacing, which is recognized as an important factor in improving infant survival. As indicated in Table 63, 44.2% of mothers of children 0 to 23.9 months have made antenatal care visits. The visits are more in the REST operational areas (94.9%) than in the FH areas (37.4%). The average gestational age at first visit was 4.5 months.  

The World Health Organization (WHO) recommends a minimum of four antenatal visits (United Nations, 2002). The proportion of mothers who made four or more ANC visits during the last pregnancy was 38.8% as indicated in Table 63. This proportion was higher in REST operation areas (46.4%) than in the FH (16.7%). Compared to the EDHS 2011 results where 19.1% of pregnant women had attended four or more visits, the survey result is higher.

[bookmark: _Toc336853013][bookmark: _Toc339613161]Table 63: Percentage of mothers with access to the recommended antenatal care practices
	
	FH
(n= 215)
	REST
(n= 277)
	Total
(n= 979)

	Mothers of children 0-23 months who received ANC in health facility for the youngest child
	37.4%
(30.9 – 43.9 CI)
	94.9%
(92.3 – 97.5 CI)
	44.2%
(41.1 – 47.3 CI)

	Average gestational age at first ANC visit
	4.6%
	4.5%
	4.%5

	Mothers with 4 or more ANC consultations 
	16.7%
	46.4%
	38.8%

	Average gestational age at last ANC visit
	7.3%
	7.8%
	7.7%

	Mothers who took iron tablets for 6 months or more 
	3.6%
	1.3%
	1.8%

	Mothers who suffer from night blindness when pregnant
	16.2%
	18.4%
	17.8%

	Mothers who received a dose of Vitamin A capsule during the pregnancy
	22.5%
	42.3%
	37.2%



Iron requirement increases significantly during pregnancy. It is essential for making hemoglobin, the protein in red blood cells that carries oxygen to other cells. During pregnancy, the amount of blood in the body expands until one has almost 50 percent more than usual. So a pregnant mother needs more iron to make more hemoglobin for all that additional blood. In addition, extra iron is also needed for the growing fetus and placenta, and these are the reasons why the amount of iron needed shoots up during pregnancy from 18 to 27 milligrams (mg) a day. Since this higher demand is not met by most diets, it is important that they routinely receive iron supplements. 

According to the National Guideline (FMoH, 2004), a pregnant woman needs to receive iron supplementation for a period of 6 months. The proportion of pregnant women who received iron tablets for 6 months was only 1.8%. 

Women of reproductive age, particularly pregnant and lactating women, are at a greater risk of Vitamin A deficiency due to insufficient dietary intake of Vitamin A to meet physiological needs, recurrent infections, and frequent reproductive cycles as with iron and other micronutrients. The concentration of Vitamin A in breast milk depends on a woman’s Vitamin A status and the changing needs of her growing infant.

Tetanus toxoid (TT) injections are given during pregnancy for the prevention of neonatal tetanus, a major cause of death among infants. For full protection, a pregnant woman should receive at least two doses during each pregnancy. If a woman has been vaccinated during a previous pregnancy, however, she may only require one dose for the current pregnancy. Five doses are considered to provide lifetime protection. Among mothers who received TT injection, the proportion of those who received two or more doses during the recent and past pregnancies, and hence protected was 68.1% (Table 64). In the EDHS 2011, however, 48% of mothers were protected for their last birth.

[bookmark: _Toc336853014][bookmark: _Toc339613162]Table 64: Percentage of mothers who received TT vaccinations
	
	FH
(n= 114)
	REST
(n= 294)
	Total
(n= 408)

	Mothers who received TT injection during the current pregnancy
	59.6%
	60.9%
	60.5%

	No. of times TT injections have been received during current pregnancy:
   One time
   Two or more times
	

17.8%
60.3%
	

20.5%
58.0%
	

19.8%
58.6%

	Mothers who received TT injection before being pregnant with the youngest child
	
43.4%
	
52.4%
	
50.1%

	No. of times TT injections received before becoming pregnant with the youngest child 
   One time
   Two times
   Three times
   Four times
   Five times or more
	

12.5%
35.4%
14.6%

4.2%
8.3%
	

13.1%
24.8%
24.1%

8.3%
15.2%
	

13.0%
27.5%
21.8%

7.3%
13.5%

	No. of years since the last TT injection had been received before the last pregnancy
  One year
  Two years or more
	

19.6%
34.8%
	

15.7%
63.6%
	

16.8%
55.7%

	Protected from neonatal tetanus in the recent pregnancy
	64.4%
	69.5%
	68.1%






[bookmark: _Toc339364418][bookmark: _Toc339612892]Multivariate AnalysEs on factors affecting child malnutrition
[bookmark: _Toc336852942][bookmark: _Toc339612893]Model Specification

This model uses to analyse nutrition status difference among the served children as the dichotomy dependent variable by taking two values. A child is classified as malnourished when its stunting level is greater than -2 Z score during the survey time, otherwise 0 if the child is classified as non-malnourished when its Z score is less than equal -2 Z score. The probability of a child being malnourished depends on a set of variables and can be expressed by the probablitic equation below.
[image: ]			where
Pi–probability,
F–distribution function,
Βk–parameters to be estimated,j = 0,1,2,...,k,

–value of explanatory variable K=1-----N are the independent variables and subscrip to ith household,

i= dentes   observation
k–number of explanatory variables,
Following Greene’s (1993) assumption that the cumulative distribution of the disturbance term, the probability of a child being malnourished can be expressed in binary choice models or a logistic distribution function as

	

The regression equation can be also expressed in odds ratios, and can be written mathematically as shown below. 

						

Variables included in the model
The selected explanatory variables that affected the odd of being a child malnourished over the non- malnourished (dependent variable) included: 

= dummy variable for gender head of a household with 1 for men and 0 for female

= age of the mother/caretaker of a child

= literacy of the mother of a child, 1 if the mother is literate and 0 otherwise

= dummy variable PSNP beneficiary, if the household is beneficiary otherwise zero

= cow holding per household

= shoat/sheep/goat holding per household 

= number of children less than 15 years

9.2 [bookmark: _Toc336852943][bookmark: _Toc339612894]Hypotheses 

The dependent variable in each case is a dummy which equals one, if a child is malnourished, and zero otherwise. Since the Logit model relies on the maximum likelihood estimation procedure, the resulting parameter estimates represent the probability that a child will be malnourished. A positive sign on a parameter implies that the variable will lead to increased malnutrition/stunting level, while a negative sign indicates that the variable will reduce malnutrition/stunting level. Thus, the hypotheses attached to each of the independent variables included in the model were based on the following. 


a) Gender of a household head ()

The dummy variable for the gender of household head was given 1 for male-headed households and 0 for female-headed households. It was used to indicate whether or not the gender of the household head had  impact on the probability of a child being malnourished. Thus, the hypothesis was that a child from a female-headed household would more likely be malnourished than a child from a male-headed household. Subsequently, the coefficient sign for the gender dummy variable expected to be a negative value.


b) Age of a mother ()
Aged mothers are better aware about the nutrition requirements of their children and have better experience on child care than young mothers, and they usually provide better care as a result of their past experience. Moreover, in rural areas incomes would be higher at relatively older age. Due to this reason, it was hypothesized that mother/caretaker age of a child expected to have negative relationship with the probability of stunting among the sample children. This suggests that children from older mothers are less likely to be stunted.


c) Literacy of a mother or caretaker ()
A dummy variable was created that takes the value of unity, if the mother (caretaker) of a child is literate (ability to read and/or write), and zero otherwise. It was expected that illiteracy of mothers (caretakers) would  negatively influence a child for being malnourished. 


