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ANAEMIA IN THE KYRGYZ REPUBLIC: NUTRITION KNOWLEDGE, ATTITUDE AND
PRACTICE OF PREGNANT AND BREASTFEEDING WOMEN

Anaemia refers to a state where the number of red blood cells has decreased, where there is low
level (<117g/l for women) of haemoglobin or morphology of the red blood cells has changed.
The prevalence of anaemia among women of reproductive age has been high in Central Asian
countries especially, in pregnant women (64%) in the Kyrgyz Republic in 2011. This study
examined anaemia among pregnant and breastfeeding women in four different regions and urban
and rural settings in the Kyrgyz Republic in Central Asia. The study was part of a Knowledge,
Attitude and Practices survey focused on anaemia of pregnant and breastfeeding women
conducted by the United Nations World Food Programme (WFP) in August 2014. Simple
random sampling was used to select pregnant and breastfeeding women in each city and village
on the basis of lists provided by Family Medicine Centres. The sample size was 200 pregnant and
200 breastfeeding women in four different regions (Osh, Chui, Talas and Issyk-Kul). Data was
collected through interviews conducted by three supervisors and ten qualified fieldworkers. The
questionnaire consisted of 25 questions about for instance, basic nutrition awareness, causes,
symptoms and prevention of anaemia.

Pregnant women who received information about anaemia had more knowledge of anemia, its
causes and prevention than pregnant women who did not receive any information about anaemia
from health personnel. There was no difference in the knowledge of anaemia between
breastfeeding women who received information about anaemia and those who did not receive
information about anaemia. There were differences in knowledge and practices on anaemia
among women in the different regions, but not between women in urban and rural settings. There
is need to improve knowledge of anaemia and good nutrition practices among pregnant and
breastfeeding women in the Kyrgyz Republic, for example through novel awareness raising
measures. Further studies may help to determine if nutrition education based approaches improve
iron status in developing countries. There is need for more equally distributed information in
Kyrgyz and Russian languages on causes, symptoms and prevention on anaemia for not only
pregnant women, but also for breastfeeding women in all four regions and in urban and rural
areas.
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ANAEMIA KIRGISIASSA: RASKAANA OLEVIEN JA IMETTAVIEN
NAISTEN RAVITSEMUS TIETAMYS, ASENNE JA KAYTANTO

Anemia tarkoittaa punasolujen madran véhenemistd, jolloin hemoglobiinitaso on alhainen
(<1179/I naisilla) tai punasolujen morfologia on muuttunut. Anemian esiintyvyys hedelmallisessa
14ssé olevilla naisilla on ollut korkea Keski-Aasian maissa ja erityisesti, raskaana olevilla naisilla
(64%) Kirgisiassa vuonna 2011. Tamé tutkimus tarkasteli raskaana olevien ja imettévien naisten
anemiaa neljalla eri alueella ja kaupunki- sekd maaseutualueilla Kirgisiassa Keski-Aasiassa.
Tutkimus oli osa Tietoisuus, Asenne ja Kaytanteet —tutkimusta, joka keskittyi raskaana olevien ja
imettdvien naisten anemiaan. Tutkimuksen toteutti Yhdistyneiden Kansakuntien Maailman
Ruokaohjelma elokuussa 2014. Yksinkertaisella satunnaisotannalla valittiin raskaana olevat ja
imettavat naiset jokaisesta kaupungista ja kylasta perheterveyskeskuksesta saadun listan avulla.
Tutkittavia oli 200 raskaana olevaa ja 200 imettadvaa naista neljélta eri alueelta (Osh, Chui, Talas
ja lIssyk-Kul). Tutkimusaineisto kerdttiin kolmen ohjaajan ja kymmenen kenttatyontekijén
haastattelujen avulla. Kyselylomake sisélsi 25 kysymystd, esimerkiksi perusravitsemus
tietoisuudesta ja anemian syistd, oireista seka ennaltaehkaisysta.

Raskaana olevat naiset, jotka olivat saaneet tietoa anemiasta, tiesivdt enemman anemiasta, sen
syistd ja ehkaisystd kuin ne raskaana olevat naiset, jotka eivat olleet saaneet tietoa anemiasta
terveydenhuollon henkilokunnalta. Anemia tietoisuudessa ei ollut eroa imettavilla naisilla, jotka
olivat saaneet tietoa anemiasta ja niilld imettavilla naisilla, jotka eivat olleet saaneet tietoa
anemiasta. Eroja oli néhtdvissd naisten anemia tietoisuuden ja kéytanteiden osalta alueitten
valilla, mutta ei verrattaessa kaupungissa ja maaseudulla asuvien naisten kohdalla. Anemia
tietoisuutta ja hyvid ravitsemus kaytanteitd on tarpeellista vahvistaa raskaana olevien ja
imettavien naisten kohdalla Kirgisiassa, esimerkiksi uusien tietoisuuden lisd&misen avulla.
Lisatutkimusten avulla voidaan madrittdd, auttaako ravitsemuskoulutus parantamaan
rautatilannetta kehitysmaissa. Anemian syistd, oireista ja ennaltaehkaisystd kertovaa materiaalia
on tarvetta jakaa tasapuolisesti Kkirgiisin ja vendjan Kkielillda niin raskaana oleville kuin
imettavillekin naisille kaikilla neljalla alueella ja kaupunki- ja maaseutualueilla.
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KnroueBbie cioBa: AHeMusl, MUTaHKe, 3HAHUE, OTHOLICHUE, IPAKTHKA, OepEeMEHHBIE )KEHIIIMHBI,
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AHEMUS B KbIPTBI3CKOM PECHYBJIMKE: 3HAHMSA BEPEMEHHBIX 1 KOPMSAIIUX
KEHIIMH O IIUTAHUH, OTHOUWIEHWUN U INIPAKTUKE. Anemus npeacrasiseT coOoit
COCTOSIHUE, IPU KOTOPOM KOJIMYECTBO KPACHBIX KPOBSIHBIX KJIETOK YMEHBIIAETCS, YPOBEHb
reMoryioOuHa Hu3kuit (<117r/n mis xeHmuH) 1100 MOP(OIOTHs KPACHBIX KPOBSIHBIX KIIETOK
U3MEHUIIach. PacipocTpaHEeHHOCTh aHEMHUM CPEIM KEHIIUMH PErnpoJyKTHUBHOIO BO3pacTa Obuia
BbIcOKa B LleHTpanbHOIl A3uM, B 4aCTHOCTH, cpelu OepeMeHHbIX *EeHIIMH bl KbIpreizcrane B
2011 romy. (64%). lanHoe wuccienoBaHUE OBUIO HAMPABICHO HA HM3YYCHHE AHEMUU CPEIH
OepeMEHHBIX U KOPMSIIMX JKEHIIMH B YeThlpeX pa3HbIx oOsacTsax Keipreizckoil PecriyOnuku, B
TOPOJICKOM M CeJIbCKOW cpene. JlaHHOE HCCIIeOBaHME SIBJIETCA YacTbK) HCCIECJOBAHMS IIOJ
Ha3BaHWEM «3HaHHME, OTHOIIEHHWE, MPAKTUKa», C(HOKYCHPOBAaHHOTO HA H3YyYCHHH aHEMHH,
nposeneHHoro Bceemupnoii IlponoBonbecrBennoit [Iporpammoit OOH (BIIII) B aBrycre 2014
roja. beina ucronb3oBaHa mpocras BbIOOpKa MpU 0TOOpPE OEPEMEHHBIX U KOPMAILIUX MaTepel B
KQKJIOM TOpOJE€ M Cele Ha OCHOBAaHMU CIIMCKOB, IPEAOCTaBICHHBIX lleHTpamu ceMelHON
MenuuuHbl. BennunnHa BeIOopku coctaBmia 200 GepemenHbix M 200 KOpMAIIMX MaTeped B
YeThIpex pas3HbIX obmacTsx crpanbl (Owmickoi, Yyiickoii, Tamacckoit u Hccebik-Kynbekoii
oOnactsx). JlaHHble cOOMpaAINCh MPH MOMOILM HHTEPBBIO, POBOAUMBIX TpeMs CylepBaiizepamu
U JIECATHIO KBAJTM(PUIMPOBAHHBIMHM IIOJIEBBIMH COTpYIHMKamMH. BompocHuk coctosin u3 25
BOIIPOCOB, CBSI3aHHBIX C BOMNPOCAMHM OCBEIOMJICHHOCTHM O ©0a30BOM IHMTAaHWHU, MPUYMHAX,
CUMITOMAX M NMPOPUIAKTUKE aHEMUHU.

