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EXECUTIVE SUMMARY

Child Care, Health and Nutrition in the Central Plateau of Haiti presents the main findings of an
integrated maternal and child hedlth basdine survey carried out by an lof the programbeing
implemented by World Vison in the Centrd Plateau of Haiti. The overdl evauation compares

two approaches to targeting food supplements. 1) the traditiona, recuperative approach, which
targets children identified as being manourished (weight-for-age < -2 z-scores) through the

regular growth monitoring activities, and 2) the preventive gpproach, which targets al children

6-23 months in an attempt to prevent manutrition, rather than intervene once manutrition is

dready established.

The evauation uses acommunity level longitudina pre-post design, and compares 10 paired
clusters of communities, which have been randomly assigned to either the preventive or the
recuperative program group. The basdline survey was conducted between May and September
2002 and the post-evauation survey will be conducted exactly three years later, between May
and September 2005.

The basdline survey had two main objectives. The first objective was to gather data on the main
outcome of the study (i.e. children’s nutritiona status) before the packages of interventions were
implemented in the respective communities, in order to determine the comparability of the two
program groups at basdline. The second objective was to assess differences between the groups
in the various factors that could influence the response to the interventions and thus, the main
outcomes of the evauation, namely the community, household and caregiver characterigtics and
the care practices directed to young children.

Thus, the results presented in this report are largely descriptive and are meant to provide detailed
information about the communities and households where the study evauation isbeing
conducted. For the most part, the results are presented comparing the two program groups, to
assess whether randomization was generaly successful and whether households/individuas from
the two program groups are comparable a basdine. Bivariate associations between the different
household and caregiver characterigtics, care practices and child outcomes are aso explored.

Conceptual framework

The conceptua framework used to guide the design of the survey and the data analys's process
was based on the expanded UNICEF conceptua framework for child survival, growth and
development. Specifically, this framework postulates that child growth is driven primarily by
dietary intake and hedlth. These proxima determinants arein turn influenced by three basic
determinants. food, health and care. Furthermore, various individua, household and community
resources determine the adequacy of the food, hedlth and care that children receive. Careis
centrd to the process of trandating resources at the household and community level and making
them available to young children. At the same time, in order to ensure that the trandation of
resourcesis effective, caregivers need access to certain individua resources, including
knowledge and education, adequate time, manageable workloads, socid support and physica
and menta well-being. In addition, household resources such as food availability, income, labor
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and time are critical resources, as are the availability of water, sanitation and hedth facilities at
the community levd.

Survey design

The basdline survey instruments were designed using a care resource- oriented perspective that
reflected the conceptud framework for the sudy. In particular, the focus was on ng
availability and access to resources at the level of the community, household and caregiver.

The survey used a household and a community questionnaire. The household questionnaire was
adminigtered to the mother of the index child (referred to as the caregiver or the respondent
mother), whereas the community questionnaire was administered using a group interview
methodology with key community members, such as rdigious leaders, medica staff or school
teachers. Anthropometric measurements (height and weight) were aso taken on the survey
respondents and eigible children in each household (i.e. index child (18-47 months of age) and a
younger shling (6-17 months) if applicable). Child hedlth and appetite were assessed using a
visua andogue scae, which consigts of asking the respondent mother to rate the hedlth (or
aopetite) of her child as compared to other children his or her age and indicate whereit falson a
10 cm long line drawn on the questionnaire. Mothers were a o asked to recall whether the child
had symptoms of illnesses (diarrhea, cough/cold, pneumonia or fever) in the two weeks prior to
the survey. Findly, spot check observations were used to assess the cleanliness of the child,
respondent and the household.

The household questionnaire gathered data on household resources such as household
composition, socioeconomic status and food insecurity; and on caregiver resources such as
education, child care knowledge and experience, women’s empowerment and involvement in
decison-making, and mental and physica hedlth. It also gathered data on six types of care
practices. 1) early infant feeding practices (i.e. around birth); 2) child feeding practices of 18-23
month old children; 3) current child feeding practices, including med frequency, dietary
diversity, intake of animal sources foods, etc.; 4) preventive and curative hedlth care seeking
behaviors (eg.., antenatd care, childhood immunization, treetment for diarrhed); 5) hygiene
practices (eg., child, maternal and house cleanliness); and 6) discipline practices.

The community questionnaire provided data a the community level that alowed a comparison

of the different clusters after the randomization process was completed. Community level data
were gathered on the smdler community units (caled localités) within each cluster, because
these were more meaningful and finite geographic entities than the dlusters themsdlves.

Information was gathered on access to the nearest mgor town, the main activity of the resdents,
key geographic characteristics, access to public services such as schools and markets, and access
to hedlth services such as hospitds, dispensaries and the services provided by the World Vision

program.
Selection and representativeness of survey households

The survey households were sdlected after conducting a complete census of the genera
population residing in the communitiesincluded in the program evaluation The census gathered
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information on household compasition, headship, and the exact age of al children under 5 years
of age. A pool of households digible for incluson in the survey was generated for each cluster
by identifying those households that had a child in the target age range of 18-47 months, where
the child’s mother also resided in the same house.  Eighty-five households were selected at
random (without replacement) from each cluster, and the survey administered to the first
seventy-five of these households.

A comparison of the data from the baseline survey households and the generd population
suggest that the data from the basdline survey are arepresentative sample of households from the
generd population who have at least one child in the age range of 18-47 months. Thisistrue for
al comparisons that could be conducted, except for the data on household headship, where the
households sdlected for the baseline survey included alarger proportion of mae headed
househol ds than those in the generd population.

Comparisons between program groups

The main outcome measures of the survey, i.e., the mean HAZ, WAZ and WHZ, and the
prevaence of stunting, underweight and wasting were not different between the two program
groups. The comparisons of mean values were done usng Smple group comparisons as well as
pair wise comparisons of the means in each program group within a cluster, and neither method
revealed any differences between the two groups. Similarly no differences were found between
the two groups in children’s hedth assessed ether through the hedlth visual andogue scale or the
reported prevaence of morbidity symptoms in the two weeks prior to the survey. Thus, the two
comparison groups were found to be very smilar in the main child health and nutrition outcomes
of the overd| evaudtion.

Comparisons between the two program groups were also made to assess differencesin
community, household and caregiver resources. The findings suggest that the randomization
process was effective because very few differences between the groups were found in spite of the
large number of variables compared. For instance, at the community level we found that the pairs
of dlugtersincluded in the two program groups were largely comparable in terms of their key
geographic characteristics and their access to various services such as closest town, schoal,
market and hedlth services. Households from the two groups were aso highly comparable with
respect to their socio-demographic characteristics such as household headship, family
compogtion, asset ownership and housing qudity, as well asther food insecurity experiences.
Finally, the characteristics of the caregivers were aso very smilar between the two program
groups. Thiswas true for the wide range of caregiver resources assessed, including their physical
hedlth and nutritiona status, employment and time condtraints, and a variety of scaes used to
assess thelir empowerment, socid, emotiona and physica support, and their menta wellbeing,
and life satisfaction.

The two program groups were aso compared relative to a number of care practices related to

child feeding, hedth care seeking, hygiene and discipline. Again, there was no evidence of
meaningful differences between the two program groups.
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Thus, overdl our findings are reassuring in showing that the two program groups to be compared
in the find evaduation were very smilar a basdine.

Characteristics of survey communities, households and caregivers
Community resources

The community data gathered help develop a picture of the resources available to households and
caregiversin our program evauation area. We found that most of our communities were located
in remote areas accessible by unpaved dirt roads, and that up to 40 percent of them were
inaccessible by motor vehicle. Thus, many of the communitiesin our survey area were ble
only by foot or usng animas. Agriculture was the most common occupation, followed by petty
trade market activities.

Accessto daily and weekly markets, health care services, schools, and services such as micro-
credit and women' s group was extremely limited. These resources, which are important to
enhance the care that young children receive, were either far awvay (like markets and hedth care
sarvices), or amply out of reach (micro-credit and women’s groups for example). The long
distances to markets have strong implications for the lives of women in the area because women
are responsible for most of the household food purchases, and many of them are dsoinvolved in
petty trade for income generation. Thus, they often have to spend long hours, and in some cases,
days, away from their home and young children in order to conduct market activities.

Household resources

Householdsin thisrurd part of Haiti do not have alarge resource base to draw upon, either in
terms of assets or infrastructure. The average household owns about 10 types of durable goods
from alist of 17, three types of productive assets (agriculturd tools) out of a possble sx, and
approximately three types of livestock out of a possible six.

The vast mgjority of households is headed by aman (90 percent), and most of them are spouses
of the respondent mothers. Their main occupation is farming. Families are large — on average
close to 7 members — with only 2 of them on average being involved in income generating
activities. Thus, each employed household member is respongible for an average of 2.5 non
working members. Almost 85 percent of school age children gppear to be enrolled in school, an
encouraging finding.

The housng, water and sanitation facilities are largely rudimentary with only 30 percent of
households having access to public taps for water, and 10 percent to protected springs. More than
50 percent of households have no accessto even rudimentary latrines, and eectricity is mostly
unavailable. Remittances from rdatives living ether abroad or even in Haiti are do largdly

absent from the resource base, and less than 10 percent of households report receiving any
remittances.

The food security Stuation of householdsin our sampleis particularly precarious. The dataon
the availability of food stocks from own production indicate that the staple crops of corn and
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millet only last about six weeks on average, and beans last for even less time, about three weeks.
Our data on food insecurity related experiences dso suggest that food insecurity is highly
prevaent and severein dl program areas. Information was obtained on the types of coping
srategies and food insecurity related experiences that households had faced in the 30 days prior
to the survey, beginning with less severe experiences like decreasing the quantity of beans used
in food preparation and ending with what is usudly consdered the most serious food insecurity
related experience — children going to bed hungry. On average, households had experienced 8 of
11 food insecurity related experiences and about three-quarters of dl households had beenin a
gtuation where their young children had to go to bed hungry. Thus, it appears that the experience
of food insecurity cuts deep into families and reaches even young children, who in other,

possibly better-off societies, are often buffered from these types of experiences.

Clearly, poverty, food insecurity and limited access to basic services are the norm among our
survey households. The following section describes how the women’s own persond resources
dlow them to cope with life in this harsh environment.

Caregiver resources

A universally recognized key maternal resource for careisformal education. Among our sample,
however, more than half of the mothers had never attended school and asimilarly high
percentage wasiilliterate. Nutrition and health education are sometimes perceived as potentia
subgtitutes, at least in the short term, for materna schooling. It is believed that improving
materna knowledge of specific key aspects related to child care can compensate, a least to some
extent, for the lack of formal education. In our sample, we found that in spite of low education
levels, mothers knowledge of feeding practices, especidly breastfeeding duration and feeding
frequency was quite good. Knowledge of the appropriate timing of introduction of
complementary foods, on the other hand, was poor. Aswill be discussed below both materna
education and feeding knowledge are associated with better care practices in our sample, and
thus are important resources for care.

In spite of their low education levels, women in this part of rura Haiti are heavily involved in
income-generating activities. In our sample close to 85 percent of caregivers reported working,
primarily in farming or petty trading in markets. Most women spend subgtantid amounts of time
away from home, particularly those engaged in petty trade, and most of them usudly leave their
child behind when they go to work (less than 10 percent report taking their child to work with
them). These work patternsraise real concerns regarding the qudity of care for young children,
and epecidly for infants in their firg yeer of life.

Women's empowerment was assessed through a variety of questions that tapped into dimensions
such as communications between spouses, opinions about gender roles, ownership and control
over assets, control over household purchesing and involvement in decisortmaking. The data
indicate that overall, communications between spouses is good, and focuses primarily on issues
related to home and expenses rather than work and community happenings. Most respondents
scored highly on our gender identity scale, which assessed their opinions regarding the roles of
women in Haitian society. These findings indicate that women in Haiti are generdly not

socidized to accept inferior roles for women.



Executive Summary

Consgtent with these findings, the mgjority of women in our sample dso indicated that they
were involved in most household decisions such as child rearing and buying important items for
the household. The mgjority aso reported freedom to make a number of purchasing decisions,
especidly those related to daily food purchases and smal items for themsdlves. Fewer women,
however, indicated having the freedom to buy clothes or medicines for themselves and their
children. Consistent with the limited asset base found among these households, few respondents
reported owning persona assets such asland, animals or their own home.

The data on socid support (emotiona, financid/materia support and household help) show that
about 30 percent of respondents did not know anyone they could talk to when they were sad.
Access to financia support was even poorer, with close to 60 percent of women having no
access to anyone that they could borrow ether food or money from. However, alarger
proportion of women had access to a place where they could spend the night if they so needed.
Access to help with household tasks was available to most women, particularly for tasks such as
fetching water, fud, cleaning the house and caring for the youngest child. It wasless avalable
for tasks such as cooking, laundry and shopping for food.

The participation of women in community groups and activities was generadly low; only about a
third of women reported participating in groups that discussed issues such as health, education or
community problems. Access to microcredit and loans and membership in cooperative groups
was even poorer, with less than 10 percent of women having access to these groups and services.
The data on caregivers nutrition and physica hedlth suggest that the mgority of women in our
sample are well-nourished, athough 14 percent are underweight (low BMI) and asmilar
percentage are overweight or obese. Mothers aso generdly perceived themsdves as being
relaively healthy compared to their peers, scoring on average 6 on a 10-point scale of sdif-rated
hedth.

Daaon menta stress and life satisfaction, however, provide some evidence of the harshness of
lifein rurd Haiti, with large proportions of respondents experiencing some or al symptoms of
menta dress at least sometimes, if not often. Thisincludes stress related to the lack of timeto
care for themselves, their children and to complete their daily activities. Close to hdf of the
women reported that they often suffered from headaches, and one third reported often feeling sad
or unhappy. Other symptoms such asfeding tired adl the time, having trouble thinking clearly

and losing interest in their daily activities were dso reported by more than one quarter of the
women. Only 20 percent reported that they were satisfied with their life in general and asfew as
11 percent indicated that they had the important things that they had wanted in their life.

Overdl women in our sample have a number of postive persona characterigtics that dlow them
to cope with the challenging environment in which they live. Needless to say that the Strategies
they use, such asworking long hours away from home to make ends meet and juggling between
their income-generating, household and child care respongbilities, may have severe
consequences for their own hedlth. Anxiety and stress symptoms are extremely common among
mothersin our sample, which suggests that they take on much of the burden of protecting their
household and children from food insecurity and manutrition, sometimes a the expense of ther
own hedth.
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Children’snutritional status and health

In view of the generdly poor conditionsin which our survey households live and the extremely
limited resources available to them, it is not surprising that childhood manutrition is prevdent in
the area. In our sample, 23 percent of children are stunted (low HAZ), 21 percent are
underweight (low WAZ) and 5 percent are wasted (low WHZ). On average, however, mothers
perceived their child to be generdly hedthy, asindicated by the mean score of 6.5 on a 10-point
scae that they gave ther child on the hedth visual andogue scale. Ther perception of thelr

child' s gppetite compared to other children the same age was equaly high (mean 6.7 on asimilar
visua anadogue scde). These high ratings, especidly on the hedlth scale, were somewhat
surprising, consdering the extremely high prevaence of reported symptoms of morbidity
experienced by children in the two weeks prior to the survey. According to the respondents,
closeto hdf of the children had had fever, two thirds had had symptoms of cough/cold, and
gpproximately one third had had diarrhea. Compared to findings from areview of 42 data sets
from the Demographic and Hedlth Surveys, these prevaences are very high, even for rura aress.
The latest DHS survey in Haiti, however, reported smilarly high levels of fever and diarrheg,
suggesting that morbidity among Haitian children is extremdy high, even compared to other
developing countries.

Carepractices
Child feeding

Overdl, our survey data confirm many of the findings from our previous formative research on
child care practices in the study area (Menon et d. 2003). The positive practices observed are
that breastfeeding is amost universal and that the vast mgjority of mothers breastfeed their child
up to at least 18 months of age. A variety of less optimal practices are observed, however,
including low rates of exclusive breastfeeding during the first 6 months; the widespread use of
baby bottles (40 percent); and the very early introduction of complementary liquids, semi-solid
and solid foods (sometimes as early asin the first month of life). The diet of young childrenin
these communities dso gppears to lack diverdty, and nutrient-rich foods like anima source
foods and dairy products are consumed infrequently. Med frequency is dso low, with 40 percent
of children 18-23 months of age being fed less than the recommended three medls per day.
Although low medl frequency may be related to food insecurity and poverty, it gppearsto dso be
driven by acultura belief that evening meds cause indigestion in young children and therefore
should be avoided.

Care during feeding and especialy respongve feeding are increasingly recognized as key for
optimal feeding of the young child, especidly in environments where malnutrition may cause
poor gppetite in children and reduce their interest in food. Our data show that more than three
quarters of the children in our sample ate without any assstance from a caregiver. Thisis
conggtent with findings from our previous formative research, which suggested that children are
expected to learn to feed themsalves early on, and especialy so after they reach 12 months of
age. Among those who received assstance, mothers, as opposed to other family members or
subgtitute caregivers, were the main source of assistance (92 percent). About 74 percent of
caregivers reported taking some action to encourage their child to est when the child refused

Vii
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food or had a poor appetite for along time. In alittle over 50 percent of cases, the action taken
was mostly postive (e.g., caressing or holding the child and encouraging the child to eat), but a
fairly large proportion also engaged in the use of aversive methods such asforcing the child to
eat. The use of different strateges to encourage children to eat was more common for older
children than for infants, suggesting that mothers may have been more worried about refusdl to
egt and poor gppetite among older children than infants.

Data on feeding during diarrheaiindicated that mothers were generdly well aware of the need to
increase (or a least maintain) fluid intake during diarrhea episodes to prevent dehydration. Still,
we found 20 percent of mothers who reported giving less fluid to their child during diarrhea and
close to 8 percent who reported giving no liquid at al. A fairly large proportion of mothers
reported giving less food to their sick children, probably due to the problems of poor gppetite and
vomiting that often accompany diarrheal episodes.

Preventive and curative health care seeking

In our sample, the percentage of children fully immunized was darmingly low (18 percent), even
compared to Haiti sandards. Thus, it seems like access to preventive hedlth services for children
isextremely poor in this area. Access to prenatal care for women, on the other hand, appearsto
be much better. The vast mgjority of women reported having attended prenatal consultations with
a hedth professond (81 percent) during their last pregnancy and more than haf of them had
attended between 1 and 3 times. Also, up to two thirds of women had received iron supplements
during pregnancy. The mgority of births were home-based and attended by midwives. Few
women were assisted by a health professiona (6 percent), and a disconcerting 4 percent received
no assigtance a al during delivery. An additiona concern isthe fact that very few women
received vitamin A supplements after delivery, probably areflection of the unavailability of the
supplement, combined with the lack of awareness and training of midwivesinther use. Thisis
acrucd drategy for ensuring that young infants recelve adequate amounts of vitamin A through
their mothers' breast milk, and it is particularly important in this area sSince 14 percent of women
reported having experienced night blindness (a symptom of vitamin A deficiency) during
pregnancy.

Regarding the use of hedth servicesfor curdtive care, the mgority of mothers reported seeking
some type of advice when their child experienced symptoms of fever, cough/cold, ARI or
diarrhea. The type of advice sought, however, differed depending on the symptoms, with
respondents being more likely to seek help from amedica professona when the child had ARI
symptoms or fever, suggesting that they recognized the severity and greater risks associated with
these symptoms. Only 40 percent of caregivers reported the use of ord rehydration solution
(ORY) for treating diarrhea, even though 97 percent said they had heard of ORS.