d) Participation on Productive Safety Net program ()
It is hypothesized that households participating in the PSNP obtain food or cash transfer and are chronically food insecure.  Households participating in the PSNP are categorized as chronically food insecure. Whereas household not participating in the PSNP are consider as food secure. This suggests that children from PSNP beneficiary households would display higher malnutrition problem as compared to a child from non-beneficiary households. Thus coefficient of this variable is expected to have positive sign. 


e) Number of cows owned () 
It was hypothesized that households’ owning of higher number of cows would have a higher chance of access to drink more milk; this in turn would reduce the  probability of a child falling into acute and chronic malnutrition. 


f) Number sheep and goats holding (shoats ownership) () 
It was hypothesized that households’ with  higher number of shoats/sheep/goats  would have a higher chance of getting more income and consuming meat. This in turn would have a positive effect on consumption need of a household. Thus, it was hypothesized that as the number of sheep/shoats/goats holding increases by one unit, the probability of a child falling into acute and chronic malnutrition decreases. 


g) Number of children less than 15 years (dependent family members) ()
The number of dependent family members was hypothesized to influence the probability of a child being malnourished. A larger dependent family members or children less than 15 years in a  household were expected to increase consumption. This then would generate competition among the family members on the limited consumption budget. Subsequently, the coefficient for number of dependent family member variables in the logit model would be expected to be a positive value.[footnoteRef:8] [8:   Due to absence of data across all Awardees, relevant variables such as duration or a number of months child breast-feeding, child vaccination, distance to health centers, access to nutrition education, land holding, access to clean water, and access to latrine were not included in the regression model. ] 


9.3 [bookmark: _Toc336852944][bookmark: _Toc339612895]Multivariate Logit Regression Results

Estimates of the logit regression result are presented in Table 65 below. As can be seen from the results in the table, the chi-square and likelihood-ratio values were found to be significant at the 1% significance level, implying that the parameters included in the model are significantly different from zero. Many of the coefficients in the models have the expected signs and in some cases are deemed highly significant. 

As expected in relation to number of cows and shoats (sheep and goats) ownership per household variables, the result shows negatively correlated with the probability of a child being malnourished; however, only the variable shoats’ ownership was statistically significant. 

The sign of dummy variable for the gender of head of a household was found negative. The result shows that high child malnutrition is more likely to be prevalent among female-headed households than among male-headed households, and this variable is also significant. 

The result for coefficient of the child mother’s (caretaker’s) age shows that taking the other factors holding constant, the parameter estimate on mother’s age variable was negatively correlated with the probability of a child being stunted, and the variable also significant.

Contrary to the expectation, the sign of dummy variable for the literacy of mother (caretaker) of a child was found positive. The result shows that high malnutrition child is more likely to be prevalent among children from literate mothers than illiterate. However, this variable is not statistically significant. 
As expected, children from PSNP beneficial households are more likely to be stunted than children from non-PSNP participant households. However, this variable is not again statistically significant. 

Number of dependent family members is strongly and positively associated with the probability of a child being malnourished and statistically significant.  This implies that families with larger dependent family size are in general more likely to have higher probability for a child to be malnourished. 

[bookmark: _Toc336853015][bookmark: _Toc339613163]Table 65: Estimates of Logit regression results

[image: ]
In conclusion, therefore, the determinant of child malnutrition (prevalence of stunting) analyses from the multivariate logit regression model revealed that, among the different explanatory variables used in the model, gender of household head, age of child mother or caretaker, number of shoats/goats/sheep owned, and number of dependent family members in a household were the significant determinants of child malnutrition. 

The results of this study have important policy implications for reduction of child malnutrition in all Awardees intervention areas. First, the survey confirmed the profound role of livestock particularly sheep /shoats/goats ownership in reducing malnutrition. Thus, investment in increasing quality and availability of feed, access to veterinary service and promotion of productive livestock should be strengthened.  Mothers should also be encouraged to practice  family planning. Finally, it is important to interpret the results of this study cautiously, given the types of data used in the analysis. For instance, child, household specific and health related data such as birth weight, birth order, access to vaccination, duration of breast-feeding, distance to health centers, access to nutrition education, land holding were not available for all Awardees in our data set. These variables have been shown to be important for child nutritional status. 

9.4 Bi-variant Analysis 

It is useful to test whether there is any form of correlation between certain key variables that affect child nutritional status. The objective is to see of degree of correlation between  children’s stunting level and independent variables included in the above regression model.  (gender of head of household, age of child mother/caretaker, dummy variable for gender head of a household , age of the mother/caretaker of a child,  literacy of the mother of a child,  dummy variable PSNP beneficiary - if the household is beneficiary-  otherwise zero, cow-holding per household, shoat/sheep/goats-holding per household and number children less than 15 years. 

Table 66 below shows the correlations between 8 variables for the entire dataset. The first thing to note is that, there is a positive correlation between stunting level of child and household ownership of cows and shoats/sheep/goats (households that have more cow and shoats less being a child stunted), and a negative correlation between stunting level of a child and number of dependent family members with in a household .  A second important finding is that,  ‘gender of the head of HH’ being significantly correlated to five factors of children stunting level, while ‘age of mother’ and ‘literacy of mother’ are both correlated to three and ‘number of shoats/sheep/goats  ownership’ is correlated to factors of child malnutrition.

Different interpretation and knowledge can be drawn from this analysis. However, considering DFAP is a food security program that is implemented based on the Ethiopian Food Security Program (FSP) approach ,  interpretation of the findings will also focus towards that with minor provisions for actions to be considered in other programs outside of the FSP. In the very beginning, the result shows that PSNP has no any correlation with stunting. This mean both PSNP client and non-client households have equal probability to be have stunted children. However, had it not been for PSNP transfer children in PSNP households would have been exposed more to malnutrition than children in non-PSNP households. Thus, it is possible to deduce that PSNP has played a stabilizing role so that the probability of children in PSNP households to fall under stunting is not high. Apart from this, ownership of cows and shoats/(sheep/  goats are important household assets having significant and negative relation with stunting (HAZ). This means children of households having these assets are less likely to be malnourished. This is mainly because of two reasons, including the fact that children in households having cows can drink milk and become nutritionally well. In addition, the family can get cash from the sale of milk in the highland context and buy food to provide for the family. Similarly, shoats/sheep/goats are a good source of cash income from sales of live animals to buy food. Projects which promote ownership of these assets can provide economic opportunities for households to become resilient against shocks and meet their food demands. 

Table 66: Correlations between child stunting with different variables
	
	HAZ_
	Age of mother
	Literacy of mother
	Gender of household head
	PSNP beneficiary
	No. of cows owned
	No. of shoats owned
	No. of dependent family members

	HAZ
	1
	+
	+
	+
	+
	neg***
	neg***
	pos***

	Age of mother
	+
	1
	neg***
	pos***
	+
	+
	+
	neg***

	Literacy of a mother
	+
	neg***
	1
	pos***
	+
	+
	+
	pos***

	Gender of household head
	+
	pos***
	pos***
	1
	neg**
	neg***
	pos***
	pos***

	PSNP beneficiary
	+
	+
	+
	neg*
	1
	+
	neg***
	+

	No. cows own
	neg***
	+
	+
	pos***
	+
	1
	pos***
	pos***

	No. shoats own
	pos***
	+
	+
	pos***
	neg***
	pos***
	1
	pos**

	No. dependent family members
	pos***
	neg***
	pos***
	pos***
	+
	pos***
	.pos**
	1


Key: *** Correlation is significant at 0.01 level; ** Correlation is significant at 0.05 level; * Correlation is significant at 0.10 level; Neg -Negative correlation (shaded yellow); Pos -Positive correlation (shaded red); +  no correlation

Different interpretation and knowledge can be drawn from this analysis. In the very beginning the result shows that there is  no significant correlation between children stunting level with access to PSNP support by households. This mean both PSNP client and non-client households have almost equal chance to be have stunted or non-stunted children. However, it is possible to argue that had it been no PSNP transfer the children in PSNP households could have been exposed to malnutrition than children from non PSNP households. Thus it is possible to deduce that PSNP has played a stabilization role so that the stunting level of children in PSNP households is not high. A similar study conducted by UNICEF in SNNPR indicted that PSNP has similar role in stabilizing exposure to severe acute malnutrition (Tefera and et. al, 2009). 

