FOLLOW-UP SURVEY OF NUTRITIONAL STATUS
IN CHILDREN 6-29 MONTHS OF AGE,
KYRGYZ REPUBLIC 2013

CDC unicef @

70 YEARS FOR EVERY CHILD




FOLLOW-UP SURVEY OF NUTRITIONAL
STATUS IN CHILDREN 6-29 MONTHS
OF AGE, KYRGYZ REPUBLIC 2013

% (DC I { ?:,’ D
f/ﬁ (bC unicef & &

EEEEEEEEEEEEEEEEE : 70 YEARS FOR EVERY CHILD

oooooooooooooooooo




Disclaimer:

The findings and conclusions of this report do not necessarily represent the official position of the
U.S. Centers for Disease Control and Prevention and UNICEF.

Use of trade names is for identification only and does not imply endorsement by the U.S. Depart-
ment of Health and Human Services and UNICEF.




TABLE OF CONTENTS

LIST OF ABBREVIATIONS 4
INVESTIGATORS AND COLLABORATORS 5
ACKNOWLEDGEMENTS 5
EXECUTIVE SUMMARY 7

SURVEY OBJECTIVES AND DESIGN 7
SUMMARY OF FINDINGS 8
Gulazyk MNP Program 8
Infant and Young Child Nutrition (IYCN): Knowledge, Attitudes, and Practices 9
Anthropometry 9
Biochemical Indicators 10

Comparison of Nutritional Status of Children 6-29 months between the
2009 and 2013 National Surveys 10

CHAPTER 1: INTRODUCTION
BACKGROUND 1
SURVEY OBJECTIVES 12

CHAPTER 2: METHODS

SURVEY POPULATION13
Sample Size Determination 13

SAMPLING PROCEDURES 14

ON-SITE TRAINING AND SURVEY IMPLEMENTATION 15
Survey Teams 15
Training 15
Preparation for Field Survey 16
Survey Implementation 16

DATA COLLECTION 17
Survey Instrument 17
Anthropometry 17
Hemoglobin Measurement 17
Blood Collection, Processing and Storage 18
Quality Control and Assurance 18

DATA MANAGEMENT AND STATISTICAL ANALYSIS 19

CHAPTER 3: RESPONSE RATES AND CHARACTERISTICS OF RESPONDENTS
RESPONSE RATES - 41 CHILDREN WERE OUT OF AGE LIMITS AND 2301 WERE
ELIGIBLETO PARTICIPATE. 20

CHAPTER 4: GULAZYK MICRONUTRIENT POWDER (MNP) PROGRAM AND TRENDS IN
GULAZYK USE FROM 2011-2013
BACKGROUND 26
Communications and Social Mobilization 26
Monitoring Gulazyk use 27
GULAZYK USE IN 2013 28
Caregiver Report of Receipt and Use of Gulazyk 28
Experiences Giving Gulazyk 34
Caretaker’s Perceived Effects of Gulazyk 35




Coverage of Gulazyk Communications Materials and Activities 36
TRENDS IN GULAZYK USE FROM 2011-2013 37

Background 37

Methods 37

Trends in Gulazyk use 38

CHAPTER 5: INFANT AND YOUND CHILD NUTRITION (IYCN): KNOWLEDGE, ATTITUDES,
AND PRACTICES

BACKGROUND 47

INFANT AND YOUNG CHILD FEEDING PRACTICES 47

KNOWLEDGE AND ATTITUDES REGARDING INFANT AND YOUNG CHILD

FEEDING 50

DIETARY AND BREASTFEEDING ADVICE 51

CHAPTER 6: ANTHROPOMETRY

BACKGROUND 53
METHODS 53
RESULTS 55

DISCUSSION 58

CHAPTER 7: BIOCHEMICAL INDICATORS FOR MICRONUTRIENT DEFICIENCY AND THE
USE OF MICRONUTRIENT SUPPLEMENTS 59
BACKGROUND 59
EFFECTS OF INFLAMMATION ON NUTRITIONAL BIOMARKERS 59
IRON DEFICIENCY, ANEMIA, AND IRON DEFICIENCY ANEMIA 59
VITAMIN A DEFICIENCY 63
USE OF MICRONUTRIENT SUPPLEMENTS 65
CHAPTER 8: COMPARISON OF NUTRITIONAL STATUS OF CHILDREN 6-29 MONTHS
AND INFANT YOUNG CHILD NUTRITION KNOWLEDGE, ATTITUDES, AND PRACTICES —
2009 AND 2013 NATIONAL SURVEYS 66
BACKGROUND 66
METHODS 66
Biochemical indicators 67
RESULTS 69
Anthropometry 70
Biochemical indicators 71
Vitamin A Supplement Use 75
IYCN Knowledge, Attitudes, and Practices 75

DISCUSSION 77
REFERENCES 80

APPENDICES 84
APPENDIX |: QUESTIONNAIRE FOR 2013 NATIONAL NUTRITION SURVEY 85
APPENDIX II: LIST OF CHILD HEMOGLOBIN RESULTS: FOR VILLAGE MEDICAL
ATTENDANT 105
APPENDIX lll: CONFIDENCE INTERVALS, DESIGN EFFECTS, AND INTRA-CLASS
CORRELATION COEFFICIENTS FOR MAJOR INDICATORS, CHILDREN 6-29 MONTHS —
KYRGYZSTAN NATIONAL SURVEY, 2013 106
APPENDIX IV: QUESTIONNAIRES FOR 2011 AND 2012 LOT QUALITY ASSURANCE
SAMPLING SURVEYS 108




APPENDIXV: ALGORITHMS FOR CALCULATING INDICATORS OF INFANT AND YOUNG
CHILD FEEDING PRACTICES 116

APPENDIX VI: NATIONAL SURVEY OF NUTRITIONAL STATUS, KYRGYZSTAN 2013:
RESULTS FOR THE WHO GLOBAL DATABASE ON CHILD GROWTH AND
MALNUTRITION 122

APPENDIX VII: BRIEF SUMMARY QUALITY ASSURANCE FOR MICRONUTRIENT
MEASUREMENTS FROM THE 2009 AND 2013 KYRGYZSTAN SURVEYS 124
APPENDIX VIIIl: QUESTIONNAIRES FOR 2009 NATIONAL NUTRITION SURVEY 125
APPENDIX IX: COMPARISON OF VARIOUS CHARACTERISTICS AMONG CHILDREN
(6-24 MONTHS)— KYRGYZSTAN, 2009 AND 2013 148




LIST OF ABBREVIATIONS

AGP
cDC
CEE

CIs
CRP
DHS
DDPME
Gulazyk
HAZ
Hb

Hgb
IYCF
IYCN
KSSHP
LQAS
MNP
MOH
NSC
RBP
sTfR
UNICEF
VAD
VHC
WAZ
WHO
WHZ

1-acid glycoprotein

United States Centers for Disease Control and Prevention
Central and Eastern Europe
Commonwealth of Independent States
C - reactive protein

Demographic and Health Survey
Department for Drugs, Procurement and Medical Equipment
Local name for micronutrient powder
Height-for-age, Z-score

Hemoglobin

Hemoglobin

Infant and young child feeding

Infant and young child nutrition
Kyrgyz-Swiss-Swedish Health Project
Lot Quality Assurance Sampling
Micronutrient Powder

Ministry of Health

National Statistical Committee
Retinol-binding protein

Soluble transferrin receptor protein
United Nations Children’s Fund
Vitamin A Deficiency

Village Health Committee
Weight-for-age, Z-score

World Health Organization
Weight-for-height, Z-score




INVESTIGATORS AND COLLABORATORS

This survey was administered under the Cooperative Agreement between UNICEF and the U.S. Cen-
ters for Disease Control and Prevention. Support for this survey was provided by several investigat-
ing and collaborating agencies. These include:

UNICEF Regional Office CEE/CIS
UNICEF Kyrgyz Republic (UNICEF Kyr)

U.S. Centers for Disease Control and Prevention (CDC)

Ministry of Health, Kyrgyz Republic (MoHKyr)

National Statistics Committee, Kyrgyz Republic (NSC)

The core members of the survey team are as follows:

Kyrgyz Republic

Cholpon Imanalieva (UNICEF Kyr) — Program Coordinator

Muktar Minbaev (UNICEF Kyr) — Survey Coordinator

Galina Samohleb (NSC) - Fieldwork Coordinator

Tursun Mamyrbaeva (MoH) - MoH and Laboratory Coordinator

Larisa Praslova (NSC) — Coordinator Data Collection and Management

Asel Ismailova (MoH) — Laboratory Field Supervisor

United States

Mary Serdula (CDC) - Senior Scientist

Kevin Sullivan (CDC) - Senior Epidemiologist

Jennifer N. Lind (CDC) - Epidemic Intelligence Service Officer
Ralph D. Whitehead, Jr. (CDC) — Laboratory Advisor




ACKNOWLEDGEMENTS

We would like to acknowledge that the 2010 Talas Oblast, Kyrgyz Republic Follow-up Survey of Nutri-
tional Status in Children 6-24 months of age Report and the 2009 National Survey of the Nutritional
Status of Children 6-59 months of age and Their Mothers Report were used as the basis for the de-
velopment of this report.

Special thanks to Timothy Schaffter and Jonathan Veitch (Representatives of UNICEF Kyrgyz Repub-
lic), Vilma Tyler (Nutrition Specialist at the UNICEF Regional Office for CEE/CIS), and Arnold Timmer
(Senior Advisor, Micronutrients, Nutrition Section, UNICEF) for their support of the surveys.

We appreciate leadership and support provided by management of the Ministry of Health and the
National Statistics Committee of Kyrgyz Republic. Thank you to M.M Karataev (Deputy Minister of
Health of the Kyrgyz Republic) and O.A. Abdykalykov (Head of the National Statistics Committee of
Kyrgyz Republic) for their support. Sincerest thanks to U.M. Tilikeeva (Chairman of Ethics Committee,
Department for Drugs, Procurement and Medical Equipment [DDPME]) and her team, who provided
invaluable input into adapting the protocol to protect research participants.

We would like also to thank Dr. Nancy Aburto, Epidemic Intelligence Service Officer (currently with
the World Food Program) for her contribution and leadership to the national 2009 survey and Dju-
supova Aijan, Program Assistant, for her invaluable input in the organization, coordinating and car-
rying out of the field research.

Finally, we are grateful to the interviewers, field supervisors and drivers for their participation in the
research, and the citizens of the Kyrgyz Republic for their hospitality and participation in this survey.




EXECUTIVE SUMMARY

This report summarizes the findings of the National Nutrition Survey conducted in the Kyrgyz Re-
public in July and August 2013, and presents the results for the indicators pertaining to the Gulazyk
program, infant and young child nutrition, anthropometry, and biochemical markers of nutritional
status. To assess changes in breastfeeding and complementary feeding practices and biochemical
indicators of nutritional status following implementation of the nationwide combined Infant and
Young Child Nutrition (IYCN)/micronutrient powder (MNP) program, this report also compares data
from the 2009 and 2013 National Nutrition surveys. The collaborating partners for these surveys in-
cluded the Ministry of Health (MOH) of the Kyrgyz Republic, the Kyrgyz Republic National Statis-
tical Committee (NSC), United Nations Children’s Fund (UNICEF)-Kyrgyzstan, Kyrgyz-Swiss-Swedish
Health Project (KSSHP), and the U.S. Centers for Disease Control and Prevention (CDC).




SURVEY OBJECTIVES AND DESIGN

The major objectives of the 2013 Kyrgyz Republic National Survey of Nutritional Status in Children
6-29 months of age were to:

«  Assess receipt and use of Gulazyk by children and assess trends (2011-2013)
«  Assess Infant and Young Child Feeding practices
«  Assess anthropometric status

+  Assess the prevalence of anemia, iron deficiency anemia, iron deficiency, vitamin A deficien-
cy in children 6-29 months of age

«  Compare the 2009 and 2013 survey results to measure changes in hematologic and biochem-
ical indicators of iron and vitamin A status after adjustment for infection/inflammation status.

Cross-sectional household surveys were conducted in 2009 and 2013. The 2013 survey was designed
to collect comprehensive information on a wide range of topics related to nutritional patterns of chil-
dren 6-29 months of age living in the Kyrgyz Republic (with the exception of the city of Bishkek)' .
A pre-post survey design was used to measure changes in micronutrient status between the 2009
and 2013 National Surveys. The 2009 and 2013 surveys used similar methods for sampling and data
collection. A two-stage cluster sampling design was employed using probability proportional size
(PPS) methodology to select 80 clusters of primary health clinics (FAP/FGP) with 30 children aged
6-29 months in each.

Anthropometric measurements were taken and capillary blood specimens were used to measure
biochemical indicators of iron status (serum ferritin and soluble transferrin receptor protein), vitamin
A status (retinol-binding protein [RBP]), and inflammation status (a1-acid glycoprotein [AGP] and
C-reactive protein [CRP]).

In addition to the 2009 and 2013 surveys, Lot Quality Assurance Sampling (LQAS) surveys were con-
ducted in 2011 and 2013. These national surveys (with the exception of Bishkek city) were used to
assess the implementation and acceptance of the program.

All data analyses for this report were performed by the National Statistics Center of the Kyrgyz Re-
public.

1 The city of Bishkek was not included because Gulazyk was not distributed there.
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SUMMARY OF FINDINGS

Gulazyk MNP Program

In 2009, the Ministry of Health of the Kyrgyz Republic launched an Infant Young and Child Nutrition
(IYCN) program which included promotion of home fortification of complementary foods with a mi-
cronutrient powder (MNP) containing iron (12.5 mg elemental iron), vitamin A (300 pg), and other
micronutrients. Every 2 months, children aged 6 to 23 months were provided 30 sachets of MNPs to
be taken on a flexible schedule.

Nearly all (95.0%) of the caretakers interviewed had received at least one package of Gulazyk. When
asked how they obtain Gulazyk, 87.9% of caretakers indicated that they got the product from the
local health clinic, 6.5% said a health care worker brought Gulazyk to their home, and 5.4% said
they obtained Gulazyk through both clinic visits and home visits. The majority of caretakers (73.5%)
reported that their child was “currently” taking Gulazyk. When asked about the schedule they use to
give Gulazyk to their children, most (45.3%) caretakers indicated that they gave Gulazyk every other
day. On average, caretakers reported that they gave 28.2 sachets of Gulazyk to their children in the
last two months. The majority of caretakers (80.1%) indicated that they would continue to give Gula-
zyk when they finished their current package.

Among all children who received Gulazyk, 55.7% of children consumed at least 30 sachets of Gulazyk
(one package contains 30 sachets) during the last two months. Among children who were not cur-
rently consuming, the most commonly cited reason for not consuming Gulazyk was the child does
not like the food when Gulazyk is added (49.9%).

The majority of caretakers (56.4%) indicated that they noticed changes in the color of food to which
Gulazyk was added. Among those who noticed a change in color, 67.0% responded that the change
in color was not a concern for them or their child. Additionally, 57.7% of caretakers reported that they
noticed changes in the taste of food when Gulazyk was added. Among those who noticed a change
in taste, 60.1% responded that the change in taste was not a concern for them or their child. When
asked about the portion of food into which Gulazyk was mixed that the child consumes, 66.4% said
their child consumed the entire portion and 33.6% said their child consumed less than a full portion.

When caretakers were asked if they noticed any positive changes in their children after they started
taking Gulazyk, 42.7% had observed positive changes. Among these, 42.6% indicated increased
appetite, 33.6% reported that their child overall seems better/healthier, 29.9% of caretakers indicat-
ed that the energy level increased, 16.1% indicated more curiosity/intelligence, 10.4% reported that
their child gets sick less often, and 9.0% indicated better growth.

Sixty percent of all caretakers reported receiving the Gulazyk brochure. Only 43.0% of respondents
had aradio at home; of those 45.6% indicated that they had heard about Gulazyk on the radio. Nearly
all caretakers (99.2%) reported having a television; of those 68.8% of respondents indicated that they
had heard about Gulazyk on television.

Between 2011 and 2013, clinic records (Green Journal) indicated that the percentage of children
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who had ever received Gulazyk changed very little in 2011,2012 and 2013 (93.2%, 90.8% and 92.1%).
However, between 2011 and 2013, those who had received Gulazyk within 3 months of the interview
decreased significantly from 84.9% to 76.1%. According to caretaker report, the percentage of chil-
dren who had ever received Gulazyk MNP was about 95% in all three years (95.3%, 95.9% and 95.0%,
respectively). The percentage children who were currently receiving Gulazyk decreased was 79.4%,
69.7% and 73.5%, respectively. The percentage of caretakers who reported that their child> would
continue in the program declined (89.1%, 84.6% and 81.0%, respectively).

Infant and Young Child Nutrition (IYCN): Knowledge, Attitudes, and Practices

For the first 6 months of age WHO recommends exclusive breastfeeding; at six months of age WHO
recommends introduction of solid, semi-solid and soft foods to supplement the breastfed child’s
diet (WHO, 2001). Appropriate infant and young child feeding (IYCF) practices include altering the
frequency, variety, and amount of foods as a child gets older, while continuing breastfeeding until
2 years of age. Among children 6.0 to 23.9 months of age, 99.5% were reported to have ever been
breastfed and 40.2% were reported to have been exclusively breastfed for the first six months after
childbirth. At 1 year of age, 80.1% were reported to be breastfeeding and at 2 years of age, 26.2%
were reported to be breastfeeding. The proportion of infants 6.0-8.9 months of age who were re-
ported to have received appropriate solid, semi-solid or soft foods was 90.9%. The proportion of
children 6.0-23.9 months who received a diet with the minimum recommended diversity (4 or more
food groups) was 86.8% and the proportion who received a diet with at least the minimum recom-
mended meal frequency was 74.7%.

Among caretakers, 75.6% considered breastfeeding very important for the baby’s health and nutri-
tion. Nearly all caretakers (99.6%) reported that babies should be breastfed and 99.7% reported that
there were advantages to breastfeeding. Among those who felt a baby should be breastfeed, the
mean length of time reported that a baby should breastfeed was 23.9 months.

Anthropometry

A total of 2162 children aged 6.0-29.9 months had weight and age data to calculate length-for-age
(stunting), weight-for-length (wasting), and weight-for-age (underweight) z-scores. The 2013 sur-
vey found that 11.7% of the children 6.0-29.9 months of age had growth stunting, 2.0% had wast-
ing, 4.8% were underweight, and 3.2% of children were overweight. The prevalence of stunting in-
creased across age through 23.9 months of age, was similar among rural and urban children (11.3
versus 12.6%), and was slightly higher among boys compared to girls (13.1% versus 10.3%).

Biochemical Indicators

A total of 2156 children had hemoglobin, serum ferritin, and soluble transferrin receptor (sTfR) mea-
surements and 2148 children had retinol binding protein (RBP) measurements. Among all children 6.0-
29.9 months of age, 34.2% had iron deficiency as measured by ferritin and 39.3% had iron deficiency
as measured by sTfR. After adjustment for altitude, the prevalence of anemia among all children was
32.7%. The prevalence of iron deficiency anemia as measured by ferritin was 18.8% and as measured
by sTfR was 21.5%.

When the prevalence of anemia among all children was stratified by age, gender, and place of resi-
dence, the prevalence of anemia was higher in children 6 to 23 months (35.8% to 35.0%) compared to
children 24.0-29.9 months (24.5%). The prevalence of anemia was 34.5% in males compared to 30.7%
in females and was similar in rural and urban areas.

A total of 2148 children had RBP measurements. The prevalence of vitamin A deficiency (VAD) was
15.6%. Among children 6.0-11.9, 12.0-17.9, 18.0-23.9, and 24.0-29.9 months, the prevalence of VAD was

2 Among children who were not aging out of the program prior to running out of sachets.
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16.0%, 13.7%, 16.1%, and 16.7%, respectively. The prevalence of deficiency was 17.0% among males
and 14.1% among females, and was 16.0% in urban and 14.7% in rural areas.

Comparison of Nutritional Status of Children 6-29 months between the 2009 and 2013 National
Surveys

Among children 6 to 29 months (not living in Bishkek), the prevalence of anemia showed a non-sig-
nificant decline of 6.0 percentage points [PP], from 38.7% at baseline in 2009 to 32.7% at follow-up
(p=0.116). The prevalence of iron deficiency (as measured by serum ferritin) decreased by 16.4 PP
(50.6% vs 34.2%, p<0.001); iron deficiency (as measured by sTfR) prevalence decreased by 9.6 PP
(48.9% vs 39.3%, p=0.007); and iron deficiency anemia prevalence decreased by 8.3% PP (from 31.9%
vs 23.6%, p=0.014). Among all children, the prevalence of vitamin A deficiency increased by 9.4 PP
(6.2% vs 15.6%, p<0.001). Between the two surveys, the prevalence of wasting among children 6-29
months remained stable (2%), while the prevalence of stunting decreased by 7.9 PP from 19.6% to
11.7%, p<0.001). IYCN indicators showed either no change or showed improvement.




CHAPTER 1
INTRODUCTION

BACKGROUND

Anemia is a public health problem in the Kyrgyz Republic. In a 2009 national baseline survey of nutri-
tional status of children 6-59 months of age and their mothers, the prevalence of anemia was 26.0%
in children and 23.0% in their mothers (CDC/UNICEF/MOH, 2012). Based on the prevalence in chil-
dren, anemia constitutes a public health problem of moderate significance according to the World
Health Organization (WHO) classification (WHO 2001). To address micronutrient deficiency, in May
2008, the Ministry of Health of Kyrgyzstan (MOH) — in close collaboration with the United Nations
Children’s Fund (UNICEF)-Kyrgyzstan and Kyrgyz-Swiss-Swedish Health Project (KSSHP)—developed
a nationwide Infant and Young Child Nutrition (IYCN) program, which included a nutrition educa-
tion program to encourage breastfeeding and appropriate complementary feeding. The program is
community-based and relies on active involvement of medical specialists from primary health care
level facilities and village health committees (VHCs). The educational campaign uses the infrastruc-
ture of the VHC for the dissemination of educational messages to mothers living in rural areas. The
VHCs consist of volunteers (mainly women) who learn about specific public health issues and ways
to address the issues. The VHCs then share their knowledge with women through peer-to-peer in-
teractions.

In addition to the nationwide IYCN program, in June 2009, the MOH began a pilot program in Talas
Oblast, to distribute micronutrient powders (MNP), known locally as Gulazyk, through government
primary health care centers, at no cost, to all children 6-23 months of age. The MNP contains iron
(12.5 mg elemental iron), vitamin A (300 pg), and other micronutrients. Every 2 months, children
aged 6 to 23 months were provided 30 sachets of MNPs to be taken on a flexible schedule. Primary
health care providers distributed MNP, instructed caretakers on proper use, and distributed informa-
tional materials. A pre-post survey design was used in Talas Oblast to measure change in nutritional
status of children before and after implementation of the [YCN/MNP program. A baseline survey was
conducted in rural Talas Oblast in June 2008 and a follow-up survey was conducted in July and Au-
gust 2010. Declines were observed in the prevalence of: anemia, 50.6% versus 43.8% (p= 0.05); total
iron deficiency (either low ferritin or high sTfR), 77.3% versus 63.7% (p<0.01); and iron deficiency
anemia, 45.5% versus 33.4% (p < 0.01). In addition, the 2010 survey found, 66.4% of children were
reported to currently consume the MNP.

After the Talas pilot program showed positive results, the YCN/MNP program was gradually scaled
up and had become nationwide (with the exception of the city of Bishkek) by June 2011.1n 2011 and
2012, surveys using Lot Quality Assurance Sampling (LQAS) were conducted to assess implementa-
tion and acceptance of the nationwide program. LQAS survey results showed nationwide MNP cov-
erage (defined as the caretaker report of consumption of MNP by the child at the time of the survey)
to be 76.0% in 2011 and 66.8% in 2012.

A national baseline survey of nutritional status of children 6-59 months of age in the Kyrgyz Repub-
lic,and their mothers, was conducted in June and July 2009. In order to measure change in micronu-
trient status and IYCN practices, a follow-up national survey was conducted in July and August 2013
of children 6-29 months of age.




SURVEY OBJECTIVES

The major objectives of the 2013 Kyrgyz Republic National Survey of Nutritional Status in Children
6-29 months of age were to:

Assess receipt and use of Gulazyk by children and assess trends (2011-2013)
Assess Infant and Young Child Feeding practices
Assess anthropometric status

Assess the prevalence of anemia, iron deficiency anemia, iron deficiency, vitamin A deficien-
cy in children 6-29 months of age

Compare the 2009 and 2013 survey results to measure changes in hematologic and bio-
chemical indicators of iron and vitamin A status after adjustment for infection/inflammation

status.




CHAPTER 2
METHODS

SURVEY POPULATION

The target demographic for this survey was children 6-29 months of age living in the Kyrgyz Re-
public (with the exception of the city of Bishkek). Although Gulazyk was only distributed to children
6-23 months of age, we anticipated some micronutrient effects for an additional 6 months (Ip 2009).
Children outside of the age range and children whose families moved outside of the designated
localities were excluded. In addition, the metropolitan area of Bishkek was excluded from sampling
and analysis since the Gulazyk program is not active in the area.

Sample Size Determination

The objective of the 2013 National Nutrition Survey was to describe the nutritional status of the
target population of the MNP program based on a number of indicators including anemia, iron defi-
ciency, iron deficiency anemia, and vitamin A deficiency in children 6-29 months of age. We calcu-
lated the necessary sample size in order to be able to detect statistically significant differences from
results of the 2009 National Nutrition Survey. We took into account the effects detected in serum
biomarkers of iron deficiency and anemia in the pilot study of Gulazyk in Talas in 2010. We calculated
the sample sizes for this follow-up study using the following equation; _ _ 4 1
\/ pal( /en1+ /enz)

|p2— P4l
Power = —t, «a
\/plql/enl+p2q2/enz 1—5,m1+mz—1 \/p1CI1/3n1+pZQZ/enz

Where:

p1= prevalence/coverage in the baseline survey

ql=1-p1

n1=sample size in baseline survey

DEFF1= design effect in baseline survey

en1= equivalent sample size in baseline survey calculated as n1/DEFF1

p2= estimated prevalence/coverage in follow-up survey

q2=1-p2

n2= sample size in follow-up survey

DEFF2= the design effect in the follow-up survey; this is estimated from the baseline survey by:

a) calculating the average number of observations per cluster in the baseline survey (k1) as n1/m1,
where m1=number of clusters in baseline survey;

b) calculating ICC1 for the baseline survey as (DEFF1-1)/(k1-1);
¢) calculating average number of observations in the follow up survey as k2=n2/m2;
d) finally, calculating the DEFF2 as 1+(k2-1)xICC1

en2= equivalent sample size in follow-up survey calculated as n2/DEFF2
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p= a weighted average of the two prevalence/coverage values calculated as (p1*en1+p2¥*en2) /
(en1+en2)

q=1-p

Based on previous survey data from Talas, the sample was designed to detect a 7.7 percentage point
change in ferritin deficiency from the baseline of 52% with a power of 80% and a two-sided alpha of
0.05. This also allowed for the detection of a change in elevated sTfR of 9.1 percentage points or more,
and a change in the prevalence of iron deficiency anemia (where iron deficiency is defined as low ferri-
tin and/or high sTfR) of 8.1 percentage points. All of these detectable changes were smaller than those
detected in the 2008-2010 Talas pilot study (CDC/UNICEF/MOH, 2011).

The sample was nationally representative, consisting of 80 clusters of 30 children each (one cluster
had 22 children instead of 30). An anticipated response rate of 85% (based on previous studies) was
factored into the sample size calculation.

SAMPLING PROCEDURES

The Republican Health Information Center provided a list of health clinics (known in Kyrgyzstan as FAPs
or FGPs) with the number of children assigned to each FAP/FGP. FAP/FGPs were the Primary Sampling
Units (PSUs) in this study. (There were 1,599 clinics (FAP and FGP’s) in 2013.) The first stage sampling of
80 PSUs was performed using probability proportional to size (PPS). In this case the probability of PSU
selection depended on the number of children aged 6-29 months assigned to the PSU. The methodol-
ogy (MI/CDC, 2007) followed the steps outlined below:

1. Atthe first step, we made a list with three columns. The first column had the name of sample unit
(FAPs/FGPs), listed in geographical order. The second column had the population size. The third
column had the cumulative population calculated by summing the population of each sampling
unit to the sampling units preceding it on the list. The last cell of the third column was equal to
the total size of population.

2. PSUs were selected by calculating a sampling interval (k) which equaled the total population size
divided by the number of PSUs being surveyed (in this case 80). A random number between 1
and k was chosen as the starting point. K was added cumulatively until the number of clusters
desired (in this case 80) was chosen.

3. The first PSU was selected as the PSU which contained the cumulative value (column 3) equal to
the random starting point. We then chose the second chosen PSU as that with the cumulative
value (column 3) equal to the random starting point + the interval (k). The third PSU contained
the cumulative value (column 3) equal to the random starting number + 2k. This selection pro-
cess was repeated until we had 80 PSUs.

Before the beginning of the second stage of sampling, we gathered a list from every selected FAP/
FGP of all children born during the period from February 1, 2011 through January 31, 2013. We ran-
domly selected 30 children (one cluster had 22 and another cluster had 29 children instead of 30
children) from the lists from every selected FAP/FGP. Before fieldwork in each PSU, the health care
staff members at each FAP/FGP informed all selected children of the day and time they should visit
the FAP/FGP for participation in the study. Participation was staggered to prevent a situation where
too many children were at the clinic at the same time.

Survey team personnel visited the home of any child on the list that did not arrive at the health clinic
as scheduled. All efforts were made to measure all of the participants on the list. No substitutions
were made for any reason.




ON-SITE TRAINING AND SURVEY IMPLEMENTATION

Survey Teams

Four field teams collected data for the follow-up survey. Each team consisted of one field su-
pervisor, two anthropometrists/interviewers, one phlebotomist, and one driver. The survey co-
ordinator was responsible for overseeing the implementation of the survey (including ensuring
that the timeline was followed) and directly coordinating and overseeing the work of the three
major study coordinators (fieldwork coordinator, laboratory coordinator and data management
coordinator).

Training

All survey team members received one day of instructions regarding the overall survey objectives
and procedures. At the close of training all team members participated in a one-day pilot test (10-20
children per survey team) of all survey procedures including blood collection, centrifugation, and
storage. The training included presentations and practical demonstrations on the following topics:

All survey team members
e The consent process and confidentiality issues
e Survey objectives
e Anoverview of interview techniques
The phlebotomist and supervisors
e Procedures for collecting blood samples
e Handling and shipping of biochemical specimens
e Labeling of biological specimens
e Filling in values on questionnaires
e Universal precautions for handling biological specimen
e Protocol for action in case of exposure to biological specimen
The anthropometrists/interviewers and supervisors
¢ Reliability and validity issues in collecting information using a questionnaire
e The rationale for each question of the survey
e Anthropometry (measuring height and weight of children)

Immediately after the training sessions, the questionnaire was pilot tested in FGPs not selected for
the survey (FGPs# 2-5 in the Ak-Ordo and Archa-Beshik areas). The pilot included 59 children. The
interviewers conducted the questionnaire and took anthropometric measurements of the children.
The phlebotomists obtained blood samples and the laboratory technicians processed the blood
samples. The pilot clarified questions regarding the questionnaire as well as other complex logistical
issues that arose in the field.

Preparation for Field Survey

The Ethics Committee under the Department of Drug Provision and Medical Equipment approved
the survey protocol, biochemical testing procedures, and transportation itinerary to maintain the
cold chain for specimen transport. After approval of the research protocol by the Ethics Committee,
an order of the Ministry of Health of Kyrgyz Republic, #425, dated July 23, 2013, outlined the respon-
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sibilities and obligations of health care facilities in the survey.

Before beginning any fieldwork, the Survey Coordinator in conjunction with the Laboratory Coordina-
tor obtained a letter signed and containing the seal of the MOH providing an introduction to the sur-
vey with background, justification and explanation of methodology. The letter contained the contact
information for the Survey Coordinator in case there were any questions. Each supervisor also had a
copy of the letter. Before the survey began, field supervisors visited the local health organizations in
each cluster included in the survey to explain the purpose of the survey. They answered any pending
questions, received permission to conduct the survey, and obtained the list of eligible children in each
cluster. In each cluster, the clinic heads were provided a schedule of the survey in advance.

Before the survey began, the Fieldwork Coordinator prepared a list of children selected for inclusion to
the survey. The list of participants was given to the survey team supervisor and the health worker at the
clinic. The health care workers were asked to invite those children and their mothers to the health clinic
on the pre-determined day. Survey respondents were notified two to three days in advance about the
date and time of their FAP visit for the questionnaire interview, anthropometrical measurements, and
blood sampling collection before the arrival of the survey team. The supervisor of each team received a
route schedule, cluster numbers and addresses, and location of survey administration.

Survey Implementation

Data collection started on July 31, 2013 and was completed on August 26, 2013. Each team sur-
veyed one health clinic (PSU) each day. The survey team arrived at the clinic approximately 30-60
minutes before the arrival of the first child in order to set up the equipment, prepare questionnaires,
and introduce themselves to the medical personnel at the clinic. Upon the arrival of the mother or
caretaker at the medical clinic, the team supervisor or another team member explained the purpose
of the survey and the methods and procedures, and asked the caregiver for consent for the child.

All children from the predetermined participant list were included in the survey if consent was re-
ceived. No substitutions from the original randomly selected participant list of children were made.
If the selected child did not arrive, the medical worker and a member of the survey team visited the
home and invited the child to the health clinic. Transportation to the clinic for these participants was
provided if necessary. In the case of refusal, the reason was noted on the household questionnaire.

DATA COLLECTION
Survey Instrument

Once consent was given, one of the interviewers administered the questionnaire. The ques-
tionnaire contained modules on: receipt and use of Gulazyk; socio-demographic informa-
tion;breastfeeding and infant feeding patterns; knowledge, attitude and behaviors regard-
ing breastfeeding and infant feeding; dietary advice; vitamin/supplement use; anthropo-
metric measurements; and blood specimen collection. The questionnaire was written in
English and then translated into Kyrgyz and Russian languages (Appendix I).

Anthropometry

Length/height and weight measurements were taken for all children 6-29 months of age included in
the survey. The age of the child was calculated based on the difference between the child’s birth date
and the date of the measurement. For children less than 24 months of age, supine length (lying down)
was measured to the nearest 0.1 cm. For children 24-29 months of age, height (standing up) was mea-
sured to the nearest 0.1 cm using the same height board. All subjects were measured without shoes or
hair accessories because they add artificial height.Except for the first day of measurement when Seca
boards were used, all measurement were conducted using a height board manufactured by Shorr
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Productions (Olney, Maryland, USA).

UNICEF Seca Uniscales were used to measure the body weight of the children. The weight of the chil-
dren was measured by taring the scale after the mother’s weight was recorded, then handing the child
to the mother.The child’s weight was taken with minimal clothing and without a diaper. The results
were recorded on the data collection form.

Hemoglobin Measurement

Hemoglobin (Hgb) was assessed in the clinic using the HemoCue™ 301 photometer. The HemoCue™
301 instrument has an internal quality control (self-test) and does not have a separate control cu-
vette or need liquid controls. Laboratory personnel collected capillary blood samples through a fin-
ger stick using a retractable lancet. In both the 2009 and 2013 surveys, after the first and second
drop, the finger was then wiped clean and the third drop was drawn into a HemoCue cuvette.

All mothers participating in the survey were told the Hgb concentration of their child. The results
of the Hgb concentration were also given to the mother in written form. Anyone with an Hgb con-
centration less than 7.0 g/dL received a referral to return to the medical clinic to see the health care
worker. The team supervisor recorded hemoglobin results for all children in each cluster on the “List
of Child Hemoglobin Results: For Village Medical Attendant” (Appendix Il). The team supervisor gave
this form to the medical attendant at the end of each day.

Blood Collection, Processing and Storage

For each participant, capillary blood was collected from a fingerstick, using a lancet, into a Microtain-
er™ containing the anticoagulent EDTA. To avoid hemolysis of specimens, precautions were taken,
such as not milking the finger, not scraping the finger with the Microtainer™ and not allowing speci-
mens to touch the frozen gel packs in the cool box. The phlebotomist used a lancet to prick the ring
finger and wiped the first two drops of blood away with an alcohol pad, then collected approximate-
ly 250-500 pL of blood directly into a Microtainer™ containing EDTA. The blood was mixed well by
gently inverting the Microtainer™ about 10 times. The blood in the Microtainer™ was used to assess
Hgb, ferritin, soluble transferrin receptor protein (sTfR), C-reactive protein (CRP), al-acid glycopro-
tein (AGP), and retinol-binding protein (RBP).