Y OepeMeHHBIX >KCHIIHWH, KOTOpbIE 3HAIKW 00 aHeMuu, ObUIO OOoJbIlle 3HAHWW OO0 aHeMuH, ee
IpPUYMHAX U MPOQPHIAKTHUKE, YeM y OEpEMEHHBIX JKEHIINH, KOTOpbIe HE MOJYy4YnIN HHpopManun
00 aHEeMMH OT MEIUIIMHCKOro mnepcoHana. He ObLIO HUKAKUX OTIMYMA MEXIy 3HAHHSAMHU 00
aHEeMUHU Cpelr KOPMSIIUX KEHIMH, KOTOpble ObUIM MPOMH(OPMUPOBAHBI 00 aHEMUU M TEMH,
KOTOpble HE MOJIY4YMiIM MHPOpManuu o Hei. MMeroTcs pa3nnuus B 3HAHUSAX M MPAKTHKE IO
aHEeMUHU CpeOH >KEHIIMH B PA3HbIX PETMOHAX, HO TAKOBbIE OTCYTCTBYIOT MEX]Y >KEHIIMHAMH
CEJIbCKOW M TOPOJCKOM MecTHOCTH. MMeeTcss HEOOXOAUMOCTD YIYUILIEeHHUs] 3HAHUN 10 aHEMUU U
IMMPAKTHUKE IOJHOLCHHOI'O0 IMUTAHUA CPEAn 6epeMeHHBIX U KOpMANIUX KCHIIWH B KBIpFBIBCKOﬁ
PecnyOnuike, Hampumep, NMpU THOMOIIM HOBBIX Mep MO MOBBILIEHUIO WH(OPMHUPOBAHHOCTH.
[Tocneayroiue uccieoBaHusl MOTYT IOMOYb OMPENEIUTh CMOTYT JIM MOJXO/bl, OCHOBaHHBIE Ha



IIPOCBELIEHHOCTH 110 BOIIPOCY MUTAHUS, YIYUIIUTh COAEPKAHUE KEJle3a B OpraHU3Me KEHILMH B
pas3BuBaroImuxcs cTpaHax. Vmeercst HeoOXOAMMOCTb B 0ojee PaBHOMEPHOM paclpeelieHUN
UHPOpPMALIMM Ha KBIPTBI3CKOM M PYCCKOM S3bIKaX OTHOCHUTENBHO TNPHUYUH, CHUMITOMOB H
npopHIAKTUKE aHEMUU HE TOJIBKO Cpelld OEpEeMEHHBIX JKEHILMH, HO U CPEAH KOPMSIIIUX KEHITUH
BO BCEX YEThIpeX 00JacTAX, KaK B TOPOACKOH, TaK U B CEJIbCKON MECTHOCTH.
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1 INTRODUCTION

Anaemia refers to a state where the number of red blood cells has decreased, where there is low
level (<117 g/l for women) of haemoglobin or morphology of the red blood cells has changed
(Kassebaum et al. 2014). Women of reproductive age (15-49 years) can suffer from anaemia due
to menstrual bleeding or the transfer of iron to the foetus during pregnancy (Nordic Nutrition
Recommendations 2012). The symptoms of anaemia include weakness and low work
productivity (Kassebaum et al. 2014). Anaemia can be prevented by ensuring adequate iron
intake for instance, by eating red meat and taking daily iron supplementation (Gleason and
Sharmanov 2002, Blanco-Rojo et al. 2014, Pasricha et al. 2014). This study examines anaemia
among pregnant and breastfeeding women in the Kyrgyz Republic. The Kyrgyz Republic (Figure
1) is situated in Central Asia. The neighbouring countries are Kazakhstan in the north,

Uzbekistan in the west, China in the east and Tajikistan in the south part of the country.
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Figure 1. The map of Central Asia (United Nations 2011).
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The population in the Kyrgyz Republic in 2011 was about 5.6 million (National Statistical
Committee of the Kyrgyz Republic et al. 2012). Most of the people (66%) live in rural areas
(Ministry of Health et al. 2013). The population is young, with more than a third of the
population under 15 years old (Ibraimova et al. 2011, National Statistical Committee of the
Kyrgyz Republic et al. 2013). Life expectancy for women was 73.7 years and for men 65.7 years
in 2011 (National Statistical Committee of the Kyrgyz Republic et al. 2012). The total number
of women of reproductive age 15-49 years was 1.5 million in 2012 (World Health Organization
2012). Maternal mortality rate in the Kyrgyz Republic was the highest among rural women in
2010 and it was nearly two times (61.3 deaths/ 100 000 live births) higher than among urban
women (32.1 deaths/ 100 000 live births) (The Ministry of Health et al. 2013).

The prevalence of anaemia among women of reproductive age (15-49 years) has been high in
Central Asia and especially in countries like Azerbaijan (69%), Kazakhstan (58%) and
Uzbekistan (51%) (Tazhibayev et al. 2008). Prevalence of anaemia, among women of
reproductive age (15-49 years), in the Kyrgyz Republic was 35 %, in Armenia 25% and in
Moldova 28% in 2005 (National Statistical Committee of the Kyrgyz Republic Bishkek et al.
2012).

Studies on nutrition knowledge, attitude and practice of pregnant and breastfeeding women have
not been done before in the Kyrgyz Republic. However, the National Statistical Committee
(NSC), the Ministry of Health of the Kyrgyz Republic (MOH), the United Nations Children’s
Fund (UNICEF), and the Center for Disease Control and Prevention (CDC) conducted a health
survey in 2009 on mothers” knowledge, attitudes and practices on nutrition of young children
(MOH et al. 2015).

The United Nations World Food Programme (WFP), MOH and the United Nations Population
Fund (UNFPA) implemented a Knowledge, Attitude and Practices survey focused on anaemia of
pregnant and breastfeeding women in August 2014. The data from that survey are owned by the

Ministry of Health (MOH) of the Kyrgyz Republic and are used in this thesis.
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2 LITERATURE REVIEW
2.1 Anaemia

There are different causes of anaemia, such as low iron intake, blood loss and deficient function
of bone marrow, which disturbs production of red blood cells (UNICEF et al. 2001). This thesis,
however, focuses on iron deficiency anaemia due to poor nutrition. Iron deficiency anaemia
needs a long time to develop and it causes unbalanced iron status in body (UNICEF et al. 2001).
Other nutrition deficiencies, such as folate and vitamin B12 may also affect the aetiology of

anaemia (Semba and Bloem 2008).

Anaemia can be diagnosed with tests to determine the concentration of haemoglobin in blood
(Nordic Council of Ministers 2014, McDonagh et al. 2015). Anaemia is defined by a low level of
haemoglobin (<120 g/L for women) (UNICEF et al. 2001). Iron status can be classified into non-
anaemia, mild anaemia, moderate anaemia and severe anaemia based on haemoglobin levels
(Table 1) (World Health Organization 2011).

Table 1. Haemoglobin levels to define anaemia in non-pregnant and pregnant women

Moderate Severe
Population (> 15 years) Non-anaemia Mild anaemia  anaemia anaemia
(9/) (9/) (9/1) (9/1)
Non-pregnant women >120 110-119 80-109 <80
Pregnant women >110 100-109 70-99 <70

Symptoms of anaemia include for instance, fatigue, lack of energy, breathlessness, dizziness,
poor appetite and reduced cognitive function (Makboobeh et al. 2014, Kassebaum et al. 2014).
Kassebaum et al. (2014) found that anaemia increases the risk of low birth-weight in infants
(<2500g) and maternal mortality (Kassebaum et al. 2014, World Health Organization and
UNICEF 2004). Women with haemoglobin levels between 80 and 99 g/L have higher risk for
instance, for low birth weight and preterm birth. There is, however, controversy as a meta-
analysis, that was conducted on studies between the years 1985 and 1998, showed association

between maternal anaemia and slightly increased risk of preterm delivery but not with low birth-


https://fi.wikipedia.org/wiki/Matemaattinen_merkint%C3%A4#.E2.89.A4_tai_.E2.89.A5
https://fi.wikipedia.org/wiki/Matemaattinen_merkint%C3%A4#.E2.89.A4_tai_.E2.89.A5
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weight (Bencaiova and Breymann 2014). The causal association between iron deficiency and
maternal mortality is questioned due to dearth of controlled trials. Few observational studies
(Semba and Bloem 2008) showed that iron deficiency increased the morbidity and mortality of
infectious diseases (Semba and Bloem 2008).