Apart from this, the bi-variate analysis of the survey data shows that cows and shoats (sheep and goats) are important household assets having significant and negative relation with stunting (HAZ). This, means children of households having these assets are less likely to be stunted. This is mainly because of two reasons including children in households having cows can drink milk and becomes nutritional well. In addition, the family can get cash from the sale of milk in the highland context and buy food to provide to the family. Similarly shoats are a good source of cash income from sales of live animals to buy food. Projects which promotes ownership of these assets can provide direct access to food (milk) and economic opportunities for households to purchase food and become resilient against shocks.


[bookmark: _Toc339612896]ConclusionS and recomendations
[bookmark: _Toc339612897]Conclusions 

The DFAP indicators have revealed high prevalence of food insecurity in the survey area. The average HDDS at the time of this survey was estimated at 4.2. This score is very low in CRS (3.9) and FH (3.01) as compared to REST (4.8) and SCUS (5.9). Similarly, HDDS is low among FHHs (4.1) as compared to MHHs (4.9).  This difference in HDDS level by the gender of household heads is statistically significant. Likewise, about half of the sample households had HDDS level less than 4. Monotonous dietary culture and poor access to diverse food in general and the data collection time (fasting season) particularly in FH and REST areas are the main contributory factors for the consumption of less diverse diets.

The HHS, which is one of the widely used proxy indicators of food assessment, shows that about one third (32.3%) of households faced moderate to severe hunger during one month time prior to the survey. Such hunger level was rampant in SCUS areas in which about 67.5% of the sample households reported the same due to drought induced shocks that occurred in 2011.

In DFAP operational areas, households had adequate food provisioning from all sources for about 5.3 months in the past 12 months prior to this survey. This means households passed about 6.7 months without adequate food provision per year in the reference period. The lowest number of months with adequate food provision in the past 12 months is reported in SCUS areas, mainly due to the drought shock mentioned above.

The reduced CSI score computed using seven days recall indicates that at the time of this survey the average CSI score was about 15.2 at program level. This score is high for FH (21) and SCUS (23) as compared to CRS (9) and REST (7). The CSI score is significantly higher among FMH (17) households in contrast with MHHs (15). As households resort to unsafe coping behaviors during food shortage times, the higher CSI indicates the severe food insecurity. Therefore, apart from the geographic variation, the result of the survey shows that FHHs are more affected by food shortage than MHHs. 

Women's dietary diversity score (WDDS) shows the dietary intake level of women of reproductive age group (15-49 years). WDDS is estimated at 1.7 and 2.5 in FH and CRS areas respectively. In the program areas where this outcome indicator is applied, women's dietary intake is very low. The average WDDS at program level was 2.1 and much lower as compared to the above mentioned HDDS level. This shows that women are the most deprived household members in terms of dietary intake. In addition, the recommended WDDS level, which is the consumption of four or more of the nine foods, was met only by 22.4% and 4.6% of the respondent women of reproductive age in CRS and FH areas respectively.

Ensuring the increment of household asset level is one of the strategic objectives of DFAP for all Awardees. Based on the survey result, the average asset holding in Birr 17,031 in which about 92.6% of household wealth is accumulated in the form of livestock. The highest asset level (Birr 39,536 per household) is reported in SCUS areas as the household economy is largely dependent on livestock which is high value asset. Forced assets sale to buy food and death of animals are the most important reasons affecting household asset stability. The survey result also shows that the 2011 drought which hit  the areas has brought a major reduction in household asset level at the time of this survey.

About 47.2% and 40.0% of the sample households have access to improved water sources during dry and wet seasons respectively.  In general, access to improved drinking water sources is lower in wet season than during dry seasons. This is mainly because the inhabitants resort to short distance unprotected surface and roof water sources that are easily available during the rainy seasons. Lowest level of access to improved drinking water sources (15%) is reported in lowland areas where SCUS operates, followed by FH (49. %) and CRS (56%). 

Access to improved sanitation facilities in DFAP areas is very low. Only about 22% sample households reported to have improved facilities that are not shared with neighbors. Again, almost all households (only 1.5%) in SCUS areas reported access to such facilities. In CRS and FH areas about 42% and 23% of the sample households had improved sanitation facilities at the time of this survey. Similarly, availability of hand washing facilities is very rare.  Only 9.2% of households reported to have a specific hand washing place provided with water and soap or other cleaning agents (ash, mud or sand). This figure is as low as 5.7% among households having children in the age range of 0 to 23 months.  Therefore, this limited access to improved sanitation and hand washing facilities can be considered as the major cause of communicable diseases which have a direct implication on health and nutrition of the people in general and children in particular.

Women's joint decision-making with their spouses on sale and/or purchase of household assets is considered as an indicator of crosscutting programmatic issues. Joint decision-making tends to be high in both FH and SCUS areas where this indicator applies. In both areas, almost over 80% of currently married women (CMW), reported that they jointly decide on sale/purchase of livestock assets with their spouses. In SCUS areas, only 48% and 34% of CMW make such joint decisions on cereals and pulses respectively. This is mainly due to the fact that in most of the cases women are solely involved in the procurement of food items for household members.

Almost one in five informants (CMW and MHHs) reported their acceptance of wife beating in FH and REST areas. The rest or 80%  rejected the culture of wife beating. Similarly, 17% of CMW and 20% of male household heads reported the prevalence of wife beating in their households at least once in a year time. Such a denial of women's right explained by physical should not be regarded as a rare event.

In both FH and REST areas, as compared to MHHs (fathers), CMW (mothers) mostly prefer to send boys than girls to schools. Based on the survey result, about 64% of CMW stated this while only 14% of MHHs acknowledged the same. Respondents prefer to send boys than girls to school mainly to protect girls from possible abuses and violence on the way to or at school, believing boys are academically better than girls and girls are usually expected to support their mothers at home. Apart from this, the socio-demographic data of this baseline survey indicates that there is no statistically significant difference in the literacy rate among school age boys and girls. However, the key challenge is the continual support given to girls so that they can pursue their education beyond primary school.

Over one in four CMW (76%) and MHHs (77%) indicated their desire for the discontinuation of female circumcision (FC). However, about 43% of CMW and 46% of MHHs reported that they have circumcised their daughters who are currently living with them. This proportion is over 50% in FH and 60% in SCUS areas. The study also revealed that decision-makers on FC are mothers alone, in over 40% of the cases, and nearly half (49%) of the rest cases fathers and mothers jointly .
According to the survey result, about 73% and 84% of CMW make decisions alone or jointly with their spouse on seeking health services for themselves and their children, respectively. In the rest of the cases, spouses of the women are the sole decision-makers on seeking health services for women and children. The decision-making role of women with respect to access to health services is relatively low in CRS and SCUS areas as compared to REST.