During all data collection and before leaving the clinic at the end of the day, the survey team ensured
that all waste had been put in bio-hazard bags and that lancets were disposed of in the sharps collector.

The capillary blood collected into the Microtainer® containing EDTA was immediately placed by the
phlebotomists into a cold box containing frozen gel packs placed at the bottom and were main-
tained at a temperature between 4-10 °C. Blood samples were transported from the field to the mo-
bile laboratory for processing. At the mobile laboratory, the blood was centrifuged the same day
that it was received, and plasma was transferred into labeled 0.2mL PCR tubes and cryovials. After
centrifugation and preparation, cryovials were stored in a -20°C freezer at the mobile laboratory until
transported to Bishkek. Samples were packed in frozen gel packs and transported to Bishkek in the
freezer unit of a refrigerator truck. The temperature within the storage unit declined to -20°C within
3-4 hours of driving. In Bishkek, samples were stored at a temperature of -20°C. Finally, the cryovial
boxes containing the 0.2mL PCR tubes were shipped on dry ice to VitA-Iron Tech in Willstaett, Germa-
ny for analysis of biochemical indicators.

Analyses of biochemical indicators of iron status (ferritin and sTfR), vitamin A status (retinol binding
protein [RBP]) and markers of acute inflammation (CRP and AGP) in blood plasma were conducted
by the VitA-lron Tech research laboratory (Erhardt, 2004). The Department of Drug Provision and
Medical Equipment under the Ministry of Health of Kyrgyz Republic granted permission to transport
specimens to Germany. For an in-depth discussion of the selection of these indicators and the an-
ticipated effects of inflammation on serum values, please see Chapter 7: Biochemical indicators for
micronutrient deficiency and the use of micronutrient supplements.
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Quality Control and Assurance
External Quality Assurance

The VitMin Laboratory (Willstaett, Germany) has participated in CDC'’s external quality assurance
program, VITAL-EQA (The Vitamin A Laboratory-External Quality Assurance), since 2006 (Haynes,
2008) The laboratory measures ferritin, sTfR, CRP, and RBP concentrations in plasma using an en-
zyme-linked immunosorbent assay (ELISA) technique (Erhardt, 2004). The precision and bias were
Optimal or Desirable for ferritin, sTfR, and CRP (>90% precision of the VITAL-EQA results, with <0.5%
bias). However, the precision and bias shifted 15-20% for RBP (>80-85% precision of the VITAL-EQA
results, with 18.3% bias) due to a change in pools used by the VITAL-EQA program. This quality as-
surance analysis is based on exercises immediately preceding and during the survey (Rounds 20-21).

Internal Quality Control

The VitMin Lab analyzed the survey samples for ferritin, sTfR, CRP, RBP, and AGP using an ELISA tech-
nique. The lab routinely tested a single QC pool in 10 different wells randomly distributed in each
384-well plate. The inter-assay coefficients variation (CV) for these analytes were 3.8% for RBP, 3.2%
for ferritin, 5.1% for AGP, 3.0% for TfR, and 5.2% for CRP. A CV of about 10% provides acceptable pre-
cision using an ELISA technique (Erhardt, 2004; Haynes, 2008). These data indicate that the lab’s per-
formance exceeded the acceptable performance expectations while analyzing the survey samples.

DATA MANAGEMENT AND STATISTICAL ANALYSIS

The data were entered into computers using CSPro software. Data entry was in duplicate to ensure
quality and consistency of data, and any inconsistencies found between the two entries were inves-
tigated and resolved. Data analysis was conducted using SPSS (versions 17 and 19). To calculate the
age of each child the child’s date of birth was subtracted from the interview date and then divided
by 30.40. For both survey years, children younger than 6.0 months of age or older than 29.9 months
of age at the time of the interview were excluded.

Confidence intervals and design effects (DEFF) for key variables were calculated based on sampling
methods. Probability proportionate to size (PPS) sampling was used, so the data were self-weight-
ed. However, it was necessary to weight the data to account for non-response. The 95% confidence
intervals were adjusted to account for the cluster survey design. Bivariate tests of statistical signifi-
cance were conducted using tests (primarily the Pearson chi-square test), which accounted for the
cluster survey design. Design effects, and intra-class correlation coefficients for major indicators can
be found in Appendix Ill.
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CHAPTER 3
RESPONSE RATES AND CHARACTERISTICS OF RESPONDENTS

RESPONSE RATES

Figure 3-1 and Table 3-1 show participation in this survey. A total of 2391children were invited to
participate (30 children from each of the 78 clusters, one cluster only had 22 children and one had
29 children) (Figure 3-1). As instructions were to interview all children born between February 1,
2011 and January 31, 2013, 41 children were ineligible for analysis because they were younger than
6.0 months of age or older than 29.9 months of age at the time of the interview and 49 children had
moved away from the area permanently; this leaves a total of 2301 children that were eligible to par-
ticipate. Of these, interviews were not obtained for 138 of the children. Interviews were completed
for the remaining 2163 children. Of the children from whom interviews were completed, a blood
sample that was sufficient for biochemical analysis was obtained from 2156 (7 children had an in-
sufficient blood sample); of these, a blood sample that was sufficient for analysis of hemoglobin was
obtained from 2153 children (3 children had insufficient samples for hemoglobin).

Figure 3-1: Flow chart of participation in survey — Kyrgyzstan, 2013

2391

Children
Invited to the interview
|

v

2163
Interviews conducted

138
Interviews not obtained

Reasons interviews not
obtained:

18 refused (mother of family)
I 84 temporary migration

36 “other™®

2163 0
Interviews completed Interviews partially completed

2156 7
Biochemical Indicators Blood sample
measured inadequate

@ Other includes: mothers sick
(N=2); child sick (N=8); mothers
had to work (N=3); other (N=23)

2153
Hgb measured Blood sample inadequate

22



Table 3-1 shows characteristics of the respondents for interviews that were obtained. Of interviews
that were obtained, the majority of respondents were mothers (84.3%), with some grandmothers
(8.4%) and aunts (3.6%) participating. The majority (74.5%) of the caretakers interviewed lived in
rural areas, while 25.5% of respondents lived in urban areas.

Table 3-1: Results of interviews and characteristics of respondents (unweighted) — Kyr-

gyzstan, 2013
Indicator ‘ N ‘ % ‘
Result of interview? 2301
Interview obtained 924.0
Interview not obtained 6.0

Reasons interview not obtained

Refused 0.8
Mother sick 0.1
Child sick 0.3
Mother had to work 0.1
Temporary migration 3.7
Other 1.0
Person interviewed (in relation to child) 2163
Mother 84.3
Grandmother 8.4
Aunt 3.6
Other 37
Place of Residence 2163
Urban 255
Rural 74.5

941 children not included in analysis due to age out of range; 49 children not included due to having moved perma-
nently.

DEMOGRAPHIC AND SOCIOECONOMIC CHARACTERISTICS

Demographic and socioeconomic characteristics of surveyed children and their mothers are shown
in Tables 3-2 and 3-3. The majority (83.3%) of mothers were under 35 years old. All children were
between the ages of 6.0 and 29.9 months, and there was fairly equal participation across the age
categories for children. The majority (81.1%) of interviews were conducted in the Kyrgyz language.

The majority (56.3%) of the mothers of surveyed children had completed secondary school, with
some going on to technical (11.9%) or higher (21.3%) education (Table 3-4). Most of the mothers
were not employed (95.7%). Respondents were asked if there family received universal monthly ben-
efits as a proxy for economic status, with 70.2% reporting that they did.
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Table 3-2 Demographic characteristics of children and their mothers (unweighted) —

Kyrgyzstan, 2013
Characteristic N %
Age of mothers 2163
17-24 years 28.3
25-35 years 55.0
35+ years 16.7
Age of children? 2163
6.0-11.9 months 240
12.0-17.9 months 26.3
18.0-23.9 months 249
24.0-29.9 months 24.7
Gender of children 2163
Male 51.0
Female 49.0
Place of Residence 2163
Urban 25.5
Rural 74.5
Language of interview 2163
Russian 18.5
Kyrgyz 81.1
Uzbek 0.3

@ Child’s age (in months) was truncated to the integer (representing whole months completed)

Table 3-3 Socioeconomic characteristics of respondents (unweighted) —

Kyrgyzstan, 2013
Characteristic N %
Mother's education (highest level completed)? 1823
Less than secondary 10.5
Secondary 56.3
Technical 11.9
Higher 21.3
Mother's employment status’ 1823
Not employed 95.7
Employed / student: 43
Family receives universal monthly benefits 2163
Yes 70.2
No 294
Don't know 04

aEducation and employment status were asked only o mothers who were interviewed (n=1823)
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CHAPTER 4
GULAZYK MICRONUTRIENT POWDER (MNP) PROGRAM AND
TRENDS IN GULAZYK USE FROM 2011-2013

BACKGROUND

Through the governmental primary health care (PHC) system in Kyrgyzstan, caretakers of children
6.0-23.9 months old are given, free of charge, one package of 30 Gulazyk sachets every two months.
The recommended dosing regimen is to use 30 sachets every two months. Therefore, a child should
consume a total of 270 sachets within an 18-month period (starting at 6 months of age when the
child begins consuming weaning foods and ending at 24 months). Using a “flexible administration”
approach, caretakers are instructed that they can give the Gulazyk according to any schedule they
wish, as long as they use all

30 sachets in two months and they do not give more than one sachet per day. Gulazyk was distrib-
uted to all areas of the country except for the capital city of Bishkek where children were considered
to be at lower risk of micronutrient malnutrition.

Communications and Social Mobilization

There are three main communication channels for the Gulazyk program: primary health care provid-
ers, village health committee volunteers, and mass media (CDC 2011).

Primary Health Care Providers

Primary health care providers (doctors, nurses, and feldshers [nurse practitioners]) are the main con-
duit through which mothers receive information and counseling on the use of Gulazyk. As the sole
distributors of Gulazyk and a trusted source of reliable health information at the community-level,
primary health care workers serve as a valuable channel through which Gulazyk use can be promot-
ed in both rural and urban settings. Primary health care providers have been extensively trained on
the distribution procedures for Gulazyk and appropriate counseling for caretakers on the use of this
product. At the clinic, caretakers receive a Gulazyk flier with usage instructions, as well as a reminder
card, which states the date on which they should return for their next package of Gulazyk. Further-
more, a record book is kept at each FAP/FGP to record Gulazyk distribution.

Village Health Committees

Village Health Committees (VHCs) play an integral role in the interpersonal communication to pro-
mote the use of Gulazyk among rural populations. Village Health Committees (which work in nearly
1,500 villages throughout the country) make home visits to families with children 6.0-23.9 months of
age in the village to inform and educate mothers about Gulazyk, and encourage them to visit their
local health clinic to receive Gulazyk for their children. Members of the Gulazyk Action Group within
each Village Health Committee are trained to identify families with children in the target age range,
discuss Gulazyk with caretakers, counsel caretakers on its use, and monitor adherence to the inter-
vention. Throughout the program, VHC members refer families to the local health clinic for Gulazyk
when a child in the family turns six months of age. In this way, VHCs are a critical channel through
which to inform families of the availability of Gulazyk in their village, and encourage them to ob-
tain Gulazyk at the local health clinic. VHC volunteers use illustrated flipcharts and brochures to aid
them in discussing key messages with caretakers. Additionally, they provide caretakers with a Gula-
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zyk-branded children’s book, which they can read to their children. VHC volunteers recruit engaged
and enthusiastic mothers within the village to serve as “Mother Activists” who help promote and
monitor the use of Gulazyk.

Mass Media

Mass media is an important communications conduit for the Gulazyk program in both rural and
urban areas. In urban areas (where VHC's are not operating), radio broadcasts are the primary mech-
anism to encourage caretakers to visit the clinic to receive Gulazyk. Print and radio personnel were
invited to attend program advocacy meetings, as well as the campaign kick-off event, and journalists
were provided with press kits containing information on the program. During and after the scale-up,
radio and television broadcasts were aired nationally 3 to 4 times each year. Local (provincial level)
radio broadcasts were aired 1 to 2 times each year.

Monitoring Gulazyk use

Records are kept at each health center (referred to in this report as FAP [Feldsher Obstetrics (Accouch-
er) Points] and FGP [Family Group Practitioners)] in a book known as the Green Journal. In the Green
Journal, local staff record which children receive disbursements of Gulazyk, as well as the quantity
and date of receipt and whether caretakers permanently refuse future Gulazyk disbursements.

Using data from the Green Journal, the MOH has conducted an ongoing internal monitoring system.
Clinic personnel abstract information from each journal regarding the percentage of children who
have ever received Gulazyk and the percentage of children whose caretaker permanently refused
to give Gulazyk. This information is collected at the health clinic level and sent to the oblast and
national level where it is compiled on a quarterly basis.

In addition to internal monitoring, external monitoring has been conducted through three national
surveys in 2011, 2012 and 2013. The 2011 and 2102 surveys were based on Lot Quality Assurance
Sampling (LQAS) methods and the 2013 survey was based on population proportional sampling
(PPS) methods (see Chapter 2).

This Chapter is divided into two parts: Gulazyk use in 2013 and Trends in Gulazyk use 2011, 2012
and 2013.
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GULAZYKUSEIN 2013

Methods

Data were collected by abstracting information from the Green Journal at the FAP/FGP and by inter-
viewing caretakers. Teams reviewed the Green Journal at each FAP/FGP and recorded if the child had
ever been given Gulazyk, the last date that it had been received, and whether the child had received
Gulazyk at any point in the previous 3 months (See 2013 Questionnaire, Appendix I). Teams also
interviewed caretakers about receipt of Gulazyk, current use, any side effects, where the Gulazyk
was obtained, perceived changes in color/taste of food after adding Gulazyk, and plans for future
use. Analyses for the 2013 survey are restricted to children 6 to 23 months of age, the age at which
children are eligible for the Gulazyk program.

Caregiver Report of Receipt and Use of Gulazyk

Table 4-1 presents Gulazyk program monitoring indicators related to receipt and use of Gulazyk ac-
cording to the caregiver report.. Nearly all (95.0%) of the caretakers interviewed had received at least
one package of Gulazyk. When asked how they obtain Gulazyk, 87.9% of caretakers indicated that
they get the product from the local health clinic, 6.5% said a health care worker brings Gulazyk to
their home, and 5.4% said they obtain Gulazyk through both clinic visits and home visits.

Among those who had ever received Gulazyk, the majority of caretakers (73.5%) reported that their
child is “currently” taking Gulazyk®. It should be noted that the recall period for currently consuming
Gulazyk was not defined in the question. Because Gulayzk was given on a flexible schedule it is pos-
sible that some children who were adherent (i.e. consumed Gulazyk every day in the previous month,
but not currently consuming) may have been reported as not “currently” consuming. When asked
about the schedule they use to give Gulazyk to their children, most (45.3%) caretakers indicated
that they give Gulazyk every other day. Approximately 37% of the caretakers said they give Gulazyk
every day for one month. Very few caretakers reported using another schedule, such as one sachet
per day for fifteen days and then taking a break for fifteen days. On average, caretakers reported that
they gave 28.2 sachets of Gulazyk to their children in the last two months. The majority of caretakers
(80.1%) indicated that they will continue to give Gulazyk when they use up their current package.
Among those whose child stopped consuming Gulazyk, caretakers were asked the age when the
child stopped consuming Gulazyk; 49.6%, 31.6% and 18.8% reported stopping at 6-11,12-17 and 18
-23 months of age, respectively.

Table 4-1: Receipt and use of Gulazyk among children 6.0-23.9 months according to the
caretaker report— Kyrgyzstan, 2013

Item N %, mean (95% CI)

Ever received a package of Gulazyk, % 1628

Yes 95.0 (92.9-96.5)

No 4.9 (34-6.9)
Among those who have ever received a package of Gulazyk: 1537
How Gulazyk is obtained, %

From the health clinic 87.9 (83.9-91.1)

Medical worker brings it to home 6.5 (4.2-9.9)

Both 54 (3.5-8.1)
Child is currently consuming Gulazyka ,% 1537

Yes 73.5 (66.8 -79.3)

3 The question asked was: “Is this child currently taking Gulazyk?”The time frame was not defined.
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No 26.3 (20.6 - 32.9)

Among children not currently consuming Gulazyk:

Age when child stopped consuming Gulazyk, % 290
6.0-11.9 months 49.6 (40.3 - 59.0)
12.0-17.9 months 31.6 (23.7-40.7)
18.0-23.9 months 18.8 (12.7-27)

Frequency of Gulazyk consumption, % (based on the time when

child was taking Gulazyk) 1537
Every day for one month 37.2 (31.3-43.4)
Every other day 453 (37.3-53.6)
1 sachet/day for 15 days, break for 15 days 11.9 (6.8 -20)
Other 35 (2.1-5.8)
Number of sachets consumed during the last two months, mean 1507 28.2 (25.3-31.1)
Will continue giving Gulazyk when current supply runs out, %? 1537
Yes 80.1 (74.2 - 85.0)
No 12.6 (8.5-18.3)
Don’t know 6.2 (4.1-9.3)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.
9The question asked was “When you run out of Gulazyk, do you plan to continue?

Table 4-2 shows the use of Gulazyk in the last two months by age, place of residence, and method
by which Gulazyk was obtained. We excluded from our calculations children 6-7.9 months of age as
they would not have had an opportunity to consume Gulazyk over the previous 2 months. Among
all children who received Gulazyk, 56.0% of children consumed at least 30 sachets of Gulazyk (one
package) during the last two months. Among children 8.0-11.9 months of age, 60.2% consumed
30 or more sachets (a full package) in the last two months, 28.2% consumed less than 30 sachets,
and 11.7% consumed zero sachets. Among children 12.0-17.9 months of age, 59.1% consumed 30
or more sachets in the last two months, 24.8% consumed less than 30 sachets, and 16.2% consumed
zero sachets. Among children 18.0-23.9 months of age, 50.1% consumed 30 or more sachets in the
last two months, 26.2% consumed less than 30 sachets, and 23.7% consumed zero sachets.

Among urban children, 56.3% consumed = 30 sachets compared to 55.3% of rural children. When
consumption was stratified by how Gulazyk was obtained, the percentage consuming > 30 sachets
was 55.2% for those who received Gulazyk at the health clinic, 56% for those who received Gulazyk
through a medical worker home visit and 68.8% for those who received from both sources.
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Table 4-3 shows the reasons why caretakers choose not to give Gulazyk to children and the reasons
why caretakers will not continue to give Gulazyk when their current package of 30 sachets runs out.
Among those not currently consuming Gulazyk, the most commonly cited reasons for not consum-
ing were: the child does not like the food when Gulazyk is added (49.9%), the caretaker perceived that
the child experienced side effects/diarrhea (13.7%),the caretaker ran out of Gulazyk (13.7%), Gulazyk
makes the food taste bad (8.3%), and the mother/caretaker doesn't like Gulazyk (7.5%). Some care-
takers reported they would not give Gulazyk in the future once their current supply runs out, the
most commonly cited reasons caretakers gave for not continuing to give Gulazyk were: child does
not like the food when Gulazyk is added (72.8%), child experienced side effects (28.4%), children
should receive natural vitamins from food (9.5%), and family member doesn’t want to use (7.5%).

Table 4-3: Reasons why caretakers choose not to give Gulazyk to children and why caretakers
will not continue to give Gulazyk — Kyrgyzstan, 2013
Item % (95% Cl)

Reasons why children are not currently consuming Gulazyk (of those who are not currently consuming
Gulazyk) (N=346)2

Too difficult to remember to give Gulazyk 36 (1.6-7.6)
Child experienced side effects/diarrhea 13.7 (9.2-19.8)
Child experienced side effects/skin/allergy 3.7 (1.4-9.5)
Child experienced side effects/other 04 (0.1-1.1)
Child does not like food when Gulazyk is added 499 (41.7-58.2)
Gulazyk makes the food taste bad 83 (5.2-12.9)
Gulazyk changes the color of the food 2.4 (1.0-5.7)
Mother/caretaker doesn't like Gulazyk 7.5 (3.2-16.3)
Ran out of Gulazyk 13.7 (8.5-21.4)
Children should receive natural vitamins from food 3.8 (1.6-8.7)
We have been away from home 5.0 (2.1-11.3)
Child has been sick 4.6 (2.0-10.5)
Belief that Gulazyk is harmful to the child 0.9 (0.2-4.6)
Heard on the TV or radio that Gulazyk is harmful 0.1 (0.0-0.7)
Don't know 2.9 (1.5-5.6)

Reasons why caretakers will not continue to give Gulazyk when their current package runs out (of caretakers
who indicated they will not continue to give Gulazyk when their current package is used up) (N=166)?

Too difficult to remember to give Gulazyk 0.6 (0.2-2)
Child experienced side effects 28.4 (17.2-43.1)
Child does not like food when Gulazyk is added 72.8 (64.4-79.8)
Family member doesn’t want to use 7.5 (3.6-15.2)
Children should receive natural vitamins from food 9.5 (4.4-19.5)
Belief that Gulazyk is harmful to the children 0.5 (0.1-1.9)
Heard on the TV or radio that Gulazyk is harmful 1.9 (0.4-9.6)
When | run out of Gulazyk my child will be >24 months 29 (1.0-8.2)
Don't know 3.6 (1.3-9.7)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.

9Does not add up to 100% because respondents were allowed to provide more than one answer to the question;
predefined response options were not read aloud, but rather respondents’ individual answers were recorded and
categorized.
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Experiences Giving Gulazyk

Table 4-4 reports caretakers’ experiences with giving Gulazyk. The majority of caretakers (56.4%) indi-
cated that they notice changes in the color of food to which Gulazyk is added. Among those who no-
ticed a change in color, 67.0% responded that the change in color was not a concern for them or their
child. Additionally, 57.7% of caretakers reported that they notice changes in the taste of food when
Gulazyk is added. Among those who noticed a change in taste, 60.1% responded that the change in
taste was not a concern for them or their child. When asked about the portion of food into which Gula-
zyk is mixed that the child consumes, 66.4% said their child consumed the entire portion and 33.6%
said their child consumed less than a full portion.

Table 4-4: Experiences consuming Gulazyk among those currently consuming Gulazyk— Kyrgyz-
stan, 2013

Item % (95% Cl)
Have you noticed any changes in the color of the food to which Gulazyk is added? (N=1190)
Yes 56.4 (48.4-64.1)
No 43.6 (35.9-51.6)

Among those who noticed a change in color:

Is this change in color a concern for you or your child?(N=652)
Yes 33.0 (28.5-37.8)
No 67.0 (62.2-71.5)

Have you noticed any changes in the taste of the food to which Gulazyk is added? (N=1190)
Yes 57.7 (50.8 - 64.3)
No 423 (35.7-49.2)
Among those who noticed a change in taste:
Is this change in taste a concern for you or your child?(N=662)
Yes 39.9 (33.7-46.4)
No 60.1 (53.6-66.3)

Does the child usually consume the entire portion of food into which Gulazyk
is mixed, or does he/she consume less than the entire portion? (N=1190)

Consumes entire portion 66.4 (61.5-70.9)
Consumers less than full portion 336 (29.0-38.4)
Don't know 0.1 (0.0-0.4)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.

Caretaker’s Perceived Effects of Gulazyk

Table 4-5 presents caretakers’ reports of positive changes that were experienced by the child after he/
she started taking Gulazyk. When caretakers were asked if they noticed any positive changes in their
children after they started taking Gulazyk, 42.7% said they had noticed positive changes. Among those
who had noticed positive changes, 42.6% indicated increased appetite, 33.6% reported that their child
overall seems better/healthier, 29.9% of caretakers indicated that the energy level increased, 16.1%
indicated more curiosity/intelligence, 10.4% reported that their child gets sick less often, and 9.0% in-
dicated better growth.*

4 When interpreting results about reported positive changes in characteristics of the child after he/she started taking
Gulazyk, it should be noted that, anecdotally, some respondents observed that they had noticed differences, but they
reported that these differences might also be attributed to the older age of the child (rather than the Gulazyk).
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Table 4-5: Effects of Gulazyk, as reported by respondents who have ever given Gulazyk to their
child of 6.0-23.9 months (based on the time when child was taking Gulazyk) —Kyrgyzstan, 2013
Item % (95% ClI)

Have you noticed any positive changes in your child since he/she started
taking Gulazyk that you believe are due to Gulazyk? (N=1537)

Yes 42.7 (38.4-47.1)
No 57.3 (52.9-61.6)

Among those who noticed positive changes:
What are the positive changes that you noticed in your child? (N=702)2

More energy 299 (23.4-37.4)
Better growth 9.0 (5.8-13.6)
More curiosity/intelligence 16.1 (11.6-21.9)
Improved eyesight 0.8 (0.4-1.6)
Gets sick less often 10.4 (6.9-15.6)
Increased appetite 426 (34.8-50.9)
Overall seems better/healthier 33.6 (25.8-42.4)
Other 5.1 (3.2-7.9)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.

9Does not add up to 100% because respondents were allowed to provide more than one answer to the question;
predefined response options were not read aloud, but rather respondents’ individual answers were recorded and
categorized.

Coverage of Gulazyk Communications Materials and Activities

Caretakers were asked about their receipt of the Gulazyk communications materials (Table 4-6). Sixty
percent of all caretakers reported receiving the Gulazyk brochure. Of those who received the bro-
chure, 58.1% read it. Only 43.0% of respondents had a radio at home. Of those who had a radio,
45.6% indicated that they have heard about Gulazyk on the radio. Nearly all caretakers (99.2%) re-
ported having a television. Among those with a television, 68.8% of respondents indicated that they
have heard about Gulazyk on television.

Table 4-6: Communications coverage as reported by caretakers of children 6.0-23.9 months, —

Kyrgyzstan, 2013
Item N % (95% Cl)
Received the Gulazyk brochure 1537
Yes 60.4 (53.7-66.7)
No 384 (32.1-45.0)
Read the brochure 1537
Yes 58.1 (51.3-64.6)
No 40.6 (33.9-47.7)
Has a radio at home 1628
Yes 430 (37.7-48.4)
No 57.0 (51.6-62.3)
Heard about Gulazyk on the radio (among those who have a radio) 682
Yes 45,6 (39.7-51.7)
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No 54.3

Has a television 1628
Yes 99.2
No 0.8

Heard about Gulazyk on television (among those who have a television) 1611
Yes 68.8
No 30.8

(48.2-60.3)

(98.4-99.6)
(0.4-1.6)

(62.7 -74.3)
(254 -36.9)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.
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TRENDS IN GULAZYK USE FROM 2011-2013

Background

This section compares results of the 2011-2012 Lot Quality Assurance Sampling (LQAS) surveys and
the 2013 National survey in regards to Gulazyk receipt and use in the population of children aged
6.0-23.9 months of age living in the Kyrgyz Republic (with the exception of the city of Bishkek).

Methods

In 2011 and 2012, surveys which used Lot Quality Assurance Sampling (LQAS) were conducted to
assess the implementation and acceptance of the nationwide program. In 2013, the survey used
population proportional sampling (PPS) (see Chapter 2). For all three surveys, the metropolitan area
of Bishkek was excluded from sampling and analysis because the Gulazyk program was not imple-
mented in Bishkek. LQAS is a sampling methodology that uses small samples from each locality to
determine if key indicators of public health programs have been met. While originally designed for
quality control of industrially produced goods, this method has been successfully used for mon-
itoring and evaluation of a wide variety of public health programs around the world (Robertson
2006; Valdez 2003; Valdez 1991). At the locality level, LQAS uses cumulative binomial probabilities to
determine whether a locality has or has not met a predetermined goal. However, when results are
compiled on a national level and weighted for the population of each locality, a numerical national
estimate of coverage (defined as the caretaker report of consumption of MNP by the child at the time
of the survey) can also be calculated.

In the 2011 and 2012 surveys Lot Quality Assurance Sampling (LQAS) was used. Both surveys were
stratified at the district (rayon) level. With the exception of the city of Bishkek, the survey sample was
stratified by all districts, the urban territories within each province, and the City of Osh for a total of
48 strata. In each stratum, 24 children aged 6-23 months were selected using systematic sampling
from clinic registries. Caretakers of selected children were interviewed in their homes. If the care-
takers were not in their homes when the interviewers arrived and a contact phone number was avail-
able, the interviewers attempted to conduct the interview by phone. In the 2011 survey, data were
collected during July and August, and in the 2012 survey data were collected during September.

In 2013, a survey was conducted to assess MNP use and the micronutrient status of the population.
A two-stage cluster PPS sampling design (with no stratification) was used (see Chapter 2). In the
2013 survey, data were collected July and August. The 2013 survey interviews were conducted at
the health clinic.

The 2011, 2012, and 2013 questionnaires contained modules on MNP use as recorded in the health
clinic (Green Journal) and MNP use as reported by the caretaker (see 2013 questionnaire in Appen-
dix I and 2011 and 2012 questionnaires in Appendix IV). Teams reviewed the clinic registry at each
FAP/FGP and recorded Gulazyk had ever been distributed to the child, the last date that it had been
received, and whether the child had received Gulazyk at any point in the previous 3 months. In all
three surveys, questionnaires were written in English and then translated into the Kyrgyz and Rus-
sian languages. Teams also interviewed caretakers about receipt of Gulazyk, current use, any side
effects, where the Gulazyk was obtained, perceived changes in color/taste of food after adding Gula-
zyk, and plans for future use. During the 2013 interviews were conducted at the FAP/FGP; the 2011
and 2012 LQAS interviews were conducted in the home of the child.

Although the survey sampling methods were different, the three survey questionnaires (2011 LQAS,
2012 LQAS, and 2013 national survey) were identical in regard to the questions asked concerning
Gulazyk use with two exceptions. The first exception concerned the Russian and Kyrgyz translations
of question GU2, where caregivers were asked if the child was currently taking Gulazyk. For the 2013
survey, the translations were changed from “taking” to “consumed” due to confusion on behalf of the
caregivers on the difference between taking, as in receiving, and consuming. The second exception
concerned the format of the questions on change in color or taste and, among those who had no-
ticed a change, whether the change was of concern. In 2013, separate questions were asked about
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change in color and/or taste and concerns about color and/or taste (see Appendix I: GU8, GU8a,
GU9 and GU9a) whereas in the 2011 and 2012 surveys, the question on change in color or taste were
combined into one questions (see Appendix IV: GU9 and GU9a).

Data analysis was conducted using SPSS (versions 17 and 19). Forthe 2011 and 2012 surveys only in-
terviews conducted in the home were included in the analysis. Bivariate statistical testing was used
to determine the significance of differences between the 2011,2012 and 2013 surveys. The 2011 and
2012 surveys were weighted to account for stratification (district) and non-response. The 2013 sur-
vey was weighted for non-response only (the sample was not stratified). To compare the Kyrgyzstan
2011, 2012, and 2013 assessments, approximate p-values were calculated for an overall chi-square
and test-for-trend. A spreadsheet was developed where the prevalence and confidence limits from
each of the three assessments were entered. For each assessment, the effective sample size was cal-
culated based on the point estimate and confidence limits (Kish, 1965). Based on the effective sam-
ple size, an overall chi-square and test-for-trend p-values were calculated. (Rosner, 2010). P-values
for the Pearson chi-square test are presented to indicate whether there are statistically significant
differences in these indicators among the 2011, 2012 and 2013 surveys. The Pearson chi-square tests
were run using methods that account for the design of the surveys (standard errors were adjusted
for the cluster survey design). The overall chi-square can be interpreted as to whether or not there
was a statistically significant association in the estimates across the three years. The test-for-trend
can be interpreted as whether or not there was a statistically significant linear increase or decrease in
estimates across the three years.

Trends in Gulazyk use

Table 4-7 compares trends in national key indicator results among children 6.0-23.9 months of age
from 2011-2013. Between 2011 and 2013, Green Journal records indicated that the percentage of
children who had ever received Gulazyk was slightly over 90% in all survey years and remained sta-
ble (p=0.252). The percentage children who had received Gulazyk within 3 months of the interview
declined by 8.8% (p <0.001). According to caretaker report, the percentage of children who had
ever received Gulazyk was about 95% during all three survey years. Among children who had ever
received Gulazyk, the percentage children who were currently receiving Gulazyk decreased 5.9%
(79.4% versus 73.5%, p<0.001). Caretakers reporting a perceived change in the color or taste of food
increased 20.2% (46.4% versus 66.6%, p <0.001)°>. Among those who had noticed a change in the
taste or color, there was little change in the percentage who were concerned (31.6% versus 31.9%,
p=0.421) about the change in color or taste. Among children who had ever received Gulazyk and
who were not going to age out of the program prior to their next scheduled receipt of the product,
care takers reported an 8.1% decrease (89.1% versus 81.0%, p=0.003) in their plans to continue use
of Gulazyk in the future.

5 It should be noted that questions on change in color and/or taste were not asked in the same way across all survey
years. The changes in questionnaire format may account for some of the differences in response.
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Table 4-8 compares trends in other indicators related to Gulazyk receipt and use results among chil-
dren 6.0-23.9 months of age from 2011-2013. Between 2011 and 2013, the majority of respondents
obtained Gulazyk from a health clinic, with a 34.0% increase (53.9 versus 87.9%, p<0.001) in respon-
dents obtaining Gulazyk from a health clinic. Across the three years, a schedule of every other day
was the most frequently followed regimen, followed by every day for one month and every day for
15 days, alternating. Between 2011 and 2013, the percentage of respondents reporting a schedule of
every other day consumption decreased 4.6% (49.9% versus 45.3%, p=0.031) while the percentage
giving Gulazyk every day for one month increased 10.0% (27.2% versus 37.2%, p=0.001). Finally, the
mean number of sachets consumed in the previous 2 months increased from 23.9in 2011 to 28.2 in
2013 (p<0.001).

Table 4-9 presents trends in reasons for not using Gulazyk, among children not currently consuming
Gulazyk according to caretakers from 2011-2013. In 2011, the most frequently cited reason for not
currently using Gulazyk was “Ran out of Gulazyk” (45.9%) whereas in 2013 the most frequently cited
reason (49.9%) was “child does not like food when Gulazyk added”. There was a 3% decrease (20.6%
versus 17.6%, p=0.036) from 2011 to 2013 in caretakers citing that the child experiencing side effects
as the reason for not using Gulazyk.
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DISCUSSION

Overall, program monitoring indicators collected during all three surveys showed positive results.
Almost all caretakers had heard of Gulazyk and had received at least one package of 30 sachets
of Gulazyk. These results show success in the initial outreach efforts within communities to raise
awareness of the availability of MNP and draw caretakers to local health clinics where they can ob-
tain Gulayzk. Additionally, a majority of caretakers reported that their children were currently taking
Gulazyk at the 2011, 2012 and 2013. However, the prevalence of reported current use decreased by
5.9% from 2011 to 2013. This slight decrease in current use could reflect the fact that as programs
move into the maintenance phase, it can be more difficult to sustain long-term interest and motiva-
tion among caretakers.

In the 2013 survey two thirds of caretakers reported a change in the taste or color of food compared
with about half of caretakers in 2011. Among caretakers who discontinued use of Gulazyk, the per-
centage reporting that their child did not like the taste of food when Gulazyk was added increased
from 10%in 2011 to 50% in 2013. The reasons for these increases are unclear. A possible reason for
the change in taste or color is inappropriate preparation and serving time; however, we did not col-
lect information on preparation and could not address whether preparation methods changed over
the time period. There was no change to the formulation (ferrous fumarate was coated during all
years), manufacturing technology or packaging over the survey time periods (personal communica-
tion, Pritesh Shetty, Piramal) Furthermore, Piramal, the distributor, tested samples from the Gulazyk
batches supplied to UNICEF in 2010 and 2012% and neither showed any abnormal enhanced metal-
lic taste (personal communication, Pritesh Shetty [Piramal], 2014). Persons from the MOH noticed
that some children refused to consume Gulazyk during the training; they also noticed an increase in
complaints about taste of Gulazyk in 2013, but attributed this to negative press publicity resulting
from parliamentary debate concerning future funding of the Gulazyk program. It should be noted
that in 2013, all caretakers of children who were currently consuming Gulazyk were asked separate
questions about change in color and change in taste when Gulazk was added to the food while in
2011 and 2012, caretakers were asked one combined question about change in color and/or taste
(see Appendix | and Appendix IV). Change in question format may have led to an apparent increase
in the percentage of all caretakers who noted a change in color or taste (Serdula 1992, Serdula, 1995).
However, change in format would not account for the increase seen in the percentage of caretakers
who said they stopped Gulazyk because the “child does not like food when Gulazyk added” because
identical questions were asked about reasons for discontinuation in all survey years.

