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Abstract

Background: This study evaluated the Health Works (HWs) nutritional counselling skills and information shared
with caregivers. This was a cross-sectional study in which an observation checklist was used to examine Growth
Monitoring and Promotion (GMP) activities and educational/counselling activities undertaken by health workers
(HWSs) to communicate nutrition information to caregivers, depending on the ages of the children.

Methods: A total number of 528 counselling interactions between health workers and caregivers in 16 Child welfare
Clinics (CWCs) in two rural districts in Ghana were observed. Frequencies were presented for the information that was
obtained from each caregiver and those that were provided by the HWs during the nutritional counselling sessions.

Results: About 95.1 and 61.8% of the caregiver-HW interactions involved mothers of children who were less than 6
months of age and those above 6 months respectively. HWs counselled the caregivers on appropriate nutrition for the
child. Health talk messages that were shared with caregivers focused mainly on the importance of attending CWCs and
vaccination of children and rarely included any teaching materials. In most of the interactions, HWs made of child’s
feeding practices the past 1 month; and also did not provide advice on specific issues of IYCF. Nutritional counselling
information given for non-breastfeeding children was inadequate and in some cases absent. Little attention was given
to the feeding of children with animal products during counselling.

Conclusion: Generally nutritional information given to caregivers who had children above 6 months was inadequate.

Keywords: Nutrition Counselling, Health workers, Caregivers, Child welfare clinics

Background

Adherence to recommended infant and young child
feeding (IYCF) practices has been identified as a key area
that can help tackle undernutrition and ultimately im-
prove child health [1]. In addition, Summers and Bilukha
(2018) [2] reported that introducing complementary
foods at 6 months of age is the third leading child health
intervention in preventing child deaths. As a result of
the evidence of the impact of appropriate feeding on
child health, the WHO and UNICEF recommend early
initiation of breast-feeding within the first hour of birth,
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exclusive breast-feeding for the first 6 months of life,
continued breast-feeding until 2 years of age, and timely
introduction of nutritious complementary foods at 6
months of age [3]. Despite these recommendations, glo-
bal estimates based on analysis of the Multiple Indicator
Cluster Survey (MICS), Demographic Health Survey
(DHS) and other nationally representative data sources
obtained between 2010 and 2016 by UNICEF revealed
that about half (48%) of all children aged 6—23 months
are not being fed the minimum number of times recom-
mended for their age daily (minimum meal frequency).
Again, less than one third (28.2%) are fed a minimal di-
verse diet comprising at least four out of seven food
groups in a day [4]. When both the minimum meal fre-
quency and minimum diet diversity are taken into
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consideration, only one in 6 (16%) children are receiving
a minimally acceptable diet [5].

IYCF counselling was introduced as an integral part of
child welfare services following the global challenge of
inadequate and poor child feeding practices. In the case
of children under 2 years, the need to offer nutritional
counselling services especially to their caregivers has re-
ceived much attention. This stage of life has been de-
scribed as a critical window of opportunity for ensuring
appropriate growth and development through optimal
feeding, that reduces the risk of undernutrition and give
children the best start in life [6—8]. In addition, children
below 2 years are at a higher risk of becoming malnour-
ished and its effect on child’s cognitive development par-
ticularly because, it is the stage in life when the body is
quickly laying down its fundamental building blocks for
brain development and future growth [9]. Therefore,
feeding under 2 year olds’ inadequate complementary
foods, in addition to poor feeding practices coupled with
being affected by frequent episodes of infections during
this period are direct risk factors that subject children to
malnutrition [10]. If nutritional needs are not met and
undernutrition is not addressed at this stage, it leaves
long-lasting damages which are largely irreversible [11].

Hence,interventions in the form of nutritional counsel-
ling services and health educational talks that are offered
to caregivers with children below two years have been
recommended as effective strategies that can help im-
prove infant and young child feeding (IYCF) practices,
reduce child undernutrition and hence enhance child
survival [9, 12, 13]. However, Reinsma et al., (2016) [14]
noted that although most of the nutrition counselling in
sub-Saharan Africa is primarily conducted by nurses or
health volunteers, little is done to develop capacity for
nutrition at the professional, organizational, or systemic
levels. In addition, Kohli and Chadha (2017) [12]
asserted that, studies that focus on assessing nutritional
counselling activities and skills of health workers are
scarce.

The limited evidence from past studies suggests that
HWs may lack specific knowledge on recommended
IYCF practices regarding feeding frequencyand portion
sizes of complementary foodsthat are given to young
children [15]. In addition, findings of previous related
studies also indicate that generally, HWs do not have ad-
equate knowledge about the consistency of complemen-
tary foods [16] and how to improve the energy/ nutrient
density of meals offered to young children [15]. For ex-
ample, in the study by Chaturvedi et al. [15] in Gujarat,
India, only 12% of the HW's were able to correctly advise
caregivers on portion sizes of complementary foods, 20%
on feeding frequency, 37% on consistency of meal and
30% on improving energy/ nutrient density of comple-
mentary foods.
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Hence, a study which focuses on investigating the kind
of nutritional information and guidelines imparted to
caregivers of children under two years is worthwhile
considering reports that nutritional interventions that
are implemented before two years yield benefits a life-
time, even without the need to be reinforced [17].

While there are a number of studies that have assessed
the knowledge levels of HWs on recommended IYCF
practices, few have been conducted to evaluate their nu-
tritional counselling activities and skills by observing
their practices in their work settings. In Ghana, all the
previous studies were conducted in urban areas in the
Greater-Accra Region [13, 18] and Brong-Ahafo Region
[19]. Also, the findings on the nutritional counselling
practices of HWs were based on their own reports or
those from mothers who accessed child health services
in health facilities. A general observation made in these
studies was that, in most cases there were inconsisten-
cies between the responses of mothers and those of
HWs regarding HW counselling approaches and nutri-
tional information received by caregivers. The current
state of knowledge regarding the nutritional counselling
activities and skills of HWs, particularly in rural settings
in Ghana, is limited. This study therefore explores and
evaluates HWs nutritional counselling skills and infor-
mation shared with caregivers who access CWCs for
GMP services.

Methods

Study setting

The study was conducted at + 16) public child welfare
clinics (CWCs) located in two rural districts - Kwahu
Afram Plains North (KAPND) and Kwahu Afram Plains
South (KAPSD) - within the Eastern Region of Ghana.
These two districts were purposively selected from the
26 districts in the Eastern Region on the basis of their
ranking as the first and second districts with the highest
prevalence of underweight in the Region in both 2013
and 2014. In 2013, the prevalence of underweight ranged
between 0.02 and 20.85%.

KAPND and KAPSD were ranked as the first and sec-
ond districts with an underweight prevalence of 20.85
and 18.21% respectively among children under 5 years
[District Medium Term Development Plan, 2014—2017].
Similarly in 2014 within a range of 0.4 and 22.0%,
KAPND and KAPSD had an underweight prevalence of
22.0 and 16.3% respectively.

Participants

Using a structured observational counselling checklist, a
total number of 528 counselling observations were made
in all the 16 CWCs during “weighing days of the 16
CWCs” between August and December, 2018. This
study is part of a project that sought to obtain
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information about household and maternal factors that
influence the feeding and nutritional status of children
under 2 years. Counselling sessions between HW and
mothers were observed. The number of Health worker-
caregiver interaction sessions that were observed at a
particular CWC facility depended on the number of cli-
ents who attended the child ‘weighing’ sessions per clinic
day. All eligible mother-child pairs - were sampled, using
the consecutive sampling method until the estimated
sample size to be selected from each health facility was
attained. Out of a total number of 610 mothers who
responded to a questionnaire that assessed maternal and
household determinants of feeding children, 528
mothers had time and agreed to wait to have an inter-
action with the HW after the weights of their children
had been measured. The remaining 82 mothers indi-
cated that they had no time to wait but had to rush back
to the market or the farm immediately after the weights
of their children had been measured and recorded.
Therefore in this study, respondents’ response and re-
fusal rates were approximately 86.6 and 13.4% respect-
ively. The HWs who were observed at the CWCs were
community health nurses (CHNs), community health
workers (CHWs), enrolled nurses, disease control offi-
cers and midwives.