Over half (55%) of the people with disability living in chronically food insecure households are receiving PSNP support in DFAP woredas. However, there are still several  people with disabilities that are not getting PSNP supports, with the exception of those in REST in areas, due to lack of or recognition by PSNP targeting bodies and fear of stigma and discrimination to disclose the disability status of individuals. 

Schools in SCUS areas are located at a reasonable distance, i.e., 2.2 km from residential places. Active health posts are about 8.3 km and 4.4 km in CRS and REST areas, respectively. In addition, the finding suggests that about 28% of households in CRS areas and 15% of households in SCUS areas are far away from health posts up to two hours or 10 km walking distance. 

The prevalence of stunting and severe stunting was 44.4% and 21.0%; the prevalence of underweight and severe underweight was 31.8% and 10.9%; and the prevalence of wasting and severe wasting was 12.6% and 2.7%, respectively. These rates were high and very close to the national figures as reported in the EDHS 2011. The exclusive breast-feeding rate was 65.7%. The prevalence was especially high in REST operational areas, which was 75%, and there was no difference between the sexes. It was only 9.1% of children who consumed four of the seven groups in the 24 hours prior to interview which means that the majority of the children did not get the minimum dietary diversity required, and the proportion of children who got the minimum acceptable diet in the 24 hours prior to interview was only 1.0%.

More than two-thirds (73.2%) of children with diarrhea in the two weeks before the survey were taken to a health facility or provider for treatment, and 55.9% of the children were treated with ORT. The percentages of mothers/caregivers that gave more fluids and more food to child during illness as recommended were 41.4% and 12.0%, respectively. These findings suggest that a large proportion of mothers still engage in the dangerous practice of curtailing fluids and food intake when their children have diarrhea.

The percentage of mothers of children 0 to 23.9 months who attended ANC visits for the youngest child was 44.2%. The visits were more in the REST operational areas (94.9%) than in the FH areas (37.4%). The average gestational age at first visit was 4.5 months. The proportion of mothers who made four or more ANC visits, as recommended, during the last pregnancy was 38.8%. The proportion of pregnant women who received iron tablets for 6 months was only 1.8%, which means that the majority of those who attended the ANC sessions were not given the recommended amount of iron tablets. Among mothers who received TT injection, the proportion of those who received two or more doses during the recent and past pregnancies and hence protected was 68.1%.

[bookmark: _Toc339612898]Recommendations

1. Enhancing production and productivity of food crops and food purchasing capacity of households is recommended in order to enhance physical and economic access to food by households. Improving land productivity through PSNP public works by promoting soil and water conservation and irrigation facilities and access to farm inputs and technologies such as seeds through the existing extension system and rural financial services would be vital for crop farmers.
2. Dietary diversity at household level and among reproductive women can be enhanced by promoting small gardening and production of vegetables and fruits alongside nutritional education. Female-headed households, women of reproductive age, and children in particular deserve special attention in this regard. Interventions to enhance food security should target to bring the HDDS of households in the 1st and 2nd quartiles to above 4. 
3. The high proportion of households reported moderate to severe hunger level and limited number of months of household food provisioning require the continuation of PSNP. However, the purchasing power of wage rates and the existence of full family targeting need to be checked and attained to meet the goal of such social protection program. In particular, close monitoring of household food security situations and preparation for rapid responses in the case of future shocks deserve special attention in SCUS areas affected by severe drought in 2011.
4. Access to improved drinking water sources should be promoted through public works with adequate support of the capital budget required to procure materials and skills for the construction of water points. In this regard, ensuring water availability both during wet and dry seasons is vital. However, Awardees can consider the proportion of households having access to improved water sources during wet season as their indicator to set targets as this is the time households have limited access to such facilities.
5. Promotion of improved toilet facilities at household level should follow an appropriate strategy to ensure individual and community level commitments in line with the government health extension approach. Low cost and locally appropriate technologies should get attention, learning from past experiences of the Awardees and others. 
6. Special attention needs to be given to SCUS areas characterized by very low level of water sanitation and hygiene practices and facilities. Such interventions should particularly take the pastoral settings of the population.
7. Decision-making role of women on sale and/or purchase of household asset is high. However, to further enhance women's access and control power over household resources, DFAP should promote small economic activities which will engage women without inducing major work burden on top of their reproductive responsibilities. 
8. Though there is no difference between girls and boys on literacy rate (as discussed in population and household characteristics section), there is still a high tendency to send boys to school than girls among school age children (7-14 years). In response to this undesirable situation, therefore, awareness creation campaign should be enhanced on girls’ education in the program intervention areas.  
9. Although there is a strong conviction among respondents to abolish FC, the practice is still wide-spread. Thus, DFAP and other programs should make use of the high desire of CMW and MHHs as an opportunity to promote awareness creation and mobilize communities to stand against FC. 
10. PSNP targeting bodies should be aware about the entitlement of people with disabilities and CFI households. 
11. DFAP intervention with regard to social services is recommended to enhance the quality of educational and health services. On top of this, school expansion could be considered in the existing school compounds and more health posts should be constructed at new locations to reduce distances traveled by households in seeking health services. In addition, considering the government health extension strategy into account, efforts should be made  to build the capacity of the existing health posts to attain quality service.
12. Implementing partners need to work closely with the Ministry of Health to provide the necessary information on exclusive breast-feeding and complementary feeding via different channels and continuous and targeted counseling during pregnancy, child birth and within the first two years following birth, and on dietary diversification and modification. 
13. Working closely with the Ministry of Agriculture in improving the problems of food diversity through supporting agricultural interventions geared towards diversification of food production is highly recommended.
14. Increasing household access to toilet facilities and vaccination coverage, and improving treatment seeking behaviors for sick children are critical and need to be coupled with the infant feeding interventions.  The health extension program needs to be supported in the implementation of the community-based nutrition program through facilitation of series of training and organizing various community discussion forums.  
15. Attention needs to be given to increasing  ANC service utilization by educating women on its benefit and the role it plays in early detection of risk factors. Implementing partners need to make use of the food assistance program to promote ANC services through organizing health education sessions, in collaboration with the health extension workers. 
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[bookmark: _Toc339364425][bookmark: _Toc339612901]Annex 1: Percentage of households by coping strategies and their application frequencies in 30 days prior to the survey
	