A limitation of these surveys is that some information on Gulazyk use were self-reported by caretak-
ers; however, for several questions, information on Gulazyk use was also abstracted from the clinic
registry (green journal). The figures for ever receiving Gulazyk and current use obtained through
clinic registry were consistently similar to those found through the interviews with caretakers, which
can be interpreted as a positive sign that self-reporting was accurate.

During all survey years, caretaker satisfaction and acceptance of Gulazyk was high. However, there
was a slight decline in the proportion of caretakers who said they would continue to give Gulazyk
from 9 in 10 caretakers in 2011 to 8in 10 in 2013. Outreach through three complementary commu-
nications channels — health care professionals, VHC volunteers, and mass media — may have been
an important factor in ensuring satisfactory knowledge, attitudes and practices among caretakers.
Coverage of communications materials and activities is an area of program performance that may re-
quire programmatic adjustments. When caretakers who had ever received MNP were asked whether
they received the MNP communications materials in 2013, it was found that only 60% received the
instructional brochure. In regard to mass media outreach, slightly over two thirds of the population
had heard about Gulazyk through television. Program administrators will need to make program-
matic adjustments to improve the coverage of community outreach activities and distribution of
MNP communications materials.

6 The 2012 shipment was distributed in both 2012 and 2013.
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CHAPTER5
INFANT AND YOUND CHILD NUTRITION (IYCN): KNOWLEDGE,
ATTITUDES, AND PRACTICES

BACKGROUND

WHO recommends exclusive breastfeeding for the first six months and then at six months introduc-
tion of solid, semi-solid and soft foods is recommended to supplement the child’s diet (WHO, 2001).
Appropriate infant and young child feeding (IYCF) practices include altering the frequency, variety,
and amount of foods as a child gets older, while continuing breastfeeding until 2 years of age.

INFANT AND YOUNG CHILD FEEDING PRACTICES

The WHO Indicators for Assessing Infant and Young Child Feeding Practices (2008) were used to mea-
sure infant and young child feeding practices (Table 5-1). Because children under 6 months of age
were not included in the survey, we could not use the standard WHO indicators for exclusive breast-
feeding and age-appropriate breastfeeding. Instead we used maternal recall to estimate these indi-
cators (Table 5-2). The algorithm for calculating indicators of feeding practices is found in Appendix
V. Inthe 2009 baseline survey only mothers answered the IYCN indicator questions, whereas in 2013,
all caretakers answered these questions. For consistency, the 2013 IYCN analysis of indicators was
restricted to only those interviews where the mother was the respondent, with the exception of
dietary and breastfeeding advice received which reflects that of all caretakers.

Table 5-1: Definitions of the WHO indicators for infant and young child feeding practices
(WHO, 2008)

Early initiation of breastfeeding*: Proportion of children born in the last 23.9 months who were put to
the breast within one hour of birth

Children born in the last 23.9 months who were put to the breast within one hour of birth
Children born in the last 23.9 months

*included only children 6-23.9 months

Ever breastfed*: Proportion of children born in the last 23.9 months who were ever breastfed

Children born in the last 23.9 months who were ever breastfed
Children born in the last 23.9 months

* included only children 6-23.9 months

Continued breastfeeding at 1 year: Proportion of children 12-15.9 months of age who are fed breast milk

Children 12-15.9 months of age who received breastmilk during the previous day
Children 12-15.9 months of age

Continued breastfeeding at 2 years: Proportion of children 20-23.9 months of age who are fed breast
milk

Children 20-23.9 months of age who received breastmilk during the previous day
Children 20-23.9 months of age
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BBeneHue TBepgoi, nonyTeepaon nnm markon nuwy: CooTHoweHne pgetein B Bo3pacTe 6-8.9 mecaues,
nonyyawwunx Teepaylo, NonyTeepaylo nan MArkyo nuwy

DOetn B Bo3pacTe 6-8.9 mec., noAyuYMBLUMX HAKaHYHe TBepAYl0, NONYyTBepAYI0 Ay MArKyl nuwy
[eTtn B Bo3pacTe 6-8.9 mecsaueB

Introduction of solid, semi-solid or soft foods: Proportion of infants 6-8.9 months of age who receive
solid, semi-solid or soft foods

Infants 6-8.9 mo of age who received solid, semi-solid or soft foods during the previous day
Infants 6-8.9 months of age

Minimum dietary diversity: Proportion of children 6-23.9 months of age who receive foods from = 4
food groups

Children 6-23.9 mo of age who received foods from = 4 food groups during the previous day
Children 6-23.9 months of age

Minimum meal frequency: Proportion of breastfed and non-breastfed children 6-23.9 months of age
who receive solid, semi-solid, or soft foods (but also including milk feeds for non-breastfed children)
the minimum number of times or more

Breastfed children 6-23.9 mo of age who received solid, semi-solid or
soft foods the minimum number of times or more during the previous day
Breastfed children 6-23.9 months of age

and
Non-breastfed children 6-23.9 mo of age who received solid, semi-solid or soft

foods or milk feeds the minimum number of times or more during the previous day
Non-breastfed children 6-23.9 months of age

Minimum acceptable diet: Proportion of children 6-23.9 months of age who receive a minimum
acceptable diet (apart from breast milk)

Breastfed children 6-23.9 months of age who had at least the minimum
dietary diversity and the minimum meal frequency during the previous day
Breastfed children 6-23.9 months of age

and
Non-breastfed children 6-23.9 months of age who received at least 2 milk feedings and had at

least the minimum dietary diversity and the minimum meal frequency during the previous day
Non-breastfed children 6-23.9 months of age

Milk feeding frequency for non-breastfed children: Proportion of non-breastfed children 6-23.9 months
of age who receive at least 2 milk feedings

Non-breastfed children 6-23.9 months of age who
received at least 2 milk feedings during the previous day
Non-breastfed children 6-23.9 months of age
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Table 5-2: Definitions of other infant and young child feeding indicators used

Exclusive breastfeeding under 6 months: Proportion of children 6-23.9 months of age whose mothers
reported that they were exclusively breastfed (no other liquids, milks, or other foods) until 6 months of age

Children who were exclusively breastfed until 6 months of age
Children 6-23.9 months of age

Age appropriate breastfeeding (children 6-23.9 months): Proportion of children 6-23.9 months of age
who are appropriately breastfed

Children 6-23.9 months of age who received breast milk, as well as solid, semi-solid
or soft foods, during the previous day
Children 6-23.9 months of age

The estimates of indicators for infant and young child feeding practices are summarized in Table 5-3.
Among children, 85.1% were reported to have been breastfed within the first hour after birth (early
initiation of breastfeeding). Among children, 99.5% were reported to have ever been breastfed and
40.2% had been exclusively breastfed during the first 6 months of life. A total of 80.1% of children
continued breastfeeding at 1 year and 26.2% continued breastfeeding at 2 years.

Appropriate introduction of solid, semi-solid or soft foods was reported in 90.9% of all children. The
criteria for minimum dietary diversity (four or more food groups) was met by 86.8% of children and
the criteria for minimum meal frequency (three or more times a day) was met by 74.7% of children.
Combining the indicators of minimum dietary diversity and minimum meal frequency resulted in
67.2% of children reaching the criteria for minimum acceptable diet. Age appropriate breastfeeding
(proportion of children 6 to 23.9 months of age who were appropriately breastfed) was reported for
62.8% of children. Adequate milk feeding frequency (at least 2 milk feedings a day) was reported for
65.4% of non-breastfed children.

Table 5 3: Prevalence of infants achieving each Infant Young Child Nutrition (IYCN) indicator
for appropriate feeding practices among children aged 6-23.9 months as reported by moth-
ers — Kyrgyzstan, 2013

IYCN Indicator N % (95% ClI)
Early initiation of breastfeeding 1416 85.1 (82.1-88.1)
Exclusive breastfeeding under 6 months 1410 40.2 (34.9 -45.6)
Ever breastfed 1416 99.5 (98.9-100.1)
Continued breastfeeding at 1 year 348 80.1 (72.7 - 87.5)
Continued breastfeeding at 2 years 295 26.2 (20.8-31.5)
Appropriate introduction of solid, semi-solid or soft foods 212 90.9 (86.2-95.7)
Consuming minimum dietary diversity 1416 86.8 (84.1 - 89.6)
Consuming minimum meal frequency 1416 74.7 (70.9 - 78.5)
Consuming minimum acceptable diet 1416 67.2 (63.1-71.3)
Age-appropriate breastfeeding 1416 62.8 (59.3-66.3)
Adequate milk feeding frequency for non-breastfed children 637 65.4 (56.4-74.4)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.
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KNOWLEDGE AND ATTITUDES REGARDING INFANT AND YOUNG CHILD

FEEDING

Table 5-4 presents knowledge and attitudes of mothers regarding breastfeeding and feeding of their
babies. Among caretakers, 75.6% considered breastfeeding very important for a baby’s health and
nutrition. Almost all (99.6%) of the mothers felt a baby should be breastfed and 97.7% felt there were
advantages to breastfeeding. When asked how long a baby should be breastfed, on average moth-
ers reported that children ideally should be breastfed for the first 23.9 months. Caretakers reported
children should be given other liquids (tea, water, animal milk, etc.) at the age (mean)of 5.2 months

and children should start eating other foods at the age (mean) of 7.4 months.

Table 5 4: Knowledge and attitudes regarding infant and young child feeding as reported by

all caretakers — Kyrgyzstan, 2013

MyHKT N %, cpegHun  (95% AN)
Importance of breastfeeding, % 2163
Very important 75.6 (68.8 - 81.3)
Important 242 (18.6-31.0)
Somewhat important 0.1 (0.0-0.4)
Not important 0.02 (0.0-0.2)
Baby should be breastfed, % 2163
Yes 99.6 (99.0 - 99.8)
No 0.1 (0.0-0.2)
Among those who felt a baby should be breastfed:
Length of time a baby should be breastfed 2154 239 (22.9-24.8)
(in months), mean
Age at which a baby should start drinking other liquids like tea, 2163 5.2 (4.7 -5.6)
water, milk, etc. (in months), mean
Age at which a baby should start eating foods like porridge, cereal, 2163 7.4 (6.9-7.8)
bulymak, etc. (in months), mean
Advantages to breastfeeding, % 2163
Yes 97.7 (96.1-98.6)
No 2.3 (1.4-3.9)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.

DIETARY AND BREASTFEEDING ADVICE

Caretakers were asked about the advice they received from medical professionals regarding breast-
feeding and feeding their baby which is summarized in Table 5-5. Overall, 87.8% of caretakers re-
ported receiving advice on breastfeeding from a doctor, nurse, midwife, or feldsher. Among those
who had received advice, on average, caretakers reported that medical professionals recommended

breastfeeding for 23.3 months and to exclusively breastfeed for approximately 7.2 months.
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Table 5-5: Dietary and breastfeeding advice received by all caretakers — Kyrgyzstan, 2013

(in months), mean

Item N %, mean (95% ClI)
Doctor, nurse, midwife, or feldsher gave advice on 2163
breastfeeding, %
Yes 87.8 (84.8-90.3)
No 6.5 (4.8-8.6)
Don't know 5.7 (4.0-8.0)
Among those who received advice on breastfeeding from
a doctor, nurse, midwife, or feldsher:
Length of time advised to breastfeed without 1698 7.2 (6.7-7.7)
giving other liquids or solids (in months), mean
Age at which advised to stop breastfeeding 1223 23.3 (22.5-24.2)

NOTE: Cl=confidence interval; 95% confidence intervals adjusted for cluster survey design.
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CHAPTER 6
ANTHROPOMETRY

BACKGROUND

This chapter documents the anthropometric measurements of children in Kyrgyzstan and compares
them to international standards for growth.

METHODS

Anthropometric indicators of length/height-for-age, weight-for-age, and weight-forlength/ height
were determined for all children 6 to 29.9 months (Table 6-1). Shorr boards were used to measure
height/length and UNICEF Seca Uniscales were used to measure weight. For children >24 months
standing height was measured. For children <24 months supine length, rather than height, was mea-
sured’. The age of the child was calculated based on the difference between the child’s birth date
and the date of the measurement divided by 30.4.

Table 6-1: Interpretation of anthropometric indicators for children

Reference: The WHO growth curves for nutritional status will be used to interpret the anthropometric data
of the children (WHO, 2006). This system is based on parameters of height for children from six different
countries, where children receive proper nutrition and health care in a hygienic environment. The present
system is appropriate to use for all population groups. Healthy and well-nourished children from most
countries have growth patterns similar to the parameters of this system.

Z-scores: The anthropometric indices used for evaluating the nutritional status of children include height-
for-age, weight-for-age, and weight-for-height. These indices are interpreted using classifications based on
Z-scores (standard deviation units from the reference median). The WHO recommends that a Z-score cut-off
point of <-2 be used to classify low height-for-age (stunting), low weight-for-age (underweight), and low
weight-for-height (wasting) for estimating the prevalence of malnutrition (WHO, 1995). A Z-score cut off
of <-3 indicates severe wasting, stunting or underweight. The reference Z-score distribution for each index
has a mean of 0.0 and a standard deviation of 1.0. A Z-score cut-off of +2 should be used to classify high
weight-for-height for estimating the prevalence of overweight (also a form of malnutrition). A Z-score of
-2 corresponds to the 2.3rd percentile of the reference distribution, while a Z-score of 2 corresponds to the
97.7th percentile on the reference distribution. Thus, with any of the indicators, a prevalence less than or
equal to 2.3% is regarded as the surveyed population being free from malnutrition based on that indicator.

Height-for-age: A low height-for-age indicates growth stunting, which reflects a long term deficit of
nutritional status and/or a history of illness and disease such as diarrhea and acute respiratory infection. On
a population level, a high prevalence of stunting is usually associated with poor socioeconomic conditions
and a greater risk for frequent and/or early exposure to adverse environmental conditions such as iliness and
inadequate

nutrition. A decrease in the prevalence of stunting usually parallels improvements in economic conditions
(WHO, 1995).

7 For the purpose of this report, the term height will be used to indicate either length or height.
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Weight-for-age: This index is a composite of height-for-age and weight-for-height. On a cross-sectional basis,
weight-for-age is less useful than height-for-age or weight-for-height in defining nutritional status. In most
populations where there are few children with low weight-for-height, the weight-for-age status provides
essentially the same information as height-for-age.

Weight-for-height: Low weight-for-height, or wasting, is an indicator of acute under-nutrition and is often
the result of severe food shortages and/or prolonged illness.

Data Quality:

Data Cleaning: The records with potentially erroneous data were excluded from analysis based on the
following standard Z-score cutoffs (WHO, 1995):

Height-for-age, Z-score (HAZ) <-6.0 or >6.0

Weight-for-age, Z-score (WAZ) <-6.0 or >5.0

Weight-for-height, Z-score (WHZ) <-5.0 or >5.0

Data quality: The Standard Deviation (SD) of the Z-score (unweighted) provides information on the spread
of the distribution and the quality of the anthropometric measurements done for a survey. In the reference
population, the standard deviation (S.D.) of the Z-score distribution for height-for-age and weight-for-height
is 1.0. A Z-score S.D. that is lower than 0.9 indicates that the distribution is more homogeneous or one
with less variation compared to the reference distribution. A Z-score S.D. >1.0 and <1.2 indicates that the
distribution has a wider spread than the reference. A Z-score S.D. <0.80 or >1.3 is suggestive of inaccurate
anthropometric measurements and/or inaccurate age information (WHO, 1995).

NOTE: Supine length, rather than height, is measured for children under 24 months of age.

The prevalence of anthropometric indicators was interpreted using the WHO classification presented
inTable 6-2. Anthropometric results for the WHO global data base on child growth and malnutrition
can be found in Appendix VI.

Table 6 2: WHO classification for low anthropometric values according to public health signifi-
cance for children < 5 years of age (WHO, 1995)

Anthropometric Index Low Medium High Very High
Wasting (WHZ < -2) <5.0% 5.0-9.9% 10.0-14.9% >15.0%
Stunting (HAZ < -2) <20.0% 20.0-29.9% 30.0-39.9% =40.0%
Underweight (WAZ < -2) <10.0% 10.0-19.9% 20.0-29.9% =30.0%
RESULTS

A total of 2162 children aged 6.0-29.9 months had height/length, weight, and age data to calculate
height-for-age (stunting), weight-for-height (wasting), and weight-for-age (underweight) z-scores.
Participants were excluded from analysis after applying the standard z-score cutoffs (WHO, 1995):
height-for-age (7 children), weight-for-height (2 children), and weight for age (0 children). After
excluding the observations with invalid z-scores, the standard deviations for all anthropometry in-
dicators suggest that measurements were accurately taken because they fall within the acceptable
range (Mei 2007, WHO 1995;Table 6-3).
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Table 6-3: Distribution of anthropometry measurements among children aged 6.0-29.9
months — Kyrgyzstan, 2013

Anthropometric Indicator N Mean SD

Height -for-age 2155 -0.59 1.27
Weight-for-height 2160 0.17 1.04
Weight-for-age 2162 -0.17 1.06

Note: SD=standard deviation; SD’s are unweighted. Mean estimates are weighted for non-response. Anthropomet-
ric values based on WHO growth reference curves (WHO, 2006,).

The prevalence of wasting was 2.0% and the prevalence of underweight was 4.8% among children. Over-
weight children comprised 3.2% of the population (Table 6-4).

Table 6-4: Prevalence of wasting, underweight, and overweight for children 6.0-29.9 months
of age — Kyrgyzstan, 2013

Anthropometric Indicator N % (95% Cl)
Wasting

(weight-for-height Z < -2) 2160 2.0 (1.1-2.8)
Underweight

(weight-for-age Z < -2) 2162 48 (3.7-5.9)
Overweight

(weight-for-height Z > +2) 2160 3.2 (1.8-4.5)

NOTE: Cl=confidence interval; percent estimates weighted for non-response and 95% Cl’s adjusted for survey design.
Anthropometric values based on WHO growth reference curves (WHO, 2006).

Stunting was identified in 11.7% of the children aged 6-29.9 months (Table 6-5). When stratified by
gender, 10.3% of girls were stunted, while 13.1% of boys were stunted. The prevalence of stunting
increased across age categories through 23.9 months of age, and was similar among rural children
and urban children.

Table 6-5: Stunting (height -for-age Z<-2) by age, gender, and place of residence for children 6.0-
29.9 months of age — Kyrgyzstan, 2013

Characteristic of Child N % Stunted (95% ClI)
Age Group (months)
6.0-11.9 months 515 5.0 (23-7.6)
12.0-17.9 months 568 8.6 (5.5-11.6)
18.0-23.9 months 539 17.1 (12.5-21.7)
24.0-29.9 months 533 15.5 (10.9-20.1)
Gender
Male 1099 13.1 (9.8-16.4)
Female 1056 10.3 (7.4-13.1)
Place of Residence
Urban 549 11.3 (8-14.6)
Rural 1606 12.6 (10.5-14.7)
Total 2155 11.7 (9.3-14.1)

NOTE: Cl=confidence interval; percent estimates weighted for non-response and 95% Cl’s adjusted for survey design.
Anthropometric values based on WHO growth reference curves (WHQO, 2006).
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Wasting was identified in 2.0% of the children aged 6-29.9 months (Table 6-6). When stratified by
gender, 1.0% of girls were found to have wasting, while 3.0% of boys had wasting. The prevalence of
wasting decreased across age categories, and was similar among urban and rural children.

Table 6-6: Wasting (weight-for-height Z<-2) by age, gender, and place of residence for chil-
dren 6.0-29.9 months of age — Kyrgyzstan, 2013

Characteristic of Child N % with Wasting (95% Cl)
Age Group (months)
6.0-11.9 months 520 2.7 (0.8-4.5)
12.0-17.9 months 568 25 (0.8-4.2)
18.0-23.9 months 539 2.3 (0.5-4.2)
24.0-29.9 months 533 0.5 (0.1-0.8)
Gender
Male 1101 3.0 (1.4-4.5)
Female 1059 1.0 (0.3-1.7)
Place of Residence
Urban 552 2.0 (0.8-3.2)
Rural 1608 2.0 (1.3-2.7)
Total 2160 2.0 (1.1-2.8)

NOTE: Cl=confidence interval; percent estimates weighted for non-response and 95% Cl's adjusted for survey de-
sign. Anthropometric values based on WHO growth reference curves (WHO, 2006).

Underweight was identified in 4.8% of the children aged 6-29.9 months (Table 6-7). When stratified
by gender, 4.3% of girls were underweight, while 5.3% of boys were underweight. The prevalence of
underweight increased slightly across age categories through 23.9 months of age, and was similar
among urban and rural children.

Table 6-7: Underweight (weight-for-age Z<-2) by age, gender, and place of residence for chil-
dren 6.0-29.9 months of age — Kyrgyzstan, 2013

Characteristic of Child N % Underweight (95% ClI)
Age Group (months)
6.0-11.9 months 520 34 (0.9-6)
12.0-17.9 months 569 37 (1.9-5.6)
18.0-23.9 months 539 6.3 (3.4-9.3)
24.0-29.9 months 534 5.6 (3.1-8.1)
Gender
Male 1102 53 (3.3-7.3)
Female 1060 4.3 (2.8-5.8)
Place of Residence
Urban 552 5.0 (3.5-6.5)
Rural 1610 43 (3.2-5.4)
Total 2162 4.8 (3.7-5.9)

NOTE: Cl=confidence interval; percent estimates weighted for non-response and 95% Cl's adjusted for survey design.
Anthropometric values based on WHO growth reference curves (WHO, 2006).
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DISCUSSION

The prevalence of stunting (11.7%), wasting (2.0%), and underweight (4.8%) among children are all
classified as low according to the WHO criteria for public health significance (Table 6-2) (WHO, 1995).
Although the WHO criteria apply to population estimates for children less than 59 months, this na-
tional nutrition survey included only children 6-29.9 months of age. In general, the prevalence of
stunting increases with age, which agrees with other studies (Rah, 2009; UN, 2003]. Because the
prevalence of stunting has been shown to be higher in children 24-59 compared to younger children
in Kyrgyzstan (CDC/UNICEF/MOH, 2012), it is likely that the prevalence of stunting in all preschool
children would be higher than that measured in children 6-29 months (CDC, 2012).
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CHAPTER 7
BIOCHEMICAL INDICATORS FOR MICRONUTRIENT DEFICIENCY
AND THE USE OF MICRONUTRIENT SUPPLEMENTS

BACKGROUND

This chapter highlights 1) the results from biochemical tests to estimate the extent of iron and vita-
min A deficiencies and 2) the use of micronutrient supplements.

METHODS

In order to account for the effect of inflammation on ferritin and RBP levels, the acute phase indica-
tors CRP and AGP were measured for each child. Inflammation was considered present if either indi-
cator was elevated (CRP>5.0 mg/L or AGP > 1.0g/L). All results are presented for the total population
and for the population without inflammation.

EFFECTS OF INFLAMMATION ON NUTRITIONAL BIOMARKERS

Ferritin and retinol, including its proxy, retinol binding protein (RBP), are acute-phase reactants.
Whereas ferritin is elevated during infection/inflammation, retinol and RBP are depressed. Thus, if in-
flammation is not taken into account, iron deficiency, as measured by serum ferritin, will be underes-
timated and vitamin A deficiency, as measured by retinol or RBP, will be overestimated. In this survey,
both C-reactive protein (CRP) and a1-glycoprotein acid (AGP) are used as markers for inflammation.
CRP is an acute phase protein that is often used as a marker for acute inflammation, and AGP is used
as a marker for chronic inflammation (Thurnham 2003, Thurnham 2010).

IRON DEFICIENCY, ANEMIA, AND IRON DEFICIENCY ANEMIA

Iron deficiency is the leading cause of anemia, yet not all cases of anemia are caused by iron deficien-
cy and iron deficiency does not necessarily develop into anemia. On the population level a preva-
lence of iron deficiency is on average 2-5 times higher than the prevalence of iron deficiency anemia
(WHO, 2001). The magnitude of iron deficiency can be assessed by several biochemical indicators,
including ferritin, soluble transferrin receptor protein (sTfR), and hemoglobin.

In our survey, iron deficiency was defined as (1) decreased ferritin concentration in plasma or (2) in-
creased sTfR levels. In children, ferritin levels in plasma below 12ug/L or sTfR levels greater than 8.3
mg/L indicate iron deficiency (WHO, 2001; Erhardt, 2004). Total iron deficiency was defined as pres-
ence of either low ferritin or high sTfR. The prevalence of anemia was determined from hemoglobin
levels collected from capillary blood samples using a Hemocue® photometer (Hb 301, HemoCue
AB, Angelholm, Sweden). Cut-off values for anemia depend on the age and sex of the person and
the altitude where the person lives (WHO/UNU/UNICEF, 2001). Anemia in children was defined as
hemoglobin < 11.0 g/dL after adjusting for altitude (see details below). Iron deficiency anemia was
defined as having both: 1) a low hemoglobin value and 2) low plasma ferritin or high sTfR.

For determining the prevalence of anemia in the population, adjustments for altitude were neces-
sary to account for a reduction in oxygen saturation of blood and a subsequent increase in hemoglo-
bin (Hb) values (WHO/UNU/UNICEF, 2001). The adjustment for altitude was done using the following
formula (Sullivan, 2008):

Hb adjustment =-0.032 x [altitude (m) x 0.0032808] + 0.022 x [(altitude (m) x 0.0032808)]

where the Hb adjustment was the value subtracted from each individual’s observed hemoglobin
level and then compared to the cut-off values for sea level. If the altitude where the individual lives is
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<1000 meters, adjustment of the hemoglobin level is not needed (Sullivan, 2008).

A summary of cut off levels for biochemical indicators used to estimate iron load in the blood are
presented in Table 7-1.

Table 7 1: Biochemical indicators for identification of iron deficiency, anemia, and
inflammation

Indicators Children Iron status

Plasma ferritin <12 pg/L® Iron deficiency (defined by ferritin)
STfR >8.3 mg/L® Iron deficiency (defined by sTfR)
Hemoglobin <11.0g/dL¢ Anemia

CRP >5 mg/L¢ Inflammation present

AGP >1.0 g/L¢ Inflammation present

Note: sTfR=soluble transferrin receptor protein; CRP=C-reactive protein; AGP=a1-glycoprotein acid.
aWHO, 2001

bErhardt, 2004

<After adjusting for altitude (WHO, 2001).

9Thurnham, 2010

Iron deficiency, anemia, and iron deficiency anemia were calculated for all participants (with and
without evidence of inflammation), as well as for those participants without evidence of inflamma-
tion (i.e. after exclusion of those with high CRP and/or AGP) (Table 7-2). The prevalence of iron defi-
ciency as measured by ferritin was 34.2% (39.7% among children without inflammation) and as mea-
sured by sTfR was 39.3% (38.9% among children without inflammation). The prevalence of total iron
deficiency was 48.0% (49.8% among children without inflammation). After adjustment for altitude,
the prevalence of anemia was 32.7% (29.5% among children without inflammation). The prevalence
of iron deficiency anemia as measured by ferritin was 18.8% (20.4% among children without inflam-
mation) and as measured by sTfR was 21.5% (19.8% among children without inflammation). The
prevalence of total iron deficiency anemia was 23.6% (22.4% among children without inflammation).

Table 7 2: Prevalence of iron deficiency and anemia among children aged 6.0-29.9
months, stratified by presence of inflammationa —Kyrgyzstan, 2013

Iron Status of Children All Participants Participants Without
% (95% Cl) Inflammationa%
n n (95% ClI)

Iron deficiency

Low ferritin (<12.0 pg/L) 2156  34.2(31.3-37.2) 1436 39.7(36.4 - 43.1)

High sTfR (>8.3 mg/L) 2156  39.3(35.6-43.1) 1436 38.9 (34.6-43.1)

Total iron deficiency® 2156  48.0(44.7-51.3) 1436 49.8 (46.2 - 53.4)
Anemia (Hb< 11.0 g/dL)* 2153 32.7(28.9-36.4) 1434 29.5 (25.8-33.1)

Iron deficiency anemia

Low ferritin (<12.0 ug/L) 2153  18.8(15.6-22.0) 1434 204 (16.6-24.2)
High sTfR (>8.3 mg/L) 2153 21.5(17.9-25.2) 1434 19.8 (15.8-23.9)
Total iron deficiency anemia® 2153  23.6(20.1-27.1) 1434 22.4(18.7 - 26.1)

NOTE:Cl=confidence interval; 95% Cl's adjusted for survey design.

Abbreviations: sTfR= soluble transferrin receptor protein; Hbo=hemoglobin.

@ Inflammation not present (low C-reactive protein [CRP<5 mg/L] and low al-glucoprotein acid [AGP<1.0 g/L]).
® Total iron deficiency defined as having either low plasma ferritin (<12.0 ug/L) or high sTfR (>8.3 mg/L).
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<Adjusted for altitude.
@ Iron deficiency anemia defined as having a Hb level < 11.0 g/dL and low plasma ferritin (<12 ug/L) or high sTfR
(>8.3mg/L)

The prevalence of anemia among all children and among those without evidence of inflammation is
stratified by age, gender, and place of residence (Table 7-3).

The World Health Organization classifies anemia as a problem of public health significance based
on prevalence estimates from hemoglobin values (WHO/UNU/UNICEF, 2001). Among all children,
32.7% of all children were anemic and 23.6% had iron deficiency anemia. The prevalence of anemia
in this population is considered a moderate public health problem according to the WHO criteria
(WHO/UNU/UNICEF, 2001).

Table 7 3: Prevalence of anemiaa among children aged 6.0-29.9 months, stratified by age,
gender, residence, and presence of inflammation — Kyrgyzstan, 2013

All Participants Participants Without
n % with Anemia (95% Cl) Inflammationb
% with Anemia
Characteristics of Child n (95% Cl)
Age of children
6.0-11.9 months 519 35.6 (27.8-43.4) 354  33.6(25.4-41.7)
12.0-17.9 months 567 35.8(30.6 —41.0) 380 33.4(27.5-39.2)
18.0-23.9 months 537 35.1(30.2-40.0) 353 29.2(23.7-34.8)
24.0-29.9 months 530 24.5(17.7 -31.3) 347  21.7(15.6-27.8)
Gender of children
Male 1096 34.5(29.2-39.8) 723  31.5(26.3-36.7)
Female 1057 30.8(26.3-35.2) 711 27.4(23.0-31.8)
Place of Residence
Urban 551 32.5(27.3-37.7) 361 29.6 (24.5-34.7)
Rural 1602 33.0(29.9-36.1) 1073  29.2(25.7-32.6)
Total 2153 32.7(28.9-36.4) 1434 29.5(25.8-33.1)

NOTE:Cl=confidence interval; 95% Cl’s adjusted for survey design.
Adjusted for altitude. Anemia was defined as having a hemoglobin < 11.0 g/dL.
®Inflammation not present (low C-reactive protein [CRP<5 mg/L] and low a1-glucoprotein acid [AGP<1.0 g/L]).

VITAMIN A DEFICIENCY

Vitamin A is an essential nutrient required for the immune system, cell function and growth, and epi-
thelial maintenance (WHO, 2009). Kyrgyzstan distributed vitamin A capsules to young children for sev-
eral years; however the vitamin A capsule distribution program was discontinued based on the low
prevalence of deficiency (4.2%) found among children 6-59 months in 2009 (CDC/UNICEF/MOH, 2012).

The most common biochemical indicator used to assess the prevalence of VAD in a population is
plasma retinol. A plasma retinol concentration <0.70 umol/L indicates mild or sub-clinical VAD (WHO,
2009). In the 2013 Kyrgyzstan Survey, retinol binding protein (RBP) was used as a proxy measure of
vitamin A status. The CDC nutrition laboratory developed a correlation index comparing plasma ret-
inol to RBP in a sample of children from Kyrgyzstan in order to validate the use of RBP as an indicator
of vitamin A status. The RBP cut-off of 0.71 pmol/L provided the best sensitivity and specificity com-
pared with plasma retinol of <0.70 pmol/L (CDC/UNICEF, 2010). Therefore, the RBP cut-off of <0.71
pumol/L was used to indicate vitamin A deficiency among children. The correlation agreed with past
research, showing that RBP behaves like serum retinol and can be used as an indicator of vitamin A
status (Gorstein, 2008).
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Unlike ferritin, which is elevated during infection/inflammation, retinol binding protein is a negative
acute phase reactant, meaning it decreases during infection/inflammation (Thurnham 2003; Thurn-
ham 2010). To account for the presence of inflammation, the prevalence of vitamin A deficiency
was calculated for all participants (with and without evidence of inflammation) as well as for those
participants without evidence of inflammation (i.e. after exclusion of those with high CRP and/or
AGP). Table 7-4 below shows the prevalence of vitamin A deficiency among all children and among
those without evidence of inflammation, stratified by age, gender, and place of residence. Among
all children (n=2148), the prevalence of VAD was 15.6% (95% Cl: 13.1, 18.1). Among children without
presence of inflammation (n=1436), the prevalence of VAD dropped to 7.8% (95% Cl: 5.7, 9.8). The
prevalence of vitamin A deficiency (VAD) was 15.6%. Among children 6.0 -11.9, 12.0-17.9, 18.0-23.9,
and 24.0-29.9 months, the prevalence of VAD was 16.0%, 13.7%, 16.1%, and 16.7%, respectively. The
prevalence of deficiency was 17.0% among males and 14.1% among females, and was 16.0% in ur-
ban and 14.7% in rural areas.

In interpreting the results of vitamin A deficiency it is important to recognize that compared to the
VITAL-EQA program mean, the precision and bias were Minimal or Unacceptable for RBP (>80-85%
precision of the VITAL-EQA results, with 18.3% bias (see Appendix VIl).The RBP concentrations for the
EQA samples measured by the VitMin Lab were 15 to 20% higher when compared to the target val-
ues. Thus, the actual prevalence of vitamin A deficiency could likely be higher than the prevalence
in this report. Unfortunately, there is no accepted quantitative method for adjusting the values ac-
cording to imprecision and bias

The WHO classifies the level of public health significance of VAD based on the prevalence of VAD
among preschool-age children in a population. According to the classification, prevalence of VAD of
>10% to <20% would be classified as a moderate public health problem (WHO, 2009). Again, it should
be noted that the WHO criteria apply to population estimates for all children less than 71 months of
age. Because the prevalence of VAD has been shown to decrease with increasing age in Kyrgyzstan
(CDC/UNICEF/MOH, 2012), it is likely that the prevalence of VAD deficiency in all preschool children
in Kyrgyzstan would be lower than that measured in children 6-29 months (CDC, 2012).

Table 7 4: Prevalence of vitamin A deficiency (VAD) among children aged 6.0-29.9
months, stratified by age, gender, residence, and presence of inflammation — Kyr-
gyzstan, 2013

All Participants Participants Without
n % with VAD Inflammationa
(95% Cl) % with VAD
Characteristics of Child n (95% ClI)
Age of children
6.0-11.9 months 517 16.0(11.1-21.0) 354 9.5(5.3-13.8)
12.0-17.9 months 568 13.7(9.9-17.5) 381 4.0(1.6-6.5)
18.0-23.9 months 537 16.1(11.2-20.9) 354 8.2(3.2-13.2)
24.0-29.9 months 526 16.7 (12.2-21.3) 347  9.6(5.1-14.1)
Gender of children
Male 1093 17.0(13.1-20.9) 724 7.7(4.0-11.4)
Female 1055 14.1(11.1-17.1) 712 7.8(5.5-10.1)
Place of Residence
Urban 549 16.0 (12.4-19.5) 361 7.7 (4.8-10.6)
Rural 1599 14.7(12.9-16.6) 1075 7.9(6.3-9.5)
Total 2148 15.6 (13.1-18.1) 1436 7.8(5.7-9.8)

NOTE: VAD=Vitamin A Deficiency (RBP <0.71 umol/L); CI=confidence interval; 95% Cl's adjusted for survey design.
alnflammation not present (low C-reactive protein [CRP<5 mg/L] and low al-glucoprotein acid [AGP<1.0 g/L]).
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USE OF MICRONUTRIENT SUPPLEMENTS

Among children surveyed whose mother was interviewed (n=1823), 34.6% (95% ClI: 29.5, 40.2) had
ever received an anemia diagnosis from a health care worker. Among children with a history of ane-
mia (n=573), 62.6% (95% Cl: 56.7, 68.2) were reported to have taken iron syrup or drops. Among all
children, 21.7% (95% Cl: 17.9. 25.9) were reported to have received iron tablets or syrup to improve
anemia status.