Study design and data collection procedures

The study was cross-sectional and employed a qualita-
tive approach to collect data. The investigator with the
assistance of two trained field assistants attended the
monthly CWC sessions and observed the manner of
conducting growth monitoring and promotion activities,
with particular emphasis on nutritional counselling in-
teractions between caregivers and health workers at the
16 CWCs. Field notes were taken in a field diary.

An observation checklist was used to examine Growth
Monitoring and Promotion (GMP) activities and educa-
tional/counselling activities undertaken by health
workers (HWs) to communicate nutrition information
to caregivers, depending on the ages of the children. The
observation checklist was developed on the basis of
guidelines by the Ghana Health Service, as specified in
the child health records book and WHO child feeding
recommendations. Some of the items on the observation
checklist were adapted from the studies of Agbozo
(2016) [13], Laar (2015) [20] and Gyampoh et al. (2014)
[18]. The checklist covered sections on activities con-
ducted before and during weighing of children and
growth promotion actions undertaken by HWs after
weighing and charting child’s weight. Other items on the
checklist evaluated the ability of HWs to record and
chart growth curves properly.

The child health records of the child were consulted
to assess whether the HWs recorded the monthly
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weights on the appropriate chart, depending on the sex
of the child and to the nearest 0.1 kg. To find out about
the growth pattern of the child (whether rising or falling,
once or twice, or remaining the same for two consecu-
tive months), the researchers referred back to the growth
charts of each child.

The items on the checklist guided observations made
by the researcher to appraise nutritional counselling ac-
tivities of the HWs. The researcher and two other field
assistants sat in a non-obstructing position and observed
activities of the health workers before, during and after
weighing of each child at each of the CWCs. To assess
data recording and charting, a child’s growth chart was
observed to find out if previous monthly weights were
recorded to the nearest 0.1 kg and recorded on the ap-
propriate chart for the sex of the child.

Data on the child’s growth pattern in the last two con-
secutive months were also collected secondarily from
the child growth charts to assess for the proportion of
children who had their growth curves rising, falling
once, falling in two consecutive months or remained the
same for two consecutive months.

Observations were also made of approaches employed
by health workers to communicate nutrition information
on recommended IYCF practices to caregivers on each
health facility’s CWC day. In all the 16 CWCs, informa-
tion was sought on the topics discussed with caregivers
on that CWC’s “weighing day” during the health talk
session before weighing of children commenced. The re-
searchers also made observations of the types of teaching
materials that were used by HWs during health talks
and the type of nutrition counselling information given
to caregivers, depending on the age of the child.

After seeking the consent of the HWs and caregivers,
the researchers and data collection assistants sat at a
non-obstructing position and observed caregivers as they
went through the various growth monitoring and pro-
motion activities at the various CWCs, using the devel-
oped observation checklist. All health workers who gave
their consent to participate in the study and to be ob-
served signed an informed-consent form. In the case of
the consenting mothers they either signed or thumb-
printed on an informed consent form after the purpose
of the study had been explained to them. In order to en-
sure a high level of voluntary participant involvement,
participants were well informed about the purpose and
possible benefits that can be derived — improvement in
child nutrition and health services provided by HWs —
from the study. All participants were assured of ano-
nymity and confidentiality by informing them that no in-
formation they provide can be traced back to them in
reports, presentations and other forms of dissemination.
Ethical approval and clearance for the study was granted
by the Dodowa Health Research Centre (DHRC),
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Institutional Review Board (IRB) of the Ghana Health
Service (Reference/Identification: DHRCIRB/04/02/17)
and the IRB of the University of Cape Coast (U.C.C)
(Reference/Identification: UCCIRB/CHLS/2017/02).

Data analysis

Frequencies and percentages were presented for the in-
formation that was obtained from each caregiver and
those that were provided by the health worker during
the nutritional counselling sessions. Data on the child’s
growth pattern in the past two consecutive months prior
to the study, collected secondarily from each child’s
growth chart, was presented as frequencies and percent-
ages. The data was summarized showing the proportion
of children who had growth curves (patterns) that had
risen, fallen once, fallen in two consecutive months, or
had faltered (remained the same for two consecutive
months).

Results

The background information of the HWs who were ob-
served at the 16 CWCs is presented in Table 1. A total
number of 18 HWs provided nutritional counselling and
information to caregivers after weighing of children at
the 16 CWCs. It is important to note that in 14 of the
CWCs only one HW interacted with all the caregivers
on one-on-one basis after their children had been
weighed. In two CWCs, which were located at the dis-
trict capital towns and were also the only referral health
facilities, two HW's at these CWCs took turns to interact
with caregivers because of the large number of children
who accessed the facility for GMP services.

As indicated in Table 1, a higher proportion (38.8%) of
the HWs were community health nurses. Most (50%) of
the participants had between 5 and 8 years of working
experience after their professional training (See Table 1).
With respect to participation in any training workshop,
more than half of the study participants had participated
in training workshops in the area of vaccine administra-
tion (66.7%), breastfeeding (61.1%) and Community-
based Management of Acute Malnutrition CMAM
(55.6%).

Observation of activities undertaken before and during
weighing and recording of Children’s weight on growth
chart

Observations for a total number of 528 children aged be-
tween 0 and 23 months were made. Table 2 is a sum-
mary of findings in the observations undertaken before
and during weighing and recording of children’s weight
on the growth chart. As indicated in Table 2, none of
the CWCs calibrated the weighing scales using known
standardized weights before weighing children. In all the
528 (100%) weighing sessions that were observed, HWs
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Table 1 Background characteristics of Health Workers who
were observed at the CWCs

Characteristics n (%)
Sex
Male 5(27.8)
Female 13 (72.2)
Position
Community Health Nurse 7 (38.8)
Community Health Worker 4(222)
Disease Control/Technical Officer 3(16.7)
Enrolled nurse 2(11.1)
Community Mental Health nurse 1(5.6)
Midwife 1(5.6)
Length of providing GMP services at CWC/RCH
< 1year 1(5.6)
1-4 years 4(22.1)
5-8years 9 (50.0)
9-12 years 3(16.7)
> 12 years 1(5.6)
*Workshops/Trainings attended
Vaccine Administration 12 (66.7)
Breastfeeding (communication strategies, 11 61.1)
management, exclusive)
CMAM 10 (55.6)
Complementary feeding 7 (38.9)
No training 2(11.1)

*Workshops/Trainings attended: Some HWs have attended more than one
workshop or training programme since they started working as
professional HWs

ensured that children were undressed and had minimal
light clothing before weighing them. The majority of in-
fants (93.6%) whose weights were taken using suspended
weighing balances (Salter type) were positioned correctly
before their weights were measured.

Growth promotion actions taken by HWs after weighing
and charting child’s weight

The GMP actions undertaken by HWs after weighing
and charting the children’s weights in their child health
record booklet are also summarized in Table 2. Out of
528 children, aged between 0 and 23 months, whose
weighing was observed by the researchers, the HW in-
formed the caregiver about the weight of the child in
only 51.3% of the cases.