Iron in foods is either haem iron or non-haem iron (Nordic Council of Ministers 2014). Haem
iron is the most functional iron (Semba and Bloem 2008). Haem iron is more efficiently
absorbed than non-haem iron from the food (Nordic Council of Ministers 2014). Iron absorption
is influenced by dietary iron content and bioavailability of dietary iron (Semba and Bloem 2008).
Bioavailability of non-haem iron is dependent on other dietary compounds. Calcium inhibits
both haem and non-haem iron absorption. Tea and coffee consumption with meal inhibits the
absorption of non-haem iron (Nordic Council of Ministers 2014). In addition, phytates inhibit the
absorption of non-haem iron (Semba and Bloem 2008). Vitamin C, fresh vegetables, fresh fruits
and berries, meat, fish and poultry enhance non-haem iron absorption (Nordic Council of
Ministers 2014, Semba and Bloem 2008). Fruits and vegetables contain of non-haem iron and
together with C vitamin the absorption of iron improves (Belton 1995, Nordic Council of
Ministers 2014).

2.1.1 Anaemia among pregnant and breastfeeding women

On a global level, women of reproductive age are at risk of iron-deficiency anaemia (Miller
2014). Globally, nearly half (40-50%) of reproductive age women suffer from anaemia (Kozuki
et al. 2012). Every third person with anaemia is a pregnant woman in South-East Asia (Benoist et
al. 2008). Smagulova et al. (2013) studied prevalence of anaemia in 1303 women (15-49 years
old) and 6.8% of the respondents were pregnant women in Kazakhstan. Haemoglobin level in the
blood was significantly lower among pregnant women than in non-pregnant women. Nearly half
(43.8%) of pregnant women were suffering from iron deficiency. More than half of pregnant
women (51.2%) and more than three fourths of non-pregnant women (77.2%) had severe
anaemia. Prevalence of moderate anaemia among pregnant women was between 43.6% and
50.5% (Smagulova et al. 2013).
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The prevalence of anaemia in pregnant women was 64% in the Kyrgyz Republic in 2011 (MOH
2013). The prevalence of women who took iron tablets and syrup during their most recent
pregnancy was 44% in 2012 in the Kyrgyz Republic (NSC et al. 2012). Every third woman took
folic acid tablets during their most recent pregnancy in 2012. Folic acid tablets were used less
often than iron supplements in 2012. Folic acid supplementation was highest in the Issyk-Kul
region and Bishkek city and lowest in the Batken region in 2012 (NSC et al. 2012).

Breastfeeding is associated with lower dietary iron needs than pregnancy because of relatively
low iron levels in breast milk and lactational amenorrhea (Miller 2014). Lactational amenorrhea
is natural infertility due to patterns of breastfeeding (Kouyaté et al. 2014). Low amount of iron
and factors that increase absorption of iron in breast milk may affect growth and development
among babies (Marin et al. 2012). Breastmilk has a small amount of iron and the need for iron in
infants increases after the first 6 months after birth. Therefore, iron rich food, such as
complementary feeding is necessary for increasing iron intake at 6 months (Margues et al. 2014).

2.1.2 Prevention of anaemia

Nutrition has an effect on health, and maternal nutrition is important during pregnancy. Health
and nutrition status among breastfeeding women also affects the health of their children (Udipi et
al. 2000).

The need for iron increases after the first trimester of pregnancy and the total iron need is 1 040
mg during pregnancy (Nordic Council of Ministers 2014, McDonagh et al. 2015).The need for
iron among pregnant women is individual, and supplementing with 40 mg iron per day from
pregnancy week 18-20 can prevent anaemia (Nordic Council of Ministers 2014). The World
Health Organization (2012) and UNICEF et al. (2001) recommend that dietary allowance of iron
for pregnant and breastfeeding women is 30-60 mg per day and that of folate is 400 pg per day
(World Health Organization 2012, UNICEF et al. 2001).

Iron status can be improved by eating diverse meals and promoting better feeding practices.
Meals can be diversified by increasing access to iron rich foods for example, fish, poultry and
whole grains (UNICEF et al. 2001).
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Zijp et al. (2000) observed that presence of sufficient amounts of iron absorption enhancers
overcome inhibition of iron absorption by high consumption of tea. The study suggests use of
iron fortified foods, tea drinking between meals instead of during the meals and varying
consumption of meat, fish and poultry in order to increase iron intake (Zijp et al. 2000).

Cross-sectional studies done among young women aged 19 to 34 years, have shown no
association between total dietary iron intake and iron status (Beck et al. 2014). They also showed
no association between fruit and vegetable intake and iron status. However, association between

iron status and meat intake has been found among young women (Beck et al. 2014).

An intervention done by Marin and colleagues (2012) investigated personalized iron supply as a
prevention and treatment for pregnant women ensuring normal iron content in their breast milk.
A total number of 360 women were included in the survey and they were randomized in two
groups: a control group got free iron tablets from health centre and an intervention group
received iron tablets from health personnel in their homes. The intervention group had higher
iron levels in breast milk. The study showed that personalized iron prevention and treatment
affected iron levels in breast milk (Marin et al. 2012).

Control for iron deficiency anaemia among women, include food fortification and
supplementation with iron and, further, folic acid has been suggested for pregnant women
(Smagulova et al. 2013, Mei et al. 2014). Iron and folic acid supplements were given to 75% of
pregnant women in the Kyrgyz Republic in 2012 by the antenatal care services (MOH et al.
2013). Prenatal iron-folic acid and multiple micronutrient supplements have been considered to
have limitations in women who are suffering from mild anaemia or do not have anaemia (Mei et
al. 2014). However, Mei et al. (2014) found that iron status improved in women who received
iron-folic acid supplements and multiple micronutrient supplements, and had mild anaemia or
non-anaemia during pregnancy. Similar effects were not found with women who suffered from
perinatal anaemia which, in other words, occurs before, during or straight after birth (Nogueira
Reis et al. 2013, Mei et al. 2014).
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2.2 Prevention programmes for iron deficiency anaemia among pregnant and breastfeeding
women

Geographical, social and economic factors need to be understood well in order to design
effective interventions (Benoist et al. 2008). Better feeding practices can be adopted by
educating pregnant and breastfeeding women about good nutrition practices (Yuan et al. 2014).

The World Health Organization has created an anaemia prevention program which aims to
reduce anaemia among pregnant women (World Health Organization 2014a). Strategies on
reducing anaemia aim that targeted interventions should provide iron supplements, especially to
pregnant women. Strategies should be targeted to primary health care and existing programmes
on maternal health (World Health Organization and UNICEF 2004). Public health authorities
should re-evaluate current strategies to control anaemia (Benoist et al. 2008). In addition,
strategies need to be evidence based, applied to local conditions and for the prevalence of
anaemia. Health care providers and people at health risk should improve their awareness and
knowledge on anaemia (World Health Organization and UNICEF 2004).

The Central Asian countries; Kazakhstan, Uzbekistan, the Kyrgyz Republic, Tajikistan and
Turkmenistan have developed anaemia prevention and control policies. These are based on
education, promotion and also fortification of wheat flour with iron and other micronutrients.
The countries aim to reduce prevalence of anaemia and iron deficiency among women of child-

bearing age (15-49 years) (Gleason and Sharmanov 2002).

In Uzbekistan, a national survey using random samples evaluated iron and folate status among
women of reproductive age after three years of consuming flour fortified with micronutrients. It
was estimated that the prevalence of anaemia was 34.4% (95% CI: 32.0, 36.7) and folate
deficiency 28.8% (95% CI: 26.8, 30.8) (Hund et al. 2013). Folate deficiency had stronger
association with severe anaemia than an unbalanced iron status. The national survey concluded
that women were not eating enough iron rich foods and had problems in their iron absorption.
Fortified products were common in Uzbekistan but knowledge of fortification and anaemia was
low. The study suggested distributing nutritional information to women (Hund et al. 2013).
Supplementation with iron-folic acid or iron with other multiple micronutrients is suggested

(Mason et al. 2014). More research is needed to determine the effects of breastfeeding on
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maternal nutritional status and to prepare strategies for increasing nutrient intake among mothers
(Dewey 2004).

There is an increasing need for timely health care visits, awareness on prevention of anaemia and
maternal nutrition among women and their families (MOH 2012). The Kyrgyz Republic has also
implemented prevention programmes under the Manas Taalimi, National Health Reform
Programme (2006-2011) and Den Sooluk, National Health Reform Programme (2012-2016).
Manas Taalimi aimed to improve health by integrating service delivery system and including
individual and public health services. Den Sooluk aims to improve the quality of health care and
achieve reduction of anaemia by 4% in 2014 and by 12% in 2016 among pregnant women, for
instance improving women’s awareness on anaemia prevention and maternal nutrition (MOH
2011, MOH 2012).