Eating less-preferred foods

	 
	CRS
	FH
	REST
	SCUS
	Total 

	Never
	82.0%
	39.9%
	53.2%
	33.0%
	51.4%

	1 day/week
	5.2%
	7.7%
	8.7%
	8.6%
	7.6%

	2-3 days/week
	8.1%
	13.1%
	20.8%
	24.1%
	16.7%

	4-6 days/week
	1.4%
	7.7%
	8.5%
	13.4%
	7.9%

	Every day
	3.3%
	31.5%
	8.8%
	20.9%
	16.3%

	Borrowing food/money from friends and relatives 

	 
	CRS
	FH
	REST
	SCUS
	Total

	Never
	54.6%
	64.4%
	68.5%
	22.1%
	52.3%

	1 day/week
	10.9%
	10.0%
	14.5%
	7.7%
	10.8%

	2-3 days/week
	23.7%
	11.5%
	13.5%
	37.2%
	21.5%

	4-6 days/week
	6.4%
	3.8%
	2.0%
	19.2%
	7.9%

	Every day
	4.4%
	10.3%
	1.5%
	13.8%
	7.5%

	Limiting portions at mealtime

	 
	CRS
	FH
	REST
	SCUS
	Total 

	Never
	54.0%
	38.1%
	62.5%
	21.4%
	44.0%

	1 day/week
	11.4%
	4.3%
	9.2%
	9.1%
	8.5%

	2-3 days/week
	21.5%
	15.1%
	19.2%
	34.0%
	22.5%

	4-6 days/week
	5.2%
	11.0%
	4.7%
	19.3%
	10.1%

	Every day
	7.9%
	31.5%
	4.5%
	16.2%
	15.0%

	Limiting adult intake

	 
	CRS
	FH
	REST
	SCUS
	Total 

	Never
	56.7%
	39.7%
	69.2%
	23.1%
	47.2%

	1 day/week
	11.9%
	5.0%
	10.1%
	12.7%
	9.9%

	2-3 days/week
	18.6%
	14.2%
	13.1%
	30.0%
	19.0%

	4-6 days/week
	5.4%
	10.3%
	3.4%
	17.8%
	9.2%

	Every day
	7.5%
	30.8%
	4.2%
	16.4%
	14.7%



	Reducing the number of meals per day

	 
	CRS
	FH
	REST
	SCUS
	 Total

	Never
	63.5%
	37.5%
	69.8%
	22.1%
	48.1%

	1 day/week
	11.9%
	5.9%
	10.5%
	12.5%
	10.2%

	2-3 days/week
	15.0%
	12.1%
	13.1%
	25.4%
	16.4%

	4-6 days/week
	4.8%
	9.7%
	2.4%
	15.8%
	8.2%

	Every day
	4.8%
	34.8%
	4.3%
	24.0%
	17.0%





[bookmark: _Toc339364426][bookmark: _Toc339612902]Annex 2: Prevalence of stunting, underweight and wasting based on z-scores by implementing partners and sex
	
	CRS
(n= 1440)
	FH
(n= 651)
	REST
(n= 904)
	SCUS
(n= 1680)

	
	Male
(696)
	Female
(744)
	Male
(330)
	Female
(321)
	Male
(562)
	Female
(342)
	Male
(810)
	Female
(870)

	HEIGHT FOR AGE
	% below
 –2 SD
	51.8%
(46.5-57.0 C.I.)
	36.3%
(31.8-40.8 C.I.)
	69.4%
(64.0-74.9 C.I.)
	61.6% (55.3-67.9 C.I)
	59.0% (53.9-64.1 C.I)
	37.0% (31.1-42.9 C.I)
	36.2%
(30.6-41.8 C.I.)
	27.9%
(22.2-33.6 C.I.)

	
	% below 
–3 SD  
	25.3%
(20.2-30.3 C.I.)
	15.0%
(11.0-19.1 C.I.)
	45.9%
(39.2-52.5 C.I.)
	32.6% (26.1-39.2 C.I)
	27.5% (22.9-32.1 C.I)
	12.3%
(8.6-16.1 C.I.)
	15.8%
(10.3-21.4 C.I.)
	12.0%
(9.1-15.0 C.I.)

	WEIGHT FOR AGE
	% below 
–2 SD
	34.1%
(29.6-38.7 C.I.)
	18.6%
(15.4-21.7 C.I.)
	60.7%
(53.9-67.6 C.I.)
	38.2% (31.7-44.7 C.I)
	36.6% (31.6-41.5 C.I)
	14.5%
(9.8-19.3 C.I.)
	34.0%
(26.0-42.0 C.I.)
	28.4% (20.9-35.8 C.I)

	
	% below 
–3 SD   
	10.8%
(8.4-13.1 C.I.)
	4.4%
(2.9- 5.9 C.I.)
	27.9%
(22.0-33.7 C.I.)
	10.7%
(6.5-14.9 C.I.)
	8.0% ( 5.4-10.6 C.I.)
	2.3%
(0.4- 4.2 C.I.)
	12.6%
(8.4-16.8 C.I.)
	13.2%
(8.6-17.8 C.I.)

	WEIGHT FOR HEIGHT
	% below
 –2 SD
	12.5%
(9.9-15.1 C.I.)
	(6.9%
(4.2- 9.5 C.I.)
	20.3%
(15.1-25.5 C.I.)
	10.9%
(4.8-17.0 C.I.)
	9.1% ( 6.1-12.1 C.I.)
	3.5%
(0.2- 6.8 C.I.)
	18.6%
(13.7-23.6 C.I.)
	15.9%
(11.5-20.2 C.I.)

	
	% below 
–3 SD     
	2.0%
(0.9- 3.1 C.I.)
	1.1% (0.2- 2.0 C.I.)
	3.9%
(1.4- 6.5 C.I.)
	3.4%
(0.1- 6.8 C.I.)
	0.7% (-0.1- 1.5 C.I.)
	0.0%
(0.0- 0.0 C.I.)
	5.6%
(3.4- 7.8 C.I.)
	4.4%
(2.8- 5.9 C.I.)
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	CRS
(n= 477)
	FH
(n= 202)
	REST
(n= 277)

	
	Male
(233)
	Female
(244)
	Male
(88)
	Female
(114)
	Male
(110)
	Female
(167)

	Children with minimum dietary diversity
	10.5%
	8.5%
	3.4%
	5.3%
	14.5%
	10.8%

	Children with minimum meal frequency for his age  (n= 897)
	8.0%
	5.6%
	3.4%
	3.5%
	11.8%
	17.4%

	Children with minimum acceptable diet 
	0.8%
	0.4%
	0.0%
	0.0%
	4.5%
	1.2%
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	CRS
(n= 129)
	FH
(n= 65)
	REST
(n= 92)

	
	Male
(70)
	Female
(59)
	Male
(25)
	Female
(40)
	Male
(45)
	Female
(47)

	Children exclusively breastfed
	58.0%
	60.3%
	69.6%
	67.6%
	82.2%
	68.1%
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1. Introduction 
For Development Food Aid program (DFAP) awards have been granted in Ethiopia to four non-governmental organizations (CRS,FH<REST and SCUS) and their-grantees. These program are funded by U.S. Agency for International Development/Food for peace (USAID/FFO) and will cover Approximately the period between August 2011-September 2016 based on the cooperative agreements signed which have some variation between partners (the specific dates for each awardees are found in the awardee on one page summaries of Annex I). The DFAPs are a continuation of the previous Title II programs in Ethiopia implemented since 2005. While the programs conducted by each awardee are distinct, they collectively support the Government of Ethiopia (GoE) productive Safety Net programme (PSNP) and contribute to its success. 
The awardees –Catholic Services (CRS), Food for the Hungry (FH), Relief Society of Tigray (REST) and Save the Children U.S. (SCUS)- plan to hire an experienced and competent consultant to conduct a population-based representative household survey for the purpose of setting baseline values for the Development Food Aid Program (DFAP) program indicators. Food for the Hungry Ethiopia has been selected by partners to serve as the lead agency and primary point of contact representing all awardees during the consultation results at the end of the program period. Therefore, the consultants expected to develop questionnaires based on the stated indicators with close consultation of the technical working group, conduct field level data collection based on the stated sample size and prepare analytical report for presentation to the oversight committee and lead agency. The baseline study will be quantitative one and shall be designed as a first step in a two-part study, in consideration of the final evaluation as the second step.  
Due to the difference in geographical nature of intervention of each awardee, the data collection for this baseline survey will be conducted in two phases on the primary hunger period in the operational areas. In the lowlands context, the hunger periods are from January to February and from September to October with the former being the primary hunger season. In the highlands context. The hunger season is from June to August. As such, this study will be designed to conduct data collection in the pastoral SCUS intervention areas during late January and early February 2012. In the highlands where CRS,FH and REST are implementing , the survey will be conducted at the end of June 2012 and early. The final report will be a comprehensive report containing both pastoral/lowlands and highlands baseline survey results.