As shown in Table 2, it is in the case of only 27.7% of
the caregivers that the HW who measured the weight of
the child explained the growth pattern of the child, using
the growth chart. Health Workers, in some cases
(40.5%), inquired from the caregiver whether the child
was eating as expected. The results also show that, only
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Table 2 Observations before and during Weighing and Recording of Children’s Weight on Growth Chart

Abbreviated checklist items

Frequency (%)

Number of HWs per CWC facility
1-2
3-4
5-6
>6
Activities done before and during Weighing of Children

Calibrating the weighing scales using known standardized weights (n = 16)

Starts by checking zero-setting on the weighing scales before weighing

Ensures child undresses and is in minimal clothing before weighing

Positions infant correctly on suspended balances (Salter type) (n=218)

0 (0.0)

481 (91.0)
528 (100.0)
218 (100.0)

Growth promotion actions taken by HWs after weighing and charting child’s weight

Health worker tells caregiver weight of child

Health worker explains growth pattern of child using the growth chart

Health worker enquires about previous illness (n=131) (only in cases where growth
pattern decreased or remained same as compared with previous month)

Health worker enquires about feeding (in all cases) (n =528)

Health worker praises caregiver (only in cases where growth curve is increasing) (n = 397)

271 (51.3)
146 (27.7)
93 (70.9)

214 (40.5)
211 (53.1)

Procedure for Recording and Charting of weights after referring to child’s growth chart and

recorded details of the growth curve (N =528 observations)
Weights recorded to the nearest 0.1 kg
Weight recorded on appropriate chart for sex of child

Weight charted properly

Weight recorded accurately against appropriate age of child (counts the number of months

since birth and check if recorded in appropriate place)

521 (98.7)
523 (99.1)
528 (100.0)
528 (100.0)

a little over half (53.1%) of caregivers whose children’s
weight had increased were praised by the HWs.

Growth pattern of child after referring to child’s growth
chart

As indicated in Table 3, out of 528 children whose weigh-
ing was observed, the growth curves of the majority
(75.2%) were rising - that is, their weights increased as
compared with the previous month’s weight. However, the
growth pattern of 12.9, 3.9 and 8.0% were found to have
respectively fallen once, fallen for two consecutive months
and remained the same for two consecutive months.

All the cases of growth patterns which either fell once
or for two consecutive months occurred among children
aged between 6 and 23 months. In addition, out of 42
cases of falling growth patterns (where the weights of
the child remained the same for two consecutive
months) 40(95.2%) were children aged between 6 and
23 months. It is recommended and expected that care-
givers of these affected children will be counselled and
supported to improve the nutritional status and growth
rate of their children. However, a general observation
made was that HWs who came into contact with such
children usually inquired by asking the caregiver why

the weight of the child was not increasing or had de-
creased. In other cases, the HW asked the caregiver
whether the child had been sick in the past weeks. In the
case of previously sick children as shown in Table 3,
some HWs advised caregivers on the need to give add-
itional meals after illness and foods that are liked best by
the child during such periods of sickness and recovery.
Other HWs also advised caregivers who had reported
that their children had been sick in the past weeks to
breastfeed more often and give soft and easily digestible
foods. None of the HWs provided information on why it
was necessary to employ these feeding strategies during
periods of sickness and recovery of young children.
Some HWs also asked the caregiver whether the child
was eating well as expected. None of the HW's asked for
any detailed information about specific foods that were
given to the child or the feeding practices of caregivers
during periods of sickness.

Observations of nutrition Counselling services given by
health workers to caregivers

Scope of Counselling messages shared with caregivers
Generally, on a typical CWC/weighing day, the first ac-
tivity undertaken by HWs was to conduct a health talk
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Table 3 Growth pattern of children and procedures for recording and charting of weight

Abbreviated checklist items

Frequency (%)

Growth Pattern of child after referring to child’s growth chart
Growth pattern: Rising
Growth pattern: Falling once
Growth pattern: Falling two consecutive months
Growth pattern: Falling or same for two consecutive months
Growth Pattern of children based on Age Groups
0-5 months (N = 143)
Growth pattern: Rising
Growth pattern: Falling once
Growth pattern: Falling two consecutive months
Growth pattern: Falling or same for two consecutive months
6-23 months (N =385)
Growth pattern: Rising
Growth pattern: Falling once
Growth pattern: Falling two consecutive months

Growth pattern: Falling or same for two consecutive months

397 (75.2)
68 (12.9)
21 (39
42 (8.0)

141 (98.6)
0(0.0)

0 (0.0)
2(14)
256 (66.5)
68 (17.7)
21 (54)
40 (104)

Procedure for Recording and Charting of weights after referring to child’s growth chart and recorded details of the growth curve (N =528

observations)
Weights recorded to the nearest 0.1 kg
Weight recorded on appropriate chart for sex of child

Weight charted properly

521 (98.7)
523 (99.1)
528 (100.0)

to all caregivers by employing a mass/group discussion
approach. In all the 16 facilities, the health talks were
usually led and facilitated by a Community Health Nurse
or midwife.

Five (5) facilities had developed a planned monthly
health talk programme indicating topics that would be
discussed with caregivers during health talks. Generally,
in all these five facilities, topics for the health education
sessions were similar. The topics that were displayed on
the wall at the premises of the CWCs included import-
ance of attendance at CWCs and immunization of chil-
dren, importance of personal and environmental hygiene,
prevention of malaria, importance of family planning,
importance of Antenatal and Postnatal Care (ANC and
PNC), importance of exclusive breastfeeding (EBF), pre-
vention of home accidents, mental health issues, manage-
ment of fever, prevention of HIV, and hand washing.
Other topics that were not common to all the five facil-
ities included importance of complementary feeding, im-
portance of hospital delivery, importance of sleeping
under insecticide treated bed nets, importance of sex
education and prevention of cholera.

Approaches employed in counselling caregivers
In most cases, the leaders/facilitators of the health talk
usually shared their messages by employing a didactic

one-way approach, which was followed-up with ques-
tions by the HW; and caregivers were given an oppor-
tunity to answer and share their views. In the 16
facilities, the duration for delivering health talks ranged
between 20 and 30 min. With regard to the approach
employed by HWs to convey nutrition information to
caregivers, in all the 16 CWC facilities, nutritional edu-
cation activities were conducted for the entire group of
caregiver (in the form of giving a health talk), at the be-
ginning of the GMP session, before HWs proceeded
with weighing of children. One-on-one counselling ap-
proach between a HW and caregivers was employed
after weighing each child. In all the 16 CWCs one-on-
one counselling was done in an open area, usually under
a tree where a table and two chairs had been placed for
a HW and caregiver to interact. There were no special
counselling rooms to ensure privacy between HWs and
their clients in any of the 16 CWCs that were visited. In
addition, generally the one-on-one interactions between
HWs and caregivers were more of a one-way approach
during which the HW did most of the talking. In all the
interaction sessions that were observed, HWs did not
negotiate with caregivers and hardly presented options
available to improve the child’s situation. There was no
case where a HW discussed with a caregiver on matters
regarding options caregivers could afford or do to help



Nsiah-Asamoah et al. BMIC Health Services Research (2019) 19:817

improve the nutritional status of the child. In all the ob-
servations that were made, there was no case where a
HW and caregiver come to any agreement on feeding
and care practices that must be employed to improve
the child’s nutritional status. Since no agreements were
made, no information was documented in the child
health record booklet to guide any follow-up process
during next visits to the CWC.

As shown in Table 4, only 6 out of the 16 health facil-
ities studied used teaching aids/visual aids (TAs/VAs)
during health talks and one-to-one counselling with
caregivers.

One of the teaching aids used by HWs was the Child
Health Record Booklet developed by the Ghana Health
Service (GHS), which has pictorial illustrations on foods
for complementary feeding, good positioning and attach-
ment for breastfeeding, foods to be fed to a healthy child
and feeding frequencies per day for different age groups
(pages 12 and 13). The other teaching material used by
the HWs was the counselling cards on IYCF for Com-
munity Health Workers, developed by UNICEF. This
counselling card presents brightly coloured illustrations
which depict key infant and young child feeding con-
cepts that can be shared with caregivers.

Nutritional counselling of caregivers with infants aged
between 0 and 5 months old

In the current study, with respect to caregivers with in-
fants aged between 0 and 5 months, the majority (95.1%)
were counselled to practice exclusive breastfeeding (see
Table 5). Again, 88.8% of them were apprised of the im-
portance of breastfeeding, and 58.7% of them were coun-
selled and encouraged to practice good hygiene,
including before breastfeeding. However, only 19.6%
were taught and received guidelines on breastfeeding
techniques. None of the caregivers with children below
6 months were educated on how to express breast milk.
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Nutritional counselling of caregivers with young children
6-23 months old

As shown in Table 5, only 61.8% of caregivers with chil-
dren aged between 6 and 23 months were encouraged
and counselled on complementary feeding. A little above
half (52.4%) of the caregivers were generally advised to
frequently feed their children. However, only 94 (46.5%)
out of 202 received specific guidelines on the number of
meals in addition to snacks, that should be given to a
child in a day, again demonstrating the broad nature of
the counselling information given by HW's to caregivers.