Hygiene practices
Ovedl child, materna and house hygiene were quite good, considering the limited means

available to the families in our sample to maintain good hygiene. As expected, more mobile
children in their second and third year of life were more likely to be rated as “dirty” by our fidd

viii
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workers than infantsin their first year who tend to be held and protected from environmenta
contamination. Thus, the child cleanliness scale was strongly associated with age.

Discipline strategies

The use of physicad punishment to discipline children was very common, with two thirds of
parents reporting that they sometimes hit their children to make them listen to them. Physicd
punishment is strongly discouraged for its negative influence on child developmenta outcomes.

In sum, child care practices in this population can be improved, but there is a number of existing
positive practices to draw from. Some non-optima feeding practices seem to be related to
culturd beliefs and traditions, but they may be amenable to change through well-designed
education messages. Such practices include early feeding practices such as delayed initiation of
breastfeeding and the use of 10k in thefirgt days following birth, as well as the early introduction
of liquids and semi-solid foods in the child' s diet. Other non-optima feeding practices, however,
such asthe lack of diversity and the infrequent use of anima source foods clearly sem from
problems of poverty and food insecurity. Approaches to improve these practices will have to take
into account the savere economic congtraints faced by families with regard to these practices.
The behavior change and communication strategy developed by our team in collaboration with
World Vision took these factorsinto account and tried to devel op creetive ways to overcome
some of these congtraints (Loechl et a. 2003).

Linkages between car e resour ces, practices and child nutrition and health

In order to explore how the various dements of our conceptua modd interact in our survey
population, we examined a number of bivariate associations between care resources, practices
and child outcomes. The main objective of exploring these bivariate associations was to
understand which of the theoreticad relaionshipslad out in the conceptud framework are
actualy reflected in associations between variables assessed in our survey. It is anticipated that
thisfirg stage of andysswill form the basis for future multivariate anayses with these data.

Household resources and caregiver resources

Severa associations between household resources and caregiver resources were identified and all
were in the expected direction. For instance, caregiversliving in households with greater access
to resources tended to be better nourished, hedlthier and better educated and they also enjoyed a
higher status and more socid support in their households. Household food insecurity, on the
other hand, was associated with lower levels of al other household resources as well aswith
lower caregiver resources. Caregivers from the most severdly food insecure households were
more likely to report poor hedth status, higher anxiety and stress levels, lower life satisfaction,
and less accessto financia and materia help. These associations seem to reflect the extreme
levels of food insecurity in these communities as wel as theimmediacy of itsimpact on various
aspects of the daily lives of the survey respondents.
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Household resources and care practices

Household resources were also associated with avariety of child care practices. Partner’s
education was associated with some early feeding practices, as well as feeding practices related
to food choice and dietary diversity. As could be expected, food insecurity was closely
associated with feeding practices, particularly the feeding practices that reflect food choice and
dietary diversty. These practices are more likely to be directly influenced by fluctuaionsin food
security than breastfeeding or practices related to care during feeding for example. The
household assets index was aso associated with dl feeding practices related to dietary diversity
and food choice and with children receiving assstance to edt, but less with early feeding, the use
of baby bottles and continued breastfeeding.

A number of household resources were associated with the hygiene scales. Partner’ s education,
household assets, dependency ratio and household food insecurity were al associated with child
cleanliness in the expected direction. Dependency ratio was associated with the increased use of
physica punishment, but associ ations between other household resources and the use of physica
punishment were less interpretable.

Caregiver resources and care practices

The caregiver characteristic most strongly and consistently associated with care practices was
materna education, which was associated positively with practices from all Six categories
studied. Gregater caregiver feeding knowledge was aso associated with a number of positive care
practices, including optima early feeding practices, greater dietary diverdty, positive response to
child food refusd, increased use of liquids during diarrhea and good hygiene practices.

Our data provide no evidence of a negative effect of maternal employment on child care
practices, in spite of the fact that working mothers tend to leave their young child a home for
extended periods of time when they work. On the contrary, materna employment and longer
absences from home were positively associated with greater dietary diversity, better feeding
practices during diarrhea (more liquids) and child cleanliness. The positive associations between
materna employment and dietary diveraty may reflect the fact that women whose patterns of
work keep them away from home for longer hours are more likely to be the women who work in
market trade and thus have better access to awider variety of foods and possibly greater income.

A number of the women’s empowerment and socid support scales were associated with early
feeding practices, but again the associations were stronger and more consistent with feeding
practices related to food availability and access, such as dietary diversty and the use of anima
source foods in the child's diet. Hygiene practices were aso related positively with couple
communication, ownership of assets and household help.

Maternd anxiety/depression was negatively associated with five of the seven feeding practices
related to food choices and dietary diversty. Mothers who were in the highest tercile of the
anxiety/depression scale were less likely to have fed their child three medlsin the previous day
compared to mothersin the lowest tercile, and they were less likely to feed their child nutrient-
rich (and expensve) foods such as flesh foods and vitamin-A rich foods on aregular basis.
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Given the previoudy described association between severe food insecurity and materna
anxiety/depresson symptoms, it seemslikely that the poorer diet qudity of children who have
more anxious/depressed mothers is related to their more acute problem of food insecurity.

Other associations found between the anxiety/depresson symptoms scale and child care provide
additiona support for the hypothesis of afood insecurity link in these associations. Mothers from
the highest tercile of the anxiety/depression scale were more likely to help their 18-23 month old
child to eat, and were more likely to take action when their child refused to eat than mothers
from the other two terciles. Thus, it islikely that more anxious mothers are more concerned
about their child' s diet (if food is scarce and/or the child is perceived as being less healthy or
growing poorly), and therefore they respond by being more active feeders. Again, this
explanation is likely, given the fact that anxious/depressed mothers were more likdly to be found
among households in the most savere food insecurity tercile.

Household and caregiver resources, care practices and child outcomes

Children’s nutritiona status and hedlth were associated with a number of household and
caregiver resources as well as some care practices. The factors most strongly associated with
nutritiona status were the asset and housing indices (household resources), maternd education
(caregiver resources), and some of the dietary diversity indicators (care practices). Few of the
materna resources were associated with child diarrhea and hedlth, but children whose mothers
were in the higher anxiety/depression and stress terciles of the scales were more likely to have
had diarrheain the previous two weeks and to have poorer hedlth. These findings, once again,
suggest apotentid link with food insecurity, which is confirmed by the fact that diarrhea and
hedlth were strongly associated with food insecurity in the sample; children from more food
insecure househol ds were more likely to have had diarrhea recently and they were dso more
likely to have alower score on the health andogue scae.

Of dl the care practices studied, the diversity-related feeding practices were the practices most
strongly and consstently associated with better child nutritional status and health, and alower
likelihood of having had diarrheain the previous two weeks. A few feeding practices, namely
continued breastfeeding for children 18-23 months, and being helped to eat for children 24-35
months were negatively associated with HAZ and WAZ. Also, aversive responses to food refusal
(threatening, forcing children to egt, etc.) were strongly and negatively associated with WHZ. As
discussed above, these negative associations could reflect reverse causdity, where the postive
caregiver behaviors documented in the survey were responses to poor child outcomes, rather than
the negative outcome being aresult of the positive practices. All of these care practices could
represent “compensatory” materna responses to the needs of smdler or scker children who
could have been perceived to need more care and attention than bigger, more robust children.

Conclusons
Results of the bivariate andyses confirm the importance of a number of the hypothesized
rel ationships between different levels of resources for care and care practices, aswel as between

care practices and child outcomes. In particular, the strong link between food insecurity,
maternal distress, low diet quaity and poor child outcomes provides clear evidence of the urgent
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need for interventions to dleviate food insecurity in this population. In that respect, the World
Vison program can contribute, especidly through its food supplements, to increasing food
security among households with young children. The World Vison program aso has enormous
potential to respond to the need for increased access to health care services, especidly preventive
hedlth services such as childhood immunization and maternal and child vitamin A
supplementation, which are desperatdly lacking. Last but not least, the newly developed behavior
change and communication strategy, which was developed for this program using a series of
quditative and formative research activities, is now fully integrated into the overdl intervention
package in both program groups. The strategy aims at sirengthening several care practices that
were identified through our quditative research as key to improving child nutrition and hedth in
this population. The associations between many of these same care practices and child outcomes
in the baseline survey, especidly the practices related to increased dietary diversity and
consumption of anima source foods, confirm the potentia of the BCC drategy to contribute to
reducing manutrition and morbidity in this population.
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1. INTRODUCTION

With a population of 8 million in the year 2000 and a GDP of $460 (World Development
Indicators, 2003), Haiti is one of the poorest and most densely populated nations in the Western
hemisphere. Theinfant mortality rate is 79 per 1000 children, and the under-five mortdity rae

is above 100 (123/1000) (UNICEF State of the World's Children, 2003). There are no World
Bank figures avallable on the poverty rate in Haiti. However, growth in the dready low per

capita gross domestic product (GDP) has been negative for the past 4 years (World Devel opment
Indicators, 2003), suggesting that the economic Stuation is deteriorating. Using the UNDP's
Human Development Indicators of longevity, quality of life and education, Haiti ranked 145™ out
of 175 countriesin 1993, suggesting that over 70 percent of Haitians are living in poverty
(Ministry of Public Hedlth and Population and PAHO/WHO, 1998).

Twenty three percent of Haitian children under the age of five years are sunted, amost five
percent are wasted and 17 percent are underweight (EMMUS-111, 2000). Stunting is as high as
33 percent in the poorest regions of the country. The nutrition profile of children under five
years of agein Haiti is very amilar to that of children from other poor devel oping nations. On
average, children are born of adequate weight and height, but their growth starts to falter soon
after birth and gradualy deteriorates until they reach two to three years of age (EMMUSII],
2001). The length deficit that children cumulate during this period of growth fdtering is
generdly congdered to be largely irreversble (Golden 1994). In addition to small Sature, the
consequences of poor nutrition during these critica fird years include higher susceptibility to
infectious diseases, delayed cognitive and motor development, and diminished school
performance. In the long term, these in turn may result in reduced intellectual and work
performance, limited employment opportunities and income generating capacity, thereby
perpetuating the cycle of poverty, food insecurity and undernutrition. At the nationd levd, the
conseguences are severe - reduced human capita formation and poor economic growth and
development.

Traditiondly, Materna and Child Hedth (MCH) programs to reduce childhood manutrition
have provided food supplements and other program inputs to children once they have become
ma nourished. Children are usudly screened into the program by measuring their weight during
growth monitoring activities and those whose weight fals below a predetermined cut-off point
for their age become dligible to recaive program benefits. There is now increasing recognition
that this gpproach has not been successful in bringing about subgtantia improvementsin
reducing childhood manutrition worldwide, nor isit likely to be the most cost-effective
gpproach to address undernutrition problems at the population level. This understanding comes
from research on the process and timing of growth fatering among infants and young children,
aswdl as various sudies on the effectiveness of food supplementation interventionsin
improving childhood nutrition (Schroeder et d. 1995; Lutter et d. 1990; Allen 1994; Riveraand
Habicht 1996; Rivera and Habicht, 2002).

This body of evidence suggests that a preventive approach that targets children at the age when
they are most vulnerable to growth faltering and dso mogt likely to benefit from
supplementation, i.e., between 6 and 24 months of age, islikely to be more effective than
targeting children who are dready manourished. Moreover, by maintaining children’s growth at
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ahigher levd throughout their most vulnerable period (0-24 months of age), it is expected that
not only short-term, but dso long-term benefits on growth will be achieved (Martorell 1995).

Although this preventive approach to targeting MCH and food aid programs is now recognized
as more promiang than the traditiona recuper ative approach, we are unaware of any rigorous
evaudtion of the impact and cogt-effectiveness of this agpproach in reducing childhood
manutrition. A processis now underway in Haiti to systematicaly compare this preventive
gpproach with the traditiond recuperative modd. The evauation is conducted by ateam of
researchers from IFPRI and Cornell University in collaboration with World Vison-Haiti, the
implementing indtitution.

The evauation will compare 10 pairs of communities randomly alocated to either the preventive
or recuperative program model, using a pre-post design. The communities are located in the
Centra Plateau region of Haiti. The basdline survey, which is described in this report, was
conducted between May and September 2002 and covered atotal of 1524 households. The post-
intervention survey to assess program impact will be conducted at the same time of the year

(May to September) in 2005. However, because implementation of al program components
became operationd only in early 2003, the communities will have been recelving program

benefits for gpproximately 2-2 %2 years at the time of thefina impact survey.

This report presents the main findings of the basdine survey. It islargely descriptive in nature
and is meant to provide detailed information about the communities and households where the
Sudy evauation is being conducted. For the most part, the results are presented comparing the
two program groups, to assess whether randomization was generdly successful and whether
households/individuds from the two program groups are comparable a basdine.

The report is structured asfollows. Chapter 2 presents an overview of the objectives, design and
methodology of the survey, as well as the conceptua framework used to guide the development
of the survey questionnaire. Thisisfollowed by Chapter 3, which compares the basdline survey
sample households with the genera population from which the sample was drawn. Chapter 4
presents the main outcome measures of the survey, i.e., the hedth and nutritiona status of
children in the survey communities. The subsequent three chapters focus on community,
household and caregiver resources for care. Chapter 5 describes the community characteristics
and availability of services. Chapter 6 describes the household level socio-demographic
characteristics, food security Stuation and economic resources. Chapter 7 focuses on caregiver
resources for care, such as education, workload, empowerment and hedlth. Chapters 8 and 9
focus on care practices, with infant and young child feeding practices described in Chapter 8 and
other care practices such as preventive and curative hedlth care seeking, hygiene practices and
discipline strategies presented in Chapter 9. Findly, Chapter 10 presents results from bivariate
datistical andyses that examine the rel ationships between caregiver and household resources and
care practices, aswdl asther reationship with child nutrition outcomes. Chapter 11 summarizes
the results and briefly discusses their implications for children’s nutrition, health and well-being

in this part of rurd Haiti.
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2. CONCEPTUAL FRAMEWORK AND METHODS
2.1. Conceptual framework

The conceptua framework that was used to guide the data collection and andysis of the basdine
survey was based on the expanded UNICEF conceptud framework for child surviva, growth
and development (Engle. Menon and Haddad, 1997; Appendix 2.1.). Specificdly, this
framework podtulates that the optima growth of children is driven primarily by dietary intake
and hedth. These proximd determinants of optima growth are in turn influenced by the basic
determinants of food, care and hedth. Further, various individua, household and community
resources are determinants of the adequacy and quality of the food, health and care that children
receive. For example, the resources for ensuring that adequate food is made available to a child
include both the adequacy of food at the household level, and various caregiver actions that
trandate the available food in the household to available food for the child. Similarly, for achild
to receive adequate hedlth care, it is essentid that the health services be available and accessible,
and that a caregiver be equipped to use those services (in terms of knowledge, time, money, etc.).
Careistherefore, centrd to the process of trandating resources a the household and community
level and making them available to young children who are not cgpable of accessing those
resources for themsalves.

In order to ensure that this trandation of resourcesis most effective, caregivers need access to
certain individua resources, including knowledge and education, adequate time, managesble
workloads, socia support, physica and mental well-being. In addition, resources such as food
avallahility, income, labor and time at the household level are critical resources, as are the
avallability of water, sanitation and hedth facilities at the community leve.

Table 2.1. describes the types of data that were gathered to provide information on the different
levels of the conceptud framework. The organization of the table reflects the care resource-
oriented perspective that was taken in setting up the study. The development of the basdline
survey questionnaire is described in the questionnaire development section in this chapter.
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Table 2.1. Data gathered in the baseline survey

Element in Relevant data gathered

conceptual

framework

Outcomes

Child growth - Child nutritiona status (height, weight)

Childillness - Whether child had diarrhea, fever, shortness of breath and/or

cough/cold in past 2 weeks

Care practices

Child feeding
practices

Breastfeeding

0 Initiation

0 Durdion

0 Exdusvity

Complementary feeding

o Typesof foodsfed to child in past 24 hrs

0 Freguency of feeding different foodsin past 7 days
0 Frequency of meals and snacksin past 24 hrs
Feeding style/responsive feeding

0 Feeding behaviors when child refuses to est

0 Assganceto eat

Hedth care seeking
practices

Use of preventive hedth services

0 Useof prenad care while pregnant

0 Immunization, vitamin A supplementation

Use of curative hedlth servicesif child was sick with diarrhes,
fever, shortness of breath or cough/cold in past 2 weeks
Use of hedlth servicesif child had a poor appetite

Hygiene practices

Proxy messures

o Child deanliness

o Matend deanliness

0 Houseinterior cleanliness
0 House exterior cleanliness

Individual (caregiver)

resources for care

Education

Knowledge about infant feeding
Workload and time congtraints
Autonomy and control over resources
Socid support

0 HFnancd/materid

o Emationd

Menta wellbeing

Physicd welbeing

Household resourcesfor care

Economic resources
0 Durable good assets
0 Productive assets (e.g., farming tools)
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Element in Relevant data gathered
conceptual
framework

0 Livestock assets
- Food availability
0 Typesof staples cultivated
0 Duration of harvest
0 Experience of food insecurity-related coping behaviors
0 Whether any pregnant or lactating women were recipients of
food ad
- Accessto services. water and sanitation facilities
- House construction materials (quality of housng)

Community leve resourcesfor care

- Health care resources
o Distanceto hedth care center
o Community level accessto hedth care (presence of clinics,
dispensaries, etc.)
- Accessto public services
0 Digtanceto schools, markets, etc.
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2.2. Evaluation design

This program evauation uses a probability design (Habicht, Victoraand Vaughn, 1999) and
compares paired clusters of communities randomly assigned to either the preventive or the
recuperative program group. The comparison between the pairs of clusterswill be made using a
pre-post community-leve longitudina design. The main outcomes of the evaugtion are changes
in mean HAZ, WAZ and WHZ, and in the prevaence of childhood stunting, underweight and
wasting between baseline and the pogt-intervention survey.

Twenty clusters of communities, with program services for each cluster covered by one Hedlth
Agent were selected from World Vison's program areas for the evaluation. Each cluster was
then paired with another one, amilar in terms of location (e.g. distance to the main highway
and/or main town), geographic and ecologic conditions (e.g. whether located in the plains or the
mountains), access to a hedlth care center and findly, the existence of aWorld Vision private
sponsorship program (Area Development Program). Within each pair of clusters, one was
randomly assigned to the preventive mode and the other one to the recuperative modd. Thus,
the unit of randomization was the cluster covered by one Health Agent.

The number of clusters (20) was determined by balancing the cost of conducting the surveys
with the need to have enough clusters to be able to achieve the desired sample size of 750
children per program modd. A larger number of clugters, with fewer second stage sampling units
(in this case, households) within each cluster isusualy preferable, but the cost of including more
dugtersis higher than thet of induding households within clugters.

The evauation design uses a community-level longitudina design, i.e. two random household
surveyswill be conducted in the same communities a basdine and exactly three years later to
avoid seasond variations. The basdine survey was conducted between May and September
2002, but the program was not fully implemented until early 2003. Therefore, the find
evauation will be done after 2-2.5 years of program implementation.

2.2.1. Comparison groups

Children 12-41 months of age were targeted for the survey because children in this age range are
expected to benefit the most from the preventive intervention. This expectation comes from
current knowledge about the growth patterns of infants and young children, as well as knowledge
about the effectiveness of supplementation among children. Specificaly, it is now known that:
= Supplementation is more effective if provided before 24 months of age (Schroeder et d.,
1995)
= Larger rates of response are achieved with 12 months of supplementation (Riveraand
Habicht, 2002)
= Thegrowth patterns of Haitian children show that growth fatering peaks at 18 months of
age and plateaus thereafter, suggesting alack of response (or minima level of response)
after 18 months of age (see Chapter 4).