55



CHAPTER 8

COMPARISON OF NUTRITIONAL STATUS OF CHILDREN 6-29
MONTHS AND INFANT YOUNG CHILD NUTRITION KNOWL-
EDGE, ATTITUDES, AND PRACTICES — 2009 AND 2013 NA-
TIONAL SURVEYS

BACKGROUND

This chapter compares results of the 2009 and 2013 surveys in regard to anthropometry, hemoglobin,
and other biochemical indicators in the population of children aged 6-29 months living in the Kyrgyz
Republic, as well as infant and young child nutrition (IYCN) knowledge, attitudes, and practices.

METHODS

Both the 2009 and 2013 surveys used similar methodology for sample selection and measurement of
anthropometry, hemoglobin, biochemical indicators, and IYCN indicators. In both the 2009 and 2013
surveys, the sample population was selected using population proportionate to size (PPS) methods,
and information was collected from 66 and 80 clusters, respectively. Clusters were formed based on
the catchment areas for health centers (based on geographic location of residence, all children are
assigned to a primary health care center). The sampling frame for the 2009 survey was comprised of
children 6-59 months and their mothers and was stratified by rural and urban residence. For each
stratum, 33 clusters were selected for the survey with 30 children invited to participate in each clus-
ter. The sampling frame for the 2013 survey consisted of children 6-29 months of age living in the
Kyrgyz Republic (with the exception of the city of Bishkek). Although micronutrient powder was only
distributed to children 6-24 months of age, we anticipated that the effects of the Gulazyk on iron
status may have persisted 6 months of age after discontinuation (Ip 2009). To increase our sample
size for the 2009 survey comparison, we included children 24 to 29 months of age. The 2013 sample

was not stratified; 80 clusters of 30 children each (instead of 30 children, one cluster had 22 children
and another had 29 children) were selected for the 2013 survey. Detailed methods for the 2013 sur-
vey including sample size calculations are described in Chapter 2 of this report. Detailed methods for
the 2009 report have been previously published (CDC/UNICEF/MOH, 2012).

For the 2009 and 2013 surveys, data were collected during June and July, and July-September, re-
spectively. Caretakers of selected children were invited to come to their primary heath care center
on a predetermined day. If children did come, survey personnel visited the home. In the 2009 survey,
blood was collected from both mothers and children; therefore, mothers were actively recruited to
accompany their children. In the 2013 survey, blood was collected only from children and mothers
were not actively recruited to accompany their children. The 2009 and 2013 questionnaires were
similarly worded. Both contained modules on sociodemographic information and the use of micro-
nutrient powders (see Appendix | and VIII). Both questionnaires were written in English and then
translated into the Kyrgyz and Russian languages. Comparisons between 2009 and 2013 data are
made based on children 6-29 months of age, excluding children residing in the city of Bishkek and
limiting the 2009 age range to children 6-29 months.

The anthropometric equipment and methods used to measure children were the same for the 2009
and 2013 surveys. During both surveys, Shorr boards were used to measure weight/length and
UNICEF Seca Uniscales were used to measure weight. For children >24 months standing height was
measured. For children <24 months supine length, rather than height, was measured®. The same in-
structor conducted training for both surveys. The age in months of the participant was calculated by

8 For the purpose of this report, the term height will be used to indicate either length or height.
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subtracting the date of measurement from the birth date and dividing by 30.4. The WHO growth ref-
erence (2006) was used to calculate anthropometric indicators (Z-scores) of height-for-age, weight-
for-age, and weight-for-height.

Records with potentially erroneous data were excluded from the analysis based on standard Z-score
cutoffs developed by WHO (WHO, 1995) (see Chapter 6). In the 2009 survey, anthropometric mea-
surement (weight and height) were taken on 576 participants 6-29 months of age and living outside
of Bishkek City. Of these, 3 participants were excluded based on out of range Z-scores. Of the 2162
participants from whom anthropometric measurements were taken in the 2013 survey, 7 partici-
pants were excluded based on out of range Z-scores.

A measure of the quality of the anthropometric measurements is the unweighted SD of the Z-score
distribution (WHO, 1995). For the 2009 survey, among children 6-29 months of age and living out-
side of Bishkek City, the unweighted SD’s for both WHZ and WAZ fall within the acceptable range for
data quality; however, the SD for HAZ falls outside the acceptable range and measurements may be
slightly inaccurate (most likely height/length measurements or inaccurate age determination) [HAZ:
SD 1.331; WHZ: SD 0.986; WAZ: SD 1.018] (CDC/UNICEF/MOH, 2012). Although the SD for HAZ is wider
than expected based on 1995 WHO, these guidelines were based on an earlier growth reference and
it has been shown that higher standard deviations may be expected based on the 2006 WHO growth
reference (Mei, 2007). For the 2013 survey, the unweighted SD’s for all anthropometry indicators fall
within the acceptable range [HAZ: SD 1.27; WHZ: SD 1.04; WAZ: SD 1.06] (see Chapter 6 of this report).

Biochemical indicators

In both the 2009 and 2013 surveys, hemoglobin was assessed in the field using the HemoCue® pho-
tometric instrument (Model 301, HemoCue AB, Angelholm, Sweden). Laboratory personnel col-
lected capillary blood samples through a finger stick using a single-use retractable lancet. After the
first two drops were wiped clean, the third drop was drawn into a HemoCue® cuvette. Afterwards,
500 uL of blood was collected in a Microtainer®. Analysis of biochemical indicators was conducted
using the “sandwich assay” at the Erhardt VitA-Iron Tech research laboratory (Erhardt, 2004). The bio-
chemical indicators measured were iron status (serum ferritin, soluble transferrin receptor [sTfR]) and
inflammation status (C-reactive protein [CRP] and a1-glycoprotein acid [AGP]).

Anemia was defined as an altitude-adjusted hemoglobin concentration of <11.0 g/dL (Sullivan 2008,
WHO 2001). Total iron deficiency was defined as either decreased serum ferritin concentration (<12
pg/L) or increased sTfR levels (>8.3 mg/L). Iron deficiency anemia was defined as having both a low
hemoglobin value and either low serum ferritin or high sTfR. Inflammation was considered present
if either indicator was elevated (CRP>5.0 mg/L or AGP>1.0 g/L) (Thurnman 2003, Thurnman 2010).

RBP was used as an indicator of vitamin A status (Gorstein 2008). The CDC Nutrition Laboratory com-
pared RBP and plasma retinol on a subsample of participants in the 2009 survey; RBP concentration
less than 0.71umol/L was determined as the cut-off for vitamin A deficiency (personal communica-
tion, Rosemary Schleicher).

External Quality Assurance

Analysis of biochemical indicators was conducted using the “sandwich assay” at the Erhardt VitMin
Laboratory (Erhardt, 2004). The laboratory measured ferritin, soluble transferrin receptor (sTfR),
1-acid glycoprotein (AGP), C-reactive protein (CRP), and retinol binding protein (RBP) concentrations
in plasma using an enzyme-linked immunosorbent assay (ELISA) technique. During both surveys,
the laboratory (Willstaett, Germany) participated in CDC's VITAL-EQA (Vitamin A Laboratory-External
Quiality Assurance) program, an external quality assurance program that assesses laboratory perfor-
mance during the course of analyzing survey samples (http://www.cdc.gov/labstandards/vitaleqa.
html; Haynes, 2008) (see Appendix VII). For the 2009 survey, the precision and bias were Optimal or
Desirable for all of the above indicators (>90% precision of the VITAL-EQA results, with <0.5% bias).
For the 2013 survey, the precision and bias were Optimal or Desirable for ferritin, sTfR, and CRP (>90%
precision of the VITAL-EQA results, with <0.5% bias). However, the precision and bias shifted 15-20%
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for RBP (>80-85% precision of the VITAL-EQA results, with 18.3% bias) due to a change in pools used
by the VITAL-EQA program. In regard to internal quality control, the inter-assay coefficients of varia-
tion (CV) were 3.0% in for the 2009 survey and 3.8% for the 2013 survey. A CV of about 10% provides
acceptable precision during an ELISA technique (Erhardt, 2004; Haynes, 2008).

The questions on infant and young child feeding were the same in 2009 and 2013. Questions on
feeding practices were derived from a consensus meeting on indicators and held in 2007 (WHO,
2007) and the WHO Indicators for Assessing Infant and Young Child Feeding Practices (2008). Be-
cause children under 6 months of age were not included in the survey, we could not use the standard
indicators for exclusive breastfeeding and age-appropriate breastfeeding. Instead we used maternal
recall to estimate these indicators see Chapter 5, Table 5-1). In the 2009 baseline survey only mothers
answered the infant feeding questions, whereas in 2013, all caretakers answered these questions. For
consistency, the 2013 infant feeding analysis was also restricted to only those interviews where the
mother was the respondent.

As the 2013 survey included only children 6-29 months living outside of Bishkek City, in the 2009
survey only children 6-29 months living outside Bishkek City were included in the analysis. Because
children were first enrolled in the IYCF/MNP program either at the first well child check-up after they
reached 6 months of age or when the health care worker visited them at home, we expected that
children in the 6-11 months age category would have had a shorter degree of exposure to the micro-
nutrient powder program than older children (i.e. they could not have been in the program for one
full year). Children 24-29 months were no longer eligible for the micronutrient powder program, but
we expected that MNP would have affected iron status for an additional 6 months after discontinu-
ation (Ip 2009). Therefore, analyses were stratified by age (6-11, 12-17, 18-23 and 12-29 months of
age). Because serum ferritin and RBP are acute-phase reactants, all biochemical results are presented
for the total population and for the population without inflammation.

Data analysis was conducted using SPSS (version 20.0, USA). Bivariate statistical testing was used to
determine the significance of differences in percent deficient between the 2009 and 2013 surveys.
The 2009 survey was weighted to account for stratification (rural, urban) and non-response. The
2013 survey was weighted for non-response only (the sample was not stratified). P-values for the
Pearson chi-square test are presented to indicate whether there are statistically significant differenc-
es in these indicators between the 2009 and 2013 surveys. The Pearson chi-square tests were run
using methods that account for the design of the two surveys (standard errors were adjusted for the
cluster survey design).

RESULTS

Comparisons between 2009 and 2013 data are made based on children 6-29 months of
age, excluding children residing in the city of Bishkek. Table 8-1 compares various charac-
teristics of the children living in the Kyrgyz Republic who were surveyed in 2009 and 2013.
The proportion of males and females was similar. For both surveys, participation was fairly
even across the four age groups. In the 2009 survey nearly all mothers were present for the
interview (99.9%) whereas in 2013, 86.2% of mothers were present. The majority of mothers
in both surveys had completed at least a secondary education. The prevalence of inflam-
mation was higher in the 2013 survey compared to the 2009 survey: 22.3% of children had
inflammation in the 2009 survey and 33.9% had inflammation in 2013.
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Table 8 1: Characteristics of childrena 6-29 months and their mothers — Kyrgyzstan, 2009
and 2013

2009 2013
p- value®
Characteristics n® % (95% CL) n® % (95% CL)
Age of children 576 2156 0.822
6-11 months 24.7 (20.5 - 29.5) 22.7 (20.6 - 25)
12-17 months 23.5(20.1-27.2) 26.5 (24 - 29.3)
18-23 months 25.4(21.8-29.5) 25.1(22.9-27.5)
24-29 months 26.3(22.1-31.0) 25.6 (23.5-27.7)
Gender of children 576 2156 0.946
Male 50.5 (45.8-55.2) 50.7 (47.3 - 54.1)
Female 49.5 (44.8 - 54.2) 49.3 (45.9-52.7)
Relation of person interviewed to 576 2156
chilg?
Mother 99.9(99.2 - 100) 86.2 (83.8-288.3) 0.000
Grandmother 0.1 (0.0-0.8) 7.7 (6.2 -9.6)
Other 6.1 (4.4-8.4)
Mother’s education® (highest level
completed) 575 1823 0.038
Less than secondary 8.0(46-13.7) 14.1 (8.9-21.7)
Secondary 55.8 (49.8-61.6) 47.5(42.7 - 52.5)
Technical 16.0 (12.1 - 21.0) 12.6(9.9-15.8)
Higher education 20.1(16.3 - 24.5) 25.8(21.1-31.1)
Inflammation status of children 576 2156 0.000
Have inflammation 22.3(18.9-26.2) 33.9(30.8-37.1)
No inflammation’ 77.7 (73.8-81.1) 66.1(62.9-69.2)

NOTE:Cl=confidence interval; 95% Cl's adjusted for survey design.

Calculated for children who had valid measurements for anthropometry, hemoglobin, and/or other biochemical
indicators. (If a child had a valid measurement for at least one of these indicators they were included in this descrip-
tion of the sample).

®n’s are unweighted denominators; subgroups that do not sum to the total have missing data

“Bivariate tests of statistical significance were conducted using the Pearson chi-square test, accounting for the clus-
ter survey design.

9In the 2009 survey, mothers were strongly encouraged to be present; in the 2013 survey either mothers or caretakers
could be present for the interview.

¢ Mothers education was only reported by mothers who were present for the interview.

fiInflammation not present (low C-reactive protein [CRP<5 mg/L] and low a1-glucoprotein acid [AGP<1.0 g/L]).

Anthropometry

Table 8-2 compares the prevalence of wasting, stunting, and underweight among children
who were surveyed in 2009 and 2013. Between the 2009 and 2013 surveys, the prevalence
of wasting (weight-for-height Z <-2.0) remained stable at <2.0% (p-value: 0.895). The prev-
alence of stunting (height-for-age Z <-2.0) decreased from 19.6% to 11.7% (p-value: 0.000).
The largest percentage decline was in the 24 to 29 month age group where the percent-
age of stunting declined from 37.1% to 15.5%. It should also be noted that age pattern for
stunting differed between the two surveys. In 2009 the prevalence of stunting doubled
from 19.6% at 18-23 months to 40.3% at 24 to 29 months of age; whereas in 2013, the preva-
lence of stunting was similar across these same age groups. The prevalence of underweight
(weight-for-age Z <-2.0) was similar between the two surveys, with 4.1% of children under-
weight in 2009 and 4.8% in 2013 (p-value: 0.701).
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Table 8 2: Anthropometric characteristics by age among children 6-29 months — Kyrgyzstan,
2009 and 2013

2009 2013 p- value?

Characteristics N % (95% Cl) N % (95% Cl)

Wasted

(weight-for-height Z<-2.0) 502 1.9(0.7-3.1) 2160 2.0(1.1-2.8) 0.893
6-11 months 131 1.9(0.0 -4.1) 520 2.7 (0.8-4.5) 0.568
12-17 months 120 2.8(0.0-6.1) 568 2.5(0.8-4.2) 0.866
18-23 months 123 0.9(0.0-2.7) 539 2.3(0.5-4.2) 0.238
24-29 months 128 2.1(0.0-4.5) 533 0.5(0.1-0.8) 0.168

Stunted

(height-for-age Z<-2.0) 502 19.6 (15.7 — 23.5) 2155 11.7 (9.3-14.1) 0.001
6-11 months 131 6.9(2.8-11.2) 515 5.0(2.3-7.6) 0.451
12-17 months 121 16.9(9.9 - 23.8) 568 86(55-11.6) 0.032
18-23 months 123 18.5(10.2 - 26.9) 539 17.1(12.5-21.7) 0.772
24-29 months 127 37.1(28.4 - 45.8) 533 15.5(10.9-20.1) 0.000

Underweight

(weight-for-age Z<-2.0) 505 4.1 (2.1 -6.0) 2162 4.8 (3.7-5.9) 0.537
6-11 months 132 2.6(0.0-5.4) 520 3.4(0.9-6) 0.671
12-17 months 122 3.8(0.1-7.5) 569 3.7(1.9-5.6) 0.962
18-23 months 123 1.7(0.0 - 4.3) 539 6.3(34-9.3) 0.015
24-29 months 128 8.2(3.1-13.3) 534 5.6(3.1-8.1) 0.367

NOTE:Cl=confidence interval; 95% Cl's adjusted for survey design.

Anthropometric values based on WHO growth reference curves (WHO, 2006).

aBivariate tests of statistical significance were conducted using the Pearson chi-square test, accounting for the clus-
ter survey design.

Biochemical indicators

Table 8-3 compares 2009 and 2013 prevalence figures for anemia, iron deficiency, and vitamin A de-
ficiency among surveyed children 6-29 months of age living in the Kyrgyz Republic. The prevalence
figures are presented for all survey participants, and for those without inflammation. Among all par-
ticipants, the prevalence of anemia was 38.7% in 2009 and 32.7% in 2013 (p-value: 0.116). Among
participants without inflammation, the prevalence of anemia decreased from 37.4% to 29.4% (p-val-
ue: 0.038).

Iron deficiency prevalence was analyzed separately based on each of the two biomarkers for defi-
ciency, serum ferritin and sTfR. Among all participants, the prevalence of iron deficiency (defined by
low ferritin) decreased from 50.6% to 34.2% (p-value: <0.001). Among those without inflammation,
the prevalence of iron deficiency (defined by low ferritin) decreased from 56.7% t039.7% (p-value:
<0.001). Among all participants, the prevalence of iron deficiency (defined by high sTfR) decreased
from 48.9% to 39.3% (p-value: 0.007). Among those without inflammation, the prevalence of iron
deficiency (defined by high sTfR) decreased from 48.0% to 38.9% (p-value: 0.021). Among all par-
ticipants 6-29 months of age, the prevalence of iron deficiency anemia (defined as low hemoglobin
and either low ferritin or high sTfR) decreased from 31.9% to 23.6% (p-value: 0.014). Among those
without inflammation, the prevalence of iron deficiency anemia (defined using the same criteria)
decreased from 31.7% to 22.4% (p-value: 0.009). Among all participants, the prevalence of vitamin A
deficiency increased from 6.2% to 15.6%; p-value: <0.001). Among those without inflammation the
prevalence of vitamin A deficiency increased from 3.3% to 7.8%; p-value: 0.001). (Appendix IX shows
the anthropometric and biochemical findings of children 6 to 24 months in 2009 and 2013).

Table 8 3: Prevalence of anemia, iron deficiency, and vitamin A deficiency by age among chil-
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Vitamin A Supplement Use

In the 2009 survey (before the vitamin A capsule program was discontinued), among children 6-29
months of age whose mother were surveyed (n=575), 94.2% (95% Cl: 91.7 — 96.0) had ever received
a vitamin A capsule. Among children who had received a vitamin A capsule, 66.8% (95% Cl: 55.4 -
76.5) had received a capsule within 2 months of the survey.

IYCN Knowledge, Attitudes, and Practices

Table 8-4 compares changes in IYCN practices among children 6-23.9 months between the 2009 and
2013 surveys. Although the placement of the infant feeding module was different in the two sur-
veys, the questions were worded identically. In the 2009 survey only mothers answered the infant
feeding questions whereas in 2013, all caretakers answered the questions. For analytic purposes,
the infant feeding analysis was restricted to interviews where the mother was the respondent. The
definitions for IYCN indicators can be found in Tables 5.1 and 5.2. The algorithm for analysis was the
same in both survey years (Appendix V).

Among children 6-23.9 months of age, the prevalence of children breastfed within the first hour af-
ter birth increased from 71.1% to 85.1% (p-value: <0.001); the prevalence of children ever breast fed
was similar (98.1% vs 99.5%, respectively). An increase was observed in the prevalence of children
who were exclusively breastfed during the first 6 months of life (22.1% vs. 40.2%, respectively, p-val-
ue: <0.001). The prevalence of children breastfeeding at 1 year was (72.4% vs. 80.1%, p-value: 0.320)
and, at 2 years was 13.3% vs.26.2 %, p-value: 0.028.

Appropriate introduction of solid, semi-solid or soft foods increased from 79.0% to 90.9% (p-value:
0.051). The prevalence of children who met the criteria for minimum dietary diversity (four or more
food groups) increased from 74.5% to 86.8% (p-value: 0.004) and the prevalence of children who
met criteria for minimum meal frequency increased from 64.9% to 74.7% (p-value: 0.012). After com-
bining the indicators of minimum dietary diversity and minimum meal frequency the prevalence of
children reaching the criteria for minimum acceptable diet increased from 51.3% to 67.2% (p-value:
< 0.001 ). Among children who were appropriately breastfed, the prevalence of age-appropriate
breast feeding increased from 50.0% to 62.8% (p-value: <0.001). The prevalence of adequate milk
feeding frequency (at least 2 milk feedings a day among non-breast fed children was 62.6% to 65.4%,
respectively (p-value: 0.684).

Table 8 4: Changes in IYCN practices among children 6-23.9 months as reported by their
mothers — Kyrgyzstan, 2009 and 2013

2009 2013 p- value®

N %, mean (95% Cl) N %, mean (95% Cl)

IYCN Indicators, % (Children
6-23.9 months)

Early initiation of breastfeeding 419  71.1 (64.5-77.6) 1416  85.1(82.1-88.1) 0.000
Exclusive breastfeeding under 0.000
6 months 410 22.1(15.7 - 28.5) 1410 40.2(34.9-45.6)

Ever breastfed 419 98.1 (96.3-99.9) 1416 99.5(98.9-100.0) 0.144
Continued breastfeeding at 1 0.320
year 94 724 (59.0-85.7) 348 80.1(72.7 - 87.5)
Continued breastfeeding at 2 0.028
years 96 13.3(3.1-23.5) 295 26.2 (20.8 - 31.5)
Appropriate introduction of

solid, semi-solid or soft foods 51 79.0(68.1 - 90.0) 212 90.9(86.2-95.7) 0.051
Consuming minimum dietary

diversity 419 74.5 (66.6 — 82.4) 1416 86.8 (84.1 - 89.6) 0.004
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Consuming minimum meal

frequency 419 64.9 (58.3-71.4) 1416 74.7 (70.9 - 78.5) 0.012
Consuming minimum

acceptable diet 419 51.3(43.6-58.9) 1416 67.2(63.1-71.3) 0.000
Age-appropriate breastfeeding 419 50.0 (44.5 - 55.4) 1416 62.8(59.3-66.3) 0.000

Adequate milk feeding

frequency for non-breastfed

Children 232 62.6 (52.5-72.8) 637 65.4 (56.4 - 74.4) 0.684
NOTE:Cl=confidence interval; 95% Cl’s adjusted for survey design. Definitions for indicators can be found in Table
5.7and>5.2.
Bivariate tests of statistical significance were conducted using the Pearson chi-square test, accounting for the clus-
ter survey design
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DISCUSSION

In June 2009, the government of the Kyrgyz Republic introduced an integrated IYCN/MNP program.
Thus far, two nationally representative surveys (with the exclusion of Bishkek) to assess the micronu-
trient status of Kyrgyz children were conducted in June 2009 and August/September 2013. Among all
children, statistically significant declines were observed in the prevalence of iron deficiency (as mea-
sured by either serum ferritin or sTfR) and iron deficiency anemia. Among children without evidence
of inflammation, a similar magnitude of decline in prevalence of anemia, iron deficiency and iron de-
ficiency anemia was observed. The percentage point declines observed between the 2009 and 2013
surveys was similar to those observed before and after a pilot home fortification program in the Talas
oblast where declines were observed in the prevalence of anemia (50.6% versus 43.8%, p=0.05); total
iron deficiency (either low ferritin or high sTfR) (77.3% versus 63.7%, p<0.01); and iron deficiency ane-
mia (45.5% versus 33.4%, p<0.01) (Serdula 2013).

Between 2009 and 2013, the prevalence of wasting among children remained stable while the preva-
lence of stunting decreased from 19.6% to 11.7%. The decrease in the prevalence of stunting from 2009
to 2013 was surprising because in the Talas Oblast pilot program, the prevalence of stunting increased
from 10.7% to 17.0% (CDC, 2011). The largest difference in stunting prevalence between the 2009 and
2013 surveys was seen among children 24 to 29 months of age. It should also be noted that the age
pattern of stunting differed between the two surveys. In 2009, the prevalence of stunting nearly doubled
from 18 to 23 months to 24 to 29 months whereas in 2013 the prevalence of stunting was similar across
these age categories. Although the anthropometric equipment and training was the same in the 2009
and 2013 surveys and the variance (SD) in measurements was similar, it is still possible that possible that
the decrease in stunting may be due to differences in measurement or ascertainment of age.

Unexpectedly, the prevalence of vitamin A deficiency was significantly higher at follow-up compared
to the baseline. Given the positive laboratory bias observed by comparison with the VITAL-EQA stan-
dard, the actual prevalence of vitamin A deficiency could likely be higher than the reported prevalence
in 2013. Unfortunately, there is no accepted quantitative method for adjusting the values. The labora-
tory internal QC however is acceptable (3.8% for the 2013 survey), where a CV of about 10% provides
acceptable precision during an ELISA technique (Erhardt, 2004; Haynes, 2008). The reasons for the in-
crease in prevalence of vitamin A deficiency remain unclear as previous micronutrient powder inter-
ventions have shown either no change or an improvement in vitamin A deficiency. The previous pilot
intervention in one district of the Kyrgyz Republic showed no significant impact of home fortification
on vitamin A status (Serdula 2013).

Because of the low prevalence of vitamin A deficiency in the 2009 survey, the Ministry of Health dis-
continued its routine vitamin A capsule distribution program. Although Vitamin A capsule distribution
programs have been found to only transiently (<2 months) increase the distribution of serum retinol
(Palmer 2102), the capsule distribution program may still have had an effect on retinol levels at base-
line. Inthe 2009 survey, of children 6 to 29 months, 94% were reported to have received vitamin A cap-
sules, 66.8% of whom had received capsules in the previous 2 months. Nonetheless, because vitamin
A was included in the MNP, discontinuation of the capsule program would not have been expected to
result in an increased prevalence of vitamin A deficiency.

IYCN indicators showed a general improvement. During both survey years, breastfeeding was initiated
for almost all children. Comparing the 2009 and 2013 surveys, the prevalence of exclusive breastfeed-
ing under 6 months increased nearly doubled from 22% to 40% and early initiation of breastfeeding in-
creased from 71% to 85%. It is possible that at least some of these differences may have resulted from
the IYCN program. However, it should also be noted that, although the IYCN questions were worded
identically, the placement of the infant feeding module was different in the two surveys.
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In any case, causal inferences cannot be made in comparing the two cross-sectional surveys. Although
the demographic characteristics were similar between the baseline and follow-up surveys, without a
control population, it is not possible to account for secular changes. During the four years between
surveys, changes independent of the micronutrient program could have affected population micro-
nutrient and anthropometric status. Government instability and decreased access to food caused by
the increase in food prices which began in 2010, may have influenced the micronutrient status in the
population (Ortiz, 2011). Furthermore, we cannot distinguish the effects of the nutrition education
program from the micronutrient powder program. Strengths of our design are that indicators of iron
and vitamin A status were measured and that inflammatory markers were measured to adjust for po-
tential differences in inflammation status of the population in the pre- and post-surveys.

The Kyrgyz Republic will be among the first countries in the world to document improvement in iron
status before and after implementing an integrated IYCN/MNP home fortification program on a na-
tional scale (with the exception of Bishkek). Our pre and post surveys showed a reduction in iron defi-
ciency in the Kyrgz Republic after this national-scale micronutrient powder program was implemented
through a primary health care system in combination with an IYCN health education program and
extensive community mobilization.
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English

2013 NATIONAL NUTRITION AND DIET SURVEY
May 6, 2013 - DRAFT

Fill the following information before beginning the interview.

HH1. Cluster number I:I:l HH4. Supervisor’s code :I:l
HH2. Interviewer code :l:l HH5. Data entry operator code :l:l

HH3. Day/Month/Year of interview: HH6 Oblast code
| [ | [ 1+ ] 3 ] 02 Issyk - kul 05 Batken 08 Chui
d d m m y y 03 Jalalabad 06 Osh Oblast 11 Bishkek city
04 Naryn 07 talas 21 Osh City

HH7  Rayon code [ [ |

HH8. Result of interview HH9. Result of anthropometry HH10. Result of capillary sample HH11. Location of data collection
Completed 1 Completed 1 Completed 1 Clinic 1
Refused 2 Not completed 2 Not completed 2 Home 2
Partially completed 3 Partially completed &l Partial in clinic / &
Not available to interview 4 partial in home
HH12. In what language was the interview conducted? ID Label - CHILD

Kyrgyz 1 Affix child label here

Russian 2

Uzbek &)

Other (specify) 4
HH13. Does this caretaker have more than one child in this survey?

yes 1

no 0
HH14. Child's Date of Birth If birthday is before February 1, 2011 or after January 31, 2013, the child

cannot participate. Explain this to the mother and thank her for coming.
I I I I I | =
d d m m y y If birthday falls between February 1, 2011 and January 31, 2013 => G1

**For questions G1-G3, obtain information G3. What is the last date that the child received Gulazyk

from Green Journal (GJ) in clinic (according to the GJ)?
G1. Has child ever received Gulazyk? | T | [ [ [

yes 1 d d m m y y
no (or not listed in GJ) 0

G2. Has child received Gulazyk within 3 months of
today's date?
yes 1
no (or not listed in GJ) 0

If no data is collected on child: Find the following information (NR1-NR5) from the clinic, the medical worker, the VHC volunteer or
by going to the child's home. If data is collected on a child: SKIP TO CONSENT FORM

NR1. What is the gender of the child? NR4. Does the mother work/study outside of the home?
1=male 2=female
NR2. What is the ethnicity of the mother? 1=yes 0=no 8=don't know/can't find out
Kyrgyz 1 |:| NR5. Reason for not coming to the interview?
Russian 2 family moved from village permanently 1
Kazakh 3 mother refused 2
Uzbek 4 family (husband, mother-in-law, etc.) refused 3
Tajik 5 mother sick 4
Uigher 6 child sick 5
Other (specify) 7 mother had to work 6
Don't know 8 was not invited by the health clinic 7
NR3. How many brothers/sisters does the child have? temporary migration 8
Other (specify) 9
(put 88 if don't know/cannot find out) Don't know/can't find out 10

Note: If no data is collected on child, form concludes here (after completing NR1-NRS5). Interviewer should move on to the next child.




We are from the Ministry of Health and the National Statistics Committee. We are working on a joint project concerned with child diet, nutrition and
health. | would like to talk to you about this and record your answers to some questions that | have. This interview will take approximately 20 minutes.
After the interview, we will weigh and measure your baby and take a small blood sample the finger of your baby. From this sample we will be able to
inform you if your baby has anemia. The only direct benefit to you is the knowledge of your baby's anemia status. The risks are small and consist of the
possible discomfort caused by pricking the finger in order to draw the blood sample. The discomfort will only be temporary and will not be very great.
All of the information we obtain will remain strictly confidential and nobody will know that the information is yours, however, your hemoglobin results will
be shared with your village health clinic. You have the right to choose whether or not you would like to participate, and there are no consequences if
you decide you would rather not participate. At any time during the interview, weight and length measurement, or blood sample collection you may
decide that you no longer wish to participate, and we will stop the interview. If you agree to participate, | would like you to sign this form. May we
begin?

Would you please sign?

If permission is given, ask respondent to sign here and begin the interview. Agreed to participate? |:|
yes 1
no 0
(Signature) (Name)

Permission for child's participation

Signature of interviewer confirming that the respondent agreed to participate and signed this form:

Signature Date
HH15. What is your name? HH20. What is your relationship to (child's name):
mother 1
grandmother 2 1-GU1
(last, first, middle initial) aunt 3
HH16. What is the name of the child? other 6
(specify)
(last, first, middle initial)
HH17. What is the gender of the child HH21. Why is (child's name)'s mother not here today?
1= male 2=female
HH18. How many brothers/sisters does the child have? I:l
working/studying 1
(put 88 if don't know/cannot find out) sick 2
HH19. What is the mother's date of birth? did not want to attend 3
| | | | | family did not allow 4
d d m m y y y y busy at home/with housework 5
other 7
(put 8888 for year if don't know/remember) (specify )
don't know 8
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Gulazyk Module

GU1. Have you ever received a package of Gulazyk
like this for (child's name)?
(show Gulazyk sachets)

8= don't know 0—-C3

1=yes 0=no

GU2. Is (child's name) currently taking Gulazyk?

1=yes 0=no 8=don't know 1-GU5

GUS3. Why isn't (child's name) currently taking Gulazyk?
Don’t read out! Circle each answer mentioned.

A. Too difficult to remember to give Gulazyk

GU
GUB6. How often does/did (child's name) consume Gulazyk?
5->GU11
Every day for one month 1
1 sachet per day for 15 days, 2
then a break for 15 days
Every other day 3
Other schedule 4
(specify)
Never yet received 5
Don't know 8

B. Child experienced side effects/diarrhea

R. Child experienced side effects/skin/allergy

S. Child experienced side effects/other

(specify)

C. Child does not like food when Gulazyk is added

GU7. How many sachets of Gulazyk has (child's name)
consumed within 2 months?
88 if don't know/remember
99 if haven't yet taken for 2 months
00 if none

[ T ]

D. Gulazyk makes the food taste bad

E. Gulazyk changes the color of the food

F. Mother/caretaker doesn't like Gulazyk

G. Health care worker told me to stop using Gulazyk

GU8. Have you noticed any changes in the color of the food to which

Gulazyk is added?
[ Jo-cus
1=yes 0=no

H. Ran out of Gulazyk

|. Children should receive natural vitamins from food

L. We have been away from home

GUB8a. Is this change in color a concern for you or your child?

1=yes 0=no

N. Child has been sick

O. Don't know

P. Belief that Gulazyk is harmful to the child

Q. Heard on the TV or radio that Gulayzk is harmful

GU9. Have you noticed any changes in the taste of the food to which

Gulazyk is added?
[ Jo-cuto
1=yes 0=no

T. Child is >24 months

U. Other

:‘ —HlO|T|Oo|Z|r|[—|T|®(M|mM|TO|O | |(w|>

GU9a. Is this change in taste a concern for you or your child?

1=yes 0=no

(specify )

GU4. At what age in months did (child's name) stop

GU10. Does/Did (child's name) usually consume the entire portion of
food into which Gulazyk is/was mixed, or does he/she
consume less than the entire portion?