1.1 Objectives of the Baseline Survey 
This baseline survey will generate statistically valid information that will serve as the basic for comparison with the same type of information collected during the final evaluation. This type of comparable research is necessary to measure the achievement of the desired change of stated indicators over the course of program intervention. As mentioned above, the consultant is expected to assess information based on the stated indicators of the program. This survey will be conducted in all sample population of awardees woredas. 

The objectives of the joint baseline survey are to: 
· Determine the baseline values of key impact and outcome level indicators for the four awardees.
· Collect data that, when compared of that of the final evaluation, will be able to determine the level of change on impact and outcome indicators between baseline and final evaluation.
· Collect data that will allow for bi-variate and multivariate analysis of required FFP indicators. 
· Help establish annual and end-line targets for those indicators, as applicable. 

1.2 Description of the DFAP Program
The four Title II Development Food Aid Programs (DFAP) awarded to the four agencies collectively span four regions of the country and operate in joint cooperation with the GoE’s Food Security program. As indicated in Table 1 below, a total of 33 operational Woredas are covered by the four programs to benefit a total of 1,288,867 chronically food insecure people in 755 kebeles: 126 in pastoral areas of Somali and Oromiya, 218 in Amahara and 131 in Oromia and Dire Dawa administrative city. 
In order to build community level assets across all awardees’ sites, the programs will be implementing natural resource management activities, providing water both for human and livestock consumption, promoting small scale irrigation, developing community based social infrastructures (access to roads, heath posts, vet posts, school expansions) and conducting government capacity building activities. Details of the programs by a awardee are provided below. 







Table 1: Program Information by Awardee and Aggregated 
	
	CRS
	FH
	REST
	SCUS
	Total 

	Beneficiaries*
	163,528
	307,475
	705,176
	112,688
	1,288,867

	LOA programme value (SUS) in thousands 
	83,068.0
	126,727.1
	216,844.4
	69,998.116
	496,637.616

	Sub-Grantee 
Contractor 
	Hararge Catholic Secretariat and Meki Catholic Secretariat 
	ORDA-Sub-grantee and Search for common ground (SFCG)-Contractor for gender 
	N/A
	PC (Pastoralist Concern) Sub-grantee for full implementation in Filtu Woreda
	

	Operational area
	

	Region 
	Oromia (6 Woredas) & Dire Dawa City Admin council 
	Amhara (9 Woredas)
	Tigray (12 Woredas)
	Somali (4 Woredas) and Oromiya Regions(1
	

	
	(1 Woreda) 
	
	
	Woreda) 
	

	Wordas
	East Hararghe zone. Kersa, Meta, Gorogutu, Melkabello; Arsi zone: Dodota, Sire and Dire Dawa City Administration  
	South Gondar Zone: Simada, Tach Gayit and Lay Gayint North Wollo Zone:Lasta, Bugna; Wadla and waghimita Zone: Sekota, Gaz Gibla and Dehana 
	Central Zone: Ahferom, Mereb leke, Kola Tenben, Tanqua Abergele, Werie Leke; 
Eastern Zone: Ganta Afeshum, Gulo Mekeda, kilte Awlaelo, Hawzen 
South East 
Zone: Samre, Sehart, Degua Tembien; 
Soutgthern 
Zone: Raya 
Azebo
	Somali: liben 
Zone Dolo Ado, Filtu; Afder Zone 
Dollo Bay and Bare 
Oromiya: 
Borena zone: Arero
	


· Does not include contingency beneficiaries

Roles and Responsibilities of Awardees 
Leader agency (FH) 
· Coordinate awardees through the baseline survey cycle 
· Coordinate recruitment of consultants 
· Liaise with the consulting firm 
· Organize joint meeting between awardees and both consulting firm 
· Managing or consultants on behalf of the awardees 

Awardees  
Awardees have responsibility to facilitate the baseline survey in their respective operational areas. This may include provision of logistics (e.g. vehicle for the field), hiring of enumerators and approval for the recruitment of supervisors, allotment of M &E officers to coordinate to process, provision of on-time response and comments to any outputs and documents produced at different stages of the baseline survey, and facilitation of field work throughout the baseline survey process. For this reason awardee M &E officers will participate in relevant training sessions but not be engaged in collecting data. In addition the awardees have no provide all relevant documents for the consulting data. In addition the awardees have to provide all relevant documents for the consulting firm (s) and facilitate payment of their shared costs smoothly. 

2. Methodology for the Baseline Survey 
The joint baseline survey will employ a qualitative survey methodology with adequate design that enables pre-post comparisons control groups. Successful completion of the survey will generate baseline values for the outcome and impact indicators of the Development Food Aid program which will be compared with final evaluation findings at the end of the program. 
In order to fulfill the objectives of the baseline survey, the consultant will review program documents and the Indicator performance Tracking Table (IPTT) from each of the awardees to familiarize her/him with the program objectives. With regard to the field survey, the consultant is expected to conduct a household’s survey using different modules of structured questionnaires and anthropometric measurements on under five years-old children. The survey will be conducted on sample households to be selected from the sampling frame-the total population of the target Woredas. 

2.1 Sampling 
The awardees plan to have a representative sample size for each awardee’s program that will enable statistically valid conclusions at the four awardees’ and help tell evidence-based stories of the programs. Total sample size for the joint baseline will be an aggregate of the individual awardee sample size.


The sample size for the baseline survey will be determined using the following sampling formula for repeat surveys based on a proportion value of a key variable.  
n= D*(Z1-a+Z1-b)2*[P1(P1-P1)+P2(1-P2)]   where 
                                       (P2-P1)2

Were 
n= minimum size of sample 
D= Design effect (here D=2)
P1= the value of the key indicator at baseline (or a proxy value)
p2= the planned target value of the key indicator at the end-line/final evaluation
Za= the Z-score corresponding to the probability level desired (here, p=.05, thus Za=1.645) 
Zb= the Z-score corresponding to the power desired (here, beta= .8 thus Zb=.84) 
The awardees agreed to select a key FFP impact indicator common for all the partners to serve as the basis for developing the sample size. Awardees have selected stunting after comparing the sample size with HDDS. Using stunting as a driver of the sample size results in a reasonable number of the sample and enables the measurement of the indicators at the awardee level. Though stunting is a key impact indicator for the three awardees operating in the highland areas (CRS, FH and REST), it was not for SCUS that operates in the lowland pastoralist areas. However, after internal and external deliberations, SCUS determined it wished to measure stunting and the other nutritional indicators regardless, aware that either no or some degree of change will occur ( as the result of non-DFAP program inputs) as such, selecting stunting as a diver to the sample size satisfies the sample size requirements of the all the awardees. 
Awardees selected stunting as the most appropriate indicator based on the following justifications. Using stunting as an indicator requires a larger sample size, yet remains reason reasonable in terms of cost and time based on awardee calculations. Furthermore, with exception of exclusive breast-feeding, the sample size required to measure the expected change in stunting satisfies the sampling requirements for all other indicators that allows detection of planned changes at the awardee level. 
The value of stunting at baseline (P1) is taken from the final evaluation result for the previous Title II program is 44.03% for all programs. The program level target at the end of the program period (P2) is set at 36.5% aiming for a 7.5% decrease. Additional parameters that went into the calculation were the alpha and beta levels which were set at.95 and.80, respectively. Two further parameters included in the calculations where the design effect (set at 2.0 to compensate for the use of a cluster sampling method) and a “security factor” of 10%, added to account for attrition and non-response. Using the formula, the sample size of under five children is calculated to be 1,050 per awardee. Considering the proportion of under five children in the population (15.8%) and the average household size (5), the total sample households is adjusted to be 1,540 per awardee. 