Thus, in this study, the group consdered most likely to benefit from the preventive approach is
the group of children who are exposed to the supplementation when they are between 6 and 17
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months of age. These children are at the age of largest potentia benefit and can be supplemented
for 12 months because they fal within the age range of targeting. Thisisillugtrated in Table 2.2.
The darker shaded area represents the children who will have been 6-17 months of age at some
point during the intervention and thus, who have had the possibility to receive supplementation
for 12 months. Note thet al these children are born between the two surveys and they will be 18-
35 months of age at the time of the second survey. The lighter shaded area highlights children
who will not have entirely met both criteria. These include: 1) children who are younger than 18
months at the time of the second survey, and thus will not have received the full 12 months of
supplementation (age at the end of the survey: 12-17 months); and 2) children who have started
to receive the intervention after the age of 6 months, in which case they will not have had
supplementation &t the age of maximum potentia for response (age a end of study: 12-41
months). Thus, we decided to include dl children 12-41 months of age in the two random
surveys.

During the fild work, households with children 18-45 months of age were sdlected for incluson

in the study, rather than households with children 12-41 months of age. A totad of 1522 children
were surveyed, of which 70 percent were in the age range between 18-35 months of age (the
dark-shaded areain Table 2.2.), and 96 percent were in the age range originally targeted of 12-41
months. For consgstency (using 6-month age intervals), we refer to our index children as being
18-47 months of age throughout this report, dthough they are in fact 18-45 months of age, with a
maority between 18 and 43 months.

Table2.2. Agedistribution of children at the time of the two surveys and at the beginning
of theintervention

Age at baseline survey Age at time of second survey
(May 2002) (May 2005)
0-5
6-11
12-17
18-23
24-29
30-35
0-5 36-41
6-11 42-47
12-17 48-53
18-23 54-59
24-29
30-35
36-41
42-47
48-53
54-59

L egend:
Children < 18 months at start of intervention who received food for 6-12 months.
Children <18 months at start of intervention who received food for at |east 12 months.
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2.2.2. Sampling methodology and sample size calculations

The survey used a two-stage cluster sampling methodology. Twenty clusters comprised the firgt-
stage sampling unit for the survey and households with digible children were the second-stage
sampling unit. The pairs of clusters were sdlected such that the group of communities (localités)
within each cluster were comparable with those in the other cluster in terms of location (e.g.
distance to the main highway and/or main town), geographic and ecologic conditions (e.g.
whether located in the plains or the mountains), accessto a hedth care center and findly, the
exigence of aWorld Vison private sponsorship program. Eligible households within each

cluster were sdlected based on information gathered through a census of the evaluation
communities prior to the survey.

2.2.3. Census and selection of eligible households

A censuswas carried out prior to conducting the survey to provide information on the number of
eigible householdsin each dudter. Every household in the communities where the evaluation
was to be conducted was visited by atrained community volunteer or World Vison heath agent
and information was obtained on the resdentsin the household. In particular, detailed
information was obtained on the number of pregnant and lactating women in each household and
on children under the age of five years. For dl children under five years of age, information was
obtained on the date of birth of the child as well as on whether the child’'s mother resided in the
same household. The exact age of dl children in the household was then calculated by the survey
supervisors based on the date of the census and the date of birth of the child.

Following this, those households that included a child in the targeted age range and whose
mother lived in the same household were selected from each cluster. This formed the pool of
households digible from that cluster for the survey. The household number assigned to each
eligible household during the survey was written down on individua pieces of paper, and eighty-
five digible househol ds were then drawn at random (without replacement) from the pool of
eligible households within each cluster.  The number of digible households in each dlugter is
presented in Table 2.3., as are the actual number of households from which data were gathered.

Table2.3. Number of digible householdsin each cluster

Cluster No. of dligible households No. of households
included in the survey
Madame Brun 131 77
Marmont 107 79
Basin Zim 179 75
Marialapa 135 75
Pablocal 209 75
Bintourib 187 79
Cherivd 126 74
Carrefour Ledan 109 72

! Asindicated earlier, eligible children were in theory between 12-41 months of age. However, in practice, children
18-47 months of age wereincluded in the survey.
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Waniketer/Moruque 117 76
Rode/Beganabe 102 78
Casse 142 76
Locaret 103 76
Pareidon 1 164 77
Pareidon | 177 80
Tierall 125 77
Tierral 116 75
Laoimassouce 100 74
Samadere 112 78
Ananas 118 78
L ocorobe 113 73
TOTAL 2672 1524

2.2.4. Sample size calculations

Sample size requirements for the survey were estimated based on the desired detectable
difference in the prevaence of undernutrition among the two program groups. The necessary
sample sizes to examine differences in prevaence rates are the same as those necessary to
examine differences between digributions, and they are larger than those necessary to examine
differencesin means (Brownie et d. 1986).

Sample sizes were estimated using an equation for estimating sample szes for differencesin
proportions (Cohen 1988). The effect Sze (magnitude of improvements in nutritiona status
between basdline and post-intervention) used for the calculation was based on previous studies of
the effect of supplementation on child growth, which ranges from 0.25 to 0.46 zscores for WAZ
and 0.04 to 0.35 zscores for HAZ (Caulfield, Huffman and Piwoz 1999). Based on their
caculations, an improvement of +0.35 zscores of nutritiona statusin a population with average
z-scores around —2.0 will result in adecline in prevaence of undernutrition from 50 percent to

38 percent (a decrease of 12 percentage points). Detailed calculations are presented in Appendix
2.1

Snce the intervention in this case was randomized & the cluster leve rather than & the leve of
the individud child, it was necessary to account for the clustering of characteristics within a
cluster (called the design effect?). This must be taken into account when calculating sample sizes
because it increases the sample size needed when the intervention is randomized at the cluster,
rather than theindividud levd. In this study, each duster was the group of communities served
by one Health Agent and information about the design effect a thislevel was not available & the
time of sample Sze caculations.

2 The design effect isthe ratio of the variance for the cluster sample divided by the expected variance of asimple
random sample of the same size. Since the design effect is dependent on the variance between cluster, it will be
smaller if the number of clustersislarge and the number within each cluster is small (Foreman 1991). For complex
nutrition surveys, it has been shown that clusters with 30 children in each cluster lead to design effects for stunting
(HAZ %<-2) that range from 0.44 to 2.13 and 1 to 1.62 for underweight (defined as W/A <60%) (Katz 1995).
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Sample size cdculations were made to detect 4 levels of differences of underweight and stunting
between the basdline and second survey, using two levels of power (0.8 and 0.9), three design
effect 9zes (1, 1.5 and 2) and information from the DHS 2000 report on the prevaence of
gunting and underweight among 12-41 months old children from rural aress. These estimates are
presented in Appendix 2.2. dong with adiscusson of cost issues in sample Sze consderations

A find sample 9ze esimate of 750 children per group, for atotal of 1,500 childrenwas made
after reviewing the information provided in the tables in Appendix 2.2. with World Vison-Haiti
team. This sample Sze is gppropriate to detect a difference in the prevalence of stunting of at

least 7.5 percentage points (required sample size = 734 children/group; Table 2, Appendix 2.2.),
assuming an average design effect sze of 1.5. This sample sze will dso give us the ahility to
detect a difference smdler than 7.5 percentage points in underweight (Table 1, Appendix 1) and
differences larger than —0.2 in mean zscores for both WAZ and HAZ. For cost reasons, only 10
pairs of clusters could included in the study, and thus, the required sample size per cluster was a
minimum of 75 children in the selected age range per Hedth Agent.

Datawas gathered on atotd of 755 index children in the preventive group and 759 index
children in the recuperative group, for atotal of 1514 index children between 18-47 months of
age. In addition, data were gathered on 569 younger children (0-17 months of age) who were
born to the same mother and lived in the same household as the index child. Thus, in totd,
survey datawere gathered on atotal of 2093 children between 0 and 45 months of age.
Anthropometric measurements were only conducted on children aged 6 months and older, and
are available for 1825 children between 6 and 45 months of age.

2.3. Design and content of survey questionnaires

The survey involved a household and a community questionnaire. The household questionnaire
was administered to the mother of the index child; the community questionnaire was
administered using a group interview methodology with key community members, such as
religious leaders, medica staff or school teachersin each localité In addition to the
guestionnaire-based data collection, anthropometric measurements (height and weight) were
conducted of the survey respondents and dligible children in each household (between 6 and 47
months of age. The children under 24 months were measured lying down, i.e., their recumbent
length was measured, while standing height was measured for those children 24 months or older.
Finally, spot observations were used to assess the cleanliness of the child, respondent and the
household.

2.3.1. Household questionnaire

The household questionnaire was based on the Demographic and Hedlth Survey questionnaire
adminigered in Haiti in the year 2000 (EMMUS-I11, 2001), and was adapted to the purposes of
the IFPRI-Corndl-World Vison survey. A short quditative research study conducted in January
2002 provided the information necessary to adapt the questionnaire, particularly with regards to
infant feeding and care practices, and indicators of socioeconomic status (Menon et d., 2002).
The survey was adapted by the IFPRI-Corndl team in collaboration with a Hatian consultant
and was administered in Haitian Creole.
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The questionnaire was pretested in three stages before being findized for use in the survey.

Fird, it was pretested by the |FPRI-Cornell team and the Haitian consultant. Following the
review of this pretest, the questionnaire was revised in preparation for the training of

interviewers. Second, parts of the questionnaire were revised as needed during the training of the
interviewers. After the training was completed, afind pretest was done by the entire survey team
in communities that would not form part of the evaluation area. Minor corrections were made to
the questionnaire following thisfind prete.

The following nine modules were included in the household questionnaire:

Household composition and socioeconomic status

Education, civil status and employment of the respondent mother® and her spouse
Maternal prenatal and ddlivery care and child care and feeding practices

Child hedlth and immunization

Child, materna and household cleanliness

Respondent mother’ s empowerment and decisionmaking

Household food security

Knowledge and attitudes about child feeding and care

Respondent mother’s mental and physica hedlth

CoNo O~ WDNE

Some of the questions on child feeding (Module 3), appetite and feeding during iliness (Module
4), and child cleanliness (Module 5) were dso asked about the younger child in the household in
cases where there was one.

Each questionnaire module is described briefly below.

Module 1. Household composition and socioeconomic satus:

This module gathered information on the composition of the household, induding household
headship, aligt of al household members, their age and occupation, and their relationship to the
respondent mother. Data on household income and expenditure were not gathered in this survey
because of financid limitations. However, information was gathered on household
socioeconomic status (SES) by using proxy indicators such as ownership of durable goods,
productive assets like agriculturd tools and livestock as well as the housing and sanitation
gtuation. These measures have been used reliably in the past asindicators of household SES and
are consdered useful, particularly in cases where it istoo expensgive, time-consuming or
sengtive to gather information on household income and expenditure (Filmer and Pritchett,
2001).

Module 2: Education, civil status and employment of respondent mother and her spouse

This module included questions to assess the educationa and employment status of the

respondent mother and her spouse/partner, aswell as information on her employment conditions
(i.e., number of hours worked, number of days per week she worked, etc.). Information was aso
gathered on the types of child care arrangements respondent mothers used when they |eft the
house for work and on any child care experience they had had when they were young girls.
Previous quditative research in Bangladesh had shown that child care experience when young

3 The terms “respondent mother” and “caregiver” are used interchangeably throughout this document because all
main caregivers of the index child were the respondent mother.
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had an influence on the care practices of primiparous mothers (Menon, 2002) and it was
consdered important to measure thisin asurvey context to be able to evduate itsinfluence on
care practices.

Module 3: Maternal prenatal and ddlivery care and child feeding practices.

In this module, the respondent mother was asked about antenatal care use during her pregnancy
with the index child, including number of hedth center vigts, tetanus toxoid immunizations, type
and location of delivery, etc. Datawere dso gathered on child feeding practices of the index
child, including initiation of breastfeeding, duration of breastfeeding and the pattern of
introduction of complementary foods. Data were also gathered on types of complementary foods
fed in the past 24 hours as well as the past week, and on the frequency of feeding meds and
snacks to the child in the past 24 hours.

Module 3A: Child feeding of the younger child (0-17 months of age) of the respondent
mother

Since the preventive program model focuses on children under 24 months of age and
includes a behavior change communications component related to infant feeding and
care, it was congdered important to evauate these behaviors at least in households
where there was a child under the age of 18 months, in addition to the index child who
was between 18 and 47 months of age. The information gathered in this module was
smilar to that in Module 3, but more limited. Data on prenatal care for the younger
child was not gathered, but information was obtained on breastfeeding, pattern of
introduction of foods to the child, frequency of meds and snacks, aswell asthe
frequency of consumption of liquids and foods in the past 24 hrs and past 7 days.

Module 4: Child hedth and immunization.

This module was designed to provide data on the immunization status of the child aswell ason
symptoms of illnesses (diarrhea, cough/cold, pneumoniaor fever) the child had suffered fromin
the two weeks prior to the survey. Datawas aso obtained on care-seeking patterns for these
illnesses. In addition to the illness and immunization data, child appetite and generd hedth were
assessed using avisud anadogue scae. This method, which was successfully used in Ghana
(Armar-Klemesu et al., 2000), condsts of asking the respondent mother to rate the appetite of her
child as compared to other children hisor her age and indicate where it fell on a10 cmlong line
drawn on the questionnaire. The left-hand end of the line indicates extremely poor appetite (or
hedth) while the right-hand end indicated an extremely good appetite (or hedth) compared to
other children the same age. This module aso included questions about the respondent mother’s
reported actions when her child refusesto eat or has chronic poor gppetite. Questions were dso
asked about how much assistance the index child was given with eating solid foods, semi-solid
foods and liquid foods. These questions were designed based on information from previous
qualitative research on infant feeding and care in the survey aress.

Module 4A: IlIness and appetite of younger child of the respondent mother.

Aswith module 3A, this module was designed to provide information on the appetite
and hedlth gatus of the younger child of the respondent mother if she had one. The
appetite visud analogue scaes was used in this module as well, but the health analogue
scadewas not. The only hedthiliness related questions asked relative to the younger
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child was whether the child had ever had an episode of diarrhea, and if so, what feeding
modifications the mother had made.

Module 5. Child, materna and household cleanliness

Cleanliness of the child, mother and the interior and exterior of the house were assessed using a
gpot check observation method. Spot check methods have been used widdly for the assessment of
markers of hygiene practices, for example, the cleanliness of different aspects of ahouse or a
person (Ruel and Arimond 2002).  This method congsts of observing alist of predetermined
markers of hygiene practices on asingle vist to a household, and islesstime and cost intensve
than structured or unstructured observations that are designed to observe the actud hygiene
practice. Using this method, the interviewers were trained to record their observations related to
key aspects of the cleanliness of the respondent and the child (index child aswdll as younger
child) on athree point scae of clean, dusty or dirty. The cleanliness of the hair, hands, face and
clothing of both respondent mother and children were observed, and for children, observations of
the cleanliness of their body (if naked) was aso observed. Observations of household cleanliness
were made based on ayes/no observation of key markers of insde and outsde household
hygiene. For the cleanliness of the exterior of the house, aspects such as the genera appearance,
whether the courtyard needed to be swept, and the presence of animal feces and garbage around
the house were observed. The state of the interior of the house was assessed using a question
about the generd appearance as well as specific questions about the presence of unwashed
clothes insde the house, whether the water container was covered and whether the interior of the
house needed to be swept.

Module 6: Respondent mother’ s empowerment and decision-making.

Various sudies have suggested that women's empowerment and autonomy within the household
are important determinants of child care practices as well as child wel-being (Smith et d., 2003,
Doan and Bisharat, 1990). We assessed the respondent mother’ s empowerment and autonomy
relative to her pouse and other household members by gathering data about the nature of the
communications between the respondent and the spouse, the respondent’ s ownership of assets
and her leve of control over these assets and over purchasing decisons. Questions related to her
access to emotiond support and participation in community activities were used to assessthe
level of socid support received by the respondent. Finally, a series of questions were asked
about the respondent’ s role in household decisiontmaking related to food preparation, care of
children, medica care, child feeding and other topics.

Module 7: Household food security.

This module was designed to assess the food security status of the household, and gathered data
on cultivation of different crops, duration of storage and use of harvested crops as well asthe
overdl food insecurity-related experiences of the household. In order to assess the experience of
food insecurity by the household, a set of questions were adapted from the Cornell-Radimer food
security scale to document the household’ s experience with food insecurity (Radimer, 1992,
Studdert, Frongillo and Vdois, 2001). Specificdly, questions were designed to tap into food
insecurity-related coping behaviors such as reduction in the number of meals or in the variety of
foods consumed by the household, changesin cooking ingredients used, and going to bed hungry
because of alack of food.
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Module 8: Knowledge and attitudes about child feeding and care.

This module included questions pertaining to knowledge of the respondent mother concerning
the ided age at introduction of various liquids and foods as well as questions on perceptions
about idedl duration of breastfeeding and frequency of feeding complementary foods. Findly,
some questions related to discipline and to the use of physica punishment were dso asked. The
purpose of the questions related to infant feeding, in particular, were to assess whether practices
and knowledge are related in this population, and aso whether non optima practices are likely to
be due to lack of knowledge or lack of resources (or both).

Module 9: Respondent mother’s mental and physica hedth.

Women's physica and menta well-being have been considered important determinants of child
care practices and child well-being (Engle, Menon and Haddad, 1999). Very little datais
available, however, on these aspectsin developing countries. Thus, in this module, respondent
mothers were asked questions about their physica hedlth (i.e. whether they suffered from
symptoms such as headache, fatigue, lack of appetite, etc.). Questions to assess mentd well-
being included a set of questions about life satisfaction (e.g., satisfaction with spouse/partner,

job, children, etc.) aswell as a set of questions about stress, including stress due to alack of time
to do one swork or to take care of children.

2.3.2. Community questionnaire

The community questionnaire was adapted from the instrument used in the Demographic and
Hedlth Survey (DHS) conducted in Haiti in 2000 (EMMUS-111, 2001). The purpose of gathering
data a the community level was to compare the different clusters after the randomization process
and to provide information that might be relevant for interpreting the find evauation reults.

Even though the program models were randomized at the level of the cluster, community leve

data were gathered on the smdler community units (cdled localités) within each cluster because
these were more meaningful and finite geographic entities than the clugters themsdves.

The community questionnaire was designed to provide information on the following aspects of
eachlocalité

" Distance from the nearest mgor town, type of trangportation used to reach this town.

" Main activity of the resdents

. Main geographic characterigtics

" Distance and mode of transportation to reach the nearest primary school, daily market,
weekly market, shop, public transport

. Availability and access to hedth services such as hospitd, hedlth center, dispensary,
mobile clinic, pharmacy, private doctor, Rally Pogt, Hedlth Agent, aWorld Vison
program volunteer (colvol) and atrained birth attendart.

" The perceived most important community development problems faced by the resdents
(e.g., lack of hedth services, distance to hedlth services, etc.)

" The presence of other organizations or self help groups (e.g., breastfeeding support
groups or micro credit groups)
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24. Training of personné

This section describes the training and standardization of supervisors and fieldworkersin
anthropometric measurements and the training of the fieldworkers in questionnaire
adminigration.

2.4.1. Sandardization of supervisorsin anthropometric measurements

Since dl the supervisors had previoudy been trained in taking anthropometric measurements,

they were not retrained. However, they were re-standardized in afirst stage, conducted at an
orphanage in Port-au-Prince. Three supervisors and the IFPRI-Haiti Saff participated in this
gandardization exercise. Using the training and standardization manuals developed by FANTA
(Cogill, 2001), one of the supervisors was determined to be the standard and the others were then
compared to him. Following the stlandardization caculations, it was determined that another
supervisor's accuracy and precision wasin fact higher than that of the one sdected as a tandard.
This supervisor was then used as the standard for al remaning sandardization exercises.