(specify)

consuming Gulazyk? Consumes entire portion 1
:I:l Consumes less than full portion 2
88 if don't know/remember m m Don't know 8
99 if still consuming GU11. When you run out of Gulazyk sachets do you plan to continue?
77 if never started 1 or 2—E1
1=yes 0=no 2= child is >24 months 8= don't know
GU12. What are the reasons that you will probably not continue
GUS5. How did you obtain Gulazyk for (child's name)? to give Gulazyk?
| go to the health clinic 1 Do NOT read each item, circle all answers mentioned
Medical worker brings Gulazyk to my home 2 A. Too difficult to remember to give Gulazyk
Both (of above answers) 3 B. Child experienced side effects
C. Child does not like food when Gulazyk is added
Other 8 D. Family member doesn't want to use

E. Health care worker told me to stop using Gulazyk

F. Children should receive natural vitamins from food

G. When | run out of Gulazyk my child will be >24 months
H. Belief that Gulazyk is harmful to children

I. Heard on TV or radio that Gulazyk is harmful

J. Other (specify)
K. Don’t know
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Effects Module E
E1. Have you noticed any positive changes in your child since he/she E3. Have you recommended Gulazyk to other families?
started taking Gulazyk that you believe are due to Gulazyk?
1=yes 0=no 0—-E3 1=yes 0=no 8=don't know
E2. What are the positive changes that you noticed in your child?
Do NOT read each item, circle all answers mentioned
More energy A
Better growth B
More curiosity/intelligence C
Improved eyesight D
Gets sick less often E
Increased appetite F
Overall seems better/healthier G
No positive changes noticed H
Other |I|
(specify)
Communications Module C
C1. Did you receive this brochure about Gulazyk? C4. Have you heard about Gulazyk on the radio?
(show brochure) I:l
1=yes 0=no 8=don't know 1=yes 0=no 8=don't know
C2. Did you read the brochure? C5. Do you have a television?
1=yes 0=no 8=don't know 1=yes 0=no 8=don't know 0: if mother-WM1
if NOT mother->BF1
C3. Do you have a radio? C6. Have you heard about Gulazyk on the television?
1=yes 0=no 8=don't know 0-C5 1=yes 0=no 8=don't know
If respondent is mother->WM1
If respondent is NOT mother: SKIP TO BF1
Woman’s Module WM
WM1. What is your ethnicity? WMS5. Do you currently work or study outside the home
Kyrgyz 1 (for example, as an employee, business owner, laborer
Russian 2 in fields, etc.)? 0—BF1
Kazakh 3 1=yes 0=no
Uzbek 4
Tajik 5
Uigher 6
Other (specify) 7 WM6. What type of work or study do you do?
Don't know 8
WM2. What is the highest level of school you completed? laborer (in the fields) 1
Never attended 0 vender of food, fruit, homemade goods or other 2
Primary (1-4 grades) 1 employee in a business 3
Incomplete secondary (5-9) 2 business owner 4
Complete secondary 3 professional (nurse, doctor, teacher, pharmacist, etc.) 5
Technical school 4 student 6
Higher 5 other (specific) 7
Religious curriculum 6 Don't know 8
Don't know 8 WM?7. How many hours a day do you USUALLY work or
WM3. Are you currently married? | study outside of the home? (put 88 if don't know)
1=yes 0=no 0—-WM5 WM8. Who USUALLY feeds (child's name) while you

WM4. What is the highest level of school your spouse completed?

Never attended

Primary (1-4 grades)
Incomplete secondary (5-9)
Complete secondary
Technical school

Higher

Religious curriculum

Don't know

0 oo s WN O

are outside of the home?
The mother (takes the child with her)
Baby's grandmother
Baby's sisters/brothers
Baby's father
Other family member
Baby sitter
Day care / children's garden
Other (specify)
Don't know

|

© 0N OPr WN =
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Breastfeeding and Infant Feeding

BF

Now | would like to ask you some questions about the breastfeeding and feeding of (child's name)

BF1. Was (child's name) ever breastfed?
1=yes 0=no 8=Don't know 0 or 8—-BF3

Now think about everything (child's name) has drunk or eaten since this
time yesterday. Don't forget snacks and eating or drinking during the

BF2. Approximately, how long after birth was (child's name) first

night or things (child's name) ate with someone other than yourself.

put to the breast?

Immediately (< 1 hour after birth) 0
During first 24 hours 1
Between 24 - 48 hours 2
> 48 hours 3
Don't know/remember 8

BF6. Since this time yesterday, was (child's name) fed any of the
following items?
(read each item aloud and record response before continuing)
1=yes 0=no 8=don't know

a Breastmilk

b Animal milk, yogurt, kefir, cheese, etc.

The next few questions are about the first time (child's name)
was fed something other than breastmilk.

¢ infant formula or powdered milk

(probe: what was the name?)

BF3. How old was [child’s name] in months when (he/she) was first
fed animal milk, powdered milk or formula?
(if less than 1 month put 00, if NEVER fed milk, powdered
milk or formula put 99, if don't know put 88)

(round down to nearest whole

month)

m m

Brand name?

d haricot, pea or nuts

e kasha, potatoes, noodles, beet

f meat, fish, poultry, liver/organ meat

g eggs

h carrots, pumpkin, tomatoes

BF4.The next question is about liquids. Please include all liquids
such as animal milk, powdered milk, formula, juice, water,
sugar or fruit water, tea, or anything else that (child's name)
might have been given. How old was (child's name) in months when
he/she was first given any liquid, even tea, other than breastmilk?
(if less than 1 month put 00, if NEVER fed anything other
than breastmilk put 99 if don't know put 88)
(round down to nearest whole

month)

m m

i other fruit or vegetable (spinach, dried i

apricots, cucumbers, etc.)

j bread or biscuit j

k baby cereal/food which was purchased k

Brand name?

BF7. Since this time yesterday, how many times was
(child's name) fed: (if more than 7 put 7. If don't know put 8)
("fed" means any meal or snack, excluding trivial amounts)
a any solid, semisolid, or soft food such as porridge,

BF5. The next question is about solid or semi-solid foods. Please
include all solids such as porridge, rice, cereal, bulymak or
anything else that (child's name) might have been given.

How old was (child's name) in months when he/she was first fed
any solid food?
(if less than 1 month put 00, if NEVER fed anything other
than breastmilk put 99 if don't know put 88)

I:l:l (round down to nearest whole
m m

month)

cereal, meat, vegetables, cookies, fruit, etc.

b Breastmilk

¢ animal milk, powdered milk or formula

Q 0 T o

d anything from a bottle

BF8. Has (child's name) stopped breastfeeding?

1=yes 0=no 0—AB1

BF9. At what age in months did (child's name) stop breastfeeding?

(put 88 if don't know/can't remember)

Attitude, Behavior Module

AB

to know what you think about these topics.

We are interested in knowing what mothers think about breastfeeding and feeding of their babies. | would like to ask you what you think
about breastfeeding and feeding of your baby. Remember there are no right or wrong answers to any of these questions. We just want

AB1. Using this scale, how would you describe the importance
of breastfeeding for a baby's health and nutrition?

(show the scale and note the number that corresponds to the answer)

AB4. In your opinion, at what age in months should a baby start
drinking other liquids like tea, water, milk, etc.?

(note 00 if < 1 m; 88 if don't know) m m

AB2. In your opinion, should a baby be breastfed?
1=yes 0=no 8= don't know 0 or 3—AB4

ABS. In your opinion, at what age in months should a baby start
eating foods like porridge, cereal, bulymak, etc.?

AB3. In your opinion, how long in months should a baby be
breastfed?
(note 00 if < 1 m; 88 if don't know)

(note 00 if < 1 m; 88 if don't know) m m

AB6. Some people think there are advantages to breast-
feeding while some people do not. In your opinion,
are there advantages to breastfeeding?

|

1=yes 0=no 8= don't know

Dietary Advice Module

DA

When a family has a new baby, many people give advice on breastfeeding and feeding the baby. | want to ask just about the advice you have
received, it doesn't matter if it is advice you followed or not. | am just interested in what people have told you and who you have heard it from.

DA1. Did a doctor, nurse, midwife or feldsher give you advice
on breastfeeding?
1=yes 0=no 8=don't know

0 or 8-VS1

DA3. At what age (in months) did a doctor, nurse, midwife
or feldsher advise you to stop breastfeeding?

[T 1]

DA2. For how long (in months) did a doctor, nurse, midwife

00if<1m m m
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or feldsher advise you to breastfeed without giving
other liquids or solids?

(Put 00 if < 1 m; 88 if don't know/remember; 99 if m

they did not give advice on length or did not specify exact length)

88 if don't know/remember
99 if they did not give advice on length
or did not specify exact length)

Vitamins/Supplements Module

VS

| am now going to ask some questions about vitamins and supplements your baby might have taken. Some

people take these supplements and some don't and that is okay.

VS1. Has (child's name) ever taken a Vitamin A capsule
like this one?

VS6. How long ago (in months) did (child's name) stop taking the iron
syrup or drops?

Show 100,0001U for 6-11 month old ~ 0—VS3 [ T 1
Show 200,0001U for 12-29 month old 8—-VS3 (mark 00 if <1 month; mark 88 if don't know/remember) m m
1=yes 0=no 8= don't know VS7. For how long (in months) did (child's name) consume, or has

VS2. How long ago (in months) did (child's name) take the most (child's name) been consuming, iron syrup or drops?
recent vitamin A capsule?

(note 00 if < 1 m; note 88 if don't know/remember) m m (note 00 if <1 month; note 88 if don't know/remember) m m

VS3. Have you ever been told by a doctor or nurse that
(child's name) had anemia?

|

VS8. Have you, or someone else, ever given (child's name) any of
these other vitamin or mineral supplements?

1=yes 0=no 8=don't know (read the list and mark each answer)
a Vitamin D a

VS4. Has (child's name) ever taken iron syrup or drops like this? b Fish oil b

(show iron syrup and drops) 0—-VS8 ¢ Multi-vitamins c

1=yes 0=no 8=don't know 8—-VS8 d Zinc d
VS5. Is (child's name) currently taking iron syrup or drops? e Other e

(specify)

1=yes 0=no 8=don't know 1-VS7 1=yes 0=no 8=don't know
Household Characteristics Module HC
| would now like to ask you a few questions about your home and those who live in it.
HC1. Does your family currently receive the universal monthly benefit?

1=yes 0=no 8= don't know

Anthropometry AN

Now | am going to measure the length and weight of your baby.

AN1. Were anthropometrics taken from the child?
1=yes 0=no 1—AN3

AN4. Child's length/height (cm)

I I I | [ 1

AN2. Why not?

1 = refused (cried, kicked, etc.) 3=not present
2 = mother/guardian refused 4 other (specify)

AN5. Was length/height of child measured lying down or standing up?

ANS3. Child's weight (kg)
| | | |

1 = Lying down (children less than 24 months of age)
2 = Standing up (children 24-29 months of age)

Blood Sample Module BS
The last thing we will do today is take a small sample of blood from the finger of your baby. This might cause a little discomfort from the stick
but we will be able to tell you if your baby has anemia.
BS1. Was a capillary sample obtained from the child? BS4. Hemoglobin concentration from Hemocue
1=yes 0=no 1-BS3 | | | . ] | g/dL
BS2. Why not? | (put 88.8 if not measured/don't know)
1 = refused (cried, kicked, etc.) 4 = technical difficulties BS5. ID Label - CHILD
2 = mother/guardian refused 5 = other (specify) Affix child label for blood here
3 = not present Go to —»BS5

BS3. Approximately how many microliters of blood were
collected in the microtainer?

Signature of site supervisor confirming child was referred to primary health care provider for treatment if hemoglobin <8.0 g/dL

Signature

Date

Don't forget to provide the mother with the hemoglobin measurement results
Ask mother to sign here to confirm receipt of hemoglobin measurement resul

for her child.
Its and referral (if appropriate).

Signature

Date

Signature of site supervisor confirming they have checked the questionnaire

and it is complete:

Signature

Date

Interviewer Comments:
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Russian

2013 HALUMOHAIIbHOE UCCNEAOBAHUE NO NUTAHUIO
6 mas, 2013 - MpeaBapuTenbHbIi BapUaHT

B3anonHume cnedyrowyto uHgopmayuro neped Hayanom UHMEePSbIo.

HH1. Homep knacTepa C T 1 HH4. Kon cynepeaiisepa T 1
HH2. Koa uHTepBbio I:l:l HH5. Kon onepatopa BBefeHUst AaHHbIX I:l:l

HH3. [lenb/Mecsau/lloa npoBeAEHNS UHTEPBbIO: HH6. Kog obnactun
[ [ [ 1 T 3 1] 02 Ucebik-Kynb 05 BaTkeH 08 Yyt
A a M M r r 03 Xananabag 06 Owckast obnacte 21 Mopop Ow
04 HapblH 07 Tanac

HH7 Kop paitora | [ [ | | |

HH8. PesynbTat nHTEpBbLIO HH9. PesynbTat aHTponomeTpun HH10. PesynbTtaT aHanvsa HH11. MecTo cbopa AaHHbIX
KPOBYU

MpoBepeHo 1 MpoBeaeHo 1 MpoBepeHo 1 Mepnyupexaerne 1

OTka3 2 He npoBeaeHo 2 He npoBegeHo 2 Ha pomy 2

YacTnyHo npoBeaeHo 3 YacTnyHo npoBeaeHo 3 YacTuuHo B meayup., 3

OTCYTCTBME VHTEPBLIOUPYEMOrO 4 YaCTU4YHO Ha AOMY

HH12. Ha kakom 53blke NPOBOANNOCH UHTEPBbLIO? Buvpka ¢ ngeHTudunkaumoHHsIM Homepom pebeHka
Kbipreiackom lNpukpenums Homep pebeHka 30ech
Pycckom
Y36ekckom
Apyrom (ykaxuTe)

BN =

HH13. MmeeT nu gaHHoe nuuo, obecneunBatoLLee yxof 3a pebeHkoM 1 yyacTByloLlee B uccnepaoBaHum, 6onee ogHoro pebexka?

Aa 1
Het 0

HH14. [aTa poxaeHusi pebeHka ecnu pebeHok poauncs Ao 1 creBpans 2011 r. unu nocne 31 auBaps 2013 r.,

pebeHoK He MOXEeT NpUHUMAThL yyacTue B uccnenoBaHun. OGbscHUTe 9TO MaTepu
[ [ [ [ [ | —> wnnobnaropapute ee 3a BuauT.
i} a M M r r ecnv fieHb poxaeHus npuxoautca mexay 1 ceBpans 2011r. u
31 auBaps 2013r. => G1

**[lns BonpocoB G1-G3 Bo3bMuTE MHOPMALIWIO G3. Korga nocnepHwii pa3 pebeHok nonyyan Mynsasbik
u3 3enerozo XypHana (3X) e nonuknuHuke (cornacHo 3)K)?

GT.Tionyuan nv Korpa-nvbo peGeHok Tynsseik? L ] | [ | [ |
na 1 i} il M M r r
HeT (M1 He oTmeyeHo B 3XK) 0

G2. Monyyan nu pebeHok ynsasbik B TeYeHne 3 mecsiues
HauuHasi C aToro AHs?

na 1
HeT (M1 He OTMeYeHo B 3XK) 0

Ecnu Ha pebeHka otcyTcTByeT uHcbopmaums: Monyunte cneaytowlyro nHdopmaumio INR1-NR5) B nonuknuHuke, y meapabothuka, BonoHtepa CK3 nnm

BO BpeMms nocelleHns pebeHka Ha gomy. Ecnn nhcopmaums Ha peberka nmeetca: TIEPEXOOUTE K ®OPME HA IAYY COMMACUA

NR1. KakoB non pebeHka? NR4. PaboTaet/yuntca nu maTtb 3a npegenamMu Mecta npoXxuwBaHus?
1=Myx 2=xeH

|:| NRS5. MpuynHa Hey4acTusi B UHTEPBLIO?

NR2. KakoBa HaunoHanbHOCTb Matepu? 1= pa 0=HeT 8 = Hen3BeCTHO/HEBO3MOXHO y3HaTb
Kblpriiska 1

Pycckasn 2 ceMbsi HaBceraa yexana us cena 1
Kasaluka 3 oTKa3 matepu 2
Y3beuka 4 0oTKas cembt (Myxa, CBEKPOBU U T.A.) 3
Tapknyka 5 6onesHb maTepu 4
Yiirypka 6 6onesHb pebeHka 5
[pyroe (ykaxuTte) 7 3aHSATOCTb MaTepu Ha paboTe 6
He 3Hato 8 OTCYTCTBUE MPUIMALLEHUS U3 MONIMKIMHUKNA 7
NRS3. Ckonbko 6paTbes/cectep y pebeHka? BpeMeHHas murpauus 8
apyroe (ykaxute) 9
(nocmasbme 88 ecriu Heu38eCMHO/HE803MOXHO y3Hamhb, HEen3BeCTHO/HEBO3MOXHO Y3HaTb 10

Mpum: Ecnn Ha pebeHka HeT nHdopmaumu, hopma 3akaHunBaeTcsi 3aechk (nocne 3anonHenns NR1-NR5). MNepexoaguTe k onpocy cneaytoliero pebeHka

Mol 13 MuHUCTEpCTBa 3ApaBooxpaHeHust u Hatcratkoma. Mbl paboTaem B pamkax NpoekTa Mo NUTaHuIo 1 300poBbto AeTeil. MHe Bbl XoTenock NoroBopuThb ¢ BamMu 06 3Tom
1 3anucaTh Ballv OTBETbI Ha BOMPOChI, KOTOPbIE A BaM 3aAaM. VIHTepBbio 3aiiMeT npumepHo 20 MUH. Mocne MHTEPBLIO Mbl B3BECUM 1 M3MepUM Ballero pebeHka, a Takke
BO3bMEM Yy HEro HeGorbLLION aHaIn3 KPoBM, U3 KOTOPOTO Mbl Y3HaeM ecTb N Yy Ballero pebeHka aHemus, YTo GyaeT oueHb noneaHo Ans Bac. Mpu aToM, pucku o4eHb
HeGorblUMe, COCTOSLLME TOMBKO M3 HEMPOAOIMKMTENBHOTO U HECUIBHOTO AVckoMdopTa Npu NpoTbikaHUy Nanblia pebeHka npu 3abope kposu. Bee Balum oTBETHI ByoyT
CTPOro KOHUAEHLMAnNbHbI, HUKTO HE Y3HAET, YTO 3TO BallM AaHHble, TONbKO pe3yrnbTaTbl U3MEPEHNs YPOBHS reMornobnHa ByayT npefocTaBneHbl B Ballly MOMMKIMHKY.
Bbl MOXETE COrnacuTbes U 0TKa3aTbCst OT Y4aCcTUsi B UHTEPBbIO, HUKAKUX HEraTUBHBIX MOCNEACTBUIA B Crly4ae Ballero oTkasa He 6yaeT. B nio6oit MOMEHT MHTEPBbIO,
M3MepeHns Beca 1 pocTa U aHanuaa KpoBM Mbl MOXETE 0TKa3aTbCsl OT arnbHelilero yyactus. Ecnu Bel cornacHbl y4acTeoBaTh, Noxanyiicta noanuwmnTe aty popmy.
Mbl MOXEM HaunHaTb?

Moxanyicta nognuwmte?

Ecnu pa3peweHue rosy4eHo, nonpocume pecrnoHoeHma nodnucams 30ech U Ha4yuHalime UHMep8sbIo. Bbl cornacHbl yyacTBoBaTh? :l
na 1
HeT 0

(Moanuces), (VIms),

PaspelueHve Ha y4acTue pebeHka

nOﬂﬂMCb WHTEpBblOepa, NoATBepXaatoLwias, YTo peCcnoHAEeHT fian cornacue Ha yyactue u nognucan AaHHyo d)OpMyf

Moanucb [ara




HH15. Bawe nms?

HH20. Kem Bbl npuxoauteck pebeHky (Mms pebeHka):

(bammnus, umsi, 0T4ECTBO)

HH16. Ums pebeHka?

matb 1 1->GU1
6abyLika 2
TeTa 3
Apyroe 6
(yKkaxkume)

(hammnus, umsi, 0T4ECTBO)

HH17. MNon pebexka
1= MYXCKOW 2= K€HCKWI

HH21. Mouemy cerogHs maTb pebeHka (MMsi pebeHka) He NpuHUMaeT

HH18. Ckonbko y peberka 6paTtbes/cectep?

(mocmasbme 88 ecriu Heu38ecmHO/HE803MOXHO y3Hamhb)

y4yacTvie B UHTEpPBbIO?

paboTtaeT/yuntcs
BonbHa

He 3axoTena y4yacTtesoBaTb

HH19. [aTa poxaeHus matepu?
| [ [ [

3anpeT cembm

a a M ™ r r r r

(nocmasbme 88 ecnu HeU38eCMHO/HEBO3MOXHO y3Hamkb)

3aHsiTa gomallHen paboton
Apyroe

NOOBAsWN =

(ykaxure)

oo

He 3Hato

rMonynb F'ynAsbik

GU

GU1. Monyyanu nu Bbl Takoi Habop MNynssbik

ANA Batdero-paberka (Mma pebeHka)?

(nokaxkume nakemuk [ynsa3bik)

1

GUB. Kak yacTo (umsi pebeHka) ynotpebnset Mynsabik?

—TT

1=pa 0=HeT 8= He 3Hal0 0->C3
GU2. YnoTtpebnsiet nu (umsa pebeHka) N'ynssbik B HacTosiLee BpeMs?
1=pa 0 = HeT 8= He 3Hal 1>GU5

GU3. Moyemy (Mms pebeHka) He ynotpebnsiet Mynssblk B HacTosilLee Bpemsi?
He yumams ecrnyx! Obeecmu Kpyxkom omeem.

Kaapbln AeHb B Te4EHUe 0gHOro MecsiLa 1
1 nakeTuK B AeHb B TeyeHune 15 gHew, 2
nocne nepepbia B 15 gHei
Yepes aeHb 3
[pyroe pacnucaxue 4
(ykaxuTe)
Hwvikorga He ynotpebnsan 5
He 3naio 8

A. TspKkeno NOMHUTL O TOM, YTO HYXHO AaTb [ynasbik

B. Y pebeHka nobouyHble sBneHus/anapes

GU7. Ckonbko nakeTukoB Nynsabika pebeHok (ums peGeHka)

R. Y pebeHka no6oyHble SBNeHUs/KoxXHble/anneprus

ynoTpebun B TeueHue 2 mecsiLeB?

w|xo|m| >

S. Y pebeHka noboyHble ABNeHus/apyroe

88 ecnu He 3Haem/He nomHUM

(ykaxure),

00 ecnu HU 00HO20

C. PebeHky He HpaBWTCsi efa ¢ Mynsabikom

LT ]

D. l'ynasbik nOpTUT BKYC eabl

GUS8. 3ameTunu nu Bbl UAMEHEHUA LiBeTa e/ibl, B KOTOPYHO

E. T'ynasbik nameHsieT UBeT eapl

llulislle]

F. MaTepw/nuuy, yxaxusatoLiemy 3a pe6eHKom

pobasnancs MNynaseik?
[ Jo»cue

He HpaBuTCcAa ryﬂFlE!bIK

1=pa 0 = HeT

G. MeppaboTHuK ckasan He ynotpebnate Mynsasbik

H. Korunncsa MNynssbik

GU8a. becnokouT nu Bac nnu Balero pebeHka nsmeHeHve LBeTa eapl?

—|T(®

I D.eTI/I AOMMKHbI NONy4aTb HaTyparbHble BUTAaMUHbI

n3 NnpoAykToB

1=pa 0 = HeT

L. Hac He 6bino kakoe-To Bpemsi foMa

N. BonesHb pebeHka

GU9. 3ameTunu nu Bbl USMEHEHUs BKyca efibl, B KOTOPYLO

O. He 3Hato

P. CuutaeT N'yns3bik BpeAHbIM 4nsi 300poBbs pebeHka

Q. Cnbiwana no TB unu paavo o Bpeae MNynssbika

[no6asnancs MNynaseik?
[ Jo»cuto
1=pa 0 = Het

—|0|v|o|z|r

T. PebeHky 6onblue 24 mecsiueB

GU9a. becnokouT nu Bac unu Bawero pebeHka nsmeHeHve Bkyca efibl?

[ u ]

U. Apyroe.

1=pa 0 = HeT

(YkaxuTe)

GU10. CbepaeT nu (ums pebeHka) 06bI4HO BCIO MOPLMIO efibl, B
KoTopyto ao6asneH ynasbik unu oH ynotpednsiet

GU4. Bo ckonbko mecsiLeB pebeHok (Mmsi pebeHka) npekpatun

L1

MEHbLLYIO MOPLMIO efbl?

H. CuntaeT MNynsasbik BpeAHbIM Ans 300Bbs pebeHka

|. Cnblwana no TB vnu paguo o Bpeae N'ynssbika

J. Opyroe (ykaxute)

ynotpebnatb Mynasbik? CbenaeT BCo NOpLUIO 1
T CbenaeT MeHblue 2
88 ecnu He 3Haem/He nomMHUM ™M M He 3Hato 8
77 Hukoe0a He ynompebnsn GU11. Koraa y Bac koH4MTCSsi ['ynasbIK, Bbl NNaHUpyeTe NpoAoIKUTL ero
ynotpebnexue? 1 vnu 2-5E1
1=pa 0 =Her 2= pebeHky Gonblue 24 mec 8= He 3Hal
GU12. KakoBbl NpU4MHbI BO3MOXHOTO OTkKasa oT ['ynsseik?
GUS. I'ge Bbl nonyyaete MNynssbik Ans (ums pebeHka)?
Xoxy B Mefl.yupexaeHvne 1 He ac1yx, 06 KPYXKOM
MepnpaboTHUK NpUHOCUT MNyNa3bik Ha AOM 2 A A. Tskeno NOMHUTb O TOM, YTO HYXHO AaTb ynasbik
Ob6a BapuaHTa 3 B B. Y pe6eHka nobouHble siBneHus
C C. PebeHky He HpaBuTCs efa ¢ Mynssblk
[Opyroe 8 D D. OTka3 uneHa cemby Ucnonb3oBaTh Mynasbik
(ykaxure) E E. MeppaboTHuK cka3an He ynotpebnste Mynasbik
F F. [leTl BOMXHbI Nony4YaTb HaTyparnbHble BUTaMUHbI U3 MPOAYKTOB
H
|
J
K

K. He 3Hato

rMonynb BnusaHue MNynasbika

E1. 3ameTunu nu Bbl ynyyienns y Bawlero peberka 6narogaps N'ynssbiky
C Tex nop, Kak OH Hayan ero ynotpebnsrb?

E3. PekomeHgoBanu nu Bbl Myns3bik APYruM cemMmbsam?

1

1=pa 0=HeT 8= He 3Haw

1=pa 0 =HeT 0->E3
E2. Kakve ynyudiienuns Bbl 3ameTvnu y Baluero pebeHka?
He ecyx, 06 KPYXKOM

Bonblue aHeprum

Jyywnia poct

Bonee nto60o3HaTeNbHbIN/CO0BpasnTENbHbI
Yny4ywunock 3pexvie

MeHbLue 6oneet

YnyJwexve annetuta

BoobLuem BbIrMSANT nyylue/3goposee

——

®|mm|olo|m|>

(ykaxxume)
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Moaynk BnusiHve lN'ynasbika

E1. 3ameTunu nu Bbl ynyyieHus y Bawero peberka 6naroaaps Nynssbiky
C Tex nop, kak OH Hayan ero ynotpebnsrs?

E3. PekomeHgoBanu nu Bbl Myns3bik APYruM cembsam?

L1

1=pa 0=Her 0->E3 1=pa 0=HeT 8= He 3Haw
E2. Kakue ynyulieHus Bbl 3aMeTunu y Baluero pebeHka?
He ecyx, 06 I KPY)XKOM omeem
A Bonblue aHeprun
B Jlyywmia poct
C Bonee nto6o3HaTenbHbIi/coobpasnTenbHbIi
D Ynyywmnocs 3peHve
E MeHbLue Goneet
F YnyJylweHnve annetuta
G BoobLem BbIrmaauT nyyiie/3goposee
[T lApyroe
(ykaxume)
Moaynb UHdopmauus C
C1.Monyyanu nu Bbl 3Ty GpoLutopy Npo Mynasbk? C4. Cnblwanu nu Bbl 0 Nyns3bike no pagno?
(nokaxume 6powiopy) 1
1=pa 0=HeT 8= He 3Hal 1=pa 0 =HerT 8= He 3Haw
C2. Yutanu nu Bbl 3Ty GpoLutopy? C5. EcTb nu y Bac Tenesuaop?
1=pa 0=Her 8= He 3Halw 1=pa 0 =HeT 8= He 3Hal0 0:ecnn matb—>WM1
ecnu HE mats->BF1
C3. EcTb nu y Bac paguno? C6. Cnblwanu nuv Bbl 0 ['ynssbike No TenesnaeHuo?
1=pa 0=HeT 8= He 3Hal 0->C5 1=pa 0 =HerT 8= He 3Haw

Ecnu pecnoHpert mate->WM1
Ecnu pecnoHaeHT HE maTtb: nepeiitv Ha BF1

rMo.qynb K

WM

WM1. Bawa HaunoHansHocTb?

Kblpreiska

Pycckas

Kazauika

Y3beuka

Tapxunyka

Yiirypka

[pyroe (ykaxwute)

He 3Hato

O~NOOODWN =

WM2. Kakoi HamBbICLUMI YpOBEHb BalLero o6pa3oBaHus?
Hukorga He yunnach
HavanbHas wkona (1-4 knacchbl)
HesakoHueHHoe cpeatee (5-9)

B3akoH4yeHHoe cpeaHee (11 knaccos)
Yaunue
BY3

Penwurnostoe obpasosaHue

WMS5. PaboTaeTe nu Bbl UK y4MTECH 3a Npeaenamv Mecta NpoXuBaHus

1=pa 0 =HeT

0->BF1

]

WM6. Kem Bbl paboTaete( unu yuntech)?

pabounii

npopaseL| NPOAYKTOB, JOMALLHUX U3AENuii 1 T.4.

HaeMHbIii cnyaLuin B YacTHOM 6usHece

Bnapeneu 6usHeca

crneuuanuct (MeacecTpa, JOKTOp, yuuTernb, hapMaLeBT U T.4.)
CTyAeHT

apyroe (ykaxure)

He 3Halo

0o bW N=2O

He 3Haio

WM3. Bbl 3amyxem?

\WM7. Ckonbko 4acoB B AeHb Bbl 3aHATLl Ha paboTe unu yuebe?
(noctaebTe 88 ecnu He 3HaeT)

1= pa 0= HeT 0->WM5

WM4. Kakoii HauBbICLLMIA ypoBeHb 06pa3oBaHust BaLlero cynpyra?
Hwvikorga He yuuncs

HavanbHas wkona (1-4 knaccbl)
HesakoHuyeHHoe cpeaHee (5-9)
B3akoH4yeHHoe cpeaHee (11 knaccos)
Yunnuwe

BY3

Penwurnostoe obpasosaHne

He 3naio

0o OhAWN=O

\WM8. KTo 06bI4HO kOpMUT (MMsi pebeHka) koraa Bac HeT Aoma?

Matb (6epem pebeHka ¢ coboll)
Babyuwika

CecTpbl/6paTbs pebeHka

Orteu pebeHka

[pyroi YneH cembu

Hans

B aHeBHOM LeHTpe/aeTckoM cagy
[pyroe (ykaxwuTe)

He 3Hato

1| -,

©ONOOAWN =
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rMon.ynh I'pyAHOe BCKapMnupBaHWe U NUTaHue aeten

BF

Tenepb s Xo4y 3a4aTb HECKOMbKO BOMPOCOB O rPYAHOM BCKAapMUMMBAHUM U NUTaHWKW (MMs peGeHka)

BF1. Haxoguncs korga-nubo (ums pebeHka) Ha rpyAHOM BCKapMnnBaHun?
1=pa 0 = Her 8=He 3Haio 0 unu 8->BF3

Tenepb ckaxuTte 4To en unu nun (Mmsa pebeHka ) co BYepaLLHero AHs
He 3abyapTe 3aKkycku, efy Unn NTbe B HOYHOE BPEMS,

BF2. Kak ckopo (umsi pebeHka) nocre poxaeHusi Bnepsble Obin NPUnoxeH

KOTOpble MOrmnn aaBaTtb peGeHKy Apyrue YneHbl CemMbu.

K rpyan?
HemeHgneHHo (4epes 1 yac nocne
poxaeHust)
B TeueHune nepsbix 24 yacos
Mexay 24 - 48 yacamu
Mocne 48 yacos
He 3Hato/He nomHio 8

0

W N =

BF6. En nu (umsa pebeHka) co BYepaLUHero AHs 4To-T0
13 3TUX NPOAYKTOB?

(3a4yumatime 8cnyx u 3anuwume Kaxobili omeem omaAesibHO)
1=pa 0=Her 8= He 3Haw

a rpyaHoe Mosnoko

[

o
o

XMBOTHOE MOJIOKO, MOTypT, Kedup, Cbip U T.4.

CnegytoLime BONpockl 0 TOM, Koraa (Mmsi pebeHka) Bnepable MOKOPMUIN
He rpyAHbIM MOJIOKOM.

LETCKYH CMeCb MIn NOPOLLKOBOE MOJSTOKO

(y3Halime: HazeaHue?)

BF3. Ckonbko MecsiLieB 6bino (ums pebeHka), koraa oH BriepBble Nony4un
XKVMBOTHOE MOIIOKO, CyXO€ MOMOKO UM MOSIOYHYHO CMECh?
(yKaxxume nonHbIX Mecsiues)
M M
(nocmasbme 00, ecnu meHee 1 mec.; 99-ewje He nosnyyan; 88- He 3Harto)

Toprosas mapka?

dhaconb, ropox unu opexu

Kawa, kapTodens, nanwa, ceekna

MSICO, pbiBa, NTULa, NeYeHb/BHYTPEHHOCTU

anua

TQ w0 o
TQ w0 O

MOPKOBb, TbIKBa, NOMUO0PbI

BF4.Cnepytowwuii Bonpoc npo uakocTu. Mox-Ta 0603HaubTe BCE KUAKOCTU
Takwie, Kak XXMBOTHOE MOJIOKO, CyXO€ MOJIOKO, CMecH, COK, Boaa,
cnapkas unu gpykTosas Boga, Yai unu apyrue, kotopble (Mmsa pebeHka)
BO3MOXHO nony4yaeT. Bo ckonbko MecsiLieB (MMsi pebGeHka) Hayan nonyyarb
noByio XNAKOCTb, Aaxe Yal, Kpome rpyAHoro Mornoka?
(yKaxume rosnHbIx mMecsues)
M M

(noctasbTe 00, ecnu meHee 1 mec.; 99-eLue He nonyyan; 88- He 3Hato)

i Apyrve cpyKTbl 1 OBOLLM (LUMMHAT, YPIOK,

orypubl 1 T.4.)

xne6 unu neyeHbe

[leTcKkue XMnonbsi/nuTaHne KoTopoe GbIro KynneHo
Toprosas mapka?

—

BF7. Co BYepalLHero AHs CKOMbKO pa3 kopMunu (Mmsi pebeHka)
(ecnu 6onbwe 7 nocmassme 7. Ecnu He 3Haro nocmaebme 8)
("kopmunu" o3Havyaem nobyto nuuly unu 3akycky,

KpoMe He3HaqumesnbHoU nuuju)

BF5. CnepytoLwmii Bonpoc o0 TBepAoi unu nonyTeepaoi nue. Mox-ta
0603HaybTe BCIO MHLLY TaKyto, Kak Kallua, puc, kpyna, Gynambik unm
YTO-TO eLle, YTo nonyyaeT (MMs pebeHka).
Bo ckonbko MecsiueB (MMsi pebeHka) Ha4yan nonyyaTtk
ntoByo TBEPAYHO NULLY?
(yKkaxkume nosnHbIX mecsues)
M M

(noctasbTe 00, ecnn meHee 1 mec.; 99-ele He nonyyan; 88= He 3Halo)

—

a TBepgas, nonyTeepAast UK Msirkasi nuLia Tuna Katuw,
KPYrbl, Msica, OBOLLIeW, NeYeHbs!, (PYKTOB 1 T.7. a
b  rpyaHoe monoko b
C  KMBOTHOE MOJIOKO, CyXO€ MOJIOKO WIT CMECK cl
d  4TO-TO U3 BYTHINOYKU d
BF8. (Mmsi pebeHka) yxxe nepectani KOpMUTb rpyapto?
1=pa 0 = HeT 0->AB1

BF9. Bo ckonbko MecsiLeB (MMsi pebeHka) NpeKkpaTuin KOpMUTb rpyabo?

(nocmasbme 88 ecnu He 3Haro/He MOMH!O) M

Mopaynb - OTHoweHwue, MoBeaeHue

AB

BCKapMnnBaHuU1 U NUTaHUK Bawlero peGeHKa. MomHuTe HeT npaBuibHbIX UK Henp:
Balle MHeHWe no 3TMM BONpocam.

Ham WHTEPEeCHO 4TO AyMaloT MaTepu O rpyiHOM BCKapMIiMBaHUN N NUTaHUU UX petell. MHe xoTenock 6bl CMnpocuTbL Bac, YTO Bbl iymMaeTe O rpyaHoM

ABUIbHbLIX OTBTETOB Ha 3TV BOMPOCHI. Mol NPOCTO XOTUM 3HaTb

AB1. Vicnonb3ays aTy LuKany, kak 6bl Bbl OLEHUIIN BaXKHOCTb
rPyAHOrO BCKapMMMBaHUS AN 300POBbS U NUTaHus pebeHka?