The Ministry of Health of the Kyrgyz Republic together with the United Nations Population
Fund Kyrgyzstan and Kyrgyz-Swiss-Swedish Health Project developed a national health
education campaign aiming to improve diet during pregnancy and breastfeeding in 2008 (MOH
et al. 2008).

2.2.1 Anaemia prevention tools for iron deficiency anaemia among pregnant and

breastfeeding women

Education campaigns are not the only possible way to prevent anaemia. Mobile applications,
videos, e-Health and social media can be utilised in anaemia mitigation. Mobile applications can
also use pictures and videos which are both comfortable and visual ways for showing data to
users (Martinez-Perez et al. 2013). Mobile communications have possibilities to provide quick
and cheap health care services by preventive approaches (World Bank 2012). The mobile
application needs to be simple to use with only minimal training (Wuorisalo, Viljakainen,
personal communication 5.2.2016, World Bank 2012). Community workers and volunteer
women can be helpful in designing of mobile applications (Wuorisalo, Viljakainen, personal

communication 5.2.2016).
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Martinez-Perez et al. (2013) found that there were more than 1000 mobile applications in Google
apps available for diabetes or depression but not for anaemia. Mostly mobile applications had
functions in monitoring, assistance or informing of the condition in question. The majority of
mobile applications available did not need an Internet connection. Social media can be utilised to
improve knowledge and dietary habits through interactive communication between health
consumers and health professionals (Bissonette-Maheux et al. 2015). Blogs on healthy eating
written by dieticians for 33 Caucasian women aged between 22 to 73 years showed that
increased interaction, shared information and peer supports were the main advantages in using

social media for health communication (Bissonnette-Maheux et al. 2015).

Mobile applications for maternal and child health have also been used in South Africa, Zambia
and Mozambique. These include health campaigns through text messages in South Africa, video
workshops in community health in Zambia and utilization of applications in clinics in

Mozambique (Wuorisalo, Viljakainen, personal communication 5.2.2016).

GloCal is an example of a nutrition and health education program developed by Helsinki
University, collaborated by Kenyatta University, Ministry of Health Kenya and UNICEF Kenya
in Kenya to give accurate information on maternal nutrition, anaemia and health to mothers and
other caregivers. It includes about 40 educational videos and a mobile application. It allows
healthcare workers to give the right treatment for mother’s needs through videos that explain
different aspects of maternal health, diet and breastfeeding. About 20 videos were produced
together with local communities, through a co-creation model, using local women and local
foods in the demonstrations (Mutanen, Schneider, Avento, Viljakainen, personal communication
22.1.2016).

Kyrgyz National Strategy (2012) aims to provide equal access to information for all citizens. The
health care information systems and the telemedicine consist of tele-education in distance
training and health promotion and also telemedicine in information exchange on diagnostics and
treatment in the Kyrgyz Republic (United Nations Economic Commission for Europe 2002). In
the Kyrgyz Republic, there is not much evidence on the use of mobile technologies in the health
sector. However, interactive mobile apps have been used to improve reading skills and motivate

children to read (Aga Khan Foundation 2016) using an applications called Read Together, which
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was developed by Aga Khan Foundation together with USAID, Balastan and Avisa
Technologies (Aga Khan Foundation 2016).

A project called E-Health service was introduced to improve quality in health care in the Kyrgyz
Republic (Suyunbaeva 2012). The aim of E-Health was to provide women better access in
maternity health care in remote and rural areas. The project started in Batken region where there
is lack of medical personnel, health services and special medical equipment. E-health service
allows using information technologies and do co-operation between private and public sectors.

E-Health has many applications in maternal monitoring (Suyunbaeva 2012).

2.3 Maternal health care systems in the Kyrgyz Republic

Health systems in the Kyrgyz Republic include maternal care services. Health services are
provided in provincial, state and specialised hospitals and research institutes. Primary health care
in the Kyrgyz Republic mostly offers maternal health services (UNICEF 2009).

Primary health care offers services of midwifery posts (FAPs), family group practices (FGPs)
and family medicine centres (FMCs) (Figure 2). FAP is the health care system in rural areas for a
population between 500 and 2000 people. There is a midwife who works in communities in co-
operation with local NGOs to improve hygiene. FGP is based on health facilities such as
polyclinic and rural district hospitals. One physician, two nurses and midwives are organized to
cater to communities of 2000 and above people. FGP provides primary care and family
medicine. The doctors are specialized in for example, obstetrics or gynaecology. FMC is the
largest health facility in the Kyrgyz Republic. It consists of combined primary and outpatient
care services. It provides for example, family planning, obstetric care and home visits (Ibraimova
etal. 2011).
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Figure 2. Maternal Health Care Systems in the Kyrgyz Republic

Prenatal care in the Kyrgyz Republic is given in early pregnancy (during the first trimester) and
is given every month throughout the pregnancy. Antenatal care covers early screening and
treatment of diseases for mothers. The antenatal care aims to improve nutritional status among
women. Nearly every woman (97%) receives antenatal care at least once during their pregnancy
in the Kyrgyz Republic. During the last five years there have been socioeconomic changes in the
Kyrgyz Republic, which have had an impact on the health sector by reducing financial resources
(UNICEF 2009). Primary care is more focus on clinical care instead of disease prevention and
health promotion (McKee et al. 2002). Mostly women in rural areas receive low quality antenatal
care because of a lack of an antenatal services package for pregnant women. There are no

appropriate equipment nor qualified personnel (UNICEF 2009).
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2.3.1 Nutrition Awareness through schools and health centres

In secondary schools anatomy and biology teachers are responsible for giving information about
nutrition to students at the age of 15 and 16. The students receive information about nutrition
only once during their secondary school period (Pavlovna, Orozobekova and Viljakainen,

personal communication 2.6.2015).

The Kyrgyz Medical Academy offers modules, for instance the development of primary health
care and the introduction of family medicine for 4" and 5" year Dentistry and Health Science
(Nutrition, Nursing) students and a nutrition training programme in Faculty of Prevention
Medicine (lbraimova et al. 2011, Orozobekova and Kadyrovna, personal communication
2.6.2015). Modules and nutrition training programmes have information about nutrition
deficiencies among pregnant women (Orozobekova and Kadyrovna, personal communication
2.6.2015).

Each regional public health centre invites women in their region two times per year, to have a
group discussion about anaemia and nutritious food. The teams (gynaecologists and a group of
family doctors) have not been trained or have not got any special education about nutrition and
anaemia (Viljakainen, Orozobekova and Ryskulova, personal communication 2.6.2015). There
are more than 100 polyclinics in the Kyrgyz Republic but not all of those receive patients with
anaemia in the Kyrgyz Republic (World Health Organization 2014b, Viljakainen, Alyshbaev,
Orozobekova and Meerim, personal communication 2.6.2015). The polyclinics are specialized
for giving treatment for the people with anaemia (Viljakainen, Alyshbaev, Orozobekova and

Meerim, personal communication 2.6.2015).
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2.4 Knowledge, Attitude and Practice Surveys

A Knowledge, Attitude and Practice survey (KAP survey) deepens knowledge and understanding
of a situation, a problem or brings up aspects that are not yet known (Gumucio et al. 2011).
Knowledge refers to a set of understandings and capacity for a person to perceive (Gumucio et
al. 2011). The survey gives a possibility to evaluate the degree of knowledge (Gumucio et al.
2011). Attitude is a position which helps to explain the possible practices for example, in case of
anaemia. It is not observable as practices but it helps to assess them (Gumucio et al. 2011).
Practice refers to concrete actions for instance, high consumption of red meat (Gumucio et al.
2011).

The KAP Survey is a quantitative method and is used for individual and/ or group interviews
(focus groups). A combination of observations and open interviews helps to deepen certain
topics that are addressed during the KAP survey (World Food Programme 2014). KAP surveys
on tobacco smoking, diabetes, hypertension and alcohol have been done in Mongolia (Demaio et
al. 2014, Demaio et al. 2013a, 2013b, 2013c). Demaio et al. (2014) conducted a KAP-survey on
smoking among men and women aged 15 to 64 in Mongolia. A total number of 3450 people
were included in the survey and were randomized by cluster sampling from permanent residents
aged 15 and 64 years. Nearly half (46.3 %) of the men and less than every tenth (6.8 %) of
women were smokers. Knowledge of tobacco smoking effect on health was dependent on the
level of education of the respondents. The study claimed that knowledge does not have an impact

on behaviour change (Demaio et al. 2014).