The second stage of standardization of the supervisors was conducted at the same time asthe
dandardization of the fieldworkersin Hinche, and is described in the following section.

2.4.2. Training and standardization of fieldworkers in anthropometric measurements

The fieldworkers who participated in the survey had never been trained in taking anthropometric
measurements before. Therefore, afirst sep wasto train them in the use of the equipment and
the recording of anthropometric data. Thiswas done over a period of 2 %2 days and included
lectures and equipment demongtrations. This was followed by aday of practica exercisesin the
measurement of height and weight of infants and children.

Thefirgt round of standardization of the fieldworkers and al supervisors was conducted over a
two day period. The fiddworkers were only standardized in the measurement of height since
weight was being measured using an dectronic scale.

Firg, the height and weight of 5 children under 42 months of age (one of these was less than 24
months old) were measured by al field workers and the supervisors, and each one of them
measured each child twice. Spreadsheets were created to compute the standardization data based
on the method developed by Habicht (1974), and al data were entered and the results reviewed.
Each fieldworker was compared to the supervisor who was considered a standard because of her
extremdy precise measurements. Thisfirst round of standardization revealed the need for

another round, which was then conducted a week later. This next round of standardization was
supervised by Dr. Jean-Pierre Habicht, and was conducted using the same methodology as the
first round.

Based on the results of thisfind round of standardization, 9 of 12 fieldworkers were sdected to
conduct the anthropometric measurements for the survey.
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2.4.3. Training of interviewers

The training of fiddworkersin the administration of the survey questionnaire was conducted

over atwo-week period, between April 23, 2002 and May 3, 2002. The training team was led by
the Haitian consultant who had assisted the IFPRI-Corndl| team in the development of the
questionnaire. Other membersincluded the survey supervisors and the survey coordinator. A

total of 21 potentia fieldworkers were trained, and of these, 12 were sdected for incluson in the
find survey team.

A variety of methods were used to train the interviewersin the use of the survey questionnaire.
These included role plays, discussions of dl potentia answers to a question, and discussions
related to the coding of different types of responses. Short home-based exercises were also
prescribed during the training, and the results of these were discussed each day. The find
sdection of fieldworkers was based on a short field-based eval uation.

2.4.4. Training of fieldworkersin hygiene spot observations

Fieldworkers were aso trained in the use of gpot observations to assess the cleanliness of the
child, respondent mother and household. The key aspect here was to achieve agreement between
the measurements taken by different interviewers/observers. Two approaches were used to
achieve concordance between measurements.

Firgt, the spot observation instrument itself was designed so that the decisions about cleanliness
could be made easily without resorting to narrow interval scales. For example, the decisons
about child and materna cleanliness were based on three broad categories of dirty, dusty or
clean, rather than a more nuanced scale that might have been developed on afive or even ten
point basis. The development of this three point scae for the persond cleanliness variables was
based on extengve discussions among the survey team, including the fieldworkers. For the
household cleanliness variables, the observations were conducted on an even Smpler scae of
whether certain conditions were observed or not.

Second, anumber of field-based training exercises were done where the entire team would visit

one household and independently rate the cleanliness of the child, respondent and the household.
This was followed by discussons of the ratings and possible reasons for choosing certain ratings
over others. Thistraining exercise was repeated until al the fieldworkers reached agreement on

their observations.

2.5. Field work logistics

25.1. Surveyteam

The overdl field work coordinator was an IFPRI consultant based in Haiti. He was asssted in
the field by three supervisors, each of whom managed ateam of 4 fieldworkers, for atota of 12
fiddworkers. The survey supervisors had previous experience in the adminigtration of the
Demographic and Hedlth Survey questionnaire and various other surveys. The fidldworkers
were loca people from the Hinche area. Some of them were World Vision health agents, while
others were recruited locdly, but were not regular World Vison employees. The survey team
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used two dl terrain vehicles for field trangport, and where necessary, mules or horses were
rented to transport supervisors and field workers to remote communities that were inaccessible
even by dirt roads.

2.5.2. Administration of the household survey

Before the questionnaire was administered in any community, sengtization and information
sessons were firgt organized in that community by World Vision staff. These sessions were
conducted at Rally Posts, food distribution points (in some program areas where pregnant and
lactating women were dreedy receiving food ad), and other community gathering points. The
information sessions were used to explain the purpose of the survey to the community members,
reasons for measuring children’ s heights and weights, and to request cooperation of community
members with the survey team.

A few days before the survey was conducted in a community, the list of selected households was
handed over to aWorld Vison program staff member (either a Hedlth agent or acolvol). This
gaff member would inform families about the plans for the survey prior to the day of the survey.
In many cases, he or she aso functioned as a guide who would put the survey team in contact
with the sdected household. Thiswas especidly important in the remote evauation

communities.

In cases where a respondent mother was absent from her home, the survey team made an
appointment with whoever was present in the household for aday when the mother was likely to
be home. In cases where the respondent refused to be interviewed, the household was replaced
with one of the 10 replacement households previoudy selected from the poal of eigible
households. In tota, only two households refused to participate in the survey. In both cases, the
partner of the respondent did not want her to participate.

The fieldworker reviewed each questionnaire before leaving the household where it was
administered. At the end of each day of fieldwork, the supervisors reviewed each questionnaire
for accuracy, logical patterns and legible writing. Fieldworkers were asked to return to survey
households in cases where missing data or other problems were observed.

The survey was conducted between May 27 and September 5, 2002.

2.5.3. Administration of the community questionnaire

Community level datawere gathered for each localitéwithin aduster usng agroup interview
methodology. The group interview was conducted by requesting the hedth agent in each

program group to invite health and education professionds, religious leaders and other
community membersin each localitéto come to a mesting to asss in filling out acommunity
level questionnaire. The questionnaire was designed to gather information on access to various
services, geographic characteritics of the localité and genera socioeconomic development of
thelocalité The questionnaire was filled out by a supervisor, who made sure that a consensus
was reached on all the issues discussed. In addition, the supervisor dso made observations about
the localité and noted them on the questionnaire.
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2.6. Data entry and cleaning

Data entry was conducted by the Ingtitut Haitien de I Enfance (IHE), an independent Haitian
organization based in Port au Prince, Haiti, with vast experience in conducting surveys and
managing survey data. |HE prepared the template for data entry, which was then conducted
using adouble entry process. Data entry commenced two weeks after the data collection began,
and continued throughout the course of the data collection. IHE prepared quality control reports
on afortnightly basis. These reports flagged any systematic problems with questionnaire
adminigtration, and presented results for each survey team and each field worker. These results
were discussed by the survey team upon receipt from IHE and any necessary modifications were
made ether to the supervison process or the questionnaire administration

2.7. Fidd work constraints

Asisoften the casein this type of survey, the fidd work took longer than initidly planned. This
was due to a number of field work related difficulties such as the remoteness of some of the
households, the extremely poor road conditions due to the rainy season, the absence of the
respondent mothers on market days and problems with the calculation of children’s age during
the census. Other difficulties encountered included problems with the qudity of questionnaire
reproduction and binding, as a result of which, the survey coordinator and supervisors had to
gpend many hours checking the quality and completeness of each questionnaire prior to itsusein
thefidd. Findly, in the course of the survey, one of the fieldworkers had to be dropped because
of disciplinary issues, and this reduced the size of the survey team to 11.

18



Comparison of Study Households with Census Data

3. COMPARISON OF STUDY HOUSEHOLDSWITH CENSUSDATA
3.1. Introduction

This chapter presents a comparison of the study households with data from a census that was
collected before the survey to sdect digible households. The primary purpose of comparing
census households to the basdline survey sample isto ascertain whether our basdine sampleis
representative of the population from which it was drawn. The basdine sample is also compared
to a subset of census households, those who have children between 18-47 months of age, and
thus are more likely to be comparable to our survey sample.

Because only alimited amount of information was gathered for the census, the comparisons with
our basdine survey sample are limited to the subset of variables for which data are available in
the census.

3.2. Variablesand analysis
3.2.1. Variables

The census gathered data primarily on household composition, because the main purpose wasto
use the information to select digible households for the basdline survey. Information was
collected on household headship (age and gender of household head) and on each household
member’s age and gender. Information on women's physiologica gatus (i.e., whether pregnant
or lactating) was aso collected. The date of birth of dl children younger than five years of age
was obtained, as well asinformation about whether or not their mother was present in the
household. Households with a child 18-47 months of age, but whose mother was permanently
absent were not condgdered digible for incluson in the basdine survey.

A number of variables were created from the census data for the comparisons with the basdine
aurvey data These induded the following:

Household sze

Number of adults in the household (18 years and above)

Number of children under 5 years of age in the household

Number of school age children (6-15 years old)

Dependency ratio (Number of dependents (household members less than 15 years of age
or over 64 years of age) divided by the number of working age members (household
members between 15 and 64 years of age).

3.2.2. Analysis

The basdline survey sample was compared with two sets of households: 1) al census households;
and 2) census households who had an 18-47 month old child. For these comparisons, the
variables described above and afew additiona ones such as the proportion of households with at
least one pregnant or lactating woman and the gender and age of the household head were used.
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These same variables were al so used to compare census househol ds from the recuperative and
the preventive aress.

3.3. Results

3.3.1. Comparison between baseline survey households and census households
Comparison between basdline survey households and al census households (entire population)
Table 3.1. presents the comparison between the basdline survey households, al census

households, and the census households who had children in the age range targeted by the
basdine survey.

A comparison of the data from al census households with the data from the basdline survey
indicate that the age of the household head is about five years lower in the basdine survey than
in the genera population. Thisislikely due to the fact that households with young children were
selected for the basdline survey and thus, these households are more likely to include younger
adults than the generd population. The household sizein the genera population was smaler
than the household size among the basdline survey households, again probably aresult of the
observed lower number of children under five years of age in the entire population compared to
the basdine survey sample. There were no differences in the number of adults or school age
children between the basdine survey households and the generd population.

The dependency ratio was higher for the basdine survey households than among the generd
population. This result is not surprising, consdering that the basdine survey sample includes a
larger number of young children than in the genera population.

Table 3.1. dso shows that there was a much higher proportion of male headed householdsin the
basdine survey (90 percent) than in the genera population (72 percent). It is not immediately
clear, however, why this variable would be so different between our sample and the generd
population. The proportion of households with &t least one pregnant woman was aso higher in
the basdine survey than in the generd population. Thisis not surprising, because women in our
survey sample were more likely to be in thair childbearing years than women in the generd
population.

20



Comparison of Study Households with Census Data

Table3.1. Comparison between all census households, and census and baseline survey households with children between 18

and 47 months

Characteristics Variable name All census Baseline survey Census
in basdine data households households(with  householdswith a
achild 18-47 child 18-47
months) monthsold
(n=8005) n=1514) (N=3157)
Mean SD Mean SD Mean SD
Age of household head agehh 45,5 15.6 39.7 114 39.9 12.8
Household sze hhsize 53 2.7 6.7 2.3 6.5 2.4
Number of adults (>18 years old) nadult 24 1.2 21 1.0 2.5 11
Number of children < 5 years of age under5 0.8 0.9 1.7 0.7 1.7 0.7
Number of school-age childrenin hh schoolag 1.6 15 19 1.6 19 16
Number of dependents ndepend 3.8 17 4.0 1.7 3.8 17
Number of working age members nworkage 2.7 14 2.8 1.2 2.7 14
Dependency ratio depratio 1.2 1.0 16 0.8 1.7 1.0
% % %
Gender of household head (male) sexhh 72.2 90.4 74.8
Households with &t least one pregnant woman percent of npreg 11.9 21.4 18.2

*Number of household members < 15 or > 64)/number of members 15-64 yrs
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Table 3.2. Comparison between preventive and recuper ative programs (all census households and those with children
between 18 and 47 months)

Characteristic Variable All census households Census householdswith a child 18-47 months of age
name Program group Program group
Recuperative Preventive Recuperative Preventive
[n=3,568] [n=4,437] [n=1,388] [n=1,769]

Mean SD Mean SD Mean SD Mean SD
Ageof HH agehh 453 155 456 157 39.6 128
head 128 40.2
HH sze hhsize 53 2.7 53 2.7 6.5 24 6.5 24
No. adults (>18 nadult 24 12 24 12 25 11 25 11
years old)
No. children<  under5 0.8 09 0.9 09 17 0.7 17 0.7
5yearsof age
No. school-age  schoolag 16 15 16 15 19 16 19 15
children
No. dependents ndepend 38 17 39 17 38 17 39 17
No. working nworkage 27 14 26 13 27 14 26 23
age members
Dependency depratio 12 10 13 10 16 10 17 10
ratio*

% % % %

Gender of HH sexhh 713 729 743 75.1
head (male)
HH with>1 Npreg 115 121 184 180
pregnant
woman

Abbreviation: HH = household;
* Dependency ratio = Number of household members< 15 or > 64)/number of members 15-64 yrs
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Comparison between basdline survey households and sub sample of census households with a
child between 18 and 47 months of age

As expected, the census households who had a child in the targeted age range (18-47 months of
age) were much more smilar to our survey sample than the population as awhole (dl census
households). No differences were found between the two samplesin the age of the household
head or in the average household size, number of adults, number of school children or number of
children under the age of five year. The dependency ratio was dso smilar between the basdine
survey households and the census households with &t least one child in the target age range of
18-47 months.

There was, however, ill alarger proportion of households in the basdline survey that were
headed by a male (90 percent) than in the sub sample of census households with ayoung child
(75 percent). Here again, it is not clear why this variable would be so different between the
basdline survey and the generd population, particularly among households with children in the
same age range. One reason could be that the baseline survey specificaly selected only those
households where the mother resded in the same household as the child, and it is possible that
these households were somehow different from the basdline survey householdsin terms of
household headship. The census data show that there were 7.5 percent of census households
where the mother did not reside in the same household as the child, and thus, these households
were indigible for incluson in the survey. However, there was no difference in the proportion
of mae-headed households between househol ds where the mother did not live with the child and
where the mother did resde in the same household as the child. There was aso no difference
between preventive and recuperative program populationsin terms of household headship (see
section 3.2.2. below).

The proportion of households with & least one pregnant woman was Smilar between the census
and basdline survey households with children in the 18-47 month age range, though the
proportion of households with at least one pregnant woman was dightly lower among the census
households.

3.3.2. Comparison between recuperative and preventive populations

Table 3.2. presents a comparison between the genera population (census households) in the
preventive and recuperative program groups. Overdl, the two program groups were very similar
in al aspects assessed. This was true both when comparing al census households and when
comparing the samples of households with young children.

3.4. Conclusions

In summary, the demographic characteristics of householdsin our survey sample are comparable
to the generd population of households from the areawho have ayoung child. As expected,
however, our survey sample has agenerdly younger household composition (including the age

of the household head, number of children, etc.) than the genera population as awhole (al
census households). The only difference found was in the percentage of households headed by a
male, which was more prevaent among our survey sample than among the census houssholds,
even those with ayoung child. Findly, the findings aso show no evidence of any differences
between census households from the recuperative or the preventive program groups.
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4., CHILD NUTRITIONAL STATUSAND HEALTH
4.1. Introduction

This chapter presents data on the main outcome measure of the evauation, i.e., the nutritiond
gatus of children. In addition, results are presented on the hedlth status of the survey children, as
assessed by the reported prevaence of morbidity symptoms such as fever, cough/cold, difficult
breathing and diarrhea in the two weeks prior to the survey. Finaly, dataare also presented on
maternal perceptions of child hedth and appetite, assessed using visud analogue scales
(described below).

The specific variables used to describe children’s nutrition and health are described below,
followed by the results. Most descriptive anayses presented in this chapter compare the nutrition
and hedlth indicators of children by age, program groups and gender.

4.2. Variables
4.2.1. Child nutritional status

Children’ s weight and height measurements were used to derive the slandard anthropometric
indicators. height-for-age, weght-for-age, and weight-for-height. The zscores were derived by
comparing each child’ s anthropometric measurements to the CDC/NCHSWHO reference
standards (WHO 1979) for hisher age and gender®.

Height-for-age Z- scores (HAZ) reflect linear growth retardation and are used to describe long-
term nutritiona datus; sunting is defined as HAZ < -2 Z-scores. Weight-for-height Z-scores
(WH2Z) reflect more current nutritional status and measure the degree of thinnessin achild;
wadting is defined ass WHZ < -2 Z-scores. Findly, weight-for-age Z-scores (WAZ) represent a
globa measure of manutrition; and underweight, is defined as WAZ < -2 Z-scores. The present
report emphasizes HAZ and WHZ, rather than WAZ, because the latter does not differentiate
between wasting and stunting, which are thought to result from two different processes of growth
fdtering (Ruel 2001).

Anthropometric measurements were taken on dl index children (18-47 months old) and their
younger sbling 6 months or older.

4.2.2. Child health and appetite

A variety of questions were used to gather information on the index child's hedth and appetite.
These are described in Chapter 2, and a short description is provided here. Data on the younger
sbling of the index child was dso collected for some of these variables, but the hedlth and
appetite results presented in this section focus on the index child only.

4 A Z-score (or standard deviation score) is defined as the deviation of the value of an individual child from the
median value of the reference population, divided by the standard deviation for the reference population (WHO
1995).
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Morbidity symptoms and care seeking: The survey respondents were asked whether their child
hed suffered from any one of the four following symptomsin the 2 weeks prior to the survey:
fever, cough/cold, fast breathing/shortness of breast (symptoms of severe acute lower respiratory
infections) and diarrhea. They were aso asked whether they had sought advice and if so, which
type (up to three different types were recorded). For children who had suffered from a recent
episode of diarrhea, mothers were asked about whether or not they had modified their feeding
behavior during diarrheaand how (e.g. reduced liquids or solid foods, increased or reduced
breastfeeding). The findings on morbidity symptoms are reported here while the data on hedlth
seeking for children who had any of these symptomsiis presented in Chapter 9.

Overd| hedth and appetite: Visud anaogue scales were used to assess overall child hedth and
appetite. The visual analogue scales were constructed by drawing a 10-cm long linewith
numbers ranging from 1 to 10, with “1” denoting a very poor outcome (either appetite or hedth
inthiscase) and “10” denoting a very good outcome. Mothers were asked to compare the hedlth
of their child to that of other children of the same age and to mark where they thought their child
stood on the visua scale of 1 to 10°.

4.3. Results
4.3.1. Children’snutritional status

Appendix 4.1. presents the mean Z-scores for children’s height-for-age (HAZ), weght-for-age
(WAZ) and weight-for-height (WHZ). As observed in most developing countries (Ruel 2001),
children’s nutritiona status deteriorates rapidly during the first year of life, and up to 17 months
of age, as seen by the steep decline in mean Z-scores for dl three indicators. Growth faltering
(represented by declining mean WAZ and HAZ) continues until 18-23 months, a which ageiit
tends to plateau at relatively low levels (in the case of Haiti, less than —1 Z-scores). WHZ, on the
other hand, deteriorates sharply until 17 months of age, but starts to improve gradudly with age
thereafter. It is il lower than the reference value at 36-47 months, but the mean valueis
gpproximately —0.40 Z-scores, suggesting only moderate levels of wasting.

It isimportant to note dso that children in our sample are dreedy sgnificantly manourished by
6-11 months of age. All three indicators are below the reference population standards, and HAZ
and WAZ mean vaues are dready aslow as—1 Z-score. This suggests that children are either
born malnourished, or they become so very rapidly during therr first 6 months of life. Based on
data from the most recent Demographic and Health Survey (DHS), it appears that the latter is
true—i.e. that children are born of adequate weight and height, but that their nutritional status
deteriorates rapidly during the first few months of life (EMMUS-111 2001). This can be observed
in Appendix 4.2., which presents the mean anthropometric values for 0-47 month old children
from dl rurdl areasin the DHS sample®.