Regarding the number of times meals should be fed to
children daily, only 18.3% of caregivers with children
aged between 6 and 8 months were counselled to feed
their children on 1-2 meals, in addition to snacks and
breast milk. Again, only 28.9% of caregivers with chil-
dren aged between 9 and 23 months were advised to
feed their children on 3-4 meals, in addition to snacks
during the day.

There were 14 non-breastfed children who were less
than 12 months; but their mothers reported that these
infants stopped breastfeeding on their own within one to
two months after they started complementary feeding.
Specific nutritional information on feeding frequency
and the importance of milk-feeding for the non-
breastfeeding child was absent in all the 14 caregiver-
health worker interactions that were observed. No HW
advised any of the 14 caregivers with a non-
breastfeeding child to give meals 4-5 times and offer 1-
2 snacks as well as milk and milk products daily. Nutri-
tional counselling information provided to caregivers of
non-breastfeeding children were not specific but gener-
ally centred on broad information, such as feeding child
with a wide variety of foods, preparing child’s meal sep-
arately and feeding the child with favourite foods.

A high proportion (51.2%) of caregivers with children
aged between 6 and 23 months were counselled on the

Table 4 Observations of topics discussed with care givers and use of teaching materials

Abbreviated checklist items

Frequency (%)

Topics discussed with caregivers on “weighing” day (N = 16)
Importance of attending CWCs and vaccination of children
Importance of exclusive breastfeeding
Importance of personal and environmental hygiene/hand washing
Complementary feeding and foods to introduce to child
Mental health education
Prevention of malaria and sleeping under insecticide treated bed net

Use of Teaching Materials in health facility (n = 16)

Yes

Teaching Materials used by HWs during Health Talks (n = 6)

Child Health Record Booklet, developed by GHS

Counselling Cards on IYCF for Community Health Workers, developed by UNICEF

4 (66.7)
2(333)




Nsiah-Asamoah et al. BMIC Health Services Research (2019) 19:817 Page 8 of 15

Table 5 Observations of Nutrition Counselling Services Given by Health Workers to Caregivers

Abbreviated checklist items Frequency (%)

Nutrition Counselling Information Given

Counselling of Caregivers with infants 0-5 months old (n = 143)

Encourages exclusive breastfeeding 136 (95.1)
Explains the importance of breastfeeding 127 (88.8)
Teaches breastfeeding technique 28 (19.6)
Advises feeding on demand 72 (50.3)
Educates on expressing breast milk 0 (0.0)
Counsels and encourages good hygiene practices (including before breastfeeding) 84 (58.7)
Encourages caregiver to ask questions and answers them 21 (14.7)

Enquiries made after weighing of children 6-23 months old (n = 385)

Asked about feeding frequency 107 (27.8)
Probed about portion size 0 (0.0)
Enquired about consistency of food being fed to the child. 0 (0.0)
Took feeding history 73 (18.9)
Asked mothers about any iron rich foods being given to the child 0(0.0)
Asked mothers about any vitamin A rich foods being given to the child 0 (0.0)
Sought information about the morbidity history of the child 124 (32.2)
Nutritional Counselling of caregivers with children 6-23 months old (n = 385)
Encourages and counsels on complementary feeding 238 (61.8)
Encourages continued breastfeeding to 2 years and beyond in addition to complementary feeding 147 (38.2)
HW generally encourages frequent feeding in a day 202 (52.4)
Provided specific advice on feeding frequency appropriate for child’s age 94 (24.4)
Provided advice on portion sizes to be fed to child 0(0)
Provided advice on food consistency 0 (0)
Promoted diet diversity in their discussion with caregivers 76 (19.7)
Advised caregivers about giving iron- rich foods to children 163 (42.3)
Counsels and encourages hygiene practices especially when breastfeeding, cooking and feeding child 186 (48.3)

Counselling on Feeding Child During lliness (n = 93)

Need to give additional meals after illness 23 (24.7)
Need to give small frequent feeds during illness 19 (204)
Give foods that the child likes 63 (67.7)
Continue to breastfeed 42 (45.2)
Give soft and easily digestible foods 31 (33.3)

HW indicates number of times of feeding meals (n =385)

1-2 times for breastfed infants 6-8 months (n = 126) 23 (18.3)
3-4 times for breastfed children 9-23 months (n = 245) 71 (28.9)
4 times for non-breastfed children 6-23 months (n = 74) 0 (0.0)
For non-breastfed children, HW advises mother to give at least 2 milk feedings in a day in addition 0 (0.0)

to complementary foods (n = 14)

HW counsels caregiver to generally feed a variety of foods (n = 385) 197 (51.2)
HW counsels caregiver to specifically feed (n = 385)

Cereals (foods prepared from rice, millet, maize etc) 238 (61.8)
Roots and tubers (foods prepared from yam, cassava, plantain etc) 194 (50.3)

Legumes and nuts (beans, cowpea, groundnut etc) 173 (44.9)
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Table 5 Observations of Nutrition Counselling Services Given by Health Workers to Caregivers (Continued)

Abbreviated checklist items

Frequency (%)

Flesh foods (meat, poultry, fish and liver/organ meats)
Eggs
Dairy foods

Vitamin-A rich fruits and vegetables (dark green vegetables, pawpaw, water melon, mangoes, palm nut)

Other fruits and vegetables (mentions examples of locally grown or available fruits and vegetables)

Encourages mother to ask questions and answers them

136 (35.3)
98 (254)
76 (19.7)
183 (47.5)
83 (21.6)
47 (12.2)

need to feed their children with a variety of foods. Re-
garding advice given on feeding the child with specific
foods, a larger majority (61.8%) of caregivers were coun-
selled on the need to give cereals (foods such as maize
porridge, rice, millet and “banku”, prepared from fer-
mented corn dough). During the one-to-one interaction
between HWs and caregiver, less than half (47.5%) of
the caregivers were specifically advised to give Vitamin-
A rich fruits and vegetables to their children. Again, 44.9
and 50.3% of the caregivers were specifically advised to
give legumes and nuts and roots and tubers respectively
to their children.

For all the 528 observations that were made, in ap-
proximately 87.1%, HWs did not give any opportunity to
their clients to ask questions after the counselling
sessions.

Discussion

Globally, growth monitoring and promotion (GMP) is
one of the first health services provided for infants and
young children in the early stages of their lives; and it is
believed to prevent and manage malnutrition conditions
[5, 12].0bservations made regarding activities of HWs
prior to the commencement of the weighing sessions re-
vealed that no weight measuring scale was calibrated in
all of the 16 CWCs. However, as with any measurement
instrument, weighing instruments should be calibrated
regularly to ensure that they are measuring accurately
and consistently using certified calibrated or known
weights [21]. A worrying observation made during the 4
weeks period of observing activities at CWCs is that the
weighing scales used to measure weights of children in
all of the 16 CWC facilities were not calibrated. Calibra-
tion of weighing equipment is necessary because scales
became increasingly less precise with continuous usage
and exertion of weights on them [21]. In addition, to en-
sure accurate measurements, it has been recommended
that weighing scales in health facilities have to be tested
or calibrated more frequently, particularly if they are
moved around often [22], as in the case of all the weigh-
ing scales that were used in the CWC facilities that were
observed. The implication of using non-calibrated
weighing equipment is the tendency to have inaccurate
and inconsistent body weight measurements which can

have a negative impact on patient care [22]. Among
paediatric populations, non-compliance in obtaining ac-
curate weights can result in delays in establishing treat-
ment and discharge plans for such sick children [23].
The finding in this study is similar to that of a related
study undertaken in Norway which reported that only 3
out of 27 (11.1%) child health clinics had good routine
procedures with regard to how weighing scales were
tested and calibrated [24]. Although the researchers did
not find out why the instruments were not calibrated be-
fore they were used, one reason that can be attributed to
this practice is the likelihood that these HWs have not
been educated on the importance of calibrating weighing
instruments before their usage and trained on how to
carry out the process. Another possible reason could be
the unavailability of reference or standard known
weights to calibrate weighing instruments. Again, it is
likely that HWs ignore the importance of calibrating
weighing instruments because of the excuse of not hav-
ing enough time to spend on such procedures mainly
because of the many clients that access the health facility
which may result in a work overload on HWs as re-
ported in a related study in Limpopo Province, South
Africa [25].