Table 2: Sample size by awardees based on Stunting 
	
	Partner/strata
	

	
	CRS
	FH
	REST
	SCUS
	Total

	Stunting (7.2 pp change from 44% to 36.5%) 
	1049.9
	1049.9
	1049.9
	1049.9
	4199.6

	10% for non-response
	104.99
	104.99
	104.99
	104.99
	419.96

	Total
	1155
	1155
	1155
	1155
	4620

	Adjustment based on U5/HH(divide by 0.75) 
	1540
	1540
	1540
	1540
	6160

	*will detect change of approximately 4% in stunting in aggregate 
	
	
	
	
	


It is believed that the sample size is adequate to calculate baseline values for all indicators at awardee level. Except exclusive breastfeeding which requires more sample than available at awardee level and analyzed at overall program level.
The cluster design was set at 35 clusters by 44 per awardee, which is considered reasonable balance between statistical and operational efficiency. For the sake of divisibility and maintaining the total sample size, the number of clusters in increased from 30 to 35. The details of the cluster sampling are shown in the table below. 






Table 3: Sample size by cluster and awardees
	Awardee
	Region
	Number of Operational Woredas 
	Number of clusters 
	Sample per cluster
	Total Sample

	CRS
	Oromia & Diredawa
	7
	35
	44
	1,540

	FH
	Amhara
	9
	35
	44
	1,540

	REST
	Tigray
	12
	35
	44
	1,540

	SCUS
	Somali & Oromia
	5
	35
	44
	1,540

	Total 
	
	33
	140
	
	6,160


 
Clusters in each Woreda are the Kebeles. The number of clusters to be selected from each Woreda will be determined by probability proportional to size (PPS) method. Once the clusters are defined, lists of households available in each cluster need to be prepared of which the sample households will be selected through systematic random sampling. The sampling frame will be determined by working with woreda and kebele officials to ensure the household lists are accurate and up to date. The list will likely be generated from assessment of the population such as election registration that occurred in 2010. Anthropometric measurements will be collected in households with a child in a desired age range (0-59 months). All children in the sample households that fall within the desired age range will measure.
The data generated from the survey will be representative at awardees level. However, the analysis will be both at overall program and awardee levels and findings generated from the baseline will be generalized in the context.  
2.2 Selection of Indicators 
There are two sets of indicators the consultant is required to consider for the baseline survey 
There are: 
a) Common indicators – The common indicators refer to FFP, Mission and GoE PSNP indicators that are applicable to the programs of all the awardees. Data about these indicators can be collected using a uniform set of questions across all the operational sites of the four agencies. It should be noted that the consultant is required to use the standard FFP questions to be supplied by the contracting agency to collect information about the FFP indicators. However, the consultant shall develop data collection tools/questionnaire for Mission and GoE PSNP indicators. 
b) Awardee-specific indicators – These are set of indicators that are specific to each individual or group of awardees are not applicable to all. The consultant will be required to generate the questionnaire and collect data for these indicators in the specific awardee or awardees’ operational sites. 
Please refer to the indicator list for details. 
3. Timeline and Deliverable 
3.1 Timeline 
The base line survey will be carried out at two different times for the pastoral and highland program operation regions and woredas to meet with the requirement of “hungry season.” The first will be done in January – February for pastoral areas (SCUS) while the second survey will be done in June-July for the highland areas (CRS,FH and REST). The schedule for the survey takes this into account. The baseline survey process will begin on November 14, 2011 with the development of baseline plan and Scope of Work by awardees. The tasks and activities as well as the timeline for the baseline are shown in the table below.

Table 2 – Calendar of Activities and Tasks of Joint Baseline Stakeholders 
	Activities/Tasks
	Date of Completion (SCUS sites in Somali and Oromia Regions) 
	Date of Completion (CRS, FH and REST sites in Oromia, Amhara and Tigray Regions) 

	Technical committee prepares the draft baseline plan scope of work 
	Nov 14-16,2011

	Draft BLP submitted and commented by Oversight Committee 
	Nov 17,2011

	FHE send the baseline plan to FFP/FANTA II for comments 
	Nov 18,2011

	FFP/FANTA II review documents and forward comments 
	Nov 18-23,2011

	Baseline plan and scope of work finalized based on comments 
	Nov 24-27,2011

	Invitation for expression of interest and for technical and financial proposal from identified consulting firms
	Nov 28,2011

	Evaluation and Selection of a consulting firm
	Dec 16,2011

	Agreement prepared and signed with selected firm
	Dec 19-23,2011

	Draft field manuals completed, presented/discussed and finalized (4 days 
	December 29,2011
	December 29, 2011

	Baseline survey instruments- English and pastoralist-language questionnaires, and sample clusters, methodology, logistics, etc. for lowlands (and highlands where relevant) finalized. First inception report presented to included the specified deliverables (7 days) 
	Jan 10, 2012
	Jan 10,2012

	Baseline survey instruments – highlands language questionnaires completed 
	N/A
	June 10,2012

	Training and field tests begin, pilot testing ends. Manuals, instruments updated. Second inception report presented (7days) 
	January 10-17,2012
	June 10-17, 2012

	Fieldwork (data collection) 
	Feb 10,10-25,2012
	June 10-July 10,2012

	End of data entry and validation
	Mar 6,2012
	July 25, 2012

	Activities/Tasks
	Date of Completion (SCUS sites in Somali and Oromia Regions)
	Date of Completion (CRS,FH and REST sites in Oromia, Amhara and Tigray Regions) 

	Submit cleaned raw data to FH (lead awardee) 

	Mar 7, 2012
	July 26, 2012

	Consultant submit interim draft report for pastoralist areas to technical committee (20days) TENTATIVE
	Mar 27, 2012
	N/A

	Consultant submit to awardees and FFP and FANTA first draft report re[resenting data from all awardess to technical committee (20days) 
	August 26, 2012

	Comments on the draft report received by the consultant from the awardees( 7 days)
	Sep 2,2012

	Consultant submits second version of draft report to technical committee (7 days) 
	Sep 9,2012

	Comments of second version of draft report received by the consultant from the awardees (5 days) 
	Sep 14,2012

	Presentation of findings from joint baseline survey to USAID Mission and awardees 
	Sep 21,2012