® Visual analogue scales have been used successfully for appetite ranking in Latin Americaand in Ghana (Maxwell
et a 2000; Ruel and Arimond, in press), aswell asin developed countries (Stratton et al. 1998).

® For comparability with out survey sample, we limited our analysis of the DHS data to the rural sample, and to
children up to 47 months of age.
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Appendices 4.3. and 4.4. show that thereis no evidence of any systematic difference between
program groups in the patterns of linear growth fatering (HAZ) or in mean WHZ, respectively.
The sameistrue for WAZ (results not shown). Small differences between genders are found,
however, where boys have lower HAZ than girls until 18-23 months of age (Appendix 4.5.).
Smilarly, they experience a steeper decline in WHZ between 6 and 17 months compared to girls
(Appendix 4.6.). The WHZ of girlsis more consstent throughout the age range and fluctuates
only dightly around —0.6 Z-scores. It is possible that boys are more affected by infections and
especidly diarrhed diseasesin their second year of life because they are more mobile and more
likely to explore their environment. This hypothesis will be examined in the section on children’s
morbidity.

Overdl 23 percent of children in our sample are stunted, 21 percent are underweight and 5
percent are wasted. These levels of malnutrition are comparable to, athough dightly lower than,
those found for 6-47 month old rurd children in the recent DHS survey (EMMUS-IIT, 2001),
which are 28 percent, 22 percent and 6 percent respectively).

The prevaence of sunting, wasting and underweight children follows smilar petterns as the
mean Z-score vaues. Stunting increases sharply from 15 percent among 6-11 month old children
to approximately one third of children 18-23 months. Among the older age groups,
approximately one quarter of dl children are sunted (Appendix 4.7.). The prevaence of
underweight children follows a amilar pattern, dthough at dightly lower prevaences throughout
the age range studied. The prevaence of wasting is much lower, asistypicaly the casein
countries of Latin America and Eastern and Southern Africa (Ruel 2001). The peak prevaence
of wadting — 13 percent -- isfound among 12-17 month old children. Asindicated previoudy,
thisis dso the age of lowest mean WHZ.

Again, no differences were found between the recuperative and preventive groups in the
prevalence of malnutrition at different ages (see Appendices 4.8. and 4.9.), except for the
prevaence of sunting in the 6-11 month old age group. Children assigned to the recuperative
group are twice as likely to be stunted at that age as children from the preventive group. This
difference, however, gppears to be due to chance sinceit is not observed among any of the other
age groups. Male children are more stunted than girls a 12-17 months of age and more wasted
between 18 and 23 months (Appendices 4.10. and 4.11.). These differences are consistent with
the previous finding of lower mean HAZ and WHZ among made children during their second
year of life,

Comparison between the program groups, using pair-wise cluster means. Since the program
evauation design is based on 10 pairs of matched sets of communities, it was aso considered
appropriate to conduct a pair-wise comparison among the paired sets of communitiesin each
clugter of the main outcome of the evauation, i.e., the nutritional status of children. In order to
do this, the mean of each of the outcome measures (i.e., the three anthropometric indicators of
HAZ, WHZ and WAZ) was caculated for each cluster and a paired t-test was then conducted
using the 10 pairs of matched clusters. The paired t-test did not reved any differencesin the
basdine nutritional status indicators between the paired recuperative and preventive program
clusters (shown in Table 4.1.).
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Table4.1. Pair-wise comparison of nutritional status outcomes by program groups*

Nutritional status Recuper ative Preventive

indicator (N=10 clusters) (N=10 clusters)
M ean SD M ean SD

Height-for-age z-score -1.37 0.11 -1.39 0.31

(HAZ)

Weght-for-age z-score -1.25 0.14 -1.26 0.19

(HAZ)

Weight-for-height z-score -0.49 0.14 -0.49 0.11

(WHZ)

*None of the pair-wise differences were statistically significant when tested using a paired t-test of the mean HAZ,
WAZ and WHZ in the 10 clusters

4.3.2. Prevalence of morbidity symptoms

Table 4.2. presents the prevaence of reported morbidity symptomsin the previous two weeks
among children 18-47 months of age. Cough/cold and fever were very commonly reported
symptoms, with prevalences of 48 percent and 65 percent respectively. As expected, more severe
symptoms of respiratory infections (fast breathing/shortness of bresth) were less prevaent, but
gtill, were reported among 15.5 percent of the children. Diarrheawas aso highly prevaent with
approximately one third of children having had diarrhea during the previous two weeks. The
prevaence of diarrheain the national sample of rura children was very smilar, at 31 percent
(EMMUS-111, 2001).

Table4.2. Prevalence of morbidity symptoms (children 18-47 months of age; n=1514)

% of children who had symptom Program group
In previous 2 weeks Recuperdtive Preventive Overdl
(N=759) (N=755) (N=1514)
Fever 48.0 47.5 47.9
Cough/cold 66.7 64.2 65.4
Fast breathing/shortness of breeth 155 155 155
Diarrhea 30.7 334 32.1

Appendix 4.12. presents the prevaence of morbidity symptoms by age groups for index children
only. All symptoms were more prevaent among the youngest age group and a clear reductionin
morbidity symptoms with age was observed for diarrhea and dso to alesser extent for symptoms
of savere respiratory infections. The age difference for the prevaence of diarrheawas

particularly pronounced, showing that children in the youngest age group were twice as likdly to
have suffered from diarrhea in the previous two weeks compared to the older age group (36-47
mo). This age pattern iswell documented and is associated with the introduction of often
contaminated complementary foods in young children’s diets, combined with increased exposure
to anumber of other environmenta contaminants as children start moving around more fredy

and exploring their environment.
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There was no evidence of any difference in the prevaence of morbidity symptoms between the
two program groups, or between genders (Appendices 4.13. and 4.14.). Even within age groups,
there wasl little evidence of gender differencesin the prevaence of morbidity symptoms (not
shown). Thus, our hypothesis that the poorest nutritiona status of mae children during their
second year of life may have been associated with higher morbidity was not confirmed.

4.3.3. Maternal perception of child's health and appetite

Overdl, the digtribution of both the hedlth and the gppetite analogue scales is skewed towards
values higher than 5 (which represents average health and appetite), suggesting that caregivers
generaly perceived their child to have good hedlth and good appetite, compared to other children
the same age’. The overall mean and standard deviations for the scles are 6.5 (1.7) for the hedlth
scae and 6.7 (2.2) for the appetite scale. Thereis aclear positive age trend in both scales,
showing that caregivers perceived their child to have increasingly better hedth and appetite with
age (Figure 4.15.). These results are similar to findings from Northern Ghana, where the mean
hedlth and appetite scores reported by mothers increased with age after children reached 13
month (IFPRI/UNICEFUDS, 2003). No differences between program groups were found for
either scae (Appendix 4.16.), and only avery smal difference (0.4 points) in favor of maleswas
found for the appetite scae (Appendix 4.17.).

4.4, Conclusons

In summary, there was no evidence of systematic differencesin children’s nutritional status
between the two program groups. This was true whether mean vaues of the nutritiona status
indicators HAZ, WAZ and WHZ, or the prevaence of stunting, underweight and wasting, were
used. Thiswas aso true whether smple group comparisons or pairwise comparisons of the
meansin each pair of program clusters were used.

The age patterns of child nutritiond statusin our sudy population were Smilar to those observed
for the country as awhole (as seen in the recent DHS) as wdll asin other developing countries.
Rapid dedlinesin dl three anthropometric indicators start as early asin the first few months of
life and continue throughout the first 2-3 years. As expected, morbidity symptoms were more
common among 18-23 month old children than among children in the older age groups.
Smilarly, the visud anaogue scae results dso suggested that mothers of older children were
more likely to report higher scores (indicating better than average health and appetite for their
age) than mothers of younger children. On average, scores to both analogue scales were greater
than 5, suggesting that mothers generally felt that their child was hedthier and had better gppetite
than average for hisher age. No differences between program groups or genders were observed
in reported morbidity symptoms or in mean ana ogue scale scores.

" Both scales ranged from 0 to 10, with O representing very poor health (or appetite), 5 average and 10 much better
than other children the same age.
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5 COMMUNITY RESOURCES FOR CARE
5.1. Introduction

The vdidity of acomparative study of two treatments or interventions is usudly dependent on
the initid comparability of the groups being compared. In the case of this evauation, the groups
being compared are the ten pairs of clusters, where each cluster in a pair was randomized to a
different program modd, i.e., the recuperative or the preventive model. An initia rgpid
assessment prior to the randomization had provided data on key community-level characteristics
of the clusters (e.g. socioeconomic development and distance to hedlth care). The clusters were
then paired, with the objective of balancing these key characteristics, and then each cluster ina
pair was randomized to ether the recuperative or preventive program model. In order to confirm
the comparability of the clusters assgned to each program modd a community questionnaire
was administered to key community stakeholders in each program cluster & the time of the
basdline survey. Even though the program models were randomized at the level of the clugter,
community level data were gathered on the smdler community units (localités) within each
cluster snce these were more meaningful and finite geographic entities than the clusters
themselves.

This chapter thus serves two purposes. firg, it compares the localités within eech pair of clusters
to ascertain their initid comparability for the purpose of the evaluation. Second, in doing o, it
also provides an overview of the community level resources available to caregivers and families
in each clugter, particularly those resources related to the care of young children (e.g., accessto
health care, markets, etc.).

5.2. Variables

The community questionnaire was based on the instrument used in the latest DHS (EMMUS-1II,
2001) and was adapted to the design of the IFPRI-Corndl-World Vison evauation.

The community questionnaire was designed to provide information on the following aspects of
each localité

= Key geographic characteristics

= Accessto public services (schools, markets, etc.)

= Accessto hedth services

= Accessto women's groups and micro credit services.

5.3.  Analysisof community data

The community level data were analyzed by comparing the characterigtics of the group of
localités from the recuperative program cluster to the characteristics of the preventive program
cluster in the same pair. This comparative andysswas done for each of the 10 pairs of the
program clusters, and data are presented for each of the pairsin the results section below. Since
the number of localités within each program group in a cluster was very smdl in most cases and
ranged from 2 to 6 localités per program cluster, Satistical comparisons are not made between
the clustersin each pair. The data are Smply presented in terms of the proportion of localitésin
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each program cluster within a pair that share certain characterigtics, and aso in terms of means
for characterigtics like distances to different services. Standard deviations are not presented aong
with means, again because of smal sample sizes. However, where necessary, the range of vaues
observed within each cluster is presented so that the reader will be able to gauge the variability
within thet clugter.

5.4. Results
5.4.1. Number of localités and size of population

Table 5.1. presents the number of localités per program cluster for each pair and the data indicate
that for most pairs of clusters, the number of localités per cluster is very smilar, except in the

case of pairs 2 and 10, where the recuperative program clustersincluded alarger number of
localités. Also, data on population size from the population census show that the population size
covered by the clusters within each pair isSmilar (see Table 5.2.), except in pairs3and 4. In
these two pairs of clugters, the overal population covered by the recuperative group is
subgtantialy smaller than that covered by the preventive group.

Table5.1. Number of localitiesin each pair of clusters, by program group

Program group Total
Pair number Recuperative Preventive
1 3 3 6
2 2 8
3 2 3 5
4 3 3 6
5 4 4 8
6 4 3 7
7 3 3 6
8 4 3 7
9 2 3 5
10 5 2 7
Total 36 29 65

Table5.2. Population size of each cluster, by program group (data obtained from census
conducted between April and August 2002)

Program group Total
Pair number Recuperative Preventive
1 2902 2402 5305
2 2464 2674 5138
3 1309 4345 5654
4 1108 2529 3637
5 612 813 1425
6 1569 2148 3717
7 3556 2916 6472
8 1239 1261 2500
9 1545 1242 2787
10 2282 2818 5100
Total
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5.4.2. Key geographic characteristics

The key geographic characteristics of the clusters are presented in Table 5.3. Thetype of terrain
where the localités in the clusters were Situated was largely smilar, and most of the clusters were
in mountainous arees. A few of the clusters had amix of localités in the plains and the
mountains but were not Smilar in terms of the proportion of localités in these types of terrains.
Theimplications of the differencesin the terrain are rlated mainly to accessibility to and from

the localités. Localitésin the plains are generdly more accessible than those in the mountains.
The data on accessihbility, however, do not show major differences between the clusters. Thus,
the differences seen in terms of terrain are unlikely to have a gnificant impact on program
outcomes.

The mgority of the program localités were accessible from the main urban town only by

unpaved dirt roads, rather than paved roads. In most pairs of clusters, the type of access road
was Smilar between the recuperative and preventive clusters and consisted mainly of either easy
or difficult dirt roads that could be driven on by amotored vehicle (referred to in Table 5.3. as
“motorable dirt roads’). In some cases, most of the localitésin acluster were inaccessible by car.

The main occupation of the residents in the program areas was Smilar between clusersin al
pairs, and conssted primarily of agriculturd activity. In those few clusterswherenot all
localités identified agriculture as their main occupation, market activities were the main activity.
Thisfinding issmilar to the results of the household survey which showed that over 80 percent
of the spouses of the respondents were involved in farming as their main activity.

The proportion of localités with either dense or dispersed population (defined smply by the
fieldworkers based on their perception of the clustering of houses in alocalité rather than actua
population dengity per square mile) are smilar for the clusters within al pairs, except for pair 1,
where al the recuperative group localités were identified as being densdy inhabited while those
in the preventive group were identified as being dispersed.

Table 5.3. Geographic characteristics of localités in each cluster, by program group

Characteristic Pair no. Program group
Recuperative Preventive
Type of geographic 1 M ountainous (67%) Plains (100%)
terrain 2 M ountainous (67%) M ountainous (100%)
3 M ountai nous (100%) M ountai nous (33%)
4 M ountai nous (33%) M ountainous (100%)
5 Plains (100%) Plains (50%)
6 Marshy/swampy (100%) M ountai nous (67%)
7 M ountainous (67%) M ountainous (67%)
8 M ountainous (75%) M ountainous (67%)
9 7 M ountai nous (100%)
(67%)
10 M ountai nous (80%) M ountainous (100%)
1 Motorable dirt roads, difficult Motorable dirt roads, easy (100%)

Type of access roads (67%)

to reach localités 2 Motorable dirt roads, difficult  Motorable dirt roads, difficult
(67%) (100%)
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Characteristic

Proportion of
localités engaged in
agriculture/fishing as
main activity

Type of inhabitation

Closest urban town
and distance
(kilometers) to the
town. Range of
distances observed
within acluster arein
parentheses

Pair no.

10

Boo~N~NouhrwNnkr Soo~NoUhwNR

Boo~vwounhrwnpr

Program group

Recuperative
Unmotorabl e paths (100%)

Motorable dirt roads, easy
(67%)

Motorable dirt roads, easy
(100%)

Motorable dirt roads, difficult
(100%)

Unmotorabl e paths (100%)
Motorable dirt roads, difficult
(100%)

Motorable dirt roads, difficult
(100%)

Motorable dirt roads, difficult
(100%)

67
100
100
100

50
100
100
100
100
100

Dense (100%)
Dispersed (100%)
Dispersed (100%)
Dispersed (67%)
Dense (75%)
Dispersed (100%)
Dispersed (100%)
Dispersed (100%)
Dispersed (100%)
Dispersed (100%)

Thomonde, 4.7 km (4-5)
Hinche, 8.2 km (5-10)
Thomonde 6.0 km (6-6)
Hinche, 4.0 km (3-5)
Hinche, 2.3km (0-5)
Hinche, 19.0 km (18-20)
Lascahobas, 5.0 km (4-6)
Thomonde, 3.8 km (2-5)
Thomonde, 11.0 km (10-12)
Thomonde, 21.8 (15-26)

Preventive
Motorable dirt roads, difficult
(100%)
Motorable dirt roads, difficult
(100%)
Motorable dirt roads, easy (50%)

Motorable dirt roads, difficult
(100%)

Unmotorable paths (100%)
Unmotorable paths (67%)

Unmotorabl e paths (100%)

Motorable dirt roads, difficult
(100%)

100
100
100
100
100
100
100
67

100
100

Dispersed (100%)
Dispersed (100%)
Dispersed (100%)
Dispersed (100%)
Dense (50%)
Dispersed (67%)
Dispersed (100%)
Dispersed (100%)
Dispersed (100%)
Dispersed (100%)

Hinche, 3.0 km (0-5)
Hinche, 6.5 km (6-7 km)
Hinche 11.7 km (10-13)
Hinche, 7.3 km (6-9)
Hinche, 2.0 km (1-4)
Thomonde, 15.7 km (14-17)
Lascahobas, 7.0 km (6-8)
Thomonde, 5.0 km (4-6)
Thomonde, 5.7 km (5-6)
Thomonde, 9 km (9-9)

The closest urban town to each of the clusters within a pair was the samein al cases, except for
pairs 1, 3and 6. However, the distance to the closest urban town is different between preventive
and recuperative clustersfor 5 of the 10 pairs. The distance to the closest town islessfor the
recuperative group than the preventive for pairs 3 and 4, but isless for the preventive group for
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pairs 7,9 and 10. For pairs 3, 9 and 10, the difference between the clustersis substantial and
could have implications for access to goods and services that are only available in the large urban
towns. It isimportant to remember, however, that the real distances traveled by residents of the
localités depend on the routes taken by them to reach the towns. In many localités, residents
who move back and forth between the localité and markets or nearby town, have found shorter
routes that do not take them on the main access road to the localité.

5.4.3. Accessto public services (schools, markets, shops)

Table 5.4. presents data on access from the program localités to various public services like
primary schools, markets, and shops. There was no mgjor difference in accessto primary
schools between the clustersin different pairs, except in pair 6, where the primary schoal in the
recuperative cluster was about on average 6.5 kilometers away from the localités and was only
2.7 kilometers away on average in the preventive group.

Table5.4. Mean distance to community servicesin each cluster, by program group

Characteristic Pair no Program group
Recuper ative Preventive
Distance to closest 1 13 30
school (kilometers) 2 35 15
3 6.0 80
4 13 0.0
5 13 20
6 6.5 2.7
7 13 0.7
8 10 10
9 10 03
10 10 05
Distance to daily market 1 43 42
(kilometers) 2 82 6.5
3 6.0 133
4 40 7.3
5 25 20
6 19.0 157
7 43 33
8 38 33
9 110 5.7
10 220 35
1 40 10
Distance to weekly 2 82 65
4 70 7.3
5 9.0 20
6 55 17
7 43 33
8 38 33
9 9.0 5.0
10 135 35
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Program group

Distance to closest small 1 43 47
shop (* boutique™) 2 8.2 6.5
(kilometers) 3 6.0 133
4 40 73
5 35 20
6 19.0 157
7 4.3 33
8 38 33
9 11.0 50
10 220 35

For most pairs, there were no mgjor differences between clustersin terms of their accessto
markets. None of the localités in the study area, except for the preventive cluster in Pair 1 had
daily markets, weekly markets, or even small shops (caled “boutiques’ ) located close by. For
pairs 5, 9 and 10, the recuperative cluster localités were further away from the weekly markets.
The lack of easy access to markets has implications for household food purchasing patterns,
particularly for the purchase of perishable foods like anima source foods that cannot be stored
safely without refrigeration. However, for pair 5, thisis not likely to have alarge impact on the
ability of program participants to purchase different foods because there was no difference
between the clustersin terms of distance to adaily market. For the recuperative program
localités in pairs 9 and 10, on the other hand, the daily markets and smdl shops were aso much
further away on average when compared to the preventive program localités in those pairs.
Thus, it islikely that preventive program participants in pairs 9 and 10 would have easier access
to foods promoted by the program than recuperative program participants in the same pairs.