The finding in the current study with respect to GMP
actions undertaken by HWs after weighing and charting
the children’s weights in their child health record booklet
corroborates with a similar study conducted in some
CW(C facilities in Accra, Ghana, where approximately 40%
of caregivers were informed about the weight of their chil-
dren, and half of them were given nutrition counselling
[18].With regard to explaining the growth pattern of a
child to a caregiver, using the growth chart; HWs not
interpreting the growth pattern of the children to their
caregivers could result in some parents consulting other
caregivers for explanation or trying to interpret the growth
curve on their own. A comparable finding was reported in
a related study in Kenya, where only 37.9% of caregivers
indicated that the HW explained the growth pattern of
their children to them. On the other hand, a higher pro-
portion (54.2%) indicated that they tried interpreting the
growth pattern of their children on their own, while others
(7.9%) consulted a fellow mother for interpretation [26].
Similarly, in another study undertaken in South Africa, it
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was observed that the majority of nurses also did not pro-
vide feedback on the children to their caregivers, after
weighing and recording the weights on the growth chart
[27]. It is important to note that providing feedback to
caregivers ensures their active participation and interest in
dealing with problems associated with the growth of their
children [28]. In the present study, the researchers did not
find out why HWs were not giving any feedback to care-
givers after weighing their children. However, some infer-
ences can be made on the basis of observations that were
made. Not providing feedback to caregivers could be at-
tributed to reasons such as the unawareness of the im-
portance of giving feedback to caregivers, nurses work
overload possibly as a result of the inadequate number of
trained personnel to attend to the numerous children. As
a result of the high workload, HW's are likely not to attach
much importance to the need to give feedback to care-
givers in order to avoid spending much time per client.

The IYCF Counselling package recommends that
HWs providing GMP service should inform caregivers
about their children’s body weight, and then ask them to
interpret the growth curves of their children, on their
own. This is because the growth chart is considered a
monitoring and educational tool that enables both HW's
and caregivers to visualize the growth trajectory of chil-
dren and informs them of the appropriate actions to
take [29].Weighing of children in the presence of care-
givers also provides a better opportunity for communica-
tion with caregivers about the status of the child’s
growth, by making growth visible. It also results in better
targeting of preventive activities to detect and halt falling
growth patterns before it progresses to the state of un-
dernutrition [30]. Explanations given to a caregiver on a
child’s growth pattern, followed by individual-tailored
counselling, based on the growth status of the child, is
highly recommended in GMP activities [31]. Bilal et al.
(2014) [29] added that the recorded information on the
child should be interpreted and communicated among
HWs and caregivers of the respective children from as
early as birth until the children reach at least 5 years of
age. This is recommended as one of the positive GMP
counselling skills, perhaps because it ensures that care-
givers are given the opportunity to fully participate in
monitoring the growth of their children and to readily
accept suggestions given for improving upon the growth
of their children.

Generally, health workers disregarded taking detailed
information on the feeding history of children, which en-
tails finding out about what the child was being fed with,
the frequency of feeding and the manner in which the
child was fed. Similar to this finding, Chaturvedi et al’s
[15]. study in Gujarat, India indicated that the inability
of HWs to inquire about the feeding history of children
and provide need-based advice was persistent during
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counselling sessions with caregivers. The practice of not
taking detailed information on the feeding history of
children could be attributed probably to HWs not know-
ing about its importance as a means to help caregivers
to improve upon the dietary intakes of their children.
Another possible reason could be excuses that are likely
to be given by HWs of their inability to spend much
time per caregiver to obtain detailed information be-
cause of their work overload and the few number of
HWs posted to each facility to offer GMP services to
many children.

With respect to praising caregivers when offering
GMP services, according to The Community Infant and
Young Child Feeding (IYCF) Counselling Package devel-
oped by UNICEF for HWs, if a HW observes that there
are no apparent difficulties in the feeding and growth of
the child, the HW conducting the GMP service should
praise the mother (or caregiver) and focus on providing
information needed for the next stage of the child’s de-
velopment. However, only a little over half (53.1%) of
caregivers whose children’s weight had increased were
praised by the HWs. Likewise, Maramagi et al’s [32]
study in Uganda reported that the performance of HWs
was poor in respect of praising caregivers for their good
childcare practices which were evident in the growth of
their children. In the study by Maramagi et al. (2004)
[32], only 43% of caregivers who engaged in appropriate
childcare practices were praised by HWs. Similarly,
Gyampoh et al. (2014) [18] in their study in Accra, Ghana,
reported that only 2.6% of caregivers whose children were
experiencing an improvement in growth were praised for
good practices by HWs. Clearly, these findings suggest
that HWs do not attach much importance to the need to
praise caregivers to motivate and spur them on to con-
tinue their good child care practices, when the growth of
their children progresses as expected.

The topics which guide health talks organized for care-
givers who access CWC services fell within the objectives
of GMP which aims at achieving the following results: in-
creasing adequate diet intake by children, improving child
care practices among caregivers, increasing the need for
health care services among caregivers, improving infection
prevention and control of diseases [33].

With regard to approaches employed in counselling
caregivers, in similar studies, health talks emphasizing
key nutrition and IYCF messages were delivered at the
beginning of a day’s activities in child health facilities
[13, 34]. According to Agbozo, (2016) [13] counselling
services to caregivers could be provided collectively for a
group of caregivers or on an individual basis. There is
evidence that both approaches (individualized and mass),
when employed during counselling of clients, could re-
sult in improvements in the nutritional knowledge of
caregivers and in children’s feeding and nutritional
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status [35]. In addition, Bhutta et al. (2013) [10] asserted
that a combination of both individual and group coun-
selling approaches results in better impacts on infant nu-
tritional and health outcomes.

The findings revealed that no HW shared any infor-
mation on expressing and storing breastmilk to enable
an infant to consume it in the absence of the mother.
An explanation that can be given to the finding that no
mother with a child below 6 months was educated on
how to express breast milk is that most of the caregivers
were farmers, had their own jobs and could go to work
with their babies and breastfeed them, unlike other care-
givers who have to resume work after a maternity leave
of about 3 months. Most salary-earning mothers who re-
sume work after a maternity leave may have to resort to
expressing breast milk, to enable the baby to have ad-
equate breast milk while at work. This may not be the
situation with this population in which most of the
women are self-employed, engaged in farming or are
traders. Therefore, HWs in this district are not likely to
attach very much importance to educating mothers on
expressing and storing breast milk.

The finding that a little above half of the caregivers
with children above 6 months were counselled on rec-
ommended child feeding practices is supported by simi-
lar studies in which less than half of caregivers who
attended child health facilities received advice on com-
plementary feeding from HWs [18, 35]. The findings
presented in this and other studies suggest, therefore,
that to a large extent a high proportion of caregivers are
not counselled on appropriate IYCF practices when they
visit health facilities for GMP services. Therefore, this
defeats one of the objectives of GMP which aims at im-
proving child care practices among caregivers by pro-
moting adequate dietary intakes of children.