(I'IOKa)KLImG WwkKany u 3anuwume Homep coomeemcmeyfomufl omeemy,

AB4. Mo BaLLeMy, BO CKOMbKO MecsiLieB pebeHKy HyXHO HauMHaTb JaBaTb
XUAKOCTU TUMa Yas, BOAbl, MOMOKa U T.4.7

(00 ecnu < 1mec, 88 - He 3Haro) M M

AB2. Mo BaLuemMy MHeHW0, pebeHKa HYXXHO KOPMUTb FpyAbo?
1=pa O=HeT 8= He 3Hat 0 unu 8->AB4

AB5. o BaLueMy, BO CKONbKO MecsiLieB pebeHka HY>XHO HaumHaTb
KOPMUTL  MULLIeV B BUAE KaLLW, Kpynbl U Gynambik 1 7.4.7

AB3. [0 BallemMy MHeHUIO, KaK ofro pebeHOK AOMKeH HaxoanTbes

LT 1

Ha rpyAHOM BCKpammnvsaHun?

(00 ecnu < 1 mec.; 88 - He 3Hal) M M

AB6. HekoTopble cuMTaloT, YTo rpyAHOe BCKapMuBaHUe nonesHo,

(nocmasbme 00 ecnu < 1mec; M Y] HEKOTOpbIE - YTO HET, MO BalleMy MHEHWIO
88 ecnu He 3Halo) rpyAHoOe BCKpamnunBaHue nonesHo?
1=pa 0=HeT 8= He 3Hal0
rMon.ynb KoHcynbTupc no MY p y DA

Korpa B cembe poxnaeTcs peﬁeHOK, MHOrve AatoT CoBeTbl OTHOCUTESTIbHO rPYAHOro BCKapMnnBaHus 1 nuTaHnsa pe6eHKa. A X04y CnpocuTb Npo 37O,
He3aBMCUMO cnegosanu nn Bbl UM UIN HET. MHe WHTEepeCHO YTO MMEHHO BamM COBE

TOBaNM 1 OT KOro Bbl Nony4vann 3T COBEThbI.

DA1. Kak gaBHo(MecsLEB) AOKTOP, MEACECTPa, akyLuep unu genbaep
KOHCYMNbTUPOBAaI Mo NoBofy rpyAHOM0 BCKapMIMBaHNS?
1=pa 0 = Her 8= He 3Hal
0 nnn 8->VS1

DA3. Kak naBHO(MecsiLieB) 4OKTOP, Me[ACEeCcTpa, akyllep unv denbawep
coBeToBan NpekpaTUTb rpyAHOE BCkapMIMBaHue?

LT 1

DAZ2. Kak naBHo(MecsiLeB) OKTOp, MeAcecTpa, akyluep unu denbaluep
coBeToBarn rpyAHoe BckapMrivBaHue 6e3 UCronb30BaHuUst Apyrmx
KWAOKOCTEN UNU TBEPAOH NULLN?

(nocmasbme 00 ecnu < 1 mec; ™M

88 - He 3Hato/He nomHIo; 99 ecnu He He KOHCYbmuposanu

10 10800y pocma unu He UaMepsisIu MOYHbIU pocm pebeHka,

M

00 ecnu < 1 mec.

88 He 3Hato/He NoMHI0

99 ecniu OHU He KOHCyTbmuposanu o nogody pocma unu
He U3Mepsinu MoYHbIli pocm pebeHka

M M
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Moaynb ButamuHbi/[Jo6aBku VS
51 3ajamM HeCKoIbko BOMPOCOB NPO BUTaMUHbI U A0GaBKM, KOTOpPble Bbl BO3MOXHO AaeTe Baluemy pebeHky. HekoTopblie
ynoTpeBnsitoT Takme [o6aBKW, HEKOTOPbIE - HET, 3TO HOPMATbLHO.

VS1. Monyyan nu (ums pebexka) koraa-nubo Tako ButamuH A B kancynax? VS6. Kak AaBHO (MecsiLeB) (umsi pebeHka) nonyyan Takow
kernesocofepxalluin CMpoN WK Kannu?
Mokaxute 100,0001U ans 6-11-mecauHbIxX aeTei :I:
Mokaxute 200,0001U ansa 12-29-mecsayHbix AeTten 0 unn 8->VS3 (nocmasebme 00 ecniu <1 mec; 88-ecnu He 3Hato/He MOMHIO) M M
1=pa 0 = HeT 8= He 3Hal0 VS7. Kak ponro (MecsiLeB) (ums pebeHka) ynotpebnsn unu ynotpebnsiel
VS2. Kak aaBHo (MecsiLeB) (umsi peberka) nonyyan Kenesocofepxalyuii cupon unu kannu?
ButamuH A B kancynax? :l:
( nocmasbme 00 ecnu < 1 mec; 88 - He 3Hato/He MOMHI0) m m (nocmasbme 00 ecnu <1 mec; 88 -ecniu He 3Hat0/He MOMHIO) M M
VS3. F'oBopun nn Bam JOKTOP WM MEACECTPa, 4To Y VVS8. laBanu N1 Bbl Unn KTO-To eLle (Mms pebeHka) kakue-nmbo
(Mms pebeHka) aHemus? 13 3TUX BUTaMUHOB U MUHeparbHbIX 406aBOK?
1=HeT 0 = HeT 8= He 3Hal0 (npoyumadtime 8cryx cruUcoK u ommembme KaxOobll omeem)
a Butamun [ a
VS4. Monyyan nu (ums pebeHka) Takoi ene3ocoaep)aLumii cupon b Peibuit xup b
UK Kannn? (MoKaxuTe cUpon 1 kannwu) ¢ MynbTuBMTaMuUHbLI c
1=pa 0 =HeT 8= He 3Hal0 0 unmn 8->VS8 d LinHk d
VS5. MonyyaeT nu (Mmst pebeHka) B HacTosILLLee BPEMS! XeNne3oCcoaepalLLmi e [pyroe e
cupon unu kannn? (ykaxute)
1=pa 0 =HeT 8= He 3Hat0 1->VS7 1=pa 0 =HeT 8=He 3Hal0
Moaynb XapakTepucTUku AOMOXO3ANCTBA HC

51 3agam elle OAMH BOMPOC O BalLeM JOME M BaLLKX Jomovaguax.
HC1. MNonyyaeT nun Balla ceMbsi yHUBEpCaribHOE exemecsiyHoe nocobne?
1=pga O=HerT 8= He 3Hal0

AHTpOnomeTpusa AN
Ceiiyac s cobupatocb U3MEpUTb POCT M BEC BaLero pebeHka.
AN1. Bbinu nn caenaxbl aHTporomeTpudeckue 3amepbl pebeHka? AN4. PocT pebeHka (cm)

1=pa 0= Her 15AN3 I [ [ T

AN2. Ecnu HeT, nodyemy? [ [

1 = He xoTen (Nnakan, NUHanca U T.4.)  3=He NpuLWnn AN5. B kakom nonoxeHuu 6bin n3mepeH poct pebeHka -nexa unm ctos?
2 = oTka3 mMaTtepwu/onekyHa 4 ppyroe (ykaxute 1->BS1
AN3. Bec pebeHka (kr) 1 =Tlexa (peTn go 24 mecsiues)

[ | | | 2 = Ctos (netn 24-29 mecsaues)

Moaynb AHanus KpoBu BS
B koHye mMbl 803bMeMm Hebobwol obpasey Kposu u3 nanbya sawezo pebeHka. Imo moxem docmasume Hebosnbwou ouckomgbopm,
HO 3amo 8bl MOXeme y3Hamb eCmb J1U y 8awe2o pebeHka aHeMus.

BS1. Bbin nu nonyyex aHanus kpoeu y pebeHka? BS4. KoHueHTpauus remornobuHa B [eMokbio
1=pa 0 = HeT 1>5BS3 [ [ . | g/dL
BS2. Ecnu HeT, noyemy? | (nocmasbme 88.8 ecrnu He 6b110 U3MEPEHO/He 3Hato)
1 = He xoTen (nnakan, NuHancsa u 1.4.) 4 = TexHu4eckme npobnembl BS5. VigeHTudunkaumoHHas bupka PEBEHKA
2 = oTka3 maTepu/onekyH 5 = ppyroe (ykaxuTe) [pukpenume 30eckb bupky pebeHka
3 = He npuwnu nepentv Ha BS5

BS3. Ckonbko NpMMEPHO MUKPONUTPOB KPOBK Bbino
cobpaHo B MUKpOTENHEP?

Moanuck koopavHaTopa, NoATBepXaatoLLero, 4To pebeHok Obin HanpasneH B MeAyYpexaeHne Ans nevyeHus, ecnm ypoeeHb reMornobuHa <8.0 g/dL

Moanuce [ata
He 3abyabTe otaate Matepu peaynbTaTthl MU3MEPEHWE YPOBHS reMorfiobuHa ee pebeHka.
I'Ionpocm'e MaTb noanucaTb 34echb ANA NOTABEPXEeHUS NonyyYyeHnsa pe3ynbTaTtoB U3SMepeHns YpoBHSA remornobuHa n MeOULMHCKOro HanpasneHnsa
(ecnn HeobxoaMMO)

Moanucb [ata
HOIJI’]MCb KoopauHaTopa noasepXaaroLlero, YTo BONPOCHUK 6bin npoBepeH U 3anofHeH:

Moanuce [ata

KomMmeHTapuu uHTepBbioepa:
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APPENDIX I
LIST OF CHILD HEMOGLOBIN RESULTS: FOR VILLAGE MEDICAL
ATTENDANT

List of Child Hemoglobin Results: For Village Medical Attendant

Team supervisor: record hemoglobin results for all children in each cluster and indicating anyone with an Hgb co
less than 8.0 g/dL; gave this form to the medical attendant at the end of each day.

Team #: I:I Cluster #: I:I:I

pate | [ | [ | 1 4
d d m m y vy

AD S o.U
Hb level g/dLiter?
No. Child name Mother (g/dlLiter) (Yes/No) Commer

01

02

03

04

05

06

07

08

09

10

11

12

13

14

15

16

17

18

19

20

21

22

23

24
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APPENDIX IV
QUESTIONNAIRES FOR 2011 AND 2012 LOT QUALITY ASSUR-
ANCE SAMPLING SURVEYS

Fill the following information before beginning the interview.

HHI1. Cluster number: HH4. Supervisor’s code

HH2. Interviewer code HHS. Data entry operator code
HH3. Day/Month/Year of interview: __ / /11 HH6. Oblast

HHS. Result of interview HH7. Rayon

ID1. Child number
Completed in person -1; Completed by phone -2; Refused in person - 3; Refused by phone — 4; Not available to interview - 5

If data is not collected on a child. Find the following information from the clinic, the medical worker, the VHC
volunteer or by visiting the home of the mother/child.

HHO9. Reason for not completing interview?
Family moved from village
Mother or family refused
Mother/caregiver is temporarily unavailable
Other (specify)
Can't find out
If'3, 7 or 8 try to identify family’s phone number

0-996- -

HH10. What is the child's birthdate?
/20

Write 8/8/2088 if DK

0 N W N =

For all children in the survey: Please abstract the information below from the Green Journal

G1. Has (Child's name) ever received Gulazyk? G2. Has the child received Gulazyk within 3 months of
1 =yes 0=no or to today’s date?
1 =yes 0=no

If not listed in green Journal put 0
If not listed in green Journal put 0. Proceed to the

interview!
G3. What is the last date that the child received Gulazyk according to the green journal?
/20
Write 8/8/2088 if DK
Hello, my name is and I am working with the Ministry of Health and the National Statistics Committee. [ am

working on a joint project concerned with nutrition of children 6 to 24 months of age. 1 would like to talk to you
about this and record your answers to some questions that I have about your child (NAME of child). The interview
will take approximately 5 minutes.

All of the information we obtain will remain strictly confidential and nobody will know that the information is yours.
Participation is completely voluntary. If we come to any point at which you do not want to asnwer, let me know and
I will go on to the next question, or the interview can be stopped at any time. If you agree If you agree to participate,
I would like you to sign this form. May we begin? Would you please sign?

If permission is given, ask respondent to sign here and begin the interview.

(Signature) Name:

HH11. What is the name of the child? HHI12. In what month and year was (child's name)
born? - Probe: What is his/her birthday?

Name: _/]20
Write 8/8/2088 if DK

Check the birthday with the calendar to be sure the child is between 6 and 24 months of age. If the mother is unsure of the
birthday, check the birthdate with the registry at the clinic. It the child is not 6 to 24 months he cannot participate. Explain this
to the mother and thank her for coming.
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Receipt and Use of Gulazyk Module

GU1. Now I would like to ask you some questions about Gulazyk. Gulazyk is a vitamin and mineral powder that can be

used to make a young child's food more nutritious.
the child eats. May I speak to this person now?
1 =yes 0=no 8=don't know

We would like to speak to a person in the household who knows what

If there is no person in the household who can answer questions about the child, ask when that person could be available

and arrange a time to return if possible.

GU2. Have you ever received a package of Gulazyk like
this for (child's name)? - Show Gulazyk sachets
1 =yes 0=no 8=don't know

If no, encourage her to visit the health clinic to receive
Gulazyk. End interview.

GU7. How many sachets of Gulazyk has (child's name)
consumed within 2 months

(put 88 if don't know/remember; put 00 if none)

GUS3. Is (child's name) currently taking Gulazyk?

1 =yes 0=no 8=don't know
If 1-GUS

GUS. How many full sachets of Gulazyk for (child's name)
do you have remaining right now? - Ask to see the remaining
Gulazyk for this child and count the number of full sachets. Put 88
if cannot locate remaining sachets. Put 99 if more than 99

GU4. Why (child's name) is not currently taking Gulazyk?
Don’t read out! Circle each answer mentioned.

Too difficult to remember to give Gulazyk

Child experienced side effects/diarrhea

Child experienced side effects/skin/allergy

©w|m |w|>

Child experienced side effects/other
(specify)
Child does not like food when Gulazyk is added
Gulazyk makes the food taste bad

Gulazyk changes the color of the food

Mother/caretaker doesn't like Gulazyk

Health care worker told me to stop using Gulazyk

Ran out of Gulazyk

Children should receive natural vitamins from food

We have been away from home
Child has been sick

Don't know

Other

TOoIZ|IC|ITEIQH|m|T|I0

GU9. Have you noticed any changes in the color or taste of
the food to which Gulayzk is added?

Yes
No 0

If0=>GU10

GU9a. Is this a concern for you or your child?

Yes
No 0

GU10. When you run out of Gulazyk sachets do you plan to
continue?

1 =yes 0=no 8=don't know

If 0 or 8 => GU11, otherwise End Interview

(specify)

GUS. How did you obtain Gulazyk for (child's name)?
I go to the health clinic 1
The medical worker brings Gulazyk to my home 2
Both (of above answers) 3

Other (specify) 8

GU6. How often
Gulazyk?
1 - Every day for one month
2 - A sachet per day for 15 days, followed by a break for 15 days
3 - Every other day
4 - Other schedule (specify)
5 — Never yet received =>GU10

8 - Don't know

does/did) (child's name) consume

GU11. What are the reasons that you will probably not
continue to give Gulazyk? - Do NOT read each item, circle
all answers mentioned

A -Too difficult to remember to give Gulazyk

B - Child experienced side effects

C - Child does not like food when Gulazyk is added

D - Family member doesn't want to use

E - Health care worker told me to stop using Gulazyk

F - Children should receive natural vitamins from diverse food

H - By the time I run out of Gulazyk my child will be >24 monthg
1 - Other (specify)

J—Don’t know

End Interview
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OMPOCHUK LQAS MO NMPOrPAMME I'YJIA3bIK

Ilepeo nauanom unmepevio yragicume ciedyouyio UHGOPMayuo.

HHI1. Homep knacrepa: HH4. Kon cynepsaiizepa
HH2. Kon untepBbroepa HHS. Kon onepaTtopa 1o Bogy AaHHBIX
HH3. nn/mM/TT npoBenenus uHTepBeto: _ / /12

HH6. O6nacts
HH?7. Paiion
ID. Homep pebenka

HHS. Pesynbrar unrepsbio

3anonneno npu ecmpeue -1; 3anonneno no meneghony -2; Omkas yyacmeosams 6 uHmepewvlo npu ecmpede - 3; Omkaz yuacmeogams 6
uHmepevio no menedony — 4; Hnmepevio He cOCMosANOCs NO NPUYUHE OMCYMCIMEUS, ONPAUUBAEMOZO - 5

B cnyuae ecnu ne cobpamvl danmwie 0 pebenke, 0Opamumecs 8 MEOUYUHCKOe YUpeHcOeHUe, K MeOUYUHCKOMY PAOOMHUKY
unu sononmepy CK3 3a ungopmayueti unu nocemume mamuv/pedenka Ha 0oMmy.

HHY9. IlpyumHa 1O KOTOpOH HMHTEPBBIO HE
COCTOsIOCH? HH10. JTata poxnenus pebeHka
CeMbs chexana ¢ IepeBHU 1 / /20
OTKa3 MaTepy WA CEMBI 2 -
Marb/poauTens BpeMEHHO He JOCTYIHBI 3
Hanuwume 8/8/2088 ecnu ne 3naem
Hpyroe
(yxaxkure) 7
He cmornu naiitu 8
B cnyuae 3, 7 umu 8 nocmapavimecv navmu Homep
meneghona cemvu 0-996- -

Hna ecex Oemeil, oxeauennvix onpocom: Iloxcanylicma, npu omeeme HA HUNCEYKASAHHbIE SONPOCLL NpUBeOUme
UHPDOPMAYUIO U3 3€NIEHO20 HCYPHANA
G1. [omyvan nu (ums peGerka) koraa-HuOyAb ['yma3pik? G2. [omy4an i peberok ['ynasslk B TeUeHNE MOCIEAHUX 3
1 =n1a O=wer MeCsIIIEB WM B HAcTOsIIee BpeMs?

1 =pma O=mHer
Ecnu nem 3anucu 6 senenom sicypnane, ykaxcume 0
Ecnu nem 3anucu 6 3senemom owcypmane uau co OHA

nocieoHetl 3anucu npouiio bonee 3-x mecayes, ykasxcume 0

G3. CormacHo 3eIeHOMY XypHaIly YKaKHTE IOCIEAHION0 1aTy Koraa pebeHok momydan ['ymasbik?
/ /20

Hanuwume 8/8/2088 ecnu ne snaem

31paBcTBYHTE, MEHS 30BYT . 51 paborato ¢ MHUHHCTEPCTBOM 3/[paBOOXpaHEeHNs U HannoHaIbHEIM CTATHCTUYECKAM KOMHTETOM
o nporpamme ['ymassik. S xoten(a) ObI HOroBOpUTE ¢ Bamu Ha 3Ty TeMy M 3amuicaTh Ballld OTBETHl HA HEKOTOPBIC U3 HAIINX BOIIPOCOB
OTHOCHTEJILHO Ballero pedeHKa. T0 MHTEPBbIO 3aiiMeT NPUOIU3UTENBHO 5 MUHYT.

Best momydeHHast Hamu HHGOpMaIHs OyJeT HOCUTh CTPOro KOH(UACHIMAIBHBIA XapaKTep, ¥ HUKTO HE Y3HAeT O TOM, YTO IIOJIyYeHHas
uHdopmanus Obuia npenocraBieHa Bamu. Bamie yuactue siBnsercs 100poBoibHBIM . Eciin BbI HE XOTUTE OTBEYaTh Ha KaKoW 10O
BOIPOC, MBI MOXKEM IE€PeHTH Ha CIeAYIONIMI MM HpepBaTh MHTEpBbIO. Ecam BBI COrIacHBI MPUHATH y4acTHE B HAINIEM OIpoce, TO,
HO’KaJIy#cTa, HOMIUIIHTE JaHHYI0 hopMy. MoxkHo HaunHaTh? [ToanmmmTe nokamyicra.

Ecnu paspewenue nonyueno, obpamumecb ¢ npocb0ou K pecnoHoennty nOCMAGUmb 30ecb NOONUCL U HAYuHaime
UHmMepPBHIO.

(IMoamucek) Damuust
HH11. HazoBute ums pedenka? HHI12. Ykaxure naty poxxaenus (ums pedenka) ?
N /120

Banuwume 8/8/2088 ecau ne snaem

Vbeoumeco no xanenoapro, umo pebenok Haxooumcs 6 gospacme om 6 0o 24 mecayes. Eciu mama e nOMHUM MOYHVIO O0amy
Ppodcoenus, ymounume amy oamy ¢ meonynkme. Eciu pebenok ne naxooumcs 6 éospacme om 6 00 24 mecsyes, mo oH He Modicem
yuacmeosamv. Obvsicrume cumyayuio mamepu u nobia2odapume ee 3a Mo, Yno OHA CO2NACUNACH HA UHMEPBDIO.
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Kak nosay4aT 1 ucnoas3yoT I'yja3bik

GUI1. Temepr s xoTen Obl 3a7aThb BaM HECKOJBKO BONPOCOB B OTHOWIEHWH ['ymaspika. ['yiasblk - 3TO HOpOIIOK,
coiep KAl BUTAMHMHBI U MHHEpaJbl, KOTOPBI MOXKHO HCIIONB30BaTh Ul TOTO YTOOBI CHETaTh eIy Ballero peGeHka
Gonee muTaTenbHOH. MBI XOTeNM ObI HOTOBOPUTH C TEM WICHOM CEMBH, KOTOPHIA 3HAaeT 4eM peOeHOK muraeTcsi. MoXKHO

MIOrOBOPHTH C ITUM HYEIIOBEKOM ceifuac?
1 = ga O=HeT 8=He 3HaIO

Ecnu doma ne okazanoce mozo uenoeekd, KOmOpblIZ Mo2 Obl OMEemums Ha 80NpPOChHL Op66€HK€, cnpocume K020a MOJICHO 6ydem Cc
HUM nocosopums U HA3sHaybme epems onst noemopHoﬁ ecmpedu, eCiiu 603MONCHO.

GU2. Ilomywanu M Bbl KOrAa-HUOyIb BOT Takue
nakeTuku ['ymaseika mus (ums pebenka)? - [loxaowcume
naxemux I ynaszvixa

1 =pga O=HeT 8=He 3HAIO

Ecnu nem, nocosemyiime ob6pamumoecsi 8 — MeOUYUHCKOE
yupedcoenue 05 nonyuenus I'ynasvik. Koney unmepesio.

GU3. Ilpunumaer au (umsi pebenka) I['ympasblik B
Hacrosiee BpeMs?

1 =pga O=Her 8=He 3HAIO
If 1=>GUS5

GU7. Ckompko makeTukoB ['yimbasblka (uMsi peOeHka)
yIoTpeOuII 3a mociiefHue 2 Mecsina

(nocmasvme 88 6 ciyyae omeema He 3HaO/He NOMHIO; NOCMABbME
00 6 cryuae omcymemeus omgema,)

GUS. Ckonbko NOMHBIX IAaKETUKOB ['yla3sblka OCTalnoch y
(uMms peGeHKa) B JaHHBIH MOMEHT?

Cnpocume MOJCHO U NOCMOMpenms HA OCMABWUUCS OJis
pebenka 3anac Iynasvika u nocyumaume KOIUYECMBO NOTHBIX
naxemuxog. Ilocmagome 88 6 cnyuae ecau ne moeym Haumu
ocmaswuecs nakemuxu. Ilocmasome 99, ecau naxkemurxos 99 u
boee.

GU4. Tlouemy (umsi pebeHka) B HAcTOAILICE BpeMsl HE
npuHumaert ['ynaspix?
He 3auumuieaiime sapuanmul omeenos.

OueHb TPYJHO BCIOMHUTB O TOM, 4TO Hal0 1ath . A

Habmonanucy nobounsie 3G dekTsl, /quapes

os)

Habmroganucs mo6ouHbIe 3 (EKThI, CHIIb/aIeprus

=

Habmonanucy nodounsie 3¢ dexTs/mpoyne
(ykaxuTe)

PeGenky He HpaBUTCS MMHIIA, KOTa B Hee qobasineH I,

l"ym,a3r,n< TIOPTUT BKYC IMUIIA

ryJ]I)aBLIK MCHACT UBET ITUIMH

Martepu/BocnuTatenio He HpaBuTcs ['yma3bik

MezapaboTHUK cKa3aa MHE OPEKPaTUTh mpueM I .

3akoHumsics 3anac ['ynasbika

Q| |m g0 |»

JleTn JOJDKHBI IOJIyYaTh HATypajJbHBIC BHTAMHHBI
[OCPE/ICTBOM Pa3HOOOPA3HOTO MUTAHUS
Ipuem I'ynasbika MOXKET IIPUBECTH K CMEPTH pebeHKa

Haxoaumuces Baaau oT goMa

PebGeHok Gomen

He 3naro

Jpyroe (ykaxure)

T |0 (Z [T~

GU9. 3ameTnnu ¥ Bbl KaKHe-TH00 M3MEHEHUS B I[BETE HIIM
BKyCe IHIIIY, B KOTOPYIO no0aBieH [yna3bik?

Ha 1
Her 0
If 0 => GU10

GU9a. Ecnu na, 310 Gecriokont Bac mnu Bamero pedenka?

Ta !
Her 0

GU10. Korpa y Bac 3akonHuarcs naxkertuku I'ynassika. Bel
IUIAHUPYeTe NPOJIOJDKUTH TIpueM I'yrnasbika?

1 =pa O=Her 8=He 3HaIO

Ecmu 1 => GU12

GUS. Kakum obpa3om BHI noiydaere ['yibasbik it (MMst
pebenka)?

GU11. Ilo xakuM mpuUYMHAM BBl HE OyZeTe MpoAODKATh Ip
I'ynbazbika? — HE 3auumvieatime Kajcoblil 6apuanm omed
0bsedume 6ce noryueHHble OMeensl

cM
ma,

S uny x Bpauy 1
N OueHb TPYAHO IIOMHHUTB O TOM, YTO HaJ0 JaTh [ yi1a3bik A
MenpabotHuk npuHOCHT ['yIpa3bIk MHE JOMOU 2
06 3 V pebenka Habmogamich No60UHbIE 3P HEKTHI B
a BapraHTa (BbILICYKa3aHHbIC BAPHAHTHI OTBETA) Pe6enKy He HpABHTCA MHIA, KOTIA B Hee RoGasnsior T, C
Hpyroe (yradicume) 8 UYJeHbI CeMbH HE XOTAT, 4T00bI peGeHoK notpetusi I'. D
MenpaboTHHK CKa3ajl MHE NPEKpaTUTh npueM ['ynasbika E
GU6. Kak uacro (ums pebenka) npuHumaet ['yinpa3bik? Jletn  NOMKHBI  ONyYaTh  HaTypalbHble —BUTamuHEl | F
MOCPE/ICTBOM Pa3HOOOPA3HOTO MUTAHUS
1 — Ka1blil IeHb B TEUEHUE OJIHOTO MECSIA 1IIpuem I'yna3bika MOKeT PUBECTH K CMEPTH peOeHKa G
2 —INakeTHk B eHb B TeueHHe 15 nHel ¢ nepepbiBoM B 15 nHeit K Tomy Bpemenu, korja 3akoH4uTcs y MeHs 3amac | H
3 — Kaxplii BTOPO# JIeHb 2l yna3pika MOt pebeHOK Oy et crapiie 24 MecsIeB
4 — Ipyroii rpaduk npuema Jpyroe (yxaxwure) 1
5 - Huxorza ve npuauman => GU10 3He 3uar0 J
8 - He 3Haro 8

GU12. Ilonmywanu u BBl Koraa-HAOYAb Opomurtopy «I yma3sikm|

1=pa O=Her 8=He 3HAIO

3asepuwiume unmepevio!
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APPENDIXYV
ALGORITHMS FOR CALCULATING INDICATORS OF INFANT AND
YOUNG CHILD FEEDING PRACTICES

The algorithm is patterned after the Indicators for Assessing Young Child Feeding Practices Part 2
(WHO, 2008); however the survey instruments used to assess infant feeding practices are not identi-
cal and therefore algorithm has been modified accordingly. Note that children with missing values
or values out of acceptable range are excluded from all calculations

1. Early initiation of breastfeeding

Definition: Proportion of children 6 to 24 months who were put to the breast within one hour of
birth.

Children 6 to <24 months who were put to the breast within one hour of birth

Children 6 to <24 months

Calculation (ages 6 to <24 months only):
BF2=0 X 100
All children 6 to <24 months

Note: Children who never initiated breast feeding (BF1=0) are included in the denominator.

2. Exclusive breastfeeding until 6 months of age
Definition: Proportion of infants fed exclusively with breast milk until 6 months of age.

Children 6 to <24 months who were exclusively breast feed until 6 months of age
Children 6 to <24 months

Calculation (ages 6 to <24 months only):

(BF3 =6 0r99) AND (BF4 = 6 or 99) AND (BF4 =6 0r99) X100
All children 6 to <24 months

3. Continued breastfeeding at 1 year

Definition: Proportion of children 12-15 months of age who are fed breast milk.
Children 12-15 months of age who received breast milk during the previous day
Children 12-15 months of age

Calculation (ages 12 to 15 months only):

(BF6a =1) X100
Children 12 to 15 months of age

4, Introduction of solid, semi-solid or soft foods

Definition: Proportion of infants 6-8 months of age who receive solid, semi-solid or soft foods.
Infants 6-8 months of age who received solid, semi-solid or soft foods during the previous day
Infants 6-8 months of age
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Calculation (ages 6 to 8 months only):
BF7a=1or2or3or4or50r60r7) X100
Children 6 to 8 months of age

5. Minimum dietary diversity

Definition: Proportion of children 6-23 months of age who receive foods from 4 or more food
groups.
Children 6-23 months of age who received foods from >4 food groups during the previous day
Children 6-23 months of age

Calculation (6 to <24 months only):

To calculate a value for this indicator, a 7 food group score variable needs to be created. The instruc-
tions below show how to calculate the 7 food group score. This is followed by instructions to calcu-
late the Minimum dietary diversity indicator.

Calculation of 7 food group score:
The 7 foods groups used for calculation of this indicator are:
1. grains, roots and tubers
2.legumes and nuts
3. flesh foods (meat, fish, poultry and liver/organ meats)
4. eggs
5. vitamin-A rich fruits and vegetables
6. other fruits and vegetables
7. dairy products (milk, yogurt, cheese)

Construct the 7 food group score as follows:

Begin with a score of 0.

For each of the 7 food groups, add a point if any food in the group was consumed.
Food group 1 Add 1 point if: Bfée=1 or Bf6j=1 or Bf6k=1

Food group 2 Add 1 point if: Bféd=1

Food group 3 Add 1 point if: Bf6f=1

Food group 4 Add 1 point if: Bfég=1

Food group 5 Add 1 point if: Bf6eh=1

Food group 6 Add 1 point if: Bf6i=1

Food group 7 Add 1 point if: Bféb=1 or Bf6éc=1

Calculation of Minimum dietary diversity indicator:

7 food group score >4 X100
All children 6 to <24 months

6. Minimum meal frequency

Definition: Proportion of breastfed and non-breastfed children 6-23 months of age who receive sol-
id, semi-solid, or soft foods (but also including milk feeds for non-breastfed children) the minimum
number of times or more.

Breastfed children 6-23 months of age who received solid, semi-solid or soft foods the minimum
number of times or more during the previous day X100

Breastfed children 6-23 months of age

and
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Non-breastfed children 6-23 months of age who received solid, semi-solid or soft foods or milk feeds
the minimum number of times or more during the previous day X100_

Non-breastfed children 6-23 months of age

Calculation:

To calculate a value for the overall indicator of Minimum Meal Frequency, combine the two numer-
ators shown above, and the two denominators.

[(Bféa=1) AND (age=6 to 8 months) and BF7 =2)] OR [(Bféa=1) AND (age=9 to <24 months) AND (Bf6a
>3)] OR [(Bf6a=2) AND (age=6 to 24 months) AND (Bf7a + Bf7c) 4] X100

All children 6 to <24 months

Notes:

« For breastfed children, the minimum number of times varies with age (2 times if 6-8 months
and 3 times if 9-23 months). For non-breastfed children the minimum number of times does
not vary by age (4 times for all children 6-23 months)

- Bf6b and Bf6c ask about whether the child consumed infant formula, milk, etc. yesterday (each
yes answer is counted in the numerator for non-breastfed children only.

Minimum acceptable diet
Definition: Proportion of children 6-23 months of age who receive a minimum acceptable diet
(apart from breast milk).

Breastfed children 6-23 months of age who had at least the minimum dietary diversity and the min-
imum meal frequency during the previous day

Breastfed children 6-23 months of age
and

Non-breastfed children 6-23 months of age who received at least 2 milk feedings and had at least
the minimum dietary diversity not including milk feeds and the minimum meal frequency during
the previous day

Non-breastfed children 6-23 months of age

Calculation of Minimum acceptable diet indicator:

For non-breastfed children, the dietary diversity component of this indicator is different than for the
Minimum dietary diversity indicator. A 6 food group score (instead of a 7 food group score) that ex-
cludes dairy products is used for non-breastfed children for this indicator. In addition, this indicator
requires that non-breastfed children receive a minimum number of milk feeds.

The instructions below show how to calculate the 6 food group score for non-breastfed children. This
is followed by instructions to calculate the Minimum acceptable diet indicator.

Calculation of 6 food group score:

The 6 foods groups used for calculation of the dietary diversity component of the indicator for
non-breastfed children are:

1. grains, roots and tubers

2.legumes and nuts

3. flesh foods (meat, fish, poultry and liver/organ meats)
4. eggs

5. vitamin-A rich fruits and vegetables

6. other fruits and vegetables
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Construct the 6 food group score as follows:

Begin with a score of 0.

For each of the 7 food groups, add a point if any food in the group was consumed.
Food group 1 Add 1 point if: Bfée=1 or Bf6j=1 or Bf6k=1

Food group 2 Add 1 point if: Bféd=1

Food group 3 Add 1 point if: Bf6f=1

Food group 4 Add 1 point if: Bf6ég=1

Food group 5 Add 1 point if: Bf6h=1

Food group 6 Add 1 point if: Bf6i=1

(The 6 food group score is calculated by adding the 6 food groups the same as it was for minimum
dietary diversity except for Food Group # 7 [Dairy products] which is not included in the calculation.)

Calculation:

[(Bféa=1) AND (age 6 to 8 months) AND (7 food group score =4) AND (BF7 >2)] OR [(Bf6a=1) AND
(age 9 to <24 months) AND (7 food group score =4) AND (BF7 =3)] OR ((Bf6a=0) AND (age 6 to <24
months) AND (BF7c =2) AND (6 food group frequency score =4) and AND (Bfa + Bf7c) =4))] X100

All children 6 to <24 months

Children ever breastfed

Definition: Proportion of children 6 to 24 months who were ever breastfed.
Children 6-24 months of age who were ever breastfed X100
Children born in the last 24 months

Calculation (age 6 -24 months):

BF1=1 X100
Children 6 -24 months of age

Continued breastfeeding at 2 years
Definition: Proportion of children 20-23 months of age who are fed breast milk.
Children 20 to <24 months of age who received breast milk during the previous day

Children 20 to <24 months of age

Calculation (children 20 to <24 months of age):
(Bf6a=1) n (Bf7a >1) X100

Children 20 to <24 months of age100

Age-appropriate breastfeeding

Definition: Proportion of children 6 to <24 months of age who are appropriately breastfed.

Children 6-23 months who received breast milk, as well as solid, semi-solid or soft foods, the previ-
ous day X100

Children 6-23 months of age
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Calculation (Children 6 to <24 months):

(Bféa=1) and (Bf7a =1) X100
All children 6 to <24 months

Milk feeding frequency for non-breastfed children

Definition: Proportion of non-breastfed children 6-23 months of age who receive at least 2
milk feedings.

Non-breastfed children 6-23 months of age who received at least 2 milk feedings during the
previous day X100

Non-breastfed children 6-23 months of age
Calculation (children 6 to <24 months of age):
(Bféa= 0) AND(Bf7c =2)

Bf6a=0)
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APPENDIX VII

BRIEF SUMMARY QUALITY ASSURANCE FOR MICRONUTRIENT
MEASUREMENTS FROM THE 2009 AND 2013 KYRGYZSTAN
SURVEYS

2009 SURVEY

External Quality Assurance

The VitMin Lab (Willstaett, Germany) has participated in CDC’s external quality assurance program
since 2006. The laboratory measures ferritin, soluble transferrin receptor (sTfR), C-reactive protein
(CRP), and retinol binding protein (RBP) concentrations in plasma using an enzyme-linked immu-
nosorbent assay (ELISA) technique. The precision and bias were Optimal or Desirable for all of the
above indicators (>90% precision of the VITAL-EQA results, with <0.5% bias). This quality assurance
analysis is based on exercises immediately preceding and during the survey (Rounds 12-13).