	Final report is submitted by the consultant 
	Sep 26,2012

	Datasets submission ( as per the FFP instruction0 
	Sep 30, 2012 



3.2 Deliverables 
The following are expected deliverables of the Title II DFAP baseline survey: 
A. Interim deliverables 
The consultant will prepare and submit the following as part of the task in the baseline survey: 
· The data and information tabulation plan (inception report); and 
· The time frame and work plan as per the tasks in the baseline work (inception report). 
B. The baseline Survey Report. 
· The data and documents of the BL Survey – The baseline datasets should be provided, along with the supporting documentation required to understand and interpret the data. The cleaned raw datasets should be provided along with the dictionary (see detailed information on data set below under “Additional notes. Also refer to the FFP requirement in this regard detailed in the FFPIB 10-02.
· Rigorous data analysis – The consultant will be required to perform rigorous data analysis on the information collected. This will include both bivariate and multivariate analysis. Bivariate analysis should be conducted for all common indicators. Awardees intend to work closely with USAID/FFP to receive additional technical guidance and determine which indicators will require multivariate analysis. However several proposed examples include analyzing stunting by a awardee when controlling for drinking water, percent of all households that are stable and/or increasing assets while controlling for underweight and wasting. The presentation of the data analysis table shall include both point estimates and confidence intervals based on two stage cluster sampling for each of the indicators.
· TENTATIVE : Preliminary draft report based on data collected in pastoralist areas 
· Provided no additional costs are incurred, SCUS requests an unpolished draft report of findings from data collected during the January to February hunger season. 
· The analytical report of the BL survey (1st draft and final) – this is the findings and analysis on the baseline indicator values showing the highlights of key result at the aggregate level presenting the context specifics from individual operation areas per the following reporting contents and format. 
· Title page with date and logos 
· Definition of acronyms
· Executive summary
· Introduction
· Objective of BL Survey
· Survey design type and sampling methodologies 
· Detail analysis of findings by modules 
· Program level
· Awardee level 
· Conclusions and Recommendations as appropriate. 
c. Annexes 
· Questionnaires 
· Datasets (in SPSS or Stata together with the syntax files so that clients could understand how the data was analyzed and generated. Detailed Findings by awardee Other related documentation (e.g. names of persons responsible for collecting data and processing) 
Additional Notes on format for preparation and submission of deliverables: 
The final report will have Sections on: 
· Dataset- should be in a matrix format rows corresponding to case/units of sampling and columns corresponding to variables, and the cleaned raw data set should be provided with its dictionaries specifying name. label; value; formal (alphabetic, numeric, currency); type (dichotomous/category/continuous): size (#if digits, decimals points); 
· Survey Final Report- as specified in the content and format given. 
· Processing steps- steps to read the data and software, and the transformation of the raw data into useable information carefully documented and referenced to be replicated later by a third party.
· Questionnaires- and Field Manual – questionnaires used to collect data should be in PDF format with software specified, the manual to be bused by enumerators while carrying out the survey should be included with description of the questions covered in the questionnaire. 
· Sampling Frame – provide the frame used to select the sample clusters and associated size measures. 
· Description of Sampling Design – describing the sampling procedure used to select clusters and within the clusters (sampling types); documentation of methods of treating non-responding households. 
All items listed above must be submitted in electronic format on a CD-ROM.



[bookmark: _Toc339364430][bookmark: _Toc339612906]Annex 6: A guide for the preparation women's self-efficacy
	Indicator GNDR-3 
	Proportion of females who report increased self-efficacy at the conclusion of USG supported training/programming

	Definition
	Self-efficacy is a widely used and frequently assessed psychological concept
first developed by Albert Bandura in 1977. Fundamentally, feelings of self efficacy refer to people’s beliefs in their capacity to produce actions that are necessary for achieving desired outcomes/attainments. As a concept, it is similar to having a sense of personal agency. Self-efficacy has been shown to have a crucial impact on goal-setting, perseverance in the face of difficulties, and action-oriented behaviors. Feelings of self-efficacy can be assessed in specific contexts or as a more general, cross-situational belief that one has the capacity to mobilize the motivation, cognitive resources, and courses of action needed to exercise general control over events in one’s life.

For the purposes of this indicator, only trainings of at least a full day duration or longer should be counted. Trainings or programs in any sector that have women’s empowerment as a goal (even if not the only goal) should utilize this indicator. This would include programs/training in the following areas among others: leadership skills, youth development, civil society advocacy skills, conflict resolution or mediation skills, entrepreneurship, development of women’s business associations or other forms of networking, etc.

The unit of measure will be a proportion, expressed in the format of X/Y, where X is the number of women whose scores have improved over time and Y is the total number of women who participated in the relevant training/programming.

	Linkage to Long-
Term Outcome or
Impact
	One of USAID’s key gender-related goals is to empower women. Although precise definitions of empowerment vary, they share in common an emphasis on women’s agency and control over important life outcomes.
Numerous USAID-funded programs seek to empower women; however,
the end results of such empowerment may not be visible until USAID programming has ended. General feelings of self-efficacy can be presumed
to mediate the relationship between efforts to empower women and their
resulting actions and is more easily measurable within the time frame of a
typical USAID activity.

	Indicator Type
	Outcome 

	Use of Indicator
	This indicator will be used to gauge the effectiveness of efforts to empower women through USAID programming across a wide variety of sectors.
Trainings that do not result in improved feelings of self-efficacy may need
to be adjusted.

	Data Source and
Reporting Frequency
	Data for this indicator will be collected by survey, once at the start of relevant USG-funded training/programming and a second time at the end of the  training/programming. The survey may be read to program beneficiaries who are illiterate. Each COTR or AOTR would be responsible for ensuring that implementers collect these data.

The measure that will be used is the Generalized Self-Efficacy or GSE
(Judge, Locke, Durham, & Kluger, 1998*), which includes the following
items:
· I am strong enough to overcome life's struggles.
· At root, I am a weak person. (r)
· I can handle the situations that life brings.
· I usually feel that I am an unsuccessful person. (r)
· I often feel that there is nothing that I can do well. (r)
· I feel competent to deal effectively with the real world.
· I often feel like a failure. (r)
· I usually feel I can handle the typical problems that come up in life.

Respondents will be asked to indicate the extent of their agreement with
each item, using the following scale:
-2 = Strongly Disagree
-1 = Disagree
0 = Neither Agree nor Disagree
+1 = Agree
+2 = Strongly Agree
Items with an “r” are to be reverse-scored. In other words, those items
followed byan “r” that have a score of -2 should be recorded as a score of +2,
-1 should be recorded as +1, +1 as -1 and +2 as -2.
For example, for item 2 (“At root, I am a weak person), a response of ‘strongly agree’ would be re-coded as “- 2” and a response of ‘strongly disagree’ would be re-coded as “+2.” Responses on each item should be added to yield a score between -16 and +16. A higher score indicates more positive feelings of self-efficacy.

The proportion of participants whose score increased across time should be reported as a fraction with the number of trained participants overall provided as the denominator.

	Known Data
Limitations
	This scale has been widely used in the psychology literature and has been shown to have good validity and reliability. Both the concept of general self-efficacy and scales designed to measure it (including the GSE) have been validated across scores of countries including Turkey, China, Japan, Iran, South Africa, Chile, Korea, Australia, and many others. Since the data will be collected by USG implementers, it should be free of manipulation.

	Baseline timeframe 
	The baseline should be set at the beginning of the program.

	Disaggregated 
	By age: 10-29; and 30 and over; Numerator, Denominator
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       _cons      1.26184   .4373941     2.88   0.004     .4045633    2.119117

   dependent     .7258798   .0463688    15.65   0.000     .6349987     .816761

      shoats    -.0292346   .0166885    -1.75   0.080    -.0619435    .0034742

         cow    -.1473188   .0979837    -1.50   0.133    -.3393633    .0447257

        PSNP      .167956   .2835552     0.59   0.554    -.3878019    .7237139

    littracy     .1975912   .1894207     1.04   0.297    -.1736666    .5688489

  agemother3    -.1523178   .0098635   -15.44   0.000    -.1716498   -.1329857

      gender    -.4620861   .1618271    -2.86   0.004    -.7792613   -.1449108

                                                                              

    stunting        Coef.   Std. Err.      z    P>|z|     [95% Conf. Interval]

                                                                              

Log likelihood = -590.21325                       Pseudo R2       =     0.4086

                                                  Prob > chi2     =     0.0000

                                                  LR chi2(7)      =     815.43

Logistic regression                               Number of obs   =       1474

Iteration 5:   log likelihood = -590.21325

Iteration 4:   log likelihood = -590.21361

Iteration 3:   log likelihood = -590.47294

Iteration 2:   log likelihood = -598.37124

Iteration 1:   log likelihood = -651.47864

Iteration 0:   log likelihood =  -997.9291
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