It isimportant to note that in generd, markets are far away for most of the householdsin our
aurvey. Dueto anear total lack of public trangportation, combined with poor roads, most rura
Hatianstravel to markets on foot or on amulefhorse (if they own one). Thisimpliesthat even
distances that seem relaively short (for instance 2-4 kilometers) can trandate into long walks
that take women away from their homes for long periods of time during the day. Furthermore, a
subgtantia proportion of women actualy engage in petty trade for income-generation and travel
not only to the markets closest to their localité but aso to markets that are further away, thus
taking them away from their homes for even longer hours, if not days. This has serious
implications for child care, particularly for bresstfeeding early in infancy, and suggeststhet in
addition to programs that promote exclusive breastfeeding, setting up transportation systems and
improving roads could go along way in removing some of the serious barriers that keep women
away from their young infants for long hours.

5.4.4. Accessto health services

The community survey was used to gather information on access to hedlth services, including
government hedth services, private health services as well as the program hedlth services offered
in the sudy areas by World Vison. The data on access to government and private hedth
sarvices are presented in Table 5.5., and data on access to World Vision program services are
presented in Table 5.6.
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Table5.5. Mean distance to health servicesin each cluster, by program group

Characteristic Pair no. Program group
Recuperative Preventive
Distance to closest 1 6.7 47
hospital (kilometers) 2 85 6.5
3 110 133
4 40 7.3
5 28 28
6 190 333
7 153 16.3
8 233 187
9 15.0 180
10 280 190
Distance to health center 1 43 8.0
(kilometers) 2 205 215
3 6.0 90
4 70 7.3
5 135 225
6 9.3 157
7 50 6.7
8 38 4.7
9 110 5.7
10 220 125
1 0.7 30
Distance to dispensary 2 18 15
(kilometers) 3 50 78
4 0.0 10
5 40 20
6 05 2.7
7 23 10
8 73 30
9 0.0 53
10 84 35
Distance to closest 1 43 4.7
private doctor 2 85 6.5
(kilometers) 3 6.0 130
4 40 50
5 25 20
6 190 330
7 120 12.7
8 273 4.7
9 135 5.7
10 0.0 120
1 43 4.7
Distance to Pharmacy 2 25 15
(kilometers) 3 60 133
4 40 7.3
5 25 20
6 190 157
7 6.0 110
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Characteristic Pair no. Program group
Recuperative Preventive
8 25 4.7
9 110 5.7
10 0.0 120

The resultsin Table 5.5. show that there were no mgjor differences between clustersin terms of
access to a hospita, except for pairs 6 and 10. In pair 6, the recuperative cluster localités were
further away from a hospita than the preventive group localités, whilein pair 10, thiswas
reversed. Access to a hedth center was dso asmilar between recuperative and preventive groups
for most pairs, except for pairs 5, 6, 9 and 10. For pairs 5 and 9, the health center was more
ble for localités in the preventive group while for pairs 6 and 10, the hedth center was
more ble for localités in the recuperative group. Access to a dispensary was more
difficult for localités in the recuperative group in pairs 5 and 10, while there was no major
difference between clusters for the other pairs.

Access to private medicd care by a doctor varied substantialy between recuperative and
preventive localités in pairs 6, 8, 9 and 10, with recuperative cluster localités in pairs 6 and 10
having easier access to private medica care than the preventive clugter localités in the same pair.
For pairs 8 and 9, the pattern was reversed and the localités in the preventive cluster had better
access to private medica care than those in the recuperative cluster. We do not have information
on what proportion of the population actually uses private medica care, and thus, the
implications of these distances are not entirely clear.

In generd, however, the data suggest that resdentsin dl the program areas have to travel long
distances to reach most types of medical care, and no patterns of differences between the groups
were observed. The closest hedlth services appear to be the dispensaries, suggesting that
residents have relatively easy access at least to basic medication and dispensary staff (who are
usudly nurses and hedlth agents).

Table 5.6. presents data on access to World Vision program services, including accessto Raly
Pogts, health agents and colvols. Theresultsindicate that in generd, dl the localités are well
sarved by Rally Pogt, and that the average distance between any of the cluster community and
the Raly Pogsfor that clugter is short, usudly lessthan 1 kilometer. Also, there were no
subgtantia differences between clusters within the different pairsin terms of their accessto Rally
Pogts, except for pair 3 where the distance to the Raly Post is 3 km in the recuperative group
compared with 1.7 in the preventive group.

Table5.6. Mean distanceto WV program services

Characteristic Pair no Program group
Recuperative Preventive

Distance to Rally Post 1 0.0 03
(kilometers) 2 038 03

3 30 17

4 0.3 00

5 0.3 05

6 08 00

7 03 0.7
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8 1.0 0.3
9 0.0 0.3
10 1.0 20
Distance to Health 1 6.7 30
Agent (kilometers) 2 85 6.5
3 85 9.0
4 0.3 7.3
5 13 40
6 7.0 23
7 2.3 10
8 18 0.3
9 10.0 33
10 2.8 20
1 1.0 3.0
Distance to Colvol 2 22 15
(kilometers) 3 110 9.0
4 30 10
5 18 05
6 1.0 23
7 23 10
8 0.7 0.3
9 1.0 33
10 0.8 10

The data on access to hedlth agents, however, shows that most hedlth agents do not appear to live
in thelocalités that they serve, as evidenced by the long distance between the cluster localités
and the health agents. This could be due to the fact that these rura localités do not in fact have
the human resource capacity to provide hedlth agents that can serve their own localité and that
most hedlth agents are recruited from the more urban parts of the Central Plateau region. Colvols
on the other hand, are expected to be recruited directly from the localités that they will serve,
sncether roleis defined asthat of a*“community volunteer” who will assist the hedlth agentsin
their duties. The data on the accessibility between the localités and the colvols suggest thet this
system appears to be operating as intended in most of the clusters, except for one. Table 5.6.
showsthat for pair 3, the average distance between the program localités, both recuperative and
preventive, and the colvals, is about 10 kilometers. For dl other clusters, it is between one and
three kilometers, and thus, the colvols gppear to live in or close to the localités that they serve.

5.4.5. The presence of women’s groups and micro credit services

The formative research on infant feeding practices, conducted in 2002 (Menon et d., 2002) had
indicated that it would be beneficid for the localités to have women'’ s support groups for
breastfeeding and other group services like microcredit services that could enable women to

work close to their homes rather than in distant markets. We gathered data on the presence of
such women's groups and microcredit servicesin the localités served by the program area. These
data, presented in Table 5.7., show that the Stuation related to availability of women’s groups

and microcredit servicesin the program areas is quite dismal. Very few clusters are served by

any women's groups at al, and where these types of services do exit, they are the Mothers
Clubs that were set up by World Vison. At the time of the survey, the proportion of cluster
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localités covered by the Mothers Clubs was different for the preventive and recuperative clusters
indl of the pairs. However, thiswas primarily aresult of the schedule of setting up Mothers
Clubsin the different program areas. This Stuation was corrected and &t thistime, al the
localités covered by the World Vision program have accessto Mothers Clubs.

The data on availability of microcredit servicesin the program localités show that none of the
program localités had access to microcredit services, except for the preventive cluster in pairs 1
and 10. Here again, the access to microcredit services was through World Vison's privaey
gponsored Area Development Program, rather than through other organizations.

Table 5.7. Accesstowomen’sgroupsand microcredit services

Characteristic Pair no Program group
Recuperative Preventive
% of localités with 1 100.0 0.0
access to women's 2 33.0 100.0
groups 3 0.0 67.0
4 0.0 0.0
5 0.0 0.0
6 0.0 0.0
7 0.0 67.0
8 25.0 67.0
9 0.0 100.0
10 0.0 100.0
% of localités with 1 0.0 50.0
access to 2 0.0 0.0
microcredit services 3 0.0 0.0
4 0.0 0.0
5 0.0 0.0
6 0.0 0.0
7 0.0 0.0
8 0.0 0.0
9 0.0 0.0
10 0.0 100.0

5.4.6. Community development problems

The respondents interviewed were adso asked to reflect and comment on the types of community
development problems their localités faced. The data related to hedlth care problemsis
presented in Table 5.8. It isinteresting to note that there is alarge difference between
recuperative and preventive groups in terms of their perception of whether or not hedlth care
accessisaproblem. Infour of the ten pairs, the resdents in the preventive group were much
more likely to indicate that access to hedlth care was a problem. In one of the pairs (no. 9), the
recuperative group indicated this was a problem for them, but in the remaining five, there was no
difference between the groups. This difference may have been due to the fact that World Vison
had aready been operating small scae public hedth programs in some of the recuperative

38



Community Resources for Care

localités (through their private sponsorship program), wheress the preventive localités were
added to their programming arm only recently (at the beginning of the current DAP cycle).

Almog dl thelocalités indicated that distance to hedlth care was a serious problem for their
localités. The proportion of localités within a cluster that consdered distance to hedlth care a
problem differed somewhat between preventive and recuperative groupsin pairs 3, 7 and 8, but

overdl, this gppearsto be ahighly prevaent problem for dl localités.

Table5.8. Typesof community development problems faced by program localités

Characteristic Pair no Program group
Recuper ative Preventive
% of localités where 1 0.0 100.0
access to health care 2 170 100.0
was a problem 3 0.0 100.0
4 330 100.0
5 50.0 25.0
6 100.0 100.0
7 0.0 0.0
8 0.0 0.0
9 100.0 0.0
10 100.0 100.0
% of localités where 1 0.0 100.0
distance to health care 2 83.0 100.0
serviceswasaproblem 3 100.0 100.0
4 330 100.0
5 50.0 50.0
6 100.0 100.0
7 33.0 67.0
8 25.0 100.0
9 100.0 100.0
10 100.0 100.0
% of localités where 1 0.0 100.0
lack of availability of 2 50.0 0.0
medicineswas a 3 0.0 67.0
problem 4 100.0 0.0
5 100.0 100.0
6 100.0 100.0
7 0.0 0.0
8 0.0 0.0
9 100.0 330
10 100.0 50.0
% of localités where 1 0.0 100.0
cost of medicineswasa 2 67.0 100.0
problem 3 0.0 100.0
4 100.0 0.0
5 100.0 100.0
6 100.0 100.0
7 0.0 67.0
8 25.0 100.0
9 100.0 330
10 100.0 0.0
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Lack of medicines, on the other hand, does not appear to be as large a problem, probably due to
more easy access to digpensaries when compared to the other types of hedlth care facilities (see
section 5.4.3.).  The cost of medicines, however, was considered a problem in the mgjority of
the clusters. There were some differences between clustersin each pair in their perception of the
cost of medicines, with 100 percent of the preventive group considering it aproblem in pairs 1,

3, & 8, compared with less than 25 percent in the corresponding recuperative group in these
pairs. The reverse was seen for pairs4, 9 and 10. One of the issues regarding this question in
particular, though, is that the perception of cost as a problem islargely dependent on the resource
levels (and the perception of this) of the respondents. At the same time, the fact that most
clugtersin both pairs consder thisissue to be a problem suggests that ways to make access to
medication easer for the localités are needed.

5.5. Implications of cluster level differencesfor program evaluation

In conclusion, the community data have provided a good overdl picture of the resources
available to caregivers and households in our program evauation area. There are not many

major differences between pairs of clusters, suggesting that the selection process and
randomization was effective for the most part. It should be noted that the actua selection and
randomization of clustersto one program or the other had to be done well before these data were
available, and based on much less information than is now available through this questionnaire.
Thus, overdl it is reassuring for the purposes of the vdidity of the evauation that the pairs of
clusers are largely comparable in terms of their access to various services and their generd
characterigtics.

When viewed from the perspective of resources for care practices, however, the community data
provide a less encouraging picture. Most localitésin the evduaion areaare fairly remote, with
poor access roads and poor access to most services. Distances and access to markets are
particularly of concern, given their implications for the time that women have to spend away
from their homes and from their children. Similarly, the distances and poor access to hedth care
facilities are dso of concern, asisthe extremdy poor availability of services like microcredit and
women'sgroups. It iswel known that without access to adequate resources, knowledgeis
insufficient to bring about large improvements in hedlth. Thus, improved access to the types of
resources assessed through our study of the program clusters will be needed to ensure that
women who participate in the behavior change programs implemented by World Vision can
actudly use their improved knowledge.
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6. HOUSEHOLD RESOURCES FOR CARE
6.1. Introduction

As outlined in the conceptua framework eaborated in Chapter 2, a variety of household
resources are needed to ensure that children can be cared for well. These resources include the
demographic, socioeconomic and food security status of the households. These characteristics
influence the access that caregivers have to economic food resources. In addition, they influence
how a caregiver might dlocate her time between child care and other activities, and dso the
amount of time and labor of dternate caregivers that can be alocated to the most vulnerable
children in the household.

This chapter thus presents data on the resource available to households in the program aress,
with an emphasis on resources available for child care. Aswith the other cheptersin this report,
the characterigtics of households in the preventive program group are compared with those in the
recuperative program area. Before presenting the findings, a description is provided of the
variables used and the composite scales computed to describe the households' demographic,
socioeconomic and food security status.

6.2. Variables and composite scales
6.2.1. Household demographic composition

Data from the household roster were used to generate information on the number of membersin
each household, the number of membersin different age categories, the number of members
working to earn money, the number of school age children attending school, and the gender, age
and occupation of the household head. In addition to these variables, the household rogter data
were used to compute a dependency ratio and an earner dependency ratio. The dependency ratio
was computed by adding the number of memberslessthan 15 years of age to those over 64 years
of age, and dividing this by the number of members between 15 and 64 years of age. The earner
dependency ratio was caculated by dividing the number of working household members by the
number of nonworking household members.

6.2.2. Household socioeconomic status

The basdine survey gathered data on avariety of variables that measure different domains of
household socioeconomic status (SES). Data were not gathered on household income, dueto
insufficient resources for data collection and processing and aso because of the difficulty of

ng household income in settings where a large proportion of income is from the
agriculture sector and few workers earn aregular wage. However, data were gathered on other
domains of household SES, such as ownership of house, land, durable goods (i.e. non
productive assets), productive assets (agricultura tools) and livestock; housing qudity (e.g.
house congtruction material, number of rooms); and access to water and sanitation services.
These types of variables have been used previoudy to create summary measures of household
SES (Filmer and Pritchett, 1999, 2001; Menon, Ruel and Morris, 2000). A short description of
the summary measures of household SES creeted in this survey is provided below.
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Household assets indices

The survey questionnaire gathered household-level data on ownership of 17 durable goods (e.g.
cooking utensils, furniture, dectronics, and so forth), 9 productive assets (agricultura tools) and

6 types of small animas and livestock. Respondents were asked whether or not they owned these
individua assets, and if they did, how many of each one they owned. Current market value of

each of the durable goods and productive assets was dso assessed. From this data, three types of
indices were created:

1. Smple count indices: these indices consisted of a smple count of whether or not the
households owned the assets listed (using Y es=1 and No=0). The three indices created
are referred to as durable goods count, productive assets count and livestock count.

2. Total number of assets these indices were created by summing up the number of each
asset owned by the households. The three indices created are referred to as: total number
of durable goods; total number of productive assets, total number of livestock.

3. Total value of assets for the durable goods and productive assets, two indices were
created by using the current estimated market value of the different assets and
multiplying this vaue by the number of assats of each type owned by the household. The
vaue of each type of asset was then summed up to derive the vaue of assetsindices. The
two indices derived were: total value of durable goods and total value of productive
assets. For livestock, we used aweighting factor caled the Tropica Livestock Unit
(TLU®) to assign a val ue to each type of anima that adjusts for the nutrient consumption,
food production cagpacity and environmental impact of each anima. The TLU vauefor
each type of livestock was multiplied by the number of livestock owned by the
household, and the tota number of TLU vaue-adjusted livestock was calculated for each
household. Thisindex is referred to as the value of livestock.

The asstsincluded in these three types of indices are presented in Appendix 6.1.

Overall socioeconomic status index

It is often desirable to have an overall measure of SES for descriptive and anadytical purposes.
As mentioned earlier, snce we did not gather information on household income or
consumption/expenditure, we used another gpproach to summarize available data on
socioeconomic characterigtics into summary scores. The different domains of household SES for
which data were available in our survey to create an SES index included: (1) household assets
(durable goods, productive assets and livestock); (2) housing quaity (congtruction materia used
for floor, walls and roof , number of rooms and household members per room); and (3)
availability of water and sanitation services (type of water source and sanitation facility). We
deliberatdy did not include information on education of the respondent mother in the creetion of
the overdl SES score because it has previoudy been shown that maternal education influences
child hedth independently of household wedlth, as well as synergidticaly with it, and thus,
education likely represents mechaniams of influence that are different from those influenced by
household wedth done. We dso did not include occupation of the household head or the

8 Tropical Livestock Units are calcul ated based on a system developed by the International Livestock Research
Institute (ILRI) to provide a comparable unit of assessment of the value of different types of livestock held by
households. The TLU takesinto account the animal’ s weight and economic value and has been validated in several
settings. One TLU usually stands for a standard animal weighing about 250 kg (usually equivalent to 1 cow).
http://lead.virtual center.org/en/dec/toolbox/Mixedl/TLU.htm
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respondent mother in the variables used to define household SES ether, mainly because the
hierarchical vaue of occupationsin rurd Haiti isnot well defined.

The datistical data reduction method used to summarize these variables was principa
components andysis (Kim & Mudler, 1978). The variables used and the results of the principd
components andyss are summarized in Table 6.1. Overdl, the mode explained 62 percent of
the variance in the variables included and yielded three factors, one that reflected household
ownership of assets (durable goods, productive assets and livestock), a second one that reflected
the quality of housing, and athird one that reflected the availability of water and sanitation
services.

Only the crowding variable (measured as the number of household members'room) was dropped
from thefina modd becauseit did not enter the three factors identified here, nor did itsincluson
increase the variance explained by the modd.

Table6.1. Factorsand factor loadings from principal components analysis

Factor 1 Factor 2 Factor 3

(assets) (housing quality) (water /sanitation)
Floor materid (2 categories) -.00 .69 A8
Wall materid (3 categories) 10 a7 -.13
Roof materid (2 categories) .28 .59 .16
Vaue of durable goods .66 39 .28
Vaue of productive assets .83 .07 -11
Vdue of livestock .87 .04 .03
Drinking water (4 -0.02 -.09 .86
categories)
L atrine type (3 categories) .06 34 .65

Rotation Method: Varimax with Kaiser Normaization.

The individua scores for each of the three factors were further ranked and their distributions
were divided into terciles to create three categories for each factor: low, average and high. Thus,
terciles of assat scores, housing quality scores and water/sanitation scores were derived and will
be used in the descriptive analys's presented in this report.

6.2.3. Household food insecurity

The basdline survey gathered data on two dimensions of household food insecurity: 1) household
gtocks of foods commonly grown by families in the Central Plateau region (corn, beans and
millet); and 2) household experiences related to food insecurity. For the latter, data were
gathered on avariety of household experiences reated to food insecurity. These experiences
which covered arange from less extreme to more extreme e.g., cooking with less beans (a
preferred food) and cooking without beans were at the less extreme end of the experiences while
going to bed hungry or being in a position where children had to go to bed hungry were
congdered more extreme experiences. These expectations were based on previous studies
related to household experiences of food insecurity (Frongillo et d., 1997; Frongillo, 1999;
Studdert, Frongillo and Vaais, 2001; Frongillo and Nanama, 2003; Frongillo et d., in press).
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A moded household food insecurity assessment tool was designed after consultation with a
technical expert in the measurement of food insecurity (Frongillo, E., persona communiceation),
and was made locdly rdevant after extensive consultations with the Haitian members of the
survey team. The tool was further refined after the fidd testing of the survey indrument. In totd,
data were gathered on 11 types of food insecurity experiences. Data on these 11 individua
experiences related to food insecurity were used to develop a composite food insecurity scae
that could summarize the information from the individua variables into a meaningful composite
measure. The scae was congructed by summing the total number of food insecurity-related
experiences that a household had faced in the past 30 days. All the variables included contributed
amaximum of 1 point to the scale, and variables with multiple categories were recoded so that
the highest category contributed 1 point, the lowest category 0 points, and categoriesin between
contributed between 0 and 1 point. Thus, the scale ranged from aminimum of 0 to a maximum
of 11, where households with a score of 11 would have experienced extreme levels of food
insecurity. The digtribution of the composite food insecurity scae was divided into equd terciles
to create 3 groups that represented low, moderate and severe food insecurity. The detailed
scoring of the variables that were included in the scaleis presented in Appendix 6.2. The
reliability of the household food insecurity scale was tested using Cronbach’s apha. The scae
had a moderate reliability of 0.69.