Internal Quality Control

The VitMin Lab (Willstaett, Germany) analyzed the survey samples for ferritin, sTfR, CRP, RBP, and AGP
using an ELISA technique. The lab routinely tested a single QC pool in 16 different wells randomly
distributed in each 384-well plate. The inter-assay coefficients variation (CV) for these analytes were
3.3% for ferritin, 3.7% for TfR, 8.9% for CRP, 3.0% for RBP and 3.5% for AGP. A CV of about 10% pro-
vides acceptable precision using an ELISA technique. These data indicate that the lab’s performance
was good to excellent while analyzing the survey samples.

2013 SURVEY

External Quality Assurance

The VitMin Lab (Willstaett, Germany) has participated in CDC’s external quality assurance program,
VITAL-EQA, since 2006. The laboratory measures ferritin, sTfR, CRP, and RBP concentrations in plas-
ma using an enzyme-linked immunosorbent assay (ELISA) technique. The precision and bias were
Optimal or Desirable for ferritin, sTfR, and CRP (>90% precision of the VITAL-EQA results, with <0.5%
bias). For the 2013 survey, the precision and bias were Minimal or Unacceptable for RBP (>80-85%
precision of the VITAL-EQA results, with 15-20% bias). This quality assurance analysis is based on
exercises immediately preceding and during the survey (Rounds 20-21).

Internal Quality Control

The VitMin Lab analyzed the survey samples for ferritin, sTfR, CRP, RBP, and AGP using an ELISA tech-
nique. The lab routinely tested a single QC pool in 10 different wells randomly distributed in each
384-well plate. The inter-assay coefficients variation (CV) for these analytes were 3.8% for RBP, 3.2%
for ferritin, 5.1% for AGP, 3.0% for TfR, and 5.2% for CRP. A CV of about 10% provides acceptable pre-
cision using an ELISA technique (Erhardt, 2004; Haynes, 2008). These data indicate that the lab’s per-
formance exceeded the acceptable performance expectations while analyzing the survey samples.
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APPENDIX VI
QUESTIONNAIRES FOR 2009 NATIONAL NUTRITION SURVEY

English

NATIONAL NUTRITION AND DIET SURVEY
April 24, 2009 - MASTER

Fill the following information before beginning the interview.
HH1. Cluster number I:l_g__l
HH2. Interviewer code I:l:l

HH3. Day/Month/Year of interview:

HH4. Supervisor's code
HH5. Data entry operator code

HHB6. Oblast code

[T ]
[ T |

[T 1

of 4

oblast codes...
d d m m y y

HH7. Result of interview HH8. Result of anthropometf HH9. Result of blood collection HH10. Location of data collection
Completed 1]Complete on mother/child 1]Complete on mother/child 1|Clinic 1
Refused 2|Complete on mother only 2|Complete on mother only 2|Home 2
Paritally completed 3|Complete on child only 3|Complete on child only 3|Partial in clinic / 3
Not available to interview 4]Not completed on either 4]Not completed on either 4]partial in home
ID Label - CHILD L1. In what language was the interview conducted?
Affix child label here Kyrgyz 1

Russian 2

other (specify) 3

If no data is collected on a mother and child. Find the following information from the clinic, the medical worker, the VHC volunteer or by
visiting the home of the mother/child.

HH11. How old (in years) is the mother? HH15. Where does the family live?
Near or in the village center
(put 88 if don't know/cannot find out)

HH12. How old (in months) is the child?

On the outskirts of the village

Not in the village

Other (specify)

Don't know

® B W N =

(put 88 if don't know/cannot find out)
HH13. What is the gender of the child?
1=male 2=female
HH14. What is the ethnicity of the mother?

HH16. How many brothers/sisters does the child have?

(put 88 if don't know/cannot find out)

Kyrgyz 1 HH17. Does the mother work/study outside of the home?
Russian 2
Kazakh 3 1=yes 0=no 8 =don't know/can't find out
Uzbek 4 HH18. Reason for not coming to the interview?
Tajik 5 family moved from village
Uigher 6 mother refused
Other (specify) 7 family (husband, mother-in-law, etc) refused
Don't know 8 mother sick

child sick

mother had to work
was not invited by the health clinic

Other (specify)

© 00 N OO O B W N

Don't know/can't find out

We are from the Ministry of Health and the National Statistics Committee. We are working on a joint project concerned with mother and child
diet, nutrition and health. | would like to talk to you about this and record your answers to some questions that | have. This interview will take
approximately 20 minutes. After the interview, we will weigh and measure you and your baby and take a small blood sample from your finger
and the finger of your baby. From this sample we will be able to inform you if you or your baby has anemia. The only direct benefit to you is the
knowledge of your and your baby's anemia status. The risks to you are small and consist of the possible discomfort caused by pricking the
finger in order to draw the blood sample. The discomfort will only be temporary and will not be very great. All of the information we obtain will
remain strictly confidential and nobody will know that the information is yours, however, your hemoglobin results will be shared with your village

WOl‘J‘[d you pléése 'sign?“
If permission is given, ask respondent to sign here and begin the interview.

(Signature) (Name),

Permission for woman's participation

(Signature) (Name),

Permission for child's participation
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HH19. What is your name? HH23. What is your relationship to (child's name):
mother 1 1-HC1
(last, first, middle initial) grandmother 2
HH20. What is the name of the child? aunt 3
other(specify) 6
HH24. Why is (child's name)'s mother not here today?
(last, first, middle initial)
HH21. In what day, month, and year was (child's name) born? working/studying 1 l:]
Probe: What is his/her birthday? sick 2
I I I did not want to attend 3 **IF MOTHER IS
d d m m y y family did not allow 4 NOT PRESENT,
(put 88 for day, month, or year if don't know/remember) busy at home/with housework 5 2:2223 AND
other (specify) 7 SKIP TO AN1**
Check to make sure the baby's birthday is between June 1, 2004 and don't know 8
December 31, 2008. If the birthday does not fall between these dates,
the child cannot participate. Explain this to the mother and thank her
for coming. If the mother is unsure of the birthday, check the
birthdate with the registry at the clinic.
HH22. child's sex?
1=male 2=female
Household Characteristics Module HC
| would now like to ask you a few questions about your home and those who live in it.
HC1. Does your family currently receive the universal monthly benefit? :gcez I%C[ugéniéfm::'ﬁvr;ai:?z):‘::on;igy children
1=yes 0=no 8= don't know
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Woman’s Module WM
WM1. What is your native language? WM8. What type of work or study do you do?
Kyrgyz 1
Russian 2 laborer (in the fields) 1
Kazakh 3 vender of food, fruit, homemade goods or other 2
Uzbek 4 employee in a business 3
Other (specify) 6 business owner 4
Don't know 8 | | professional (nurse, doctor, teacher, pharmacists, etc) 5
WM2. What is your date of birth? student 6
I I I other (specific) 7
d d m m y y Don't know 8

(put 88 for day, month, or year if don't know/remember)

WMS9. How many hours a day do you USUALLY

WM3. How many live children do you have?

work or study outside of the home? (put 88 if don't
|know)

WM10. Who USUALLY takes care of (child's name)

[ [

WM4. What is the highest level of school you completed?

Never attended
Primary (1-4 grades)
Incomplete secondary (5-9)

Complete secondary

Technical school
Higher
Religious curriculum

Don't know

while you are outside of the home?

The mother (takes the child with her) 1
Baby's grandmother
Baby's sisters/brothers

Baby's father

a A~ W N

Other family member

Baby sitter
Day care / children's garden

Other (specify)

© 0 N O

Don't know

WM5. Are you currently married?

D mmmhww—\oD

1=yes 0=no 0—-WM7

WM11. Who USUALLY feeds (child's name) while
you are outside of the home?

[ ]

The mother (takes the child with her) 1

Baby's grandmother

WMB6. What is the highest level of school your spouse completed?

[ ]

Never attended 0
Primary (1-4 grades) 1
Incomplete secondary (5-9) 2
Complete secondary 3
Technical school 4
Higher 5
Religious curriculum 6
Don't know 8

Baby's sisters/brothers
Baby's father

Other family member
Baby sitter

Day care / children's garden

©® N o g b~ W N

Other (specify)

Don't know 9

WM12. How often does someone other than the mother feed

(child's name) meals?

o

never

WM?7. Do you currently work or study outside the home
(for example, as an employee, business owner, laborer
in fields, etc.)? 0-WM12
1=yes 0=no

[

< 1 time / day
1 time / day

2 times / day
3 times / day

a B W N =

> 3 times / day
Don't know 8

Sometimes if mothers have to leave their child with a friend or family
member while they are out of the house, they may not know everything
the baby eats because someone else feeds them meals or snacks......

\WM13. Using the scale, can you estimate how much you know

about what (child's name) usually eats?

(show scale and note number that corresponds to the answer)
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Breastfeeding and Infant Feeding

BF

Now | would like to ask you some questions about the breastfeeding and feeding of (child's name)

BF1. Was (child's name) ever breastfed?

1=yes 0=no 0—-BF3

BF2. Approximately, how long after birth was (child's name) first

Now think about everything (child's name) has drunk or eaten since this

time yesterday. Don't forget snacks and eating or drinking during the
night or things (child's name) ate with someone other than yourself.

put to the breast?

Immediately (< 1 hour after birth) 0
During first 24 hours 1
Between 24 - 48 hours 2
> 48 hours 3
Don't know/remember 8

The next few questions are about the first time (child's name)
was fed something other than breastmilk.

BF3. How old was [child’s name] in months when (he/she) was first
fed animal milk, powdered milk or formula?
(if less than 1 month put 00, if NEVER fed milk, powdered

milk or formula put 99, if don't know put 88)
(round down to nearest whole
month)

m m

BF4.The next question is about liquids. Please include all liquids
such as animal milk, powdered milk, formula, juice, water,
sugar or fruit water, tea, or anything else that (child's name)
might have been given. How old was (child's name) in months when
he/she was first given any liquid, even tea, other than breastmilk?
(if less than 1 month put 00, if NEVER fed anything other

than breastmilk put 99 if don't know put 88)
(round down to nearest whole
month)

m m

BF6. Since this time yesterday, was (child's name) fed any of the
following items? (read each item aloud and record
response before proceeding to the next item)

1=yes 0=no 8=don't know

a Breastmilk a
b Animal milk, yogurt, kefir, cheese, etc b
¢ infant formula or powdered milk c

(probe: what was the name?)

Brand name?

d haricot, pea or nuts d
e kasha, potatos, noodles, beet e
f meat, fish, poultry, liver/organ meat f
g eggs ]
h carrots, pumpkin, tomatoes h
i other fruit or vegetable (spinach, dried apricots i
cucumbers)
j bread or biscuit j
k baby cereal/food which was purchased ki

Brand name?

| any food with Sprinkles added (show packet) | |

BF5. The next question is about solid or semi-solid foods. Please
include all solids such as porridge, rice, cereal, bulymak or
anything else that (child's name) might have been given.

How old was (child's name) in months when he/she was first fed
any solid food?
(if less than 1 month put 00, if NEVER fed anything other

than breastmilk put 99 if don't know put 88)
(round down to nearest whole
month)

BF7. Since this time yesterday, how many times was

(child's name) fed: (if more than 7 put 7. If don't know put 8)
("fed" means any meal or snack, excluding trivial amounts)
any solid, semisolid, or soft food

such as porridge, cereal, meat,
vegetables, cookies, fruit, etc. a
b Breastmilk b
¢ animal milk, powedered milk or formula c
d anything from a bottle d
BF8. Has (child's name) stopped breastfeeding?
1=yes 0=no 0—AB1

BF9. At what age in months did you stop breastfeeding (child's name)?

(put 88 if don't know/can't remember) m m
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Attitude, Behavior Module AB
We are interested in knowing what mothers think about breastfeeding and feeding of their babies. | would
like to ask you what you think about breastfeeding and feeding of your baby. Remember there are no right or wrong
answers to any of these questions. We just want to know what you think about these topics.
AB1. Using this scale, how would you describe the importance AB8. In your opinion, what are some advantages to
of breastfeeding for a baby's health and nutrition? breasfeeding? (don't read, mark all mentioned with 1)
a healthy for baby and/or mother a
(show the scale and note the number that corresponds to the answer) b breastmilk is rich with vitamins/nutrients b
AB2. Using this scale, how would you describe the importance of C saves money c
feeding other types of milk or formula for a baby's health d saves time d
and nutrition? tl e protects baby from infections e
(show the scale and note the number that corresponds to the answer) f safer than feeding from a bottle f
AB3. In your opinion, should a baby be breastfed? g Other (specify) g
1=yes 0=no AB9. Some people think there are disadvantages to breast-
0—AB5 feeding while some people do not. In your opinion,
AB4. In your opinion, how long in months should a baby be are there disadvantages to breastfeeding? 0—-DA1
breastfed? 1=yes 0=no 8= don't know 8—DA1
(note 00 if < 1 m; 88 if don't know) m m AB10. In your opinion, what are some disadvantages to
ABS. In your opinion, at what age in months should a baby start breastfeeding? The things that make it more difficult.
drinking other liquids like tea, water, milk, etc? (don't read, mark all mentioned with 1)
a mother cannot leave baby for very long (ie, to work
or be outside the home) a
(note 00 if < 1 m; 88 if don't know) m m
ABB. In your opinion, at what age in months should a baby start b mother must be very careful about her diet b
eating foods like porridge, cereal, bulymak, etc? C causes sore nipples c
:I_:I d concerned they are not producing enough milkk  d
(note 00 if < 1 m; 88 if don't know) m m e concerned mother's milk does not contain e

AB7. Some people think there are advantages to breast-
feeding while some people do not. In your opinion,

enough nutrients
f Other (specify)

f]

are there advantages to breastfeeding?
1=yes 0=no 8=don't know 0—-AB9
8—AB9
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Dietary Advice Module

DA

When a woman is pregnant and after she has a baby, many people give advice on her diet, breastfeeding and

feeding the baby.

| am just interested in what people have told you and who you have he

| want to ask just about the advice you have received, it doesn't matter if it is advice you followed or not.

ard it from.

L

DAA1. Did you ever receive advice on your diet or nutrition
when you were pregnant? 0—-DA4
1=yes 0=no 8=don't know 8—DA4

DA7. Using the scale, how important is the advice we get on

breastfeeding from a doctor, nurse, midwife or feldsher?

DA2. Did a doctor, nurse, widwife or feldsher give you advice on your d

iet? (show the scale and note the number that corresponds to the answer)

1=yes 0=no

DAB8. Did family, friends or neighbors give you advice on breastfeedin??

DA3. Did a family member, friend or neighbor give you advice on your diet?

1=yes 0 =no 0—VS1

1=yes 0=no

DA9. For how long (in months) did family, friends or neighbors
advise you to breastfeed without giving

DA4. Did a doctor, nurse, midwife or feldsher give you advice
on breastfeeding?
0=no 8=don't know

1=yes 0-DAS

other liquids or solids?
(Put 00 if < 1 m; 88 if don't know/remember; 99 if m m

they did not give advice on length or did not specify exact length)

8—DA8

DA10. At what age (in months) did family, friends, or neighbors

DADS. For how long (in months) did a doctor, nurse, midwife

or fledsher advise you to breastfeed without giving
other liquids or solids? I:IS:I

(Put 00 if < 1 m; 88 if don't know/remember; 99 if m m

advise you to stop breastfeeding?

(Put 00 if < 1 m; 88 if don't know/remember; 99 if m m

they did not give advice on length or did not specify exact length)

they did not give advice on length or did not specify exact length)

DA11. Using the scale, how important is the advice we get on

DAG. At what age (in months) did a doctor, nurse, midwife

or fledsher advise you to stop breastfeeding?

breastfeeding from family, friends or neighbors?

(show the scale and note the number that corresponds to the answer)

[Ask the Q. is at least on of answers of DA4, DA8=1

(Put 00 if < 1 m; 88 if don't know/remember; 99 if m m

they did not give advice on length or did not specify exact length)

DA12. Using the scale, rate the extent to which this advice would

influence your own decisions regarding breastfeeding.

(show the scale and note the number that corresponds to the answer)
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Vitamins/Supplements Module VS

| am now going to ask some questions about vitamins and supplements you and your baby might have taken. Some
people take these supplements and some don't and that is okay. | will start with the supplements you might have taken.

VS1. During your most recent pregnancy, did you take VS7. How long ago (in months) did (child's name) take the most
a folic acid supplement like this? recent vitamin A capsule?
(Show dispenser) |:| (note 00 if < 1 m; put 88 if don't know/remember) m m
1=yes 0=no 8=don't know VS8. Have you ever been told by a doctor or nurse that
VS2. During your most recent pregnancy, did you take (child's name) had anemia?
an iron supplement like this? 1=yes 0=no 8=don't know 0-VS10
(Show dispenser) l:l 8—-VS10
1=yes 0=no 8= don't know VS9.Did (child's name) take iron syrup or tablets to improve his/her
VS3. In the first two months after the birth of your youngest child, did anemia status?
you take a Vitamin A dose like this? 1=yes 0=no 8=don't know

(Show Vitamin A capsule)

D

VS10. Have you, or someone else, ever given (child's name) any of

1=yes 0=no 8=don't know these other vitamin or mineral supplements?
VS4. Have you ever been told by a doctor or nurse that you have anemia? (read the list and mark each answer)
I:I a Vitamin D a
1=yes 0=no 8=don'tknow 0—-VS6 b Fish oil b
8—-VS6 ¢ Multi-vitamins c
VS5. Did you take iron capsules or iron syrup to improve d Other (specify) d
your anemia status? EI 1=yes 0=no 8=don't know
1=yes 0=no 8= don't know VS11. Have you ever seen a Sprinkles package like this?
Now I'd like to ask a few questions about vitamins, minerals Show Sprinkles sachet
and supplements that (child's name) might have received. It is okay 1=yes 0=no 8=don't know 0—FF1
if (child's name) hasn't received these supplements. 8—FF1
VS6. Has (child's name) ever taken a Vitamin A capsule VS12. Have you ever received a Sprinkles package like this?
like this one? il Show Sprinkles sachet 0—FF1
Show 100,0001U for 6-11 month old 0-VS8 1=yes 0=no 8=don't know 8—-FF1
Show 200,0001U for 12-59 month old 8—-VS8 VS13. Has (child's name) ever consumed Sprinkles?
1=yes 0=no 8= don't know 1=yes 0=no 8= don't know
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Fortified Flour Module

FF

Now | would like to ask you about the flour you use for baking bread o

r cakes or any other food in your house.

FF1. How much flour does your family consume in one month (in kilos

)]FF8. In your opinion what are the benefits of fortified flour?

(Don't read. Probe and mark all mentioned with a 1. If not mentioned, mark with a 0)

| | | . | | a Flour is better quality a
b Flour tastes better b
If the family does not consume/use flour skip to FF6 ¢ Kids like the flour more [
d Makes children grow better d
FF2. What grade of flour do you usually use for cooking? e Contains vitamins/minerals e
Extra 1 f It makes kids smarter 1=yes f
First grade 2 g It makes kids stronger 0 = not mentione: g
Second grade 3 1-FF4 h It makes kids healthier h
2—FF4
Milled flour from own grain 4 3—FF4 i It makes women/men healthier i
4—FF3 j Prevents anemia j
FF3. With which type of flour do you mix your milled flour from k Prevents illness ki
your own grain? m It has adverse/negative effects |
0—FF6 n other (specify) m
Do not mix milled flour with other flour 0
Extra 1 FO.TF you were given the cnoice Of two loaves Of bread of the same
size and cost, but one had added iron and vitamins and the other did
First grade 2 not, which would you prefer?
Second grade 3 Loaf with added iron or vitamins 1
Don’t know 8 Loaf without added iron or vitamins 2
FF4 Where do you usually buy the flour for baking? Don't care 3
Grocery store 1 Don't know 8
Market 2
Local mill 3
other (specify) 4
Don't know 8

FF5. When you buy flour, what type do you most often purchase?

Kazakh 1
National (Kyrgyz) 2
Local (from your region) 3
Don't know 8

FF6. Have you ever heard about fortified flour?

[ Jovme

1=yes 0=no

FF7. Do you think there are any benefits to using fortified flour?

[ ]

0—VHCI1
0—VHCI

1=yes 0=no 8=don't know
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VHC Contact Module VHC

In some villages around Talas Oblast, there are Village Health Committees. | would like to ask you what you have heard of about these Villlage|
Health Committees, if anything. Remember no answers are right or wrong we just want to know what you have heard and your personal experience.

VHC1. Have you ever heard of the Village Health Committee (VHC)? |VHC4. Have you talked to a VHC member about your diet during

pregnany, or about breastfeeding or feeding your baby?
1=yes 0=no 8=don't know 0—P1 Iil

VHC2. Have you ever talked to someone from the VHC 1=yes 0=no 8=don'tknow 0—P1
about health issues? 8—P1
1=yes 0=no 8=don'tknow 0—P1 VHCS5. Using the scale, how helpful do you think the visit(s) with the
8—P1 VHC member was (the visit(s) on diet, breastfeeding and
VHC3. How long ago was the last time you talked feeding a baby)?
with a VHC member about health issues? (show the scale and note the number that corresponds to the answer)
> 1 year ago OI:I VHC6. Are you interested in receiving more advice from the VHC?
6-12 months ago 1
3 - 6 months ago 2 1=yes 0=no 8=don'tknow 0—P1
1- 3 months ago 3 8—P1
4

< 1 month ago VHC7. What topics would you be interested in receiving advice about?

(Write in all topics mentioned)
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Pregnancy

Before we continue, | need to know if you are pregnant. Even if you thi
to know that.

nk you may be pregnant, but do not know for sure, we would still like

[ |

0—AN1
7—AN1
8—AN1

P1. Are you pregnant right now?

1=yes 0=no 7=may be, butnotsure 8= don't know

P2. How many weeks pregnant are you right now?
(put 88 if don't know)

If YES (1) Do not take blood or anthropometric measures from the mother. Take measurments only from the child.

Anthropometry

AN

Now | am going to measure your height and weight and the length and

weight of your baby.

AN1. Were anthropometrics taken from mother?

IAN5. Were anthropometrics taken from the child?

1=yes 0= no 1—-AN3 1=yes 0= no 1—-AN7
AN2. Why not? ANG6. Why not?

1 = refused 3= not present 1 = refused (cried, kicked, etc) 3=not present

2 = pregnant 4 other (specify) 2 = mother/guardian refused 4 other (specify)

AN3. Mother's height (cms)

AN4. Mother's weight (kg)

AN7. Child's weight (kg)

AN8. Child's length/height (cm)

Blood Sample Module

BS

The last thing we will do today is take a small sample of blood from your finger and the finger of your baby. This

might cause a little discomfort from the stick but we will be able to tell you if your or your baby has anemia.

BS1. What time did you eat for the last time?

BS8. At what time did (child's name) eat for the last time?

LI |

h h m m h h m m
BS2. Was a capillary sample obtained from the mother? BS9. Was a capillary sample obtained from the child?
1=yes 0 =no 1—-BS4 1=yes 0=no 1-BS11
BS3. Why not? BS10. Why not?
1 = refused 3=Not present —BS7 |1 =refused (cried, kicked, etc) 3=not present —BS14
2 = pregnant 4=Technial difficulties 2 = mother/guardian refused 4=technical difficulities
5=other (specify) 5=other (specify)
BS4. Approximately how many microliters of blood were BS11. Approximately how many microliters of blood were
collected in the microtainer? | | | collected in the microtainer? | |
BS5. At what time was the sample obtained? | | BS12. At what time was the sample obtained? | |
h h m m h h m m
BS6. Hemoglobin concentration from Hemocue BS13. Hemoglobin concentration from Hemocue
| gldL | | gldL

(put 88.8 if not measured/don't know)

(put 88.8 if not measured/don't know)

BS7. ID Label - MOTHER
Affix mother label for blood here

BS14. ID Label - CHILD
Affix child label for blood here




Signature of site supervisor confirming woman or child was referred to primary health care provider for treatment if
hemoglobin <7.0 g/dL

Signature Date

Don't forget to provide the mother with the Hb measurement results for herself and her baby.

[Ask mother to sign here to confirm receipt of Hb measurement results and referral (if appropriate).

Signature Date

Signature of site supervisor confirming they have checked the questionnaire and it is complete:

Signature Date

Interviewer Comments:
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Russian

NWCCNEOOBAHUA NO NUTAHUIO HA HAUMOHAJIbHOM YPOBHE

3arnonHume cnedytowyto uHghopmayur 00 MposedeHuUsi UHMepPsbLHo.

HH1. Homep knactepa I:I:l HH4. Kop pykoBoguTens I:I:l
HH2. Koa nHTepBbloepa I:l:l HH5. Kop onepatopa BBoAa AaHHbIX I:l:l
HH3. feHb/Mecau/loa uHTepBbIo: HHS6. Ko o6nacTu I:I:l

0| 9| 02 Ucchbik-Kynbckas 05 BaTkeHckas 08 Yynckan

A a M M r r 03 Dxanan-Abaackas 06 Ouuckas 11 r.Buwwkek
04 HapbiHckas 07 Tanacckas 21 r.0w
HH7. Pe3ynbTat nHtepsblo HH8. Pesynbtar aHTponomeT[fMM HH9. PesynbTtat 3a6opa Kposu HH10. MecTo cbopa aaHHbIX
3anonHeHo 1 3anonHeHo Ha MaTh/peberka 1 3anonHeHo Ha MaTh/pebetka 1 KnuHuka 1
OTkasaHo 2 3anonHeHo TonbKo Ha MaTb 2 3anonHeHo TonbKo Ha MaTh 2 [oma 2
3anonHeHo YacTu4yHo 8 3anonHeHo Tonbko Ha pebeHka 3 3anonHeHo Tonbko Ha pebeHka 3 YacTnyHo B KNUHUKE 3
HeT Ha nHTepBbIo 4 Ha o6oux He 3anonHeHo 4 Ha o6oux He 3anonHeHo 4 YactnyHo goma 4
Hakneika ¢ MH - PEBEHOK L1. Ha kakom si3bike 6b1n10 NPOBEAEHO MHTEPBbLIO?
Bxnetime ee ctoda Ha KbIprbi3ckom A3bike 1
Ha pycckom si3blke
Ha ppyrom (ykaxuTte)
Ecnu HeT faHHbIX, cobpaHHbIx Ha Mamy 1 pebeHka. Hangute nHdopmaumio B KNMHUKe, Y MeauumHekoro paboTtHuka, yneHa CK3 unm nocetvs
nom matepu/pebeHka.
HH11. Ckonbko net (B rogax) matepun? HH15. 'ne xuBeT ceMbs?
Okono vunu B LieHTpe cena /ropogda 1
(nocmaebme 88, eCriu He 3HAEME/HE MOXKEme BbISICHUMb) Ha okpanHe cena/ropoaa 2
HH12. KakoB Bo3pacT (B Mecsuax) pebeHka? He B cene/ropoge 3
Ip:l:l Mpouee (ykaxume) 4
(nocmasbme 88, ecrniu He 3Haeme/He MOXeme 8bISICHUMb) He 3Hato 8
HH13. Kakos non pebexka? HH16. Ckonbko 6paTtbes/cecTep ecTb y pebeHka?
1=My»CKOW 2=)KEHCKNIA
HH14. KakoBa aTHW4eckas rpynna matepu? (mocmasbme 88, ecru He 3Haeme/He MoXeme 6bISICHUME)
Kblprbiab 1 l:l HH17. PaGoTaeT/yuutca MaTb BHe Aoma?
Pycckue 2 I:l
Kasaxu 3 1=pa 0=HerT 8 =He 3HalO/He MOry BbISCHUTb
Y36eku 4 HH18. MNpuyrHa HeaBKN Ha UHTEPBbLIO?
Tamxukn 5 ceMbsi nepeexana us cena/ropoga 1
Yirypbl 6 MaTb OTKasanacb 2
Mpouee (ykaxume) 7 ceMbs (MyX, CBEKPOBb, W T.A.) OTKa3anach 3
He 3Hato 8 maTb 6onbHa 4
pebeHok 6oneH 5
MaTepu HyxHo paboTtaTtb 6
He 6blna NpurnalieHa B NOMUKIMHNUKY 7
Mpoyee (ykaxuTe) 8
He 3Hato/He MOry BbISICHUTb 9

MbI 13 MunuctepcTea 3apaBooxpaHeHusi u pabotaem No COBMECTHOMY NMPOEKTY MO BONPOCaM NUTaHWA U 300poBbs MaTepu u pebeHka. A 6bl xoten(a)
NoroBopuTL C Bamu 06 3TOM 1 3anucaThb Ballv OTBEThbl HA HEKOTOPble BOMPOCkl. Ha 3To MHTepBbio noTpebyeTcs npubnuantensHo 20 MUHYT. Mocne
MHTEPBbLIO Mbl B3BECVIM U CAeNaeM 3amepbl Bac 1 Ballero pebeHka, 1 BosbMeM HeborbLuyio Npoby KpoBy € BalLero nanbLa v nanbLa sawlero pebeHka.
Ha ocHoBe 3701 Npo6bl Mbl CMOXEM NMPOUHGOPMUPOBATL Bac, UMEETCs M y Bac unu Bawero pebeHka aHemusi. EQUHCTBEHHON NpsiMOiA BLIFOAOM Ans
BacC ABMSETCA 3HaHWe cTaTyca aHemuu y Bac v Ballero pebeHka. Puck Ans Bac ManeHbKWii 1 COCTOMT 13 BO3MOXHOIO AMCKkoMOpTa, BbI3BAHHOIO
npokanblBaH1eM nanbLa Ans nony4eHus npobbl kposu. [nckomdopT 6yaeT ToNbKo BpeMeHHbIM 1 He 6yaeT oveHb 6onblumM. Best nonyyeHHas Hamm
MHGOPMAaLIMA OCTAHETCA CTPOro KOH(UAEHLUMANBLHOM 1 HAKTO He ByaeT 3HaTb, YTO 3TO Balla MHKOPMaLMS, OOHaKO pesynbTaTbl remornobuHa byayt
nepeaaHbl MeanuuHckomy paboTHuky ®AlMa/lCB. Bbl Bnpase BbiOpaTh, y4acTBOBaTb B MHTEPBbLIO, MU HET, U €CNU Bbl PELLNTE He y4acTBOBaTb, TO 3TO
He ByfeT uMeTb ANs Bac HUKaKMX NocneacTsuin. Ecnu Bbl cornacHsl yyactBoBaTh, A 6bl xoTen(a), 4Tobbl Bbl noanucanu aTy dopmy.

MbI MOxeM HaunHaTb? MoxanyncTta, noagnuwunTe.

Ecnu ebi nonyyunu pa3peweHue, nornpocume pecrioHdeHma nodnucamscs 30ech, U Ha4uHalime UHMepBbH.
(Moanucs) (¢.1.0.)

Cornacve Ha y4acTue XeHLWHbI

(Moanucs) (9.1.0.)
Cornacwe Ha yyactune pebeHka
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HH19. Bawm ®.1.0.?

HH23. Kem BbI ABnsieTech (Umst pebeHka ):

MaTb

(bamunua, ums, UHULMan oT4ecTea)

6abyLuka

HH20. Nvsa pebeHka?

TeTAa

npoyee (yKkaxwure)

1-HC1

w N =

(bamunua, ums, HULMan ot4yecTsa)

HH21. fleHb, mecsiy 1 roa poxaeHns (ums pebexka)?

Cripocume 0eHb e2o/ee PoXXOeHUs.

il i M M r r
(Hanuwume 88 emecmo deHb, MeCs, unu 200, 8 Crly4ae, ecriu He 3Haeme/

He rnomHuUme)

Ha paboTte/Ha y4ebe

6oneet

He 3axoTena npuinTu

ceMbsi He paspeLunna

3aHATa AoMa/gomaluHen paboTton

npouee (ykaxure)

Y6edumecb, Ymo pebeHok poduricsi 8 nepuod mex0dy 1 uroHs 2004 .
u 31 dekabps 2008 2. Ecriu 0ama poxdeHusi He coomeemcmeayem
amomy rnepuody, pebeHoK He Moxem ydacmeosamb. ObbsicHUMe
amo mMamepu u nobnazodapume ee 3a mo, Ymo npuwna. Ecnu mamsb
He ysepeHa, nposepbme 0amy poXOeHUS 10 XypHaiy peaucmpayuu

8 IMOJIUKITUHUKE.

HH24. Moyemy (umsi pebeHka) MaTb He NpuLLNa cerogHs?

[ ]

**ECINIU MATb
OTCYTCTBYET,
YKA3ATb NPUYUHY
W NEPENATU K AN1**

He 3Hato

©® N OO B WO N -

HH22. Kakos non pe6eHka?

1=My»xcKomn 2=)KEeHCKUN

Mogaynb XapakTepuCTUKKU JOMOXO3ANCTE

HC

A Tenepb xoTena 6bl 334aTb BaM HECKOMLKO BOMNPOCOB O BalleM [OMe U O

TEX, KTO XXNBET B HEM.

HC1. Bawa cembsi nonyyaeT cenyac eanHoe exemecsyHoe nocobve
manoobecneyeHHbIM cembam (EEM)?

1=pga 0O=HeT 8= He 3HalO

HC2. Ckonbko aeTet Bkntoyas (Mms pebeHka)
BO3pacTe 6-59 MecsaueB XUBYT B BalLeM AOME

-
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Moaynb Ans XXeHWWHbI WM

WM?1. Kakoi y Bac [y maTepw] poaHOI A3bIk? WM8. Kakoit Bua paboTtbl unu y4ebbl y Bac [y matepu]?
Kelpreiackuin 1
Pycckuin 2 paboTHWK (Ha nonsax) 1
Kasaxckui 3 npoaaBeL; NPOAyKTOB, (PPYKTOB, TOBAPOB [AOMALLHETO MPUT. U Ap. 2
Y36eKcKuii 4 COTPYAHWUK NpeanpusaTUA 3
Opyron (ykaxume) 6 Bnagenew 6usHeca 4
He 3Hato 8 cneumnanuct (MefcecTpa, Bpay, yuutens, hapmauesT, T.4.) 5
WM2. fata Bawwero [matepu] poxaeHuna? CTyAeHT 6
| | npyroe (ykaxwure) 7
o o Y] M r r He 3Hal 8
(Hanuwume 88 6MECMO deHb, MECAU, LU 200, eCIIU He 3Haeme/He NoMHuMe) VWM. Ckonbko 4acos B Ak Bl [MaTe] ObBIMHO
HaxopuTecb Ha paboTte unu yyebe BHe Joma?
WM3. CkonbKo XuBbIX AeTel Bbl [MaTb] umeete? |(HanuwuTe 88, ecrin He sHaeTe)
WM10. Kto OBbI4YHO 3aboTtutcsi o pebeHke (Mmsi
WM4. Kakolt camblil BbICOKUIA ypoBEHb 06pa3oBaHUs Bbl 3aKOHYMIIN? pebeHka) noka Bbl [MaTb] BHe Joma? I:I
l:l Marb (6epem peberka ¢ coboll) 1
Hwukorga He nocellana 0 Babylka pebeHka 2
HauanbHoe (1-4 knacc) 1 CecTpbl/6paTbsi pebeHka 3
HenonHoe cpefHee (5-9) 2 Orteu pebeHka 4
MonHoe cpegHee 3 [pyron uneH cembun 5
CpepnHe-TexHnyeckoe obpasoBaHue 4 Hsns 6
Buiclwee 5 LeTckun cag 7
PenuvrnosHas yyebHasi nporpamma 6 Mpouve (ykaxute) 8
He 3Haro 8 He 3Hato 9
WMS5. Bbl 3amMyxeM B HacToslLLee Bpems? WM11. Kto OBbIYHO kopmunT pebeHka (umsi pebeHka)
noka Bbl [MaTb] BHe goma? l:l
1=pa 0= Her 0—->WM7 Marb (6epem pebeHka c coboll) 1
Babyuika pebeHka 2
WMB6. Kakoi cambliii BbICOKUIN ypOBEHb 06pa3oBaHus nonyyun satl CecTpbi/Gpates peberka 3
cynpyr? I:I Orel pebeHka 4
Hwukorga He noceluan 0 [pyron uneH cembun 5
HauanbHoe (1-4 knacc) 1 Hsns 6
HenonHoe cpefHee (5-9) 2 LeTckuii cag 7
MonHoe cpeaHee 3 Mpouve (ykaxuTe) 8
CpepnHe-TexHnyeckoe obpasoBaHue 4 He 3Hato 9
Bebicliee 5 WM12. Kak 4acTo KTo-HMbyab MOMUMO MaTepu KOpMUT
PenuvrnosHas yyebHasi nporpamma 6 (Mms pebenka)?
He 3Hato 8 HUKoraa

WM?7. B HacTosiLee Bpems Bbl [MaTh] paboTaete, nubo yunTech

BHE [loMa (HanpuMep, kak COTPYAHWK, Bnadenel 6usHeca,
paboTHUK Ha none, 1 T.4.)7 0—WM12

MeHee 1 pasa B AeHb
1 pa3 B AeHb
2 pasa B eHb

1=pa 0=rer 3 pasa B fjeHb

Bonee 3 pas B AeHb

o g A W N =2 O

He 3Hato

MHorga Mambl OCTaBIISIOT CBOMX AETEN C APY3bAMM UMW YieHaMmn CEMbU,
4TO6bI KyAa-To YITH, MO3TOMY OHU MOTYT HE 3HaTb BCEro, Y4To peGeHoK ecT B
3TO BPEMSsi, MOTOMY YTO KTO-TO APYroi KopMuT peGeHka......