Comprehensive studies on nutrition knowledge, attitude and practice of both pregnant and
breastfeeding women have not been conducted before in former Soviet Union countries. A
nutritional attitude survey on healthy eating has been conducted in Ukraine. The main factors
affecting food choices were: quality or freshness (80 %), price (58 %) and taste (47 %). Women
thought more about nutrition and less about their health than men (Biloukha and Utermohlen
2001).
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Chukmaitoiv et al. (2008) conducted a study on breast cancer knowledge and attitudes toward
mammography as predictors of breast cancer preventive behaviour in Kazakhstan, aimed at
demonstrating differences in breast cancer knowledge and attitudes toward mammography
among Kazakh, Korean and Russian women. The study was a cross-sectional, descriptive study
and a total number of 500 women were interviewed face-to-face in the city of Alma. The study
found that the women were more engaged in breast cancer preventive practices if their doctor

had advised obtaining a mammaography (Chukmatoiv et al. 2008).

A study on HIV/AIDS awareness and risk behaviour among pregnant women was done in
Semey, Kazakhstan in 2007, aimed at evaluating knowledge, risk behaviour and attitudes on
voluntary counselling and testing HIV/AIDS among participants. The study population was 520
pregnant women and a total of 226 women responded to the questionnaire. Most of the
participants (96%) had heard about HIV and the main sources of information were media (52%)
and school (40%). Most of the women (83%) mentioned that they would not breastfeed their
baby if they had HIV. The study established that the pregnant women in Semey had poor
knowledge about specific mother-to-child HIV transmission and did not know the purpose of
reducing mother-to-child HIV infection. The study suggested that the information in the public
health program needs to be improved (Sandgren et al. 2008).

Maternity care and birth preparedness was studied between the years 2006 and 2011 in rural
Kyrgyzstan and Tajikistan to assess the baseline level of maternity care knowledge of the
population and care providers. The study participants were pregnant women and men
interviewed for instance, about their knowledge of pregnancy related risks and serious health
problems during pregnancy, labour and childbirth. The study observed that Kyrgyz and Tajik
women and men had limited knowledge about possible complications during pregnancy. Service
providers also had poor professional level of knowledge of perinatal health issues (Wiegers et al.
2010).

MOH, NSC, United Nations Children’s Fund, Kyrgyz-Swiss-Swedish Health Project and the U.S
Centers for Disease Control and Prevention conducted nutrition survey in the rural areas of Talas
Oblast in the Kyrgyz Republic in June and July 2008. The study participants were children aged
6-24 months and the mothers of these children were interviewed on, for instance infant feeding

practices, knowledge of Village Health Committees and source of health information. The study
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found that the mothers received information on diet mostly from medical professionals, family
members, friends and neighbours. More than half (63.3%) of the mothers who were diagnosed

with anaemia by a doctor, took iron supplements (MOH et al. 2008).

NSC et al. conducted a health survey from August to December in 2012, on knowledge and
attitudes on tuberculosis in the Kyrgyz Republic (NSC et al. 2012).
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3 AIMS

The main purpose of this master’s thesis was to assess the nutrition knowledge, attitude and
practice in regard to anaemia of pregnant and breastfeeding women, in the Kyrgyz Republic. It
compares the nutrition knowledge, attitude and practice of informed and non-informed pregnant
and breastfeeding women. Nutrition knowledge, attitude and practice in four regions and in
urban and rural settings are also compared. The aim is also to formulate recommendations for

raising awareness of anaemia and its mitigation.
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4 MATERIALS AND METHODS

4.1 Study design and location

The study focused on nutrition

knowledge, attitude and practice in the Kyrgyz Republic using a

KAP-survey among pregnant and breastfeeding women. The study was designed to determine

factors influencing behaviours and gaps in knowledge among pregnant and breastfeeding

women.

The research was implemented in the Kyrgyz Republic in Chui region in the north, in Osh region

in the south, and finally in Talas and Issyk-Kul regions in the north (Figure 3).
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Figure 3. Research areas for the KAP-survey on anaemia in pregnant and breastfeeding women

(United Nations 2011, modified)
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4.2 Participants

The target group was pregnant and breastfeeding women between the ages of 18 and 49 years
old. The sample size was calculated on the basis of the 2009 Demographic Health Survey which
was conducted by NSC.

Simple random sampling was used to select pregnant and breastfeeding women in each city and
village on the basis of lists provided by the Family Medicine Centres (FMCs). Each urban and
rural area had different sample size, based on the representative sample of a population, for
instance, if there were ten pregnant women on the list of the health centre and five pregnant
women were needed for interviews, every second pregnant woman from the list was selected
(Table 2).

Table 2. Number of households selected for the survey

Number of households

N=400 Regions

Osh Chui Talas Issyk-Kul
Rural 50 50 50 50
Urban 50 50 50 50

4.3 Data collection and analysis

Data were collected through interviews conducted by three supervisors and ten qualified
fieldworkers from the Republican Medical and Information Centre (RMIC), the Republican
Health Promotion Centre (RHPC), the Kyrgyz State Medical Academy (KSMA), the NGO
Kyrgyz Alliance of Reproductive Health, health care organizations including the National Centre
for Protection of Motherhood and Childhood and the Family Medicine Centre using a
questionnaire (Appendix 1). The questionnaire consisted of 25 open questions about basic
nutrition awareness, causes, symptoms and prevention of anaemia, use of iron, vitamins and folic
acid supplements, number of the meals and tea drinking. Some of the questions consisted of yes
and no —answers while other questions included multiple answer options. The questionnaire was

initially designed in English then translated into Russian and following translated into Kyrgyz.
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A one-day training — including information on how to complete questionnaires for the
fieldworkers was held by United Nations Population Fund and WFP staff. The fieldworkers were
divided into two teams of five fieldworkers and three supervisors that were responsible for
monitoring. Each team had five fieldworkers. Team one collected the data in Chui region and
Issyk-Kul region and team two collected the data in Talas region and Osh region. The data
collection covered one or two urban and one or two rural areas per day. Two or three
fieldworkers interviewed pregnant women and two or three fieldworkers interviewed
breastfeeding women, in separate rooms, in the health centre. Interviews were conducted in the
Russian and Kyrgyz languages. The pregnant and breastfeeding women were selected from a list
given by FMC. Fieldworkers and the quality of data in the field visits were monitored by the
KAP Survey team, which included the team-leaders and UNFPA and WFP staff. Health

organizations were aware of the survey.

Data was entered in Excel (Version 2003) and was analysed with the statistical analysis
programme (SPSS version 19, IBM Corp and R Studio, R Core Team). Data were presented
using frequencies and percentages (%). Data were presented by geographical areas
(oblasts/regions), residential environment (urban or rural) and differences among categories were
tested using chi square test. In addition, data was presented by pregnant women that received
information about anaemia (IP) and pregnant women that did not receive information about
anaemia (UP), and the two groups were compared. Breastfeeding women were also classified
into two groups, breastfeeding women that received information about anaemia (IB) and
breastfeeding women that did not receive information about anaemia (UB).

4.4 Ethical considerations

Ethical permission for the Knowledge, Attitude and Practice Survey was given by Bioethics
Committee at the Ministry of Health of the Kyrgyz Republic in August 2014 (Appendix 2).
Respondents gave an informed oral consent to participate in the KAP survey before the
interview. Participation in the study was voluntary which means that a respondent had the right
to stop the interview at any time. The results were reported so that the identity of the respondents

is not revealed.
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5 RESULTS

5.1 Description of the respondents

A total of 397 respondents participated in this study. Among them 197 (49.6%) were pregnant
women and 200 (50.4%) were breastfeeding women (Table 3). More than half of the pregnant
and breastfeeding women were between 18 and 30 years old. One third of the pregnant and
breastfeeding women were between 31 and 49 years old. Most of the pregnant and breastfeeding

women were married.

Respondents were from 11 urban and 19 rural areas (Appendix 3) in the four regions: Chui,
Issyk-Kul, Osh and Talas of the Kyrgyz Republic. In Osh there were 3 urban and 6 rural areas, in
Talas there were 1 urban 5 rural areas, in Chui there were 4 urban and 3 rural areas and in Issyk-
Kul there were 3 urban and 5 rural areas. All regions contributed 25% of the total sample size.
Less than half of the pregnant and breastfeeding women lived in urban areas and more than half

in rural areas. The planned sample size was reached well.