6.3. Analyses

All the andlyses presented in this chapter compare households in the preventive program group
with households in the recuperative program group.

6.4. Results

6.4.1. Household demographic characteristics

Household headship

The data on household headship are presented in Table 6.2. There are no gpparent differences
between the preventive and recuperative program groups. The average age of the household
head is about 40 years, and the mgjority of households are headed by males (90 percent).

Close to 83 percent of the household heads are the spouse or partner of the respondent, about 10
percent of the households are headed by the respondent’ s parent or parent-in-law, and only
approximately 5-6 percent are headed by the respondent herself. In about 86 percent of cases,
the household head' s main occupation is farming, and most of the remaining household heads
appear to be engaged in other sdlaried or remunerated activities. Again, there are no differences
between program groups in the type of occupation of the household head.

Household composition

Table 6.2. aso presents data on the composition of the households in the basdline survey sample.
Again, there are no differences by program group. The average household in both program
groups includes about 7 members. The average number of children under 5 years of ageis close
to 2 in both program groups, while the number of adults above 18 years of ageis 2.5.
Approximately 85 percent of school-age children (6-14 years of age) attend school on aregular
basis.
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The average number of household members who work for an income is 2.2, while the number of
those who do not work for an income is about 5. The earner dependency ratio, i.e., the number

of household members who work for an income divided by those who do not work, is 0.6 in both
program groups, and indicates that on average househol ds have less than one adult income earner
for each non-working household member. The dependency ratio is high at 1.6 in both program
groups, meaning that each adult between 15 and 64 years of age has 1.6 dependents (< 15 or > 64
years of age).

Table6.2. Household demographic characteristics, by program group

Characteristics Variable Program group Total
name [N=1514]
Recuper ative Preventive
[N=759] [N=755]
% % %
Gender of household head sexhh 90.8 920.1 920.4
(% male)
Household head’'s activhh
occupation
- %faming 85.5 86.8 86.2
- % other/business 120 109 114
- % no occupation 20 14 17

Relationship of household lienhh
head to respondent

- sdf 51 6.1 5.6
- partner/spouse 82.9 82.3 825
- father/mother 75 74 75
- inlaw 32 28 30

Mean SD Mean SD Mean SD
Age of household head agehh 39.6 117 39.8 111 39.7 114
HH size hhsize 6.8 23 6.7 23 6.7 23
Number of adults (>18 nadult 25 1.0 25 10 25 1.0
years old)
% adults: (no. adults> adultp 39.6 133 39.8 125 39.8 129
18/hh size) * 100)
Number of children<5 under5 17 0.7 18 0.7 17 0.7
years of age
% of school-age children school k% 85.4 30.6 85.6 325 85.0 315
going to school
Number of members who nwork 2.2 09 21 08 2.2 09
work for money
Number of memberswhodo  nnotwork 4.6 21 4.6 21 4.6 21
not work for money
Dependency ratio* depratio 16 08 16 08 1.6 08
Earner dependency ratio? earndep 0.6 05 0.6 05 0.6 05

! Dependency ratio is defined as: (number of children < 15y. of age + number of adults > 64 y.) / number of working household
members
2 Earner dependency ratio is defined as; number of working household members/ number of non working household members.
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6.4.2. Household socioeconomic status

House ownership and qudity, and availability of services

Table 6.3. presents data on the socioeconomic status of the households in the preventive and
recuperative program groups. The mgority of householdsin our sample own their house, and
this proportion is dightly higher among the recuperative group (94 percent) than in the
preventive group (91 percent). Conversely, adightly higher proportion of familiesin the
preventive group live in rented homes (5 percent) than in the recuperative group (3 percent).
Thereis no difference between the groups in ownership of the land on which their house is built,
with gpproximately 70 percent being owners.

The data aso show that houses have two rooms, on average, and that the number of persons per
room is about three. This does not differ between program groups. The houses are generdly
rudimentary, with more than 90 percent having an earthen or stone floor. Over athird of the
houses have walls made of earth or “clissade’ (thin pieces of wood, interspersed with earth),
whereas the remainder mostly have walls made of wooden planks. The roofs are plit fairly
evenly between thatched roofing (53 percent of the overal sample) and duminum roofing (46
percent). Here again, there are no significant differences between program groups.

Table 6.3. House construction and household accessto facilities, by program group

Characteristics Variable Program group
name Recuperative Preventive Total
[n=759] [n=755] [n=1514]

House ownership % %

Own house Q24a 94.1 91.1 926

Ownsland on which house  Q24b 71.7 712 714

built

Housing quality Mean SD Mean SD Mean SD

Number of rooms Q27a 23 0.8 22 0.7 23 0.8

Crowding (number of crowding 32 15 32 15 32 15

peopl e/room)

Type of floor Q27b % % %
Earth/sand/rocks 95.1 936 A4
Concrete/masonry 49 6.2 55

Type of walls Q27c
Clissade/earth 393 379 386
Wood/planks 56.4 58.3 57.3
Stone blocks/stones 41 34 37

Type of roof Q27d
Thatched roof 56.0 510 535
Aluminum 439 489 464

Access to services

Has electricity Q24c 21 19 20
Toilet facility Q23
Latrine (rudimentary) 27.8 26.1 26.9
Latrine (improved) 148 17.7 16.2
No facility 57.3 56.0 56.6

Water source (for drinking) Q21
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Program group

Tap in house 16 0.9 12
Public tap 319 27.7 298
Well 29 49 39
Unprotected spring 50.6 52.7 51.7
Protected spring 105 100 10.2
River 26 32 29
Garbage disposal Q26a
Burn 6.2 52 57
Throw away 87.0 854 86.2
Bury 01 0.7 04
Use asfertilizer 6.7 8.7 7.7

Only about 2 percent of the households have access to dectricity, and 15 percent to improved
latrines. Of the remaining households, over 55 percent have no access to any toilet facilities and
the remaining (about 30 percent) have only rudimentary latrines. The Stuation with regard to
access to safe drinking water is Smilarly precarious, and dightly over 50 percent of households
use water from unprotected springs for drinking and cooking purposes. About 30 percent of
households have access to public taps, and 10 percent have access to protected springs.

Access to garbage digposd facilitiesis dso extremely limited and most households smply
dispose of their garbage in the outdoors, possibly in communa garbage heaps. Only 7 percent or
S0 compost and reuse their garbage as fertilizer, while close to 6 percent burn their waste.

Household ownership of assets

Table 6.4. presents the data on ownership of three different types of assets, as described
previoudy: durable goods, productive assets and livestock. Aswith most of the preceding
variables, there are no mgjor differences between program groups in the assets count indices or
in the total number of assets. Households in both program groups own about 10 out of 17
possible types of durable goods, 3 out of 9 types of productive assets, and 2.5 out of a possible
maximum of 6 animas. Households from the two program areas are dso very smilar with
regards to the totad number of different types of assets owned, with the exception of tota number
of animas, which is higher by 1 in the recuperative group.

With regards to ownership of animas, more households own one or more chickens (75 percent)
than goats, or pigs (owned by about 50 percent of households). Cows are owned only by 42
percent of households, horses by 34 percent, and mules by only 7 percent of households.
Chickens are usudly owned in larger numbers, probably due to the lower cost of buying and
caring for chickens compared to the other animals. For instance, about 40 percent of households
own more than 3 chickens, while only 8-12 percent of households own more than 3 goats, pigs or
cows, and only 2 percent of households own more than 3 horses.

Remittances

The survey gathered data on whether respondent households received remittances either from
outsde Haiti or from family members who had migrated to other parts of Haiti. The results
show that surprisingly few households from our sample receive any remittances from within
Haiti (only 6.3 percent) or abroad (about 6 percent). Thereisadightly higher proportion of
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households in the recuperative group (7.3 percent) who receive remittances from within Haiti
than in the prevertive group (5.3 percent).

Table 6.4. Household asset owner ship and remittances from Haiti and abroad

Characteristics Variable Treatment group Overall

name Recuperative  Preventive [n=1514]

[n=759] [n=755]
Mean SD Mean SD Mean SD

Durable goods count” hhasset 10.2 1.9 102 17 10.2 18
Tota number of nasset 3H6 162 347 165 3Kl 16.3
durable goods?
Productive assets prasset 3.0 1.4 29 14 2.9 14
count
Totd number of nprasset 3.9 24 3.8 2.2 3.8 2.3
productive assets
Livestock count animal 2.5 1.7 2.4 1.6 2.5 1.6
Tota number of nanimal 7.0 8.0 59 6.8 6.5 7.4
livestock
Remittances received Q211 7.3 53 6.3
from Hatti
Remittances received Q211b 5.8 5.7 5.7

from outsde of Haiti

"Durable goods count is the index that consists of a simple count of whether or not the househol ds owned the assets listed (using
Yes=1 and No=0). Productive assets count and livestock count are constructed the same way.

2Total number of durable goodsis, asits name implies, the total number of each asset owned by the households. Total number of
productive assets and livestock are constructed the same way.

6.4.3. Household food security

Tables 6.5. and 6.6. present results on the two dimensions of household food security studied.
The first measures the nature and duration of household food stocks, and the second one aims at
capturing the extent and depth of food insecurity as experienced by the households themselves.

Food stocks
Table 6.5. presents data on the mgjor types of crops cultivated by householdsin our sample, and
the length of time harvest from these crops usudly lagts.

The datareved that most of the households in the study area grow at least some of their own
food, primarily corn, millet and beans. Although there is no difference between preventive and
recuperative groups in terms of the proportion of households who grow corn and beans, adightly
larger proportion of households in the recuperative group (95 percent) grow millet compared to
those in the preventive group (92 percent). The duration of the harvest -- i.e, the length of time
food stores from these crops are used by the household -- isamost identica between the
program groups, and is extremely short for al crops. The mean duration of harvest is shorter for
beans (only about 3 weeks) and is dightly higher for corn (6 weeks) and for millet (7 weeks).
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More than 85 percent of households buy corn in addition to the corn they produce, about 80
percent buy millet and almost 100 percent buy beansin the market.

These data suggest that Haitian familiesin the program areas are experiencing a severe shortage

of food from own production and are highly dependent on market availability and prices even for
their basic staple food supply such as corn, millet and beans.

Table 6.5. Household food security characteristics, by program group

Characteristic Variable Recuperative Preventive Total
name [N=759] [n=755] [n=1514]

% % %

Crops planted:

- Corn Q701a 954 954 954

- Millet Q701b 95.0 91.9 935

- Beans Q701c 90.1 91.7 90.9

Duration of harvest Mean SD Mean SD Mean SD

(weeks):

- Corn Q702a 59 3.1 59 29 59 30

- Millet Q702b 7.0 3.0 6.9 3.0 69 30

- Beans Q702c 2.8 2.6 3.0 2.7 29 26

Proportion who buy more: % % %

- Corn Q703a 84.8 87.6 86.2

- Millet Q703b 80.5 84.6 825

- Beans Q703c 99.3 99.3 99.3

Household experiences related to food insecurity

The data on the types of food insecurity-rel ated experiences are summarized in Table 6.6. and
show that Haitian familiesin our sudy area experience an extraordinarily high leve of food
insecurity. The data are rank-ordered to show the most frequent food insecurity-related
experience towards the top of the table and move downwards towards the least common food
insecurity- related experiences, and are concurrent with findings in other countries where these
experientiad food insecurity measures have been used (Radimer et d., 1992; Studdert, Frongillo
and Vaois, 2001; Frongillo and Nanama, 2003).

The most common food insecurity-rel ated experiences are based on the use of beans added to
daple food (millet, corn or rice), and likely reflect both high prices of beansin the market as well
as low production of beans by the study households. Thus, households first reduce the amount of
beans added to their staple and then decide whether or not they can afford to even add beansto
their staple food. In our sample, having cooked without beans in the previous 30 days was dmost
universal (96 percent). These Strategies are then followed by reductionsin the amounts of food
consumed (90 percent), and subsequently by a genera anxiety about the lack of food (88
percent). The most extreme experience related to food insecurity is, asin the US and other
countries, “going to bed feding hungry”. Agan, asin other countries, it appears that children

are somewhat buffered from this experience as the proportion of households where adults go to

49



Household Resources for Care

bed hungry is about 10 percentage points higher than the proportion of households where
children are forced to go to bed hungry. However, it should be noted that the prevaence of this
“symptom” of food insecurity, i.e,, of children going to bed hungry, is ill extremdy high in this
study area, and is seen in about 75 percent of households. There are no red differences between
the two program groups on all food insecurity experience related variables, except for the
proportion of familieswho ae 2 meds or less— this was higher by about 5 percentage pointsin
the preventive program group compared to the recuperative group. The reasons for this are not
clear, and it islikely that thisis due more to chance since none of the other variables show

gmilar paiterns of differences.

Table6.6. Household experiencesrelated to food insecurity

Food insecurity Variable Recuperative Preventive Overall

experience name [n=759] [n=755] [n=1514]
% % %

Cooked with lessbeans Q710 98.4 97.6 98.0

than usud in last 30

days

Cooked without beans Q709 97.1 95.8 96.4

inlast 30 days

Atelessfood dueto Q706 90.3 89.1 89.7

hardship in last 30 days

Worried about not Q716 88.5 87.9 88.2

having enough food

more than once in the

past 30 days

Cooked without even Q711 88.1 86.0 87.1

adding the head of

herring in last 30 days

Cooked samefoodday Q712 85.6 84.4 85.0

after day inlast 30

days

Ever went to bed Q713 84.0 83.7 83.9

hungry in last 30 days

Ate 2 or fewer Q705 74.1 77.9 76.0

mesls/day

Children ever went to Q715 75.9 75.1 75.5

bed hungry in last 30

days

Atelessfood due to Q707 49.2 51.2 50.2

scarcity of fud in lagt

30 days

Mean vaueson HH Fdinsec 7.8 (1.8) 7.8 (1.8) 7.8 (1.8)

food insecurity scae
(SD)
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Scores on the food insecurity scale ranged from alow of 0.25 (indicating very low food
insecurity) to ahigh of 11 (indicating severe food insecurity), out of a possble maximum of 11.
The overal mean and standard deviation of the scale was 7.8 (1.8) and this was identical
between the two program groups, suggesting that the experience of food insecurity issmilar in
the areas covered by the two program models.

The proportion of households in each food insecurity tercile that experienced the different
aspects of food insecurity is shown in Appendix 6.3. Thereisalarge variability in experiencesin
the low food insecurity tercile where at one end, about 38 percent of households have children
who went to bed hungry and at the lower end, about 90 percent of households said they had had
to cook without beans. In the other two terciles of food insecurity, however, the mgority of
households had dmogt al the food insecurity experiences that the scale was based on, with close
to 100 percent of households in the severe food insecurity tercile having dl 11 food insecurity
experiences (including 90 percent where children went to bed hungry). This pointsto the
Severity of food insecurity among these Haitian households, both in terms of the range of food
insecurity-related experiences and the depth to which they are experienced by households. Also,
given the lack of variability in the scale among the two upper terciles of food insecurity suggests
that further research, probably quditative in nature, will be needed to better understand the food
insecurity related experiences of Haitian households so that measures of food insecurity that can
discriminate better between households can be devel oped.

6.5. Conclusons

Our findings indicate that households in this rurd part of Haiti do not have alarge resource base,
ather in terms of assets or infrastructure, to draw upon. The housing, water and sanitation
fadilities are largdy rudimentary with dmaost no households having access to dectricity and few
having access to safe water and sanitary facilities. The large mgority of households rely on
agriculture astheir main source of income, which is often complemented by some market
activities undertaken mainly by women. Remittances from rdatives living elther abroad or in
Haiti are largdly absent from the resource base, and less than 10 percent of households receive
remittances.

The food security Situation of householdsin our survey sampleis particularly precarious. The
data on the lack of food stocks from own production and the food insecurity experiences of
households suggest that food insecurity is highly prevaent and severe. Furthermore, the
experience of food insecurity cuts deep into families and reaches even young children, who in
other, possibly more well-off societies are often buffered from these types of experiences. Thus,
it gppearsthat it is particularly important to have programsin place that can provide families,
particularly those with young children, with adequate food resources in the short term, and
technica assstance and resources necessary to improve food production in the long term.
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7. CAREGIVER RESOURCES FOR CARE
7.1. Introduction

This chapter presents information on the resources available for care at the level of the caregiver.
These resources have previoudy been identified as caregiver education, knowledge and beliefs,
workload and time congraints, physica and menta hedth, autonomy in decison-making,

control over resources, and the availability of support (socia, emotiond and physicd) in the
household and community (see conceptual modd in Chapter 2; and Engle, Menon and Haddad,
1997). The basdine survey gathered data on most of these resources and this chapter presents
data on women' s educetion, child feeding knowledge, workload and time congiraints, saif-
reported physica and menta health, household decisionmaking and control over resources, and
support available to the caregiver.

Firgt the variables and composite scales that were used to understand the various caregiver
resources are described. Then, caregiver resources are compared between the two program
groups.

7.2.  Variablesand composite scales

Information on a number of caregiver resources was collected in the basdine survey, namely
resources related to the caregivers education, knowledge, time and workload, social support, and
menta and physica hedth. Data on caregiver education and work patterns were obtained using
ample survey questions. Experience with the measurement of other caregiver resources such as
socid support, mental hedlth and stress and women' s empowerment, however, is much more
limited and therefore, our approach was more exploratory. We measured a number of dimensions
for each of the characteristics of interest and created composite scaes to capture the key domains
measured.

This section presents a brief overview of the variables and scaes used to assess individua
caregiver resources. The detailed scoring of variables that were used to cregate the scales
described in this section is presented in Appendices 7.1., 7.2. and 7.3. The rdiability of dl the
scales created was evauated using Cronbach’s dpha (Carmines and Zéeller, 1979), and the results
for each scale are also presented in the Appendices.

7.2.1. Civil status, education and employment of the respondent mothers

The civil gatus of the respondent mothers was assessed using standard survey questions asking
them whether had a spouse or partner, and if so, the type of relationship they shared. Education
was assessed by asking the respondents how many years they had attended school. The data
gathered on employment status included informeation on the type of income-generating work the
respondent engaged in and how she was remunerated for her work.

Workload and time constraints

The survey dso gathered information on the implications of the respondents’ work patterns for
child care. For instance, data were gathered on the amount of time the respondent spent away
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from home when she went to work and the number of days'week that she spent at work. Data
were aso obtained on characterigtics of the dternate caregivers used by mothers when they left
the home. Specificaly, information was obtained on the age, gender and education of the
dternate caregivers and also whether they were paid for their services, and whether the mother
left cooked food, ingredients, money or ingtructions for the child's care.

7.2.2. \Women’s empower ment

Women's empowerment has typicaly been measured using avariety of indicators, including but
not limited to possession and control over assets, mobility, attitudes about gender roles, spousa
or couple communications, involvement in household decision-making (see Mahotra, Schuler
and Boender, 2002 for a comprehensve review of measures of empowerment). In our survey,
we gathered data on a number of domains of women’s empowerment, asking questions on
individua behaviors or attitudes within each domain.