A comparison between counselling information given
to caregivers with babies below 6 months and those with
children above 6 months shows that whereas a higher
proportion (95.1%) of caregivers with infants below 6
months received nutritional counselling information, in
the case of caregivers with children aged between 6 and
23 months, only 61.8% were counselled. In a similar
study, whereas 65% of caregivers reported receiving nu-
tritional counselling on exclusive breastfeeding of babies,
only 7% were counselled on complementary feeding
[36]. Likewise, the findings of this study are supported
by those of Samuel et al. (2016) [16] who found that,
whereas the majority (79%) of CHW's reported counsel-
ling caregivers on practical tips on breastfeeding, less
than half (46%) counselled mothers on complementary
feeding practices. Clearly, these findings suggest that
generally, less emphasis is placed by HWs on providing
caregivers with the needed information on appropriate
complementary feeding practices than on exclusive

Page 11 of 15

breastfeeding. Related to the findings on feeding fre-
quency counselling information are the results from a
study in India, in which only 19% of interactions be-
tween caregivers and HW's included counselling on feed-
ing frequency appropriate for children’s ages [15]. A
general observation made in this current study was that,
for children who were above 1year, HWs rarely men-
tioned the importance of continued breastfeeding until
the child was 2 years, or even beyond.

With respect to feeding non-breastfeeding children 6—
24 months of age, according to WHO’s guiding princi-
ples, such children should be provided with meals 4-5
times each day. In addition, nutritious snacks (such as
pieces of fruit or bread with nut paste) should be offered
1-2 times per day, as desired. In the case of non-
breastfed children aged 6—23 months, they should also
be given milk or milk products two or more times a day
to ensure that their calcium needs are met, since they
are not breastfeeding [3]. However, in this study, no HW
advised any of the 14 caregivers with a non-
breastfeeding child to give meals 4-5 times and offer 1-
2 snacks as well as milk and milk products daily. Nutri-
tional counselling information provided to caregivers of
non-breastfeeding children were not specific but gener-
ally centered on broad information, such as feeding child
with a wide variety of foods, preparing child’s meal sep-
arately and feeding the child with favourite foods.

The findings show that much emphasizes was laid by the
HW on giving specific foods mainly grown on a large scale
locally and that were readily available in the districts. This
practice of HW's is commendable, since WHO recommends
that mothers of young children should be encouraged as
much as possible to identify and use indigenous home-
grown foodstuffs, which would help ensure that local foods
are utilized in homes [37]. Similarly, in a related study con-
ducted among caregivers attending health facilities to access
GMP services in nine (9) districts in the Brong Ahafo Re-
gion of Ghana, HWs also encouraged caregivers to use lo-
cally available and affordable foods within their districts [19].

In this study, with regard to mentioning specific foods
that can be given to children, eggs and dairy products
were not mentioned often by HWs. Similarly, the study by
Gyampoh et al. (2014) [18] also reported that eggs were
not mentioned to any of the caregivers in the study,
whereas dairy foods were cited to only 0.9% of mothers.
Egg is an animal protein food source which contains all
the nine essential amino acids required to support growth
in children. Compared with other animal food products,
eggs are more affordable than meat and fish. Considering
that the study was conducted in rural districts in which
most of the inhabitants are poor farmers, one would have
thought that much more emphasis would have been laid
on consuming eggs to promote the growth of children in
these districts.
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With regard to the feeding of children during periods
of sickness, in only a few of the one-to-one interactions,
24.7 and 20.4%, were caregivers counselled on the need
to give additional meals after illness and frequently give
small portion sizes of food during illness respectively.
Such advice was only observed in some interactions be-
tween HWs and caregivers of children (n=93) whose
weight had decreased or remained the same as the previ-
ous month’s weight. A comparable finding was reported
in a study conducted in India, in which as low as 18 and
6% of HWs advised caregivers to give small frequent
feeds during illness and give an additional meal after ill-
ness respectively [38]. Another observation made in this
study was that caregivers were not often advised on the
need to continue breastfeeding when the child was sick.
It was in only 45.2% of the caregiver-HW interactions
that emphasis was laid on the need to continue breast-
feeding when the child was unwell. This contrasts with
the study of Parikh & Sharma [38] which was conducted
in Gujarat, India, in which only 6% of HW stressed on
the need for continued breastfeeding in situations where
children were sick.

The finding that HWs generally do not give caregivers
an opportunity to ask questions after the nutritional
counselling session corroborates with other related stud-
ies which also reported that HWs did not usually invite
questions from caregivers or allow caregivers to ask
questions after counselling interactions [18, 39]. In the
study by Gyampoh et al. (2014) [18], it was indicated
that only 4.9% of caregivers were given an opportunity
to ask questions after they had received nutrition coun-
selling from the HW. According to Kourkouta and
Papathanasiou (2014) [40], one principle of effective
interpersonal communication is to ask questions to as-
sess the extent to which the caregiver understood the in-
formation that had been given by the HW. Both the
Nutrition Assessment, Counselling and Support (NACS)
User’s Guide, developed by the Food and Nutrition
Technical Assistance III Project (FANTA) 2016, and
UNICEF’s Training of Trainers Manual for Counselling
on Maternal, Infant and Young Child Nutrition (2011)
recommend that, to make the nutrition counselling ses-
sions more educative, interactive and effective, HWs
should encourage clients to ask questions. Inviting ques-
tions from caregivers is a learned communication skill
that encourages two-way communication between the
HW and the caregiver, and can also serve as a
reinforcement strategy to improve compliance to IYCF
guidelines given by HWs. Questions that are left un-
asked may hinder the way caregivers accept and act on
suggestions given on appropriate IYCF practices by
HWs [41]. A major factor that could discourage HWs
from inviting questions from their clients is the tendency
to believe that it wastes their time and drags their work
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activities [32]. In addition, other factors such as the
number of HWs assigned to provide the counselling ser-
vices and the availability and time commitments of HWs
could affect the provision of counselling messages by
HWs and their uptake by caregivers [42, 43].

There are some limitations associated with this study.
First, the number of CWCs (16) that were studied by con-
ducting observations to assess caregiver-health worker in-
teractions during growth monitoring and promotion
(GMP) activities is not representative of the total number
of child-health facilities in Ghana. Since the study was re-
stricted to only caregivers with children who visited
CW(Cs for GMP services, the observations made does not
include what pertains with GMP services that are pro-
vided during community outreach programmes and in
Community-based Health Planning Services (CHPS)
zones. As such the findings cannot be generalized to all
settings where GMP services are provided.

Second, the presence of the researchers and field assis-
tants may have also had some influence on the health
workers who were carrying out GMP activities. There-
fore the observation of skills and practices might not
have depicted the entire real situation related to
provision of GMP services, and may have only captured
what happened on days that observations were con-
ducted, as compared to the reality with respect to the
daily discharge of GMP duties by HWSs. Nevertheless,
the study of 16 randomly selected CWCs and the use of
the observation technique can be regarded as precursors
of reliable and trustable information rather than inter-
viewing or administering a questionnaire to HWs who
are likely to evaluate or report their own activities more
positively.

Conclusions

The present study was aimed at evaluating nutritional
counselling interactions between HWs and caregivers of
children under 2 years. However, it became evident that
the interaction between the caregivers and HWs can be
described more as a presentation of information to care-
givers and was rarely a two-way form of communication.
HWs did not discuss and confer with caregivers on
available options that could be adopted in order to im-
prove the child’s nutritional status.

The study also highlighted that health workers rarely
used any teaching aids (visual aids) during their interac-
tions with caregivers. For children aged between 0 and 5
months, the majority of HWs counselled mothers on the
need and importance of exclusive breastfeeding. How-
ever, one aspect of infant nutrition that was not
highlighted by any of the HWs during their interactions
with the caregivers was how to express and store
breastmilk.
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In the case of children aged between 6 and 23 months,
the majority of HWs did not make any enquiries about
feeding frequencies, consistency of foods, iron and vita-
min - A - rich foods that were fed to the children. In
counselling caregivers on specific foods to give, whereas
more emphasis was laid on giving cereals, roots, tubers,
legumes and nuts, less attention was paid to giving dairy
products and eggs. In addition, although the HWs ad-
vised caregivers to frequently feed their children on
green-leafy food items because of their high iron con-
tent, their messages did not emphasize the need to add
food items, such as oranges, that enhance the absorption
of non-heme iron present in plant food sources. There
were gaps in the nutritional information that was shared
with caregivers on recommended feeding practices for
children during illness and the recovery period. Nutri-
tional information given to caregivers of non-
breastfeeding children was inadequate and sometimes
absent, as no HW advised them to give at least four
meals, in addition to two milk feedings daily.