Table 3. Demographics of pregnant and breastfeeding women interviewed

Frequency Percent
Demographics (n) (%)
Respondent n=397
Pregnant women 197 49.6
Breastfeeding women 200 50.4
Age (years) n=397
18-30 282 71.0
31-49 115 29.0
Marital status n=397
Married 380 95.7
Single with child 15 3.8
Single without child 2 0.5
Respondent’s home region n=397
Chui 100 25.2
Issyk-Kul 100 25.2
Osh 100 25.2
Talas 97 24.6
Respondent’s residential environment n=397
Urban 160 40.3

Rural 237 59.7
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5.2 Knowledge, attitudes and practices on anaemia in pregnant women

In this section pregnant women shall be classified into two groups, pregnant women that
received information about anaemia (IP) and pregnant women that did not receive information

about anaemia (UP), and the two groups shall be compared.

Hospital and health care staff were the most common source of information on anaemia for
66.3% of the IP group and 50.0% of the UP group (Table 4). More women in the UP group
(25.9%) than in the IP group (16.8%) mentioned radio and television programmes as a source of

information on anaemia.

Table 4. Provider of information on anaemia to pregnant women

Provider of information on anaemia IP (n=137)% UP (n=45)%
Health personnel/volunteers 66.3 50.0
Radio/TV programs 16.8 25.9
Members of the family 11.6 10.3
School 2.6 34
Other 2.1 34
I do not know 0.5 6.9

Pregnant women had been given information about anaemia over a 3 month period preceding the
interview (45.6%). Every fifth pregnant women received information about anaemia over a 6
month period preceding the interview. In addition, 12.1% of pregnant women received

information about anaemia 12 months before the interview.

More women in the IP group (96.5%) than women in the UP group (81.8%) had heard about
anaemia (Table 5). From the IP group 93.7% had heard about the importance of iron in the diet,
while the corresponding figure was 72.7% in the UP group. There were significant differences
between the IP group and UP group: only 4.2% of the IP group had not heard about the
importance of iron in the diet, while in the UP group the corresponding figure was 27.3% (p-
value <0.001). The majority of the IP group had heard about folate, while this was not the case in
the UP group. More women in the IP group (76.8%) had taken folic acid supplements, during
their current pregnancy, than in the UP group (23.2%). There was a similar trend in the use of
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iron tablets. Almost half of the IP group had used iron tablets in comparison to 29.1% in the UP

group. More women in the IP group (78.2%) than in the UP group (58.2%) knew that tea

consumption affects iron absorption.

Table 5. Knowledge, attitudes and practices on anaemia in pregnant women that received
information about anaemia (IP) and pregnant women that did not receive information about
anaemia (UP)

IP (n=142) UP (n=55)
I do not I do not
know know P-
Yes n(%) No n(%) n(%) Yes n(%) Non(%) n(%) value?

Has heard about anaemia 137 (96.5)° 5(3.5) 0 45(81.8) 10(18.2) 0 0.001"
Diagnosed with anaemia by health
personnel (n=182) 67 (48.9) 70 (51.1) 0 16 (35.6) 29 (64.4) 0 0.119
Health personnel explained the causes,
prevention and treatment of anaemia
besides medication (n=192) 66 (98.5) 1(1.5) 0 13(81.3) 3(18.8) 0 0.004"
Has heard about the importance of iron in
the diet 133 (93.7) 642 3(21) 40 (72.7) 15 (27.3) 0 <0.001"
Has heard about folate 118 (83.1) 21 (14.8) 3(2.1) 31(56.4) 23(41.8) 1(1.8) <0.001"
Folic acid supplements taken in current
pregnancy (n=197)

109 (76.8)  33(23.2) 0 30 (54.5) 25 (45.6) 0 0.002
Iron tablets taken in current pregnancy
(n=197)

68 (47.9)  74(52.1) 0 16 (29.1) 39 (70.9) 0 0.017"

Vitamin supplements taken in current
pregnancy (n=197) 69 (48.6) 73(51.4) 0 19 (34.5) 36 (65.5) 0 0.075
Know that tea consumption affects iron
absorption 111(78.2) 29(204) 2(14) 32(58.2) 23(41.8) 0 0.007"

8Pearson chi-square test, Probability 95 % significance level
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5.2.1 Knowledge on causes of anaemia in pregnant women

Insufficient dietary intake was the most common cause of anaemia mentioned by the IP group
(64.7%) and the UP group (54.2%) (Table 6). More women in the UP group (20.8%) did not
know the causes of anaemia as compared to the IP group (8.5%).

Table 6. Knowledge on causes of anaemia mentioned by pregnant women that received
information about anaemia (IP) and pregnant women that did not receive information about
anaemia (UP)

Knowledge on causes of anaemia IP (n=137)% UP (n=45)%
Insufficient dietary intake 64.7 54.2
Excessive blood loss 6.5 104
Blood loss during menstruation 4.6 0
Heavy bleeding during surgery 3.3 2.1
Lack of vitamins 3.3 0
Other 9.2 12.5

I do not know 8.5 20.8
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5.2.2 Knowledge on symptoms of anaemia in pregnant women

Paleness and weakness were the most common symptoms mentioned by women in the IP and UP
groups. The women in both the IP and UP groups mentioned the same symptoms. Of the UP
group, 7.7% and the IP group, 1.7% did not know the symptoms of anaemia (Table 7).

Table 7. Knowledge on symptoms of anaemia mentioned by pregnant women that received
information about anaemia (IP) and pregnant women that did not receive information about
anaemia (UP)

Knowledge on symptoms of

anaemia IP (n=137) % UP(n=45) %
Weakness 31.2 26.9
Paleness 27.1 23.1
Tiredness 17.6 14.1
Dizziness 10.5 16.7
Nausea 5.1 3.8
Craving for non-food items 2.7 1.3
Shortness of breath 1.0 0
Poor growth and development 1.0 1.3
Headache 0.7 0
Other 1.3 5.1

| do not know 1.7 7.7
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5.2.3 Knowledge on prevention of anaemia in pregnant women

From the IP group 59.4% and the UP group 44.4% mentioned improving their eating habits in
case they were diagnosed with anaemia by health personnel (Table 8). Slightly more women in
the UP group (46.7%) mentioned taking medications (supplements) than in the IP group (39.2%).

More than half of the women both in the IP and UP groups mentioned taking a good diet in
preventing anaemia. Almost every third woman in the IP group and every fourth woman in the
UP group mentioned taking iron or folic acid. The women in both the IP and UP groups

mentioned means to prevent anaemia.

Table 8. Anaemia treatment and prevention by pregnant women that received information about
anaemia (IP) and pregnant women that did not receive information about anaemia (UP)

Anaemia treatment and prevention IP (n=137)% UP (n=45)%
Anaemia treatment after diagnosed anaemia
Improved my eating habits 59.4 44.4
Took medications (supplements) 39.2 46.7
I do not know 1.3 8.9
Anaemia prevention
Taking a good diet 58.8 54.2
Taking iron/folic acid 27.8 25.4
Other medical care 0.6 6.7
Access to more information 1.5 0
Other 0.5 1.7

| do not know 5.2 13.5
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It was tested whether the pregnant women could mention iron-rich foods (Table 9). Almost every
third woman in the IP group and every fourth woman in the UP group mentioned meat as a good
source of iron. The UP group (28.1%) mentioned fruits almost two times more often than the IP
group (15.8%). None of the women in the UP group mentioned vegetables as a good source of

iron, while only 2% of the women in the IP group did.

Table 9. Foods mentioned as good sources of iron by pregnant women that received information
about anaemia (IP) and pregnant women that did not receive information about anaemia (UP)

Foods mentioned as

good sources of iron IP (n=142) % UP (n=55) %
Meat 28.6 25.0
Offal (liver) 16.8 15.6
Fruits 15.8 28.1
Fish 12.5 8.3
Green leafy vegetables 7.4 3.1
Eggs 7.1 4.2
Legumes 2.7 4.2
Vegetables 2.0 0
Other 2.0 4.1
I do not know 4.4 7.3

5.2.4 Food consumption among pregnant women

More than half of the women both in the IP and UP groups eat more than three times meals in a
regular day (Table 10). The survey investigated which foods were consumed at least three times
a week among pregnant women. Meat was the most common food, consumed by more than
every third woman in both the IP and UP groups. Slightly more women in the IP group (21.7%)
consumed green leafy vegetables than women in the UP group (16.7%). Eggs, on the other hand,

were mentioned by about 16-18% of women in both groups.
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There were differences in tea drinking during or right after eating main meals between the
women in the IP and UP groups. More women in the UP group (74.5%) than the women in the
IP group (43.7%) mentioned drinking tea always during or right after eating main meals. Every
fifth woman in the IP group and none of the women in the UP group said they rarely drank tea

during or right after eating main meals.