The data.on the individua questions within each domain were combined to creste summary
scaes for the following domains of women's empowerment: (1) couple communication; (2)
gender identity; (3) ownership of assets; (4) control over purchases for household, salf and child,
and (5) involvement in household decison-making. Details of the scoring system used to create
the scales for each of these domains are presented in Appendix 7.1. The five scales are described
below:

1. Couple communications: In measuring couple communications, respondents were asked
how frequently they discussed four aspects of their lives, i.e. work, home, expenses, and
community happenings, with their spouse. For each of these, the category of “never” was
assigned of “0”, “often” was assigned a score of “2”, and the middle category of
“sometimes’ was assigned a score of “1”. The scores on each of four questions were
then added up to creste a summary scale for couple communications that ranged from a
low of O for poor communicetion to ahigh of 8 that sgnified ahigh leve of
communication between the spouses/partners.

2. Gender identity: To measure gender identity, the respondents were asked if they agreed
or disagreed with avariety of statements related to the role and place of womenin
society. For the cregtion of the scale on gender identity, these variables were then recoded
and assgned scores such that aresponse in agreement with a positive statement about
women'sroles received a score of 1, while aresponse in disagreement with the same
statement received a score of 0. Conversdly, aresponse in agreement with anegative
statement about women'’ s roles received a score of 0, while aresponse in disagreement
with the same negative statement received a score 1. The overdl gender identity scale
thus crested went from alow of 0 to ahigh of 6, with lower scores indicating perceptions
of alower role and place for women in Haitian society.

3. Ownership of assets: The ownership of assets by the respondents was assessed by asking
respondents if they owned each of four assets (land, the house they lived in, another
house and livestock) elther on their own or jointly. For each asset that awoman owned
either done or jointly, ascore of 1 wasassigned. A score of O was assigned if she did not
own the asset. All four asset ownership variables were then summed to create a scale of
ownership of assets that ranged from 0 to 4.

4. Control over purchases: Women's control over purchasing was assessed by asking
respondents if they could purchase various items on their own if needed (atotal of 6
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items). Theseincuded household items like food, and persond items like clothes,
medication and toiletries, ether for hersdlf or her children. An affirmative response for
each of these items received a score of 1, and a negative response a score of 0. The scores
for each of the items were then summed to creste a scae that assessed overal control
over purchasing. The scale ranged from aminimum of 0 to amaximum of 6.

Involvement in household decision-making: The survey gathered data on who made
household decisons rdated to a variety of domains, ranging from decisions about daily
life like what to cook to decisions about larger issues such as sdlling property, rearing
children, etc. The data on these decisions were used to creete a summary scale that was
based primarily on whether the respondent was a dl involved in the decision or not.
This was done because there is no clear consensus on which of these, i.e., decision+
meaking that is completely individud or decisonmaking that is consultative, isindicaive
of better satus of awoman within ahousehold. Thus, it was decided that the scoring
system would smply evauate whether awoman was involved in adecision or not, a
system that has been used previoudy by other researchers (Sethuraman, K., persond
communication). This system of scoring eiminated the need to assgn a differentid vaue
to a decison made aone by awoman versus a decison which was taken jointly by a
woman and someone ese (usudly her spouse).  Thus, each decison was scored “0” if
the woman was not involved a dl in the decison, and “1” if shewasinvolved in the
decision, either on her own or jointly with someone se. The scores on al the decisons
were then added up to create a summary scae of women'sinvolvement in decison-
making. The find scae had aminimum possible score 0 and amaximum of 11, which
would indicate that the woman wasinvolved in dl the decisons that the survey asked
about. Decisions about family planning were not included in this scale because alarge
proportion of women did not use family planning and thus, this question did not seem
relevant to them. Using this variable would have necessitated either making adecison
about how to rate those who did not use contraception or dropping al those women from
the scde creation. Thiswould have led to alarge number of missing cases, and it was
thus decided that this variable would be |eft out of the summary scale.

7.2.3. Women's physical health and nutritional status

Women's physicd hedth and nutritiona status were assessed using the following varigbles:

Sdf rated hedth (visua andogue scale): Respondents were also asked to sdlf-rate their
hedth on avisud andogue scade. The scae comprised of aline, 10 centimeterslong,
where the left end of the line symbolized extremely poor health compared to other
women of the respondent’ s age, and the right hand end of the line stood for better hedlth
than other women her age. The respondent was asked to mark the spot on the line where
she fdt her hedth stood, thus generating data on self-perceived hedth status.

Body massindex (BMI): Women's nutritiond status was assessed by measuring their
heights and weights and using these data to caculate their body massindex (BMI). The
mean vaues of the BMI were compared for the respondents in the two program groups.
Also, the BMI vaues were categorized using the current WHO categories to assess
whether women were underweight (BMI <18.5), norma weight (BMI of 18.5-25),
overweight (BMI between 25.1 and 30) or obese (BMI1 >30) (WHO 1995).

Disease conditions. We aso obtained information on women'’s physica hedth by asking
about avariety of disease conditions that the respondent might have been diagnosed with
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aswell as about the frequency with which she experienced different symptoms of poor
hedth. Although the intention was to create an overall scae of physica hedth based on
the number of illnesses awoman suffered from, this could not be done because alarge
proportion of women were unaware of whether or not they suffered from certain
illnesses, especidly chronic diseases such as diabetes, coronary heart diseases, which
require a diagnosis from amedica professond. It was clearly easer for women to report
about whether they suffered from certain symptoms rather than from specific illnesses, so
our data on symptoms are likely to be more accurate to characterize women'’s hedlth.

7.2.4. \WWomen's mental health and stress

Women's mental wellbeing and stress have been hypothesized to influence the qudity of care,
particularly psychosocid care, that their children receive. In an attempt to measure the mental
hedlth and stress levels of women in the program evauation areas, we assessed the presence and
absence of various symptoms associated with poor menta/emotiond welbeing (eg., feding sad
or unhappy, difficulty deeping, difficulty in enjoying daily activities, efc.), aswdl asthe
frequency with which women experienced various symptoms of poor menta hedth. Datawere
also obtained on women's satisfaction with their current life Situation and their perceptions about
the amount of time they had for their daily activities. These data were further combined to cregte
summary scales of overal menta stress, frequency of stress symptoms, time stress and life
satisfaction. Detailed information on the scoring of the variables used to create the different
scaesis presented in Appendix 7.2., dong with the Cronbach’ s dpha vaues used to assessthe
reliability of the scaes.
= Mental dress: In order to assess overall mental Stress, the variables that measured the
presence (coded as 1) or absence (coded as 0) of different symptoms were summed up to
create an overall scale that assessed the extent of poor mental wellbeing. A total of Six
variables were used to create the menta siress scale, and the scale had aminimum of O,
which indicated that the respondent experienced none of the menta hedth symptoms,
and amaximum of 6, which indicated that the respondent suffered from dl Sx symptorms,
or ahigh leve of gress.
=  Frequency of stress symptoms.  Variables that assessed the frequency of occurrence of
different symptoms related to anxiety and stress (such as poor appetite, headaches, poor
digestion, fatigue, etc.) were combined by recoding each variable such that for each
symptom, the lowest frequency of “never” received a score of 0 and the highest
frequency of “often” received ascore of 2. Following this, the scores on each of the
variables were summed to create an overall scae that had aminimum value of 0 and a
maximum of 20. A high score on the scale indicated higher levels of dress, in terms of
the number of symptoms awomean suffered from, and the frequency with which she
experienced them.
= Timedress Women'stime and workload are often referred to as crucid resourcesin
enabling them to care for their children. We assessed the amount of time women spent
working outside their homes in order to measure this construct. However, it was o
determined that it was important to assess awoman's own perception of how much
pressure she fdt for time to spend on her daily activities and caring for her children. We
asked women how often they felt that they did not have enough time to take care of their
homes, their children, and themsealves, and aso how often they worried about not having
enough time to finish their daily work. The information on these four variableswas
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combined by assigning scores of 0 to responses of “never”, 1 to aresponse of
“sometimes’ and 2 to aresponse of “often” to each of the four variables. These scores
were then summed to creste an overdl time stress scale where alow score indicated a
low level of gtress due to time pressures and a high score reflected ahigh leve of time
pressures. The scale thus crested ranged from O to 8.

Life satigfaction Thiswas assessed by asking respondents about their satisfaction with
various aspects of their lives, including their daily work and the help they received from
their spouse and other family members. The individua variables were recoded to assign
pointsto the level of satisfaction that women reported; this was done by assgning a score
of 0 to women who reported being dissatisfied with a particular agpect of their lives, 1 if
they were ambivdent, and 2 if they were satisfied. The scores on 10 individua variables
were then summed to create an overdl scae of arespondent’sleve of life satisfaction
where alow score (minimum of 0) indicated alow leve of satisfaction and ahigh score
(@amaximum of 20) ahigh levd of satisfaction.

7.2.5. Social support

The basdline survey gathered information on women's access to different components of socid
support: financid/materid support and help with household chores and child care. In addition,
data were also gathered on participation in socid group activities. These data were combined to
creste summary scaes of financia/materia support, household help and childcare help. A scde
to assess the overal group membership and participation in community groups and activities was
aso created. Detalled information on the scoring of the variables used to create each of these
scaesis presented in Appendix 7.3., as are the Cronbach’s alpha vaues for each scde. The
scales are described below:

Financid and materia support: Data on whether women had access to financial and
materia support (e.g., food or accommodation) when they needed were gathered by
asking respondents whether they had access to a place to spend the night if needed,
someone who could lend them money when needed, and someone to help when they
didn’'t have enough food a home. These variables were summed to generate a summary
scale that measured the extent of support respondents received on this component of
socid support. A score of 3indicated ahigh leve of support and lower scores alower
level of support, with O being the lowest possible score.

Help with household chores: This component of socia support was assessed by asking
respondents if they had access to help to perform various household tasks, including
cooking, gathering fudl, water, washing clothes, caring for children, etc. Respondents
who reported receiving help for atask were assigned a score of 1 for that task; those who
did not receive help were assigned a score of O for the sametask. The total number of
tasks that respondents were asked about was then added up to generate a scale that
measured the number of tasks that a respondent received assistance with. Those who had
alow score received help on fewer tasks than those with a higher score. The scale had a
maximum possible score of 9 and aminimum of 0.

Help with child care: Although the physical support scae described above aso included
some child care tasks, a separate scale was created to assess the leve of child care
support that each respondent received. This scale used 3 variables that assessed whether
the respondent received help with feeding, bathing and caring for her children.
Respondents who received help on each of these tasks were assigned a score of 1, while
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those who did not receive help were assgned a score of 0. The scores for each of the
tasks was then added up to create a 3 point scale that assessed the level of child care
support. The child care support scale had aminimum of 0 points and possible maximum
of 3.

Group membership and participation in community groups and activities Respondents
were asked about their participation in women's groups to discuss issues such as
community problems, education issues, hedth issues, etc. The overdl levd of
participation in community activities was assessed by adding up the number of types of
groups that women participated in. This was combined with information on whether
women had participated in any cooperatives and if they had received loans from amicro-
credit program. The maximum possible score on the socid capitd scdewas 7
(indicating ahigh level of socid capital) and the lowest possible score was 0.

7.2.6. Child feeding knowledge

Although forma educetion is often used as a proxy for caregiver knowledge, it is often important
to dso assess actud caregiver knowledge related to specific care practices. In our survey, we
assessed caregiver knowledge related to infant feeding practices, focusing on knowledge about
the idedl duration of breastfeeding, the appropriate introduction of complementary foods, and
appropriate feeding frequency for children in different age groups. The instrument that eval uated
respondent knowledge on infant and young child feeding also asked respondents a question on
the appropriate duration of breastfeeding. This variable wasincluded in the overdl feeding
knowledge scale described below.

Knowledge of appropriate introduction of complementary foods. The survey insrument
included a module that asked respondents about their knowledge related to the
introduction of liquids and foods from six different food groups (water/liquids,

semisolids, stgple foods, vegetables, eggs and mests) to infants, using types of liquids and
foods commonly fed to infants and young children in this area (Menon et d. 2002).
Respondents were asked when (in months after the birth of an infant) they thought it was
appropriate to introduce each liquid or food. The data on the age of introduction of
individua liquids and foods were then used to creste a summary scale of the overal
knowledge of arespondent about appropriate introduction of foods, using the current
PAHO/WHO Guiding Principles on complementary feeding to define the appropriateness
of the introduction of complementary foods (PAHO/WHO, 2003). For each food group,
the scoring distinguished between appropriate introduction (i.e., at between 6 and 8
months of age) and introduction that was either too early (before 6 months of age) or too
late (9 months or older). Introduction of any of the foods in the food group at the
gppropriate time was assigned a score of 1, and introduction of none of the foods in the
appropriate window was assigned a score of 0. The scoresfor atotal of 6 food groups
were then added up to create asummary knowledge scale that ranged from a possible
minimum of 0 to amaximum of +6. Detalls regarding the scoring are provided in
Appendix 7.4.

Knowledge of appropriate feeding frequency: Six questionsin the feeding knowledge
guestionnaire asked respondents about their knowledge of the appropriate frequency of
feeding meds and snacks to infants and young children in 3 different age groups (6-8
months, 9-11 months and 12-23 months). These data were combined to create an overal
scale that assessed the knowledge of appropriate feeding frequency. The scoring of the
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7.3.

variables to be combined was based on current age- specific recommendations on the
frequency of feeding complementary foods to breastfed infants between 6 and 23 months
of age (PAHO/WHO, 2003). The detailed scoring is presented in Appendix 7.4.; based
on this scoring, respondents whose answers for each age group matched or exceeded the
currently recommended meal and snack frequency for that age group received a point of
1, while those whose responses indicated alower frequency than the recommendations
received a score of 0. The scae thus created went from a possible minimum of Oto a
maximum of 6 points.

Overdl feading knowledge: The two scales described above, i.e., the adequacy of
respondents knowledge of introduction of new foods and of their knowledge on
gopropriate feeding frequencies for children at different ages, were combined with
information on knowledge about the optimal duration of breastfeeding to creste ascdeto
assess overal feeding knowledge. The two 6-point scales on knowledge of appropriate
timing of introduction of complementary foods and on knowledge of age- specific feeding
frequency were weighted to contribute atotal of 2 points each to the overdl feeding
knowledge scale. This was done by dividing each of the two 6-point scales by 3, in order
to re-scale them to arange from O to +2.

The respondents knowledge about the optimal duration of breastfeeding was assessed by
asking then how many months they believed infants and young children should be
breastfed. Responses to this question were also coded based on the current
recommendations for feeding infants and young children, i.e., that children should be
breastfed up to at least 24 months of age. Responses that were further away from 24
months received lower points than responses closer to 24 months, e.g., aresponse
between 0 and 5 months received 0, while a response of 24 months and beyond received
afull 2 points. Thetota possible points for the breastfeeding question ranged from 0 to
+2.

The points on breastfeeding knowledge were summed with the points on the two other
weighted scales to create an overal feeding knowledge scale that ranged from a possible
minimum of O to a possible maximum of +6. Aswith the previous feeding knowledge
scales, the detailed scoring for this overdl scaeis presented in Appendix 7.4.

Analyses

All the andlyses presented in this chapter compare households in the preventive program group
with households in the recuperative program group.

7.4.

Results

7.4.1. Respondents age, civil status, education, and employment

Civil gatus Data on the respondents age and civil status are presented in Table 7.1. The mean
age of the respondentsin recuperative and preventive program groups was the same, about 31
years on average. A little over 20 percent of the respondents in both groups reported that they
were pregnant a the time of the interview.
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Thirty-five percent of respondents in the recuperative group were married, compared to 30
percent among the preventive group. A larger proportion of respondents in both groups (55
percent in the recuperative group; 61.5 percent in the preventive group) had formd live-in
rel ationships that were not religioudy solemnized (caled “placage’ in Haiti). The proportion of
respondents living aone was dightly different between the two program groups, but was very
small on thewhole: 5.5 percent in the recuperative group and 3.8 percent in the preventive
group.

Table7.1. Civil status, education and literacy of respondent mother, by program group

Characteristics Variable Program group Overall
name Recuperative  Preventive [N=1514]
[N= 759] [N=755]
Mean SD Mean SD
Y ears of schooling mschyr 14 2.3 1.6 25 1.5(2.4)
Age Q31 30.8 70 308 80 30.8(7.5)
% % %
Never attended school 53.2 50.7 51.6
Cannot read 50.3 48.2 49.3
Married g201 34.9 30.3
Single (living done) 202 55 3.8
Pregnant Q34 20.6 22.2 21.4
Highest level of g207c
schooling
- Primary 42.9 43.1 43.0
- Secondary 3.8 6.8 53
- Higher secondary 0.1 0.0 0.1

Table 7.1. dso presents information on the levels of schooling attained by the respondents in the
different program groups. The mean number of years of schooling was very low among both
groups (about 1.5), and more than 50 percent of respondents in both groups had never attended
school. The percentage who had attended primary school was similar between the two program
groups, but a higher percentage of respondents from the preventive group (6.8 percent) had
attended secondary school, compared to the recuperative group (3.8 percent).

7.4.2. Employment

Information on the employment characteristics of survey respondentsis presented in Table 7.2.
Close to 85 percent of the respondents engaged in some type of income-generating activity ether
a home or outsde their home. The predominant occupations were farming (43 percent of all
respondents) and small trade or market activities (33 percent). Small percentages of women were
engaged in other activities such as office work, manua |abor, midwifery/traditional healing or
trade through a shop (approximately 1-2 percent in each activity).
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Table 7.2. Employment characteristics of respondent, by program group

Characteristics Variable Program group
name Recuperative  Preventive Overall
[N=759] [N=755] [N=1514]
% % %
Employment 0209
Unemployed 16.1 16.5 16.3
Farming 43.1 42.5 42.8
Business (shap) 1.6 1.2 1.4
Trade/market 32.7 32.0 32.3
Office work 12 16 14
Manud labor 2.1 3.0 2.6
Treditiond heder/ 1.2 04 0.8
midwife
Other
Among those who work (n=1267):
Regularity of employment g208b
All year round 28.7 27.0 27.9
Seasondly 54.3 54.3 54.3
Occasondly 17.0 18.8 17.8
Has a second employment 209a 38.0 35.1 36.5
Location of main employment g209d
(n=1267)
At home 184 21.0 19.7
Away from home 57.1 55.4 56.3
Both 24.5 23.7 24.1
Times per week away from home 209
(n=1026)
Once/week 6.3 7.4 6.8
2-3 times'week 52.0 56.0 54.1
4-6 times/week 39.3 36.2 375
7 times/week 2.5 04 15
Hours spent away from home Q200f
(n=1018)
Lessthan 4 hrs 2.7 2.4 2.6
Yoaday 41.3 48.6 44.9
A full day 49.7 42.8 46.3
More than 1 day 6.3 6.2 6.3
Child care arrangements when at Q213
work (n=1018)
Take child to work 8.5 8.4 84
L eave with someone 85.8 84.9 85.4

Both 5.8 6.6 6.2
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Among working mothers, gpproximately 35 percent also undertook a second income-generaing
activity. For most women whose primary occupation was farming, the secondary occupation was
market activity, while for those whose primary occupation was market trade, the secondary
occupation was usudly farming. Thus, it gppears that the mgority of respondent mothersin this
area of Haiti earned thair income through a combination of farming and market activities.

7.4.3. Work load and time constraints

Time away from home: The implications of women’swork for caring practices and child
welfare, particularly for very young children, depend primarily on the nature of women’s work
and the types of care arrangements they use to take care of their children when they are away
from home. This section presents data 