One limitation associated with this study is the issue
on volunteer bias (or self-selection bias) on the part of
the mothers, which should be expected in a health facil-
ity- based study. In this study the question is whether
the mothers who willingly agreed to remain to interact
with the HW were different from those who were in a
hurry to return back to their farms or the market. How-
ever, since 86.6% of the mothers willingly consented to
participate in the study, the 13.4% who declined may not
affect the samples’ representativeness in this study.

Recommendations

On the basis of the findings from this study, it is evident
that health workers at CWCs should be encouraged to
consider openly praising mothers who adhere to recom-
mended IYCF practices, resulting in promoting the
growth of their children. Furthermore, with the consent
of such mothers, HWs can use their children as exam-
ples worth emulating, for other mothers to also strive to
improve their child feeding practices. Mothers, including
HWs, who are able to exclusively breastfeed their chil-
dren can also be given an opportunity to share their ex-
periences with other mothers during CWCs.

Obtaining information on the nutrition of children
should be given priority by health workers. HWs must
take detailed information on the feeding histories of chil-
dren, providing specific advice on the basis of the indi-
vidual nutritional needs of children, e.g. non-
breastfeeding children. District Nutrition and Public
Health officers should be supported and encouraged to
pay regular visits to child-health facilities to supervise
and monitor the activities of HWs working there as
demonstrated in a study by Avula et al. (2011) [44] in
India, and also to identify inappropriate GMP practices
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and contradictory nutrition information that may be
shared with caregivers.

One suggestion for further study is to conduct further
qualitative studies that will include interviewing HWs in
order to understand what they know on child nutrition,
why they do what they do, why they do not do what is
recommended of the protocol during the provision of
GMP services. Another suggestion for further study is to
employ more rigorous data collection methods, such as
video-recording of HW activities and interactions with
caregivers, compared with the use of checklists, which
could give a better picture of the issues pertaining to
providing healthcare services at child-health facilities in
Ghana. Another suggestion for further study is to assess
whether the organization of nutrition education pro-
grammes for HWs can improve upon their knowledge
levels and GMP services offered to children. An add-
itional suggestion is to find out whether nutritional in-
formation given to caregivers by HWs influences the
feeding practices and nutritional status of their children.

Abbreviations

ANC: Antenatal Clinic; CHNs: Community Health Nurses; CHPS: Communty-
Based Health Planning and Service; CHWs: Community Health Workers;
CMAM: Community-Based Management of Acute Malnutrition; CWCs: Child
welfare Clinics; DHRC: Dodowa Health Research Centre; DHS: Demographic
and Health Survey; EBF: Exclusive Breastfeeding; FANTA: Food and Nutrition
Technical Assistance; GHS: Ghana Health Service; GMP: Growth Monitoring
and Promotion; HIV: Human Immunodeficiency Virus; HW (s): Health Worker
(s); IRB: Institutional Review Board; IYCF: Infant and Young Child Feeding;
KAPND: Kwahu Afram Plains North; KAPSD: Kwahu Afram Plains South;
MICS: Multiple Indicator Cluster Survey; NACS: Nutritional Assessment
Counselling and Support; PNC: Postnatal Clinic; TAs: Teaching Aids;

UNICEF: United Nations Children’s Fund; Vas: Visual Aids; WHO: World Health
Organisation

Acknowledgements

We are grateful to all healthcare professionals, who voluntary agreed to get
involved in the study by granting us the permission to observe their
interactions with caregivers who had visited the health facility to access
growth monitoring and promotion services for their children. The authors
also highly acknowledge the data collection and management team made
up of Mr. David Kwame Tsotorvor, Ms. Victoria Parkoo, Mr. Fabrics Asinyo, Mr.
Frank Kwasi Arthur and Mr. Isaac Manford. The authors appreciate the study
participants for providing a receptive environment for the study to be
conducted. We also acknowledge all the support, technical advice and
assistance in many ways given by the District Health Directors, Mr. Robert
Kweku Bio and Mrs. Joana Amankwah, during the data collection period in
the districts.

Authors’ contributions

CNA conceived the idea of the study, participated in the design of the study,
analysis of data, drafted the first version of the manuscript and participated
in finalizing the manuscript. KP and FI contributed to the study design,
analysis and interpretation of data and reviewed the manuscript before
submission. All authors read and approved the final manuscript.

Funding
This research received no specific grant from any funding agency.

Availability of data and materials

The data records supporting the information stated in this article regarding
the observations that were made using a checklist is available from the
corresponding author on reasonable request, without breaching participant
confidentiality.



Nsiah-Asamoah et al. BMIC Health Services Research (2019) 19:817

Ethics approval and consent to participate

Ethical approval for this study was granted by the Dodowa Health Research
Centre (DHRQ) Institutional Review Board (IRB) of the Ghana Health Service
(Reference/Identification: DHRCIRB/04/02/17) and the Institutional Review
Board (IRB) of the University of Cape Coast (U.C.C) (Reference/Identification:
UCCIRB/CHLS/2017/02). All health workers and caregivers at each Child
welfare Clinic were formally informed about the extent and purpose of the
research, and their participation was voluntary and contingent on their
personal oral consent. All completed checklists were anonymous and
participants could not be identified in any way. The participation was
voluntary in all cases.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details

'Department of Clinical Nutrition and Dietetics, University of Cape Coast,
Cape Coast, Ghana. “Department of Community Medicine, University of Cape
Coast, Cape Coast, Ghana. *Department of Dietetics, School of Biomedical
and Allied Health Sciences, University of Ghana, Accra, Ghana.

Received: 15 March 2019 Accepted: 28 October 2019
Published online: 08 November 2019

References

1. Taghizade Moghaddam H, Khodaee GH, Ajilian Abbasi M, Saeidi M. Infant
and young child feeding: a key area to improve child health. Int J Pediatr.
2015;3(6.1):1083-92.

2. Summers A, Bilukha OO. Suboptimal infant and young child feeding
practices among internally displaced persons during conflict in eastern
Ukraine. Public Health Nutr. 2018;21(5):917-26.

3. World Health Organization (WHO). Indicators for assessing infant and young
child feeding practices: conclusions of a consensus meeting held 6-8
November 2007 in Washington DC. USA: World Health Organization (WHO);
2008.

4. White JM, Bégin F, Kumapley R, Murray C, Krasevec J. Complementary
feeding practices: current global and regional estimates. Matern Child Nutr.
2017;13:12505.

5. Bégin F, Aguayo VM. First foods: why improving young children's diets
matter. Matern Child Nutr. 2017;13:e12528.

6. Maalouf-Manasseh Z, Oot L, Sethuraman K. Giving children the best start in
life: integrating nutrition and early childhood development programming
within the first 1000 days. Technical brief. Washington, DC: Food and
Nutrition Technical Assistance Il Project; 2016.

7. De Onis M, Branca F. Childhood stunting: a global perspective. Matern Child
Nutr. 2016;12:12-26.

8. Black RE, Victora CG, Walker SP, Bhutta ZA, Christian P, De Onis M, et al.
Maternal and child undernutrition and overweight in low-income and
middle-income countries. Lancet. 2013;382(9890):427-51.

9. Smith L, Haddad L. Reducing child Undernutrition: past drivers and priorities
for the post-MDG era. IDS Working Papers. 2014;2014(441):1-47.

10.  Bhutta ZA, Das JK, Rizvi A, Gaffey MF, Walker N, Horton S, et al. Evidence-
based interventions for improvement of maternal and child nutrition: what
can be done and at what cost? Lancet. 2013;382(9890):452-77.