Table 10. Food consumption by pregnant women that received information about anaemia (IP)
and pregnant women that did not receive information about anaemia (UP)

Food consumption IP (n=142)% UP (n=55)%
Number of meals in a regular day
More than three times a day 56.3 50.9
Three times a day 26.8 29.1
Two times a day 14.8 18.2
Once 2.1 1.8
Foods consumed at least three times a week
Meat 36.7 36.2
Green leafy vegetables 21.7 16.7
Eggs 16.5 17.7
Fish 9.0 7.6
Fruits 6.8 6.9
Offal (Liver) 3.7 6.2
Legumes 3.7 4.6
Dairy products 1.2 0.8
Other 0 3.1
I do not know 0 0.8
Drinking tea during or right after eating main meals
Yes always 43.7 74.5
Yes sometimes 19.7 16.4
Yes rarely 20.4 0

Not at all 16.2 9.1
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5.2.5 Eating practices among pregnant women

Most of the women in the IP and UP groups mentioned that their families usually eat together
(Table 11). More women in the UP group (12.7%) mentioned that adults eat first in their family.
Contrastingly, only 3.5% of the women in the IP group mentioned that adults eat first in their
family.

Table 11. Eating practices among pregnant women that received information about anaemia (IP)
and pregnant women that did not receive information about anaemia (UP)

Eating practices IP (n=142)% UP(n=55)%
We eat together as a family 91.5 81.8
Children eat first 4.2 55
Adults eat first 3.7 12.7
Father and young children eat first 0.7 0
The mother eat first 0 0

5.2.6 Decision makers on meal content mentioned by pregnant women

Women in both the IP and UP groups identified themselves, their mothers or their mother-in-
laws as a decision makers on meal content (Table 12). The women in both the IP and UP group

mentioned the same decision makers on meal content.

Table 12. Meal decision makers mentioned by pregnant women that received information about
anaemia (IP) and pregnant women that did not receive information about anaemia (UP)

Meal decision IP (n=142) % UP (n=55) %
Mother 62.7 61.8
Mother-in-law 19.7 16.4
Father 9.9 3.6
Both mother and father 6.3 10.9
Father-in-law 0.7 3.6

Other 0.7 3.6
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5.3 Knowledge, attitudes and practices on anaemia in breastfeeding women

In this section breastfeeding women shall be classified into two groups, breastfeeding women
that received information about anaemia (IB) and breastfeeding women that did not receive

information about anaemia (UB), and the two groups shall be compared.

Hospital and health care staff were the most common source of information on anaemia in 84.4%
of the IB group and 65.9% of the UB group (Table 13). Members of the family were the source
of information on anaemia for 20.9% of the UB group and 12.5% of the IB group.

Table 13. Provider of information on anaemia to breastfeeding women

Provider of information on anaemia IB (n=90)% UB (n=99)%
Health personnel/volunteers 84.4 65.9
Members of the family 125 20.9
Radio/TV programs 3.1 8.5
School 0 1.6
Other 0 2.3
I do not know 0 1.0

Breastfeeding women had been given information about anaemia mostly over a 6 month period
preceding the interview (57.7%). Every third breastfeeding woman had been given information

about anaemia 3 and 12 months before the interview.
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Slightly more IB women (97.8%) had heard about anaemia than UB women (91.7%). From the
IB group 91.2% had heard about the importance of iron in the diet, while corresponding figure
was 93.5% in the UB group (Table 14). Slightly more women in the IB group (92.4%) than the
women in the UB group (87.0%) knew that tea consumption affects iron absorption. However,

there were no significant differences between the women in the 1B and UB groups.

Table 14. Knowledge, attitudes and practices on anaemia in breastfeeding women that received
information about anaemia (IB) and breastfeeding women that did not receive information about
anaemia (UB)

IB (n=92) UB (n=108)
I do not I do not
Yesn(%) Non(%) known(%) Yesn(%) Non(%) known(%) P-value?

Has heard about anaemia 90 (97.8)° 2(2.2) 0 99(91.7) 9 (8.3) 0 0.057
Diagnosed with anaemia by health personnel

(n=189) 49 (54.4) 41 (45.6) 0 60(60.6) 39(39.4) 0 0.392
Health personnel explained the causes, prevention

and

treatment of anaemia besides medication (n=192) 46 (93.9) 3(6.1) 0 58(96.7) 3(3.3) 0 0.489
Has heard about the importance of iron in the diet 84 (91.2) 8 (8.7) 0 101(93.5) 6 (5.6) 1(0.1) 0.454
Has heard about folate 66 (71.7) 25 (27.2) 1(11) 77(71.3) 29(26.9) 2(1.9 0.906
Know that tea consumption affects iron absorption 85 (92.4) 7 (7.6) 0 94(87.0) 14(13.0 0 0.218

2Pearson chi-square test, Probability 95 % significance level
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5.3.1 Knowledge on causes of anaemia in breastfeeding women

Insufficient dietary intake was the most common cause of anaemia mentioned by the 1B group
(70.2%) and the UB group (70.9%) (Table 15). Of the IB group, 11.7% and the UB group, 16.6%
did not know the causes of anaemia. The women in both the IB and UB groups mentioned the

same causes of the anaemia.

Table 15. Knowledge on causes of anaemia mentioned by breastfeeding women that received
information about anaemia (1B) and breastfeeding women that did not receive information about
anaemia (UB)

Knowledge on causes of

anaemia IB (n=90)% UB (n=99)%
Insufficient dietary intake 70.2 70.9
Excessive blood loss 7.4 4.9
Lack of vitamins 4.3 2.9
Blood loss during menstruation 1.1 1.9
Heavy bleeding during surgery 11 1.0
I do not know 11.7 16.6

Other 4.3 1.0
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5.3.2 Knowledge on symptoms of anaemia in breastfeeding women

Weakness was the most common symptom mentioned by the IB and UB groups (Table 16).
More women in the IB group (23.1%) mentioned dizziness as a symptom of anaemia as
compared to the UB group (8.2%). Of the UB group, 25.9% and the IB group, 15.0% mentioned
paleness as a symptom of anaemia. Of the UB group, 20.0% and the IB group, 11.6% mentioned

tiredness as a symptom of anaemia.

Table 16. Knowledge on symptoms of anaemia mentioned by breastfeeding women that received
information about anaemia (I1B) and breastfeeding women that did not receive information about
anaemia (UB)

Symptoms of anaemia IB (n=90)% UB (n=99)%
Weakness 29.9 30.9
Dizziness 23.1 8.2
Paleness 15.0 25.9
Tiredness 11.6 20.0
Nausea 34 1.0
Craving for non-food items 2.7 5.0
Poor growth and development 2.0 1.4
Shortness of breath 1.0 1.4
Headache 0 1.0
Other 7.5 4.0

| do not know 4.0 1.8
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5.2.3 Knowledge on prevention of anaemia in breastfeeding women

From the 1B group 62.6% and the UB group 54.7% mentioned improving their eating habits in
case anaemia diagnosed by health personnel (Table 17). More women in the UB group (43.4%)
than in the IB group (33.0%) mentioned taking medications (supplements).

Taking a good diet was the most popular mentioned practice of preventing anaemia in both in the
IB and UB groups. The women in both the IB and UB groups mentioned the same practices of

preventing anaemia.

Table 17.Anaemia treatment and prevention by breastfeeding women that received information
about anaemia (I1B) and breastfeeding women that did not receive information about anaemia
(UB)

Anaemia treatment and prevention IB (n=90)% UB (n=99)%
Anaemia treatment after diagnosed anemia
Improved my eating habits 62.6 54.7
Took medications (supplements) 33.0 43.4
I do not know 4.4 2.0
Anaemia prevention
Taking a good diet 62.8 63.0
Taking iron/folic acid 22.1 25.0
Other medical care 4.4 3.0
Access to more information 2.6 1.0
Other 0 1.0

| do not know 8.0 6.0
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About every fourth in the IB group and more than every third in the UB group mentioned meat
as a good source of iron (Table 18). The IB group (28.2%) mentioned fruits as good sources of
iron than the UB group (19.0%).