WM13. Ncnonb3ys wwkany, oueHUTe, Kak MHOro Bbl 3HaeTe O TOM,

4TO 06bIYHO ecT (Mmsi pebeHka)?

(nokaxkume wkasny u ommemsme Yughpy, COOMeemcmeayiowyro omeemy)
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'pyAHOe BCKapMWBaHWe U NUTaHWe MnageHua

BF

Tenepb 6bl 51 xOTENa 3aaTb BaM HECKOMNbKO BOMPOCOB O KOPMJIEHUW Tpyablo N MUTaHUN (MMH pe6eHKa)

BF1. (ums pebeHka) koraa-nnbo kopmunu rpyapio?

1=pa 0 =Her 0—BF3

Tenepb BCOMHUTE 060 BCEM, YTO (UMsi peGeHKa) BbINWUM UK ChEr C 3TOro

BF2. MpnbnunanTtenbHo B TeYEHNE Kakoro BpeMeHu nocne poxaeHns

(nmsi pebeHka) Gbin BNepBbIe NPUIMOXEH K rpyan?

Cpasy xe (MeHee 1 yaca nocne poxaeHust) 0
B TeueHvie nepBsbix 24 Yacos 1
Mexay 24 - 48 yacamu 2
Bonee 48 yacos 3
He 3Hato/He NOMHI0 8

JKMAKOCTU HOYbIO, UMW YTO (MMst peGeHKa) €J1 C KEM-TO, NOMWUMO Bac.

Cne,u.yrou.l.me HEeCKOJ1bKO BOMNPOCOB KacakoTcs TOro, koraa snepsble
(MMH peGeHKa) Aanu 4To-To eLlle NOMUMO rpyaHoOro Mosnoka.
BF3. Ckonbko 6b1n0 [MMs pebeHka] B Mecsuax, koraa (emy/eit) aanu
BNepBbl€ MOJTOKO XMBOTHbIX, CyXO€ MOJIOKO 1 cmech?
(ecnu mnapwe 1 mecsiua, noctaebTe 00; ecnu HAKOIJA He gasanu MOsoko,

Cyxoe MOMOKO M cMech, nocTasbTe 99; ecrnu He 3HaeTe, nocTaebTe 88)
(OKpyarume 8 MEHbWYH CMOPOHY
do bnuxatiwezo yeno2o Mecsya)
M M

BF4. Cnepytowmii Bonpoc ByaeT o xuakocTsx. MoxanyicTa, BKNoYATE BCE
JKUOKOCTW, TaKMe KaK MOSIOKO XMUBOTHBIX, CYXO€ MOSIOKO, CMECb, COK, BOAY,
cnapkyto BoAly, KOMMOT, Yaii unv Apyroe, 4To MOrmu AasaTtb (MMs

pebetka). Ckonbko Bbino (Mms pebeHka) B MecsiLax, korga emy/en
BriepBble Janu X1AKOCTb, Aaxe Yai, MOMUMO rpyAHOro Mosioka?

(ecnu mnapwe 1 mecsiua, noctasbTte 00, ecnu HAKOMA He faBanu Huvero,

KpOMe rpyHOro Mosoka, noctasbTe 99, ecnv He 3HaeTe, noctasbTe 88)
(OKpy2rume 8 MeHbUlyo CMOPOHy
9o bnuxaliwezo yenoz2o mecsuya)
M M

BF6. C aToro BpemMeHu B4Yepa AaBanock nm (UM pebeHka) 4to-Hnbyab
M3 Cneayoulero: (mpoyumaiime scryx kaxdoe HassaHue u cOenaiime 3anuck

omeema, rpexade Yem npucmynums K criedyowemy HauMeHo8aHUIo)

Yyaca CO BYepallHero gH4a. He 386y,E|bT8 npo nerkun npuem nuin n eny, nnun

1=pa 0 =HeT 8= He 3Hal
a [pygHoe mormnoko
b Monoko XuBOTHbIX, KOrypT, kedup, Cbip 1 T.A. b
¢ MonoyHas cmecb, Cyxoe MOMOKO c

(obpaseu: kak Hasbisaemcsi?)

HasBaHve Toprosoi Mapku?

d daconb, ropox unun opexmu d
e kawa, kapTodens, nanwa, ceekna e
f msco, pbiba, NTULa, NeYeHb/BHYTPEHHOCTH f
g siua g
h MopkoBb, TbikBa, NOMUAOPbI h
i Apyrve pyKTbl UK OBOLLUYM (LUNKUHAT, i
CYLUEHbIN YPIOK, OrypLibl)
j xneb unu neveHbe j
k KkynnenHas getckas kpyna/nutaHue k

HasBaHwve Toprosoi Mapku?

| n6oe nutaHue ¢ gobaskamu CrpuHKN3 (NoKa3aTb NakeT)

BF5. Cnepytowwii Bonpoc 6yaeTt o rycToi unu Teepaoi nuie.
MoxanyicTa, BKNOYMTE BCIO TBEPAYIO NULLY, TaKylo KaK Kallu, puc,
3nakoBble, Bynamblk Unu apyroe, YTo Mornu Aaeath (UMs pebeHka).
Cxkonbko 6bino (Mmsi pebeHka) B MecsLax, koraa emy/eii Bnepsble
nanv Teepayo nuiy?

(ecnu mnadwe 1 mecsya, nocmasbme 00, ecriu HUKOMJA He 0aeanu Huyezo,

Kpome 2pyOHO20 MorioKa, nocmasbme 99, ecriu He 3Haeme, nocmaebme 88)
(OKpy2riume 8 MeHbUIyto CMOPOHyY
do bnuxaliwezo yeno2o mecsya)

BF7. C aToro yaca B4yepa Ckomnbko pa3 kopmunu (ums pebeHka):
(ecnu 6onbwe 7, nocmasbsme 7. Ecnu He 3Haeme, nocmasbme 8)

("kopmunu" o3Ha4aem nobasi €da Unu Nepexyc, He eKYasi ManeHbKue o6bembi)
ntobas TBepaas, rycras unu Msirkas nuila,

TWNa Kaluw, 31aKOBbIX, MSICa, OBOLLEN,

neyeHbs, OPYKTOB 1 T.A. a
b MpyaHoe monoko b
¢ MoroKo XVBOTHBIX, Cyx0€e MOJOKO, CMECh c
d 4TO-HNBYAb 13 BYTHINOYKK d
BF8. Bbl nepectanu KopMuTb rpyabto (MMs pebeHka)?
1=pa 0 = HeT 0—AB1

BF9. B kakom Bo3pacTe B MecsiLlax Bbl Nepectany KOpMUTb rpyabio
(vms pebeHka)?

(nocmasbme 88, ecnu He 3Haeme/He MOMHUMe) M M
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MOAan: OTHOLUEeHUsA, noBegeHus

AB

Ml 3aHTEpecoBaHbl B TOM, YTOBbI 3HaTh, YTO MaTepu AyMatoT O rpyAHOM

CNpoCuTb Bac,4TO Bbl AymMaeTe O rpyaHOM BCKapMnMBaHUM N NUTaHUM CBOEro peGeHKa. MomHuTe, YTO 34EChb HET HU npaBuIibHbIX, HA
HEBEpPHbIX OTBETOB Ha 06O U3 3TUX BOMPOCOB. Mbl MPOCTO XOTUM 3HaTb, YTO Bbl AyMaeTe Mo 3TOMY MOBOAY.

BCKapMIMBaHWM U MUTaAHUN CBOUX AeTer. A xouy

AB1. Ncnonb3ys 3Ty wWkany, kak 6bl Bbl ONMcanu BaXHOCTb

rpyaHOro BckapmMmnmeaHusa ons 3opoBbA U NUTaHUA pe6eHKa'?

(nokaxkume wkany u ommemsme yugpy, Komopasi coomeemcmasyem omeemy)

AB2. Vcnonb3ys 3Ty LWKany, kak 6bl Bbl ONucanu BaXHOCTb
KOPMMEHWS APYrMU BUAAMM MOFOKa UM CMEChio ANns
300pOBbSA U NUTaHWs pebeHka?

(nokaxume wkasy u ommembme Yughpy, Komopasi Coomeemcmeyem omeemy)

AB3. lNo BalieMy MHEHWIO, crieayeT N BckapmnueaTtb pebeHka

rpyabto? 1=pa  O=Her

ABS. Mo BaLueMy MHEHMIO, KAKOBbI MPEVMYLLECTBA rPYAHOTO

BCKapMnUBaHWA? (He vumaiime, ommemsme yromsHymoe yuchpoii 1)

a nonesHo Anst Marnbilla u/unu matepm
b TPyAHOE Monoko Gorato BUTaMuHamu/
nonesHbIMN BeLLEeCTBamMm

C 3KOHOMUA aeHer

d 3aKoHOMUS BpemeHU

e 3awuTa pebeHka oT UHdeKUUi

f 6esonacHee, 4em kopmneHue 4/3 ByTbINOYKY
g Opyroe (ykaxume)

Cc
d
e
f
9

0—AB5

AB4. No BalleMy MHEHWIO, CKOMbKO MECSILEB CreayeT BCKapMnvBaTb
pebeHka rpyapto? (nocmassme 00,
M

ecnu<1 mec; 88 - ecniu He 3Haeme) M

AB9. HekoTopble cuMTaloT, 4TO rpyAHOE BCKapMInBaHue umeet

HeOoCTaTKn, a HEKOTOPble TaK He CHUTAloT. I'Io—aamemy,

0—DA1
8—DA1

€CTb T HeJOCTaTKM Npu rpygHomM BCKapMJ‘IVIBaHI/II/I?

1=pa O=HeT 8= He 3Hal0

AB5. Mo BaleMy MHEHMIO, B KaKOM Bo3pacTe B MecsiLiax pebeHok
[OIMKEH HAaYVMHaTbL NUTb ApYrne XuakocTu (4ain, Boga, MOMoKoO U T.4.)7
(nocmasbme 00, ecnu < 1 mec;

M

88 - ecnu He 3Haeme) M

ABB. No BalleMy MHEHWIO, B KaKOM Bo3pacTe B MecsiLlax pe6eHok
[OJDKEH HaYVMHaTh eCTb NWLLY TUMa Kalu, 3nakoBbIX, bynambik, v T.4.7
(nocmasbme 00, ecnu < 1 mec;

M

88 - ecnu He 3Haeme) M

AB7. HekoTopble cuuTaloT, YTO rpyaHOE BCKapMnuBaHue umeet
NpenMMyLLEeCTBa, a HEKOTOpbIe Tak He cuuTatoT. MNo-Bawemy,

€CTb NW NPEUMyLLECTBA NPU FPyAHOM BCKapMIMBaHUU?

AB10. Mo BaleMy MHEHUIO, KakoBbl He4OCTaTKV NpY rpyaAHOM

BCKapMﬂMBaHVIM? ﬂpI/NI/IHbI, KOTOpble AenarT ero 6onee TPYAHbIM.
(He yumatime, ommembme yrnomsiHymoe yugpoli 1)
a MamMa He MOXeT OCTaBUTb pe6eHKa Hagonro a

(t.e., pabora, roctu)

b mama gomxHa cneauTb 3a CBOMM NMUTaHMEM b
¢ 60ne3HeHHOCTb rpyAHbIX COCKOB c
d 6ecnokoNCcTBO O HexBaTke MOnoka d
e 6EecrnokoicTBO O TOM, 4TO MOMOKO MaTepu He e

COAEePXNT A0CTaTOYHO NUTaTenbHbIX BELeCTB
f Opyroe (ykaxume)

0—AB9
8—AB9

1=pa O=HeT 8= He 3Hat0

MO.qyﬂb COBETOB O NUTaHuu

DA

Korpa xeHLwmnHa 6epemeHa n nocne poxneHua peGeHKa, MHOrne niogn 4aroT COBETbl OTHOCUTENBHO €€ NUTaHUA, KOPMNEHUA rpyabio N

nuTaHua pe6eHKa. HekoTopbiM coBeTam Mbl cnefyem, a HEKOTOPbIM HeT.

HE UMEeEeT 3Ha4YeHusa cregoBanu Nin Bbl 3TOMY COBETY WUITN HET. MHe NPOCTO MHTEPECHO, KaKoW COBET BaM Jasnu 1 KTo.

A X04y CNpOCUTb Bac UMEHHO O coBeTe, NosTly4eHHOM BamMun.

DA1. Monyyanu nu Bbl COBETbI MO MUTAHWIO B Nepnop BaLlen
6epemeHHoCTN? 0—-DA4
1=pa 0 = HeT 8= He 3Hal0 8—-DA4

DA7.  Wcnonb3ys Likany, OLeHNTe HaCKOSIbKO BaXHbI COBETbI N0
rpyAHOMY BCKapMIvBaHWIO, KOTOpblE Mbl MOMy4aeM OT Bpaya,

MeACeCTpbl, akyluepa unu denbatiepa?

DA2. [laBanu nu Bam Bpay, MeAcecTpa, akywep unv densawep

(MoKaxume wikasy u OmmMembme yughpy, COOMEEMCMSYIOWYI0 omeemy)

COBETbI MO NUTAHWIO?

1=pa 0=-Her

DA8. [laBanu nu Bam coBeTbl NO rPYAHOMY BCKapMMBaHUIO

[ |

UneHbl CEMbU, APY3bsi NN cocean?

DAS3. [laBan nu Bam YneH cemMbW, ApYr UK COCEf, COBETHI MO

1=pa 0 =HeT 0—-DA12

nUTaHu?

1=pa 0 =Her

DAO9. Kak gonro (B Mecsiiax) CoBeTOBanu Bam YrneHbl CeMbM, Apy3bst
1nu coceamn KOPMUTL rpyabto 6e3 KopMNeHns apyrumm

DA4. [laBanu nv Bam Bpa4, MeacecTpa, akyluep unu genbaluep
COBETbI MO rpyAHOMY BCKapMIIMBaHU0?
0—DAS8

1=pa 0 =HeT 8= He 3Halo

XUAKOCTAMU UITN CYXUM nuTaHvem?

(Mocmassme 00, ecnu < 1 Mec; 88 -ecnu He 3Haeme/ M M

He nomHume; 99 - ecnu He Oasanu cosemsi N0 AIUMeNLHOCMU UNU HE yKasbieanu OnumensHOCMb)

8—DA8

DA10. B kakom Bo3pacTe (B MecsiLilax) COBETOBANM BaM YNeHbl CEMbH,

DA5. Kak gonro (B MecsiLiax) coBeToBanv Bam Bpad, meacectpa,
akywep vunu denbaLep KOPMUTL rPyablo, He AaBas apyrue
XUAKOCTW I TYCTYI0 MLy ?

(Mocmasbme 00, ecnu < 1 Mec; 88 - ecru He 3Haeme/He

Apy3bsi, coceamn NpekpaTUTb rpyAHOe BCkapMiiMBaHue?

(Mocmasbme 00, ecniu < 1 mec; 88 -ecru He 3Haeme/ M M

He nomHume; 99 - ecnu He Oasanu cosemei no ANUMeNLHOCMU UNU He yKasbleanu 0numenbHoOCMb)

oCmu unu He 0. 0cmb)

nomHume; 99 - ecnu He dasanu coeemsi 1o O

DA11. Wcnonb3ys wwkany, oLeHUTe HacKonbKO BaXXHbl COBETbI MO

DAG6. B kakom Bo3pacTe (B MecsiLax) CoBeToBanv Bam Bpau,

MeAcecTpa, akyLiep unm enbalep NpekpaTuTb rpyaHOe BCkapMnBaHue?

rPyAHOMY BCKapMIIMBaHWIO, KOTOPbIE Mbl MOSy4aem OT CeMbMU,
npysev unu cocepgen?

(MoKaXxume wkasty u ommemsme yughpy, COOMeemcmesykouyto omeemy)

(lMocmasbme 00 ecnu <1mec; 88 - ecnu He 3Haem M M
rnomHume; 99 - ecriu He 0asasu cosems N0 ONIUMENbHOCMU UMU He yKa3bleau
AnumesnbHOCMb)

WHTepBbloep! 3apaiite Bonpoc, ecnu XoTs 6kl oguH U3 otsetos DA4, DA8=1

DA12. Wcnonb3ys wwkany, OLeHWUTe, HAaCKOMNbKO NOMyYeHHbIE COBETbI

NOBIMSANN Ha BalUW COBCTBEHHbIE peleHna B OTHOLLEHUN
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rPyAHOro BCKapMimBaHuA. I:l

(1o wiKary u ol yughpy, coc yIoulyo omeemy)

Moaynb BUTamMmnHoB/A06aBokK VS

A Tenepb 3agam Bam BOMNPOCHI O BUTaMUHaX v nobaskax, KOTOpbI€ MO NpUHMMaTb Bbl U BaLl peﬁeHOK. HekoTopble noau
NPUHUMAKT 3TN nobaBku, a HEKOTOpblEe HE NPUHUMAIOT UX, N 3TO HOPMarsbHO. A HayHy C [06aBoK, KOTOpbI€ Bbl, BOSBMOXHO, MO NpuHUMaThb.

VS1. Bo Bpems Baluei nocneaHen 6epeMeHHOCTV NPUHUMAan Nu Bbl VS7. Kak aaBHo (B MecsiLax) (Mmsa pebeHka) B nocneHuin pa3s
nono6Hyto AobaBky onneBon KUCNOThI? npuHUMan kancyny ¢ BuTammHom A?
(Mokaxume ducneHcep) I:I (nocmasbme 00, ecru < 1 mec; 88 - ecru He 3Haeme/He MoMHUMe) M M
1=pa 0 =HeT 8= He 3Hal0 VS8. l'oBopun nv Bam Bpay unu Meacectpa, Yto y (ums pebexka)

VS2. Bo Bpems Baluel nocneaHen 6epeMeHHOCTM NPUHUMAanu N Bbl aHemua?
nono6Hyto fobaBky xenesa? 1=pna 0 =HeT 8= He 3HalO 0—-VS10
(Mokaxume ducreHcep) I:l 8—-VS10
1=pa 0 =HeT 8= He 3Hato VS9.(umsa pebeHka) npuHUMan xxenesocoaepXaiiuin cupon nunm

VS3. MpuHumanu nu Bbl NoaobHyto 403y BUTamyHa A B nepeble ABa TabneTkn Ans neyYeHuss aHemum?
MecsiLia nocne poXxaeHust camoro mnaguero pebexka? 1=pa 0 =HeT 8= He 3Ha

|

(Mokaxume Kancyny eumamuHa A) VS10. [laBanu nu Bbl, UNK KTO-TO APYroW, koraa-nnbo (ums pebeHka)

1=pa 0 =HeT 8= He 3Hal YTO-HWMOBYAb U3 3TUX BUTAMUHHO-MUHEPanbHbIX A06aBOK?
VS4. MoBopwn nv BaM Bpay unn Mefcectpa o ToM, 4TO y Bac (npoyumaiime cnucok u ommemsme kaxdbiii omeem)
aHemua? I:I a Butamun [ a
1=pa 0 =HeT 8= He 3Hato 0—-VS6 b Pbibuin xup b
8-VS6 ¢ MynbTBMTaMUHBI c
VS5. MpuHUManu nu Bbl Xkenesocogepxalyme kancynbl Unv cupon d Opyroe (ykaxwTe) d

1

ANs NeYeHns aHemuu y Bac? 1=pa 0 =Her 8= He 3Hal0

1=pga 0 =HeT 8= He 3Hal \VS11. Bbl koraa-Hubyap Buaenv nogobHyto ynakosky CnpuHkna?
Tenepb 5 XO4y 3aAaTb HECKONBLKO BOMPOCOB HAacYeT BUTAMUHOB, MUHEParnos lNokaxume nakem CrpuHKn3
1 106aBOK, KOTOpbIE, BO3MOXHO, MOT NPUHUMATH (MMsi pebeHka). ITo 1=pa 0 =HeT 8= He 3Ha0 0—FF1
HOPManbHO, ecn (Ums pebeHka) He NPUHMMan 3TUX A06aBOK. 8—-FF1
VS6. MpuHnman nu (umsi pebeHka) nogobHyto kancyny ButaMmuHa A? VS12. Bbl koraa-Hubyap nonyyanu nofo6Hyio ynakoBky CrpuHkna?

I:Lr Mokaxume nakem CripuHKn3 0—FF1

INokaxume 100000ME dnsi demeti 6-11 mecsyes 0—-VS8 1=pa 0 =HeT 8= He 3HaO 8—FF1
Mokaxume 200000ME dns demeii 12-59 mec. 8—-VS8 VS13. (uma pebeHka) koraa-Hmbyab ynotpebnan CnpuHkna?

1=pa 0 =HeT 8= He 3Hal0 1=pa 0 =HeT 8= He 3Hal0
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Mopynb o6oraleHHOW MyKu

FF

CeWvac st 3agam Bam BOMpPOC O MYKe, KOTOPYHO Bbl UCMOJIb3yeTe AJ1A BbINeYku xneba unu TOPTOB, nmbo Apyrnx 6niof B BalLlem foMe.

FF1. Ckonbko Myku noTpebnsieT Ballia cemMbsi 3a 0AuH MecsL, (B Kr)?

L 1. ]

FF6. Bbl cnbiwanu korga-Hubyab-0 Myke, oboralleHHOR BUTaMUHHO-

MWHepanbHbIMK fobaskamn?
[ Jovier

1=pa 0 = HeT

Ecnu cembsi He nompebnsem myky, nepetidume Kk FF6

FF7. EcTb nu, no-Bawiemy, npenmMyLLecTsa UCnofb30BaHus

oboraLleHHON Myku?

FF2. Kakoil CopT MyKM1 Bbl 0BbIYHO UCMOMNb3yeTe B MPUTOTOBIIEHNN NALLM? 1=pa 0=HeT 8= He 3Hato
Bbiclero copta 1 1—-FF4 0—VHCI
MepBoro copta 2 2—FF4 8—VHCI
Brtoporo copta 3 3—FF4 |FF8. Mo BaleMy MHEHWI0, KakoBbl NpenMyLLecTsa oboralleHHOn Mykn?
Myky, nepemonoTyto un3 (He yumatime. Ommembme yrnomsHymbie MyHKMb! 4ugpou 1, HeynomsHymsie - 0)
CcOBCTBEHHOTO 3epHa 4 4—FF3 a Myka nmeet 6onee BbICOKOE KayecTBO a
FF3. C kakoii MyKoii Bbl CMeLLVBaeTe MyKy, NepemMornoTyto 13 b Bkyc myku nyywe b
cobCTBEHHOTO 3epHa? ¢ [deTun GonbLue nobaT Myky c
d [leTu pactyT nydwe d
He cmelumBato nepemonoTyo MyKy C Apyron Mykom 0|0—FF6 e CoaepXuT BUTaMUHbI/MUHEpans! e
Beicwero copta 1 f [etn ctaHoBATCA yMHee f
MepBoro copTa 2 g Oetun cTaHoBsITCA Kpenye g
BToporo copta 3 h OsgopoBnsieT aeten h
He 3Hato 8 i O300pOBNAET MYXUNH/KEHLLNH i
FF4 I'ne Bbl 06bI4HO NOKynaeTe MyKy ANs BbINEYKN? j MpepynpexaaeTt aHemuto j
MpoaoBONLCTBEHHDBIN Mara3nH k MpepynpexpaeT 6onesHn k
PbiHOK | BnusieT oTpyuaTtensHo |
MenbHuua m apyroe (ykaxure) m

[pyroe (ykaxwuTe)

o B~ W N =

He 3Hato

FF9. Ecnu 6b1 y Bac 66110 npaBo Bbibopa 13 AByx byxaHok xneba

FF5. Mpun nokynke Myku Kakyto IMEHHO MyKy Bbl NOKynaeTe yauie?

OAMHAKOBOrO BECA U LieHbl, HO ofHa 6bl coaepxana BUTaMUHHO-
MUHeparnbHble fo6aBku, a Apyras - HET; kakyto ByxaHKy Bbl Obl Kynunu?

Ka3axcTaHCKylo 1 ByxaHka ¢ BUTaMWHHO-MWHeparnbHbIMK fo6aBkaMm 1

HaLMOHanNbHYH0 (KbIPrbi3cKyto) 2 ByxaHka 6e3 BUTaMUHHO-MVHEpPanbHbIX 106aBOK 2

MEeCTHyto (M3 paiioHa) 3 MHe Bce paBHO 3

He 3Hato 8 He 3Hato 8
Moaynb koHTakTOB ¢ CK3 VHC

B HekoTopbix cenax Keiprbiackorn Pecnybnukm cyuiecTtByroT Cenbeckne KOMUTETbI 300pOoBbA. A XoTena Bac CNpocuTb, YTO Bbl cribiwanu 06 CK3.

[TOMHWTE, HET NPaBUIIbHbLIX OTBETOB UV HEMPaBUIIbHLIX OTBETOB, Mbl NPO

CTO XOTUM 3HaTb YTO Bbl Cribllanv 06 3TOM W Ball JINYHbBIN OMbIT.

VHC1. Bbl korga-Hubyap cnbiwanu o CenbckoM KOMUTETE 340POBbSI
(CK3)?
1=pa

0 = HeT 8= He 3HaK0 0—P1

VHC4. Pasrosapusanu nu Bbl ¢ YneHom CK3 o Bonpocax Baluero
nuTaHusi BO BpeMsi 6epeMeHHOCTU, UnNu O rpyaHOM

BCKapMIiMBaHU nnu nutaHun peﬁeHKa?

VHC2. Bbl korga-Hnbyap pasroBapusanm ¢ kem-Hubyab ns CK3
0 BOMpocax 340poBbA?

0—P1

8—P1

1=pa 0 =HeT 8= He 3Ha

0—-P1
8—P1

1=pa 0 =HeT 8= He 3Hat

VHCS. Vicnonb3ys Lukany, HackonbKo Nosie3HbIMK, No-BaLlemy,

6bInn BU3NTLI kK YneHam CK3 (no Bonpocam nutaHusi, rpyaHoro

VHC3. CkonbKo BpeMeHM NPOLLIIO C TeX NOp, KaK Bbl B NOCNEAHWIA

pa3 pasrosapusanu ¢ YneHom CK3 o Bonpocax 3gopoBba?

> 1 roga Hasag 0
6-12 mecsueB Ha3ap, 1
3 - 6 MecsiLeB Ha3ag 2
1- 3 Mecsaua Hasag 3
< 1 Mecsiua Hasag, 4

BCKapMnMBaHusa unu nutanus pebexka)?

(Mokakume wkay u ommemsme yugpy, coomeemcmsyroulyto omeemy)

VHC6. 3anHTepecoBaHbl 1 Bbl B NonyyeHnn cosetos oT CK3?

0—P1
8—P1

1=pa 0 =HeT 8= He 3Hat0

VHC?Y. Mo kakum Bonpocam Bbl Obl XOTENW NONy4YUTL COBET?

(Banuwume sce ynomsiHymsie membi)

BepeMeHHOCTb

Mpexae YeM Mbl NPOAOITKUM, MHE HY>XHO 3HaTb, 6epemeHHb| v Bbl. [laxke ecnu Bbl He yBepeHbl, HO AymaeTe, YTO BO3MOXXHO Bb

69peMeHHbI, HO He 3HaeTe TOYHO, HaM Bbl XOTENOCh 3HaTb JTO.

L

P1. Bbl 6epemeHHbl cenyac?

P2. CkonbKko Hefenb cocTaBnsieT Bawa 6epeMeHHOCTb

0—AN1 Ha OaHHbIA MOMEHT?
1=pa 0 =HeT 7=MOXeT ObITb, 8= He 3Hal0 7—AN1 (nocmasebme 88 - ecriu He 3Haeme)
HO He yBepeHa 8—AN1
b IPUIETRUE 3aMepET y Marnept. BOSEMUITe RpO8E U 3aMeps! IMOITBRo Y. |
nehouka
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AHTponomeTpus AN

Tenepb, 8 U3Mepto BaLl POCT U BEC U POCT 1 BeC Ballero pebeHka.

i

AN1. Bbinu N B38Tbl aHTPONOMETPUYECKUE AaHHbIE ANS5. Bbinv Nx B3sTbl aHTPONOMETPUYHECKUE AaHHbIE

y maTepu? 1=pa 0=Her 1—-AN3 y pebeHka? 1=pa 0=Hetr 1—AN7
AN2. MNoyemy HeT? ANBG. MNoyemy HeT?
1 =o0TKasanacb 3= He NpUcyTCTBOBana 1 =oTkasancs (nnakasn, 6un HoXKkam1 1 T.4.) 3=He npucyTcTBOBAanN
2 = 6epeMeHHa 4 npoyee (ykaxure) 2 = MaTb/CONPOBOXAAKLWMIN OTKa3anucb 4 npoyee (ykaxuTe)

AN3. PocT maTepu (cm)

AN4. Bec matepm (kr)

AN7. Bec pebeHka (kr)

ANS8. PocTt pebeHka (cm)

IRIRE

Moaynb npo6bl KpoBU BS

lMocnedHee, Ymo Mbi cOenaem ce200Hs1, 3Mo 803bMEM HebOIbLWOEe KOIUYeCma0 KposuU C 8awe20 nanbya U nanbya eawezo pebeHka.

3mo moxem MPUYUHUMb HEMHO20 OUCKOMd)Opma, HO Mbl CMO)XeM cKa3amb, ecmb JiU y 8ac unu sawezo peGeHKa aHeMus.

BS1. Koraa Bbl eJ|'IV| B nocTenHMﬁ plas? | | | BS8. Korga (Mms pebeHka) B nocnegHuin pas TpMHmman nutaHve?
Y Y M M Y Y M M
BS2. bbina nv nonyyeHa kanunnsipHas npoba ot matepu? BS9. bbina nu nonyyeHa kanunnsipHas npoba y pebeHka?
1=pa 0 =HeT 1-BS4 1=pna 0 = HeT 1-BS11
BS3. MNoyemy HeT? BS10. MNoyemy HeT?
1 = oTkasanacb 3=He npucyTcTBOBana —BS7 1 = oTkasancs (nnakan, 6un 3=He npucyTcTBOBan —BS14
2 = bepemeHHa 4=TexHn4eckne TPyaHOCTU HOXKamu 1 T.4.) 4=TexHn4eckne TpyaHOCTU
5=npoyee (ykaxure) 2 = MaTb/CONpOBOXA. OTKa3anucb  5=npoyee (ykaxwure)
BS4. MprbnnantenbsHO CKosbKO MUKPOSIMTPOB KPOBU Bblo BS11. NMpubnunantenbHO CKONbKO MUKPONMUTPOB KPOBU Bbino
cobpaHo B MUKpoTenHepe? | | | cobpaHo B MUKpoTenHepe? | | |
BS5. B kakoe Bpemsi 6bina B3sTa npoba? | | | BS12. B kakoe BpleMﬂ 5le‘Ia|BaﬂTa n;io6a'? | | |
Y Y M M Y Yy M M
BS6. KoHueHTpauusa remornobuHa 13 Femokbio BS13. KoHueHTpauusi remornobuHa 13 FeMokbio
o | | r/anuTp | | | o | | r/anuTp
(nocmasebme 88.8 ecrnu He usmepsinock/He 3Haeme) (nocmasebme 88.8 ecnu He usmepsinock/He 3Haeme)
BS7. VipeHTndukaumoHHas 6upka - MATb BS14. UneHTudumkaumoHHas 6upka - PEBEHOK
lMocmasbme 6UpPKy Kposu Mamepu 30echb lMocmasbme 6upKy Kposu pebeHka 30ech

Mopnuck cynepeaiidepa nNo UccnenoBaHWio, NOATBEPXAAOLLAS, YTO XEHLUMHA Unu pebeHok Gbiny HanpaBneHbl B MeaULMHCKoe
yypexaeHune Ha neyenue, B cnyyae, ecnu remornobuH <7,0 r/anutp

MNognuck [ata

He 3a6y,que npenocTaBUTb MaTepu pesyrbTaTbl ee aHanusa remorno6uHa n aHanusbl remornobuHa ee peGeHKa. Monpocute matb

pacnucaTtbCs 3[ieCb B NOATBEPXAEHME TOro, YTO OHa nony4vuna pesynbTaTbl aHanu3a remorno6uHa u HanpaerneHue (ecnm HeOGXO,CMMO).

Mognuck [ata

Moanucb cynepBal?lsepa no nccnefosaxHuio, NnoaTeepXaarLlas, YTo BONPOCHUK NPOBEPEH U 3aMnOJTHEH!

Mognuck [ata

KommeHTapun uHTepBbloepa:




APPENDIX IX

COMPARISON OF VARIOUS CHARACTERISTICS AMONG

CHILDREN (6-24 MONTHS) — KYRGYZSTAN, 2009 AND 2013

Table IX.1: Anthropometric characteristics by age — Kyrgyzstan, 2009 and 2013

2009 2013 p- value®

Characteristics N % (95% ClI) N % (95% CI)

Wasted

(weight-for-length Z<-2.0) 400  2.0(0.6-3.5) 1722 24(1.4-3.5) 0.659
6-11 months 131 1.9(0.0-4.1) 520 2.7 (0.8-4.5) 0.568
12-24 months 269 2.1(0.2-4) 1202 2.3(1.1-3.5) 0.861

Stunted

(length-for-age Z<-2.0) 401 14.1(10.4-17.9) 1717 10.6(8.4-12.9) 0.116
6-11 months 131 6.9(2.8-11.2) 515 5.0(2.3-7.6) 0.451
12-24 months 270 17.7 (12.5-22.9) 1202  12.9(10.2-15.7) 0.109

Underweight

(weight-for-age Z<-2.0) 403 3.1(1.1-5.2) 1724 45(3.1-6) 0.272
6-11 months 132 2.6(0.0-54) 520 34(0.9-6) 0.671
12-24 months 271 34(0.7-6.1) 1204 5(3.4-6.6) 0.315

NOTE: Cl=confidence interval; 95% Cl's adjusted for survey design.
Anthropometric values based on WHO growth reference curves (WHO, 2006).

Bivariate tests of statistical significance were conducted using the Pearson chi-square test, accounting for the clus-

ter survey design.
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For every child
Health, Education, Equality, Protection
ADVANCE HUMANITY

United Nations Children’s Fund (UNICEF)

UN Common Premises

in the Kyrgyz Republic

160, Chui Ave., 720040, Bishkek

Kyrgyz Republic

Telephone: 996 312 611 211 + ext.
996 312611 224 .7

Facsmile: 996 312 611 191

United Nations Children’s Fund (UNICEF)
Lenina 74, Osh, Kyrgyzstan

Telephone: 996 3222 26641
Facsmile: 996 3222 26641
bishkek@unicef.org

www.unicef.org/kyrgyzstan
www.unicef.org/kyrgyzstan/ru
www.facebook.com/unicefkg
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