11.  Adair LS, Fall CH, Osmond C, Stein AD, Martorell R, Ramirez-Zea M, et al.
Associations of linear growth and relative weight gain during early life with
adult health and human capital in countries of low and middle income:
findings from five birth cohort studies. Lancet. 2013;382(9891):525-34.

12. Kohli S, Chadha R. Knowledge and Counselling skills of community health
Workers for Promotion of optimal infant and young child feeding (IYCF)
practices: a review. Int J Health Sci Res. 2017;7(10):240-51.

13.  Agbozo F. Qualitative assessment of counselling on infant and young child
feeding provided by community health workers to caregivers at child
welfare clinics in Ghana. Int J Commun Health. 2016,9:97.

14.  Reinsma K, Nkuoh G, Nshom E. The potential effectiveness of the nutrition
improvement program on infant and young child feeding and nutritional
status in the northwest and southwest regions of Cameroon, Central Africa.
BMC Health Serv Res. 2016;16(1):654.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

32.

33.

34.

35.

36.

37.

Page 14 of 15

Chaturvedi A, Nakkeeran N, Doshi M, Patel R, Bhagwat S. Capacity of
frontline ICDS functionaries to support caregivers on infant and young child
feeding (IYCF) practices in Guijarat, India. Asia Pac J Clin Nutr. 2014;23(S1):
$29-37.

Samuel FO, Olaolorun FM, Adeniyi JD. A training intervention on child
feeding among primary healthcare workers in Ibadan municipality. Afr J
Prim Health Care Fam Med. 2016;8(1):1-6.

Shekar, M, Kakietek, J,, Dayton Eberwein, J,, & Walters, D. (2017). An
investment framework for nutrition: reaching the global targets for stunting,
anemia, breastfeeding, and wasting. The World Bank.

Gyampoh S, Otoo GE, Aryeetey RNO. Child feeding knowledge and
practices among women participating in growth monitoring and
promotion in Accra, Ghana. BMC Pregnancy Childbirth. 2014;14(1):180.
GHS, PATH, and GAIN (2011). Ghana promotion of complementary feeding
practices project baseline survey report. A project by USAID's infant and
young child nutrition project (IYCN), Global alliances for Improved Nutrition
(GAIN).

Laar ME. Improving the capacity of community nurses and health
volunteers to identify and mitigate low weight-for-length in young children
in Ghana. Montreal: McGill University; 2015.

Yorkin M, Spaccarotella K, Martin-Biggers J, Quick V, Byrd-Bredbenner C.
Accuracy and consistency of weights provided by home bathroom scales.
BMC Public Health. 2013;13(1):1194.

Clarkson DM. Patient weighing: standardisation and measurement. Nurs
Stand. 2012;26(29):33-7.

Crawford JE, Coyne CG, Calder K. Improving compliance in obtaining daily
weights in a large academic Children's hospital. J Nurs Care Qual. 2018;
33(1):61-6.

Hapolday, R, Espenes, L, & Sollesnes, R. (2017). Do the scales at child health
clinics show the correct weight?. Norwegian Journal of Clinical Nursing/
Sykepleien Forskning.

Kitenge G, Govender I. Nurses” monitoring of the road to health chart at
primary healthcare level in Makhado, Limpopo province. S Afr Fam Pract.
2013;55(3):275-80.

Nyabuti JI. Factors associated with the continuation of growth monitoring
among children 10 to 59 months old in Nyamira county. Kenya: doctoral
dissertation, Kenyatta University; 2015.

Mudau TS, Human S. Administrative and managerial patterns on the road to
health chart (RtHC) in the Makhado municipality clinics, Vhembe District,
Limpopo Province of South Africa. Int J Res Bus Soc Sci (2147-4478. 2017;
6(3):35-50.

UNICEF. Revisiting growth monitoring and its evolution to promoting growth
as a strategic program approach. New York: building consensus; 2007.

Bilal SM, Moser A, Blanco R, Spigt M, Dinant GJ. Practices and challenges of
growth monitoring and promotion in Ethiopia: a qualitative study. J Health
Popul Nutr. 2014;32(3):441.

World Health Organization. Physical status: the use and interpretation of
anthropometry: report of a WHO Expert Committee. Geneva: WHO technical
report series; 2014. 854. 1995

Mangasaryan N, Arabi M, Schultink W. Revisiting the concept of growth
monitoring and its possible role in community-based nutrition programs.
Food Nutr Bull. 2011;32(1):42-53.

Maramagi CA, Lubanga RG, Kiguli S, Ekwaru PJ, Heggenhougen K. Health
providers' counselling of caregivers in the integrated Management of
Childhood lliness (IMCl) programme in Uganda. Afr Health Sci. 2004;4(1):31-9.
Ashworth A, Shrimpton R, Jamil K. Growth monitoring and promotion:
review of evidence of impact. Mater Child Nutr. 2008;4(s1):86-117.

Davis JN, Brown H, Ramsay SA. Gaps in international nutrition and child
feeding guidelines: a look at the nutrition and young child feeding
education of Ghanaian nurses. Public Health Nutr. 2017;20:1-10.

Abebe Z, Haki GD, Baye K. Health extension workers’ knowledge and
knowledge-sharing effectiveness of optimal infant and young child feeding
are associated with mothers’ knowledge and child stunting in rural Ethiopia.
Food Nutr Bull. 2016;37(3):353-63.

Fathima FN, Raju M, Varadharajan KS, Krishnamurthy A, Ananthkumar SR,
Mony PK. Assessment of ‘accredited social health activists—a national
community health volunteer scheme in Karnataka State, India. J Health
Popul Nutr. 2015;33(1):137.

Pan American Health Organization (PAHO)/World Health Organization
(WHO). Guiding principles for complementary feeding of the breastfed
child. Washington, DC/Geneva: PAHO/WHO; 2003.



Nsiah-Asamoah et al. BMIC Health Services Research (2019) 19:817 Page 15 of 15

38. Parikh P, Sharma K. Knowledge and perceptions of ICDS Anganwadi
workers with reference to promotion of community based complementary
feeding practices in semi tribal Gujarat. NJCM. 2011;2(3):457-64.

39. Oku A, Oyo-lta A, Glenton C, Fretheim A, Ames H, Muloliwa A, et al.
Perceptions and experiences of childhood vaccination communication
strategies among caregivers and health workers in Nigeria: a qualitative
study. PLoS One. 2017;12(11):0186733.

40. Kourkouta L, Papathanasiou IV. Communication in nursing practice. Materia
Socio-Medica. 2014;26(1):65.

41. Moussas Gl, Karkanias AP, Papadopoulou AG. Psychological dimension of
cancer genetics: doctor-patient communication. Psychiatrike= Psychiatriki.
2010;21(2):148-57.

42. Laar M, Marquis G, Lartey A, Gray-Donald K. Growth monitoring and
promotion in rural Ghana: lack of motivation or tools? FASEB J. 2015;29(1
Supplement):31-4.

43. Haver J, Brieger W, Zoungrana J, Ansari N, Kagoma J. Experiences engaging
community health workers to provide maternal and newborn health
services: implementation of four programs. Int J Gynecol Obstet. 2015;130:
$32-9.

44, Avula R, Frongillo EA, Arabi M, Sharma S, Schultink W. Enhancements to
nutrition program in Indian integrated child development services
increased growth and energy intake of children. J Nutr. 2011;141(4).680-4.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions k BMC




	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Study setting
	Participants
	Study design and data collection procedures
	Data analysis

	Results
	Observation of activities undertaken before and during weighing and recording of Children’s weight on growth chart
	Growth promotion actions taken by HWs after weighing and charting child’s weight
	Growth pattern of child after referring to child’s growth chart
	Observations of nutrition Counselling services given by health workers to caregivers
	Scope of Counselling messages shared with caregivers
	Approaches employed in counselling caregivers
	Nutritional counselling of caregivers with infants aged between 0 and 5 months old
	Nutritional counselling of caregivers with young children �6–23 months old


	Discussion
	Conclusions
	Recommendations
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