Table 18. Foods mentioned as good sources of iron by breastfeeding women that received
information about anaemia (1B) and breastfeeding women that did not receive information about
anaemia (UB)

Foods mentioned as

good sources of iron IB (n=92)% UB (n=108)%
Meat 26.9 354
Fruits 28.2 19.0
Green leafy vegetables 9.6 8.7
Fish 8.3 6.2
Offal (liver) 7.1 10.8
Eggs 45 3.6
Legumes 3.2 3.6
Vegetables 1.3 2.1
Other 51 3.1
I do not know 5.7 7.7

5.2.4 Food consumption among breastfeeding women

More women in the UB group (70.4%) than in the 1B group (52.2%) eat three or more meals in a
regular day (Table 19). About every fourth woman in both the IB group and UB group
mentioned eating three times a day. More women in the IB group (20.7%) than in the UB group

(5.6%) mentioned eating two times a day.

Meat was consumed at least three times per week by every third woman both in the 1B and UB
groups. More women in the UB group (26.9%) than women in the IB group (17.0%) consumed
green leafy vegetables. More women in the 1B group (9.0%) than women in the UB group
(1.6%) consumed legumes. Dairy products and vegetables were consumed less than three times a

week in the UB group.
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More than half of the women both in the IB group and UB group drank tea always during or
right after eating main meals. More women in the IB group (20.7%) than in the UB group

(10.2%) did mention that they did not drink tea during or right after eating main meals.

Table 19. Food consumption by breastfeeding women that received information about anaemia
(IB) and breastfeeding women that did not receive information about anaemia (UB)

Food consumption IB (n=92)% UB (n=108)%
Number of meals in a regular day
More than three times a day 52.0 70.4
Three times a day 24.0 22.2
Two times a day 21.0 5.6
Once 3.0 1.9
Foods consumed at least three times a week
Meat 35.0 38.6
Eggs 20.0 21.3
Green leafy vegetables 17.0 26.9
Fish 9.0 5.6
Legumes 9.0 1.6
Offal (Liver) 4.0 3.2
Fruits 3.0 1.2
Dairy products 2.0 0
Vegetables 1.0 0
Other 1.0 1.2
I do not know 0 0.4
Drinking tea during or right after eating main meals
Yes always 50.0 56.5
Yes sometimes 18.5 21.3
Yes rarely 10.9 12.0

Not at all 20.7 10.2
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5.3.5 Eating practices among breastfeeding women

Most of the women in the IB and UB groups mentioned that their families usually eat together
(Table 20). More women in the UB group (21.3%) than the women in the IB group (12.0%)
mentioned that adults eat first.

Table 20. Eating practices among breastfeeding women that received information about anaemia
(IB) and breastfeeding women that did not receive information about anaemia (UB)

Eating practices IB (n=92)% UB (n=108)%
We eat together as a family 58.7 50.0
Children eat first 22.8 17.6
Adults eat first 12.0 21.3
Father and young children eat

first 4.3 9.3
The mother eat first 2.2 1.9

5.3.6 Decision makers on meal content mentioned by breastfeeding women

Women in both the IB and UB groups identified themselves, their mothers or their mother-in-
laws as a decision makers on meal content (Table 21). More women in the IB group (12.0%)
than in the UB group (6.5%) identified father as a decision makers on meal content. More
women in the UB group (22.2%) compare to the IB group (7.6%) identified both mother and
father as a decision makers on meal content.

Table 21. Meal decision makers mentioned by breastfeeding women that received information

about anaemia (IB) and breastfeeding women that did not receive information about anaemia
(UB)

Meal decision IB (n=92)% UB (n=108)%
Mother 55.4 58.3
Mother-in-law 20.7 13.0
Father 12.0 6.5
Both mother and father 7.6 22.2
Father-in-law 4.3 0

Other 0 0




49

5.4 Knowledge, attitudes and practices on anaemia by pregnant and breastfeeding women
in 4 regions

In this section knowledge, attitudes and practices of pregnant and breastfeeding women shall be
compared in the four regions. Hospital, health care staff and volunteers were the main source of
information on anaemia in all four regions (Table 22). However, there were differences among
regions. In Osh 84.0% of the women mentioned hospital, health care staff and volunteers as their
source of information on anaemia, while the corresponding figures were 83.0% in Talas, 54.5%
in Chui and 61.2% in Issyk-Kul. Every fifth woman in Issyk-Kul mentioned members of the
family as a source of information on anaemia, while the corresponding rates were 10.4% in Osh,
8.1% in Talas and 14.9% in Chui. Radio and television programmes were a source of
information on anaemia in Chui (20.1%) and Issyk-Kul (15.7%), whereas the corresponding

rates were 3.8% in Osh and 9.1% in Talas.

Table 22. Provider of information on anaemia to pregnant and breastfeeding women in the four
regions

Provider of information on anaemia Osh (n=106)%  Talas (n=92)% Chui (n=91)% (Iﬁi{lég(gj/(l)
Health personnel/volunteers 84.0 83.7 54.5 61.2
Members of the family 104 8.1 14.9 20.9
Radio/tv 3.8 9.1 20.1 15.7
School 1.0 0 5.2 0.7
Other 1.0 1.0 4.5 0

| do not know 0 4.0 0 15
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About half of the women in Osh, Chui and Issyk-Kul but only 34.9% of the women in Talas had
been given information about anaemia mostly over a 3 month period preceding the interview. Of
the women in Talas, 39.7% had been given information about anaemia over a 6 month period
preceding the interview, where as the corresponding figures were 18.5% in Osh, 22.5% in Chui
and 24.0% in Issyk-Kul. About every fifth woman had been given information about anaemia

over a 12 month period preceding the interview.

In Osh and Talas the majority of the women had received information about anaemia, 81% and
64.9% respectively (Table 23). In Chui and Issyk-Kul the corresponding rates were 40% and
50%. In Osh 62.7% of the women had used iron tablets. In Talas, Chui and Issyk-Kul the
corresponding rates were 26.1%, 44.0% and 36.0%. In Osh and Issyk-Kul the majority of the
women knew that tea consumption affects iron absorption, 92.0% and 80.0% respectively. In

Talas and Chui the corresponding figures were 78.4% and 74.0%.
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Table 23. Anaemia KAPs in pregnant and breastfeeding women in 4 regions of the Kyrgyz Republic

Regions
Osh Talas Chui Issyk-Kul
(n=100) (n=97) (n=100) (n=100)
1 do not 1 do not 1 do not 1 do not
know know know know

Yesn(%) No n(%) n(%) Yesn(%) Non(%) n(%) Yes n(%) No n(%) n(%) Yesn(%) Non(%) n(%) P-value®
60

Has received information about anaemia 81(81.0)° 19 (19.0) 0 63(64.9) 34(35.1) 0 40 (40.0) (60.0) 0 50(50.0) 50(50.0) 0 <0.001*
Has heard about anaemia 93 (93.0) 7(0.7) 0 92(94.8) 5(5.2) 0 91(91.0) 9(9.0) 0 95(95.0) 5 (5.0) 0 0.634°
Diagnosed with anaemia by health personnel (n=371) 50 (53.8) 43 (46.2) 0 46(50.0) 46 (50.0) 0 50 (54.9) (45.41§ 0 46(48.4) 49(51.6) 0 o0.787°
Health personnel explained the causes, prevention

and treatment of anaemia besides medication (n=192) 49 (98.0) 1(2.0) 0 42(91.3) 4(8.7) 0 48 (96.0) 2(4.0) 0 44(95.7) 2(4.3) 0 0470
Has heard about the importance of iron in the diet 89 (89.0) 9(9.0) 2(20) 85(87.6) 10(10.3) 2(2.1) 92 (92.0) 8(8.0) 0 92(92.0) 8 (8.0) 0 0593
Has heard about folate 73(73.0) 26(26.0) 1(1.0) 70(72.0) 23(23.7) 4(41) 72 (72.0) (26.2(;; 2(20) 77(77.0) 23(23.0) 0 0457
Folic acid supplements taken in current pregnancy (n=197) 38 (74.5) 13(25.5) 0 31(67.4) 15(32.6) 0 33(66.0) (34.107) 0 37(740) 13(26.0) 0 0.708
Iron tablets taken in current pregnancy (n=197) 32(62.7) 19(37.3) 0 12(26.1) 34(73.9) 0 22 (44.0) (56.208) 0 18(36.0) 32(64.0) 0 0.002*"
Vitamin supplements taken in current pregnancy (n=197) 20(39.2) 31(60.8) 0 23(50.0) 23(50.0) 0 25 (50.0) (50.205) 0 20(40.0) 30(60.0) 0 0.540°
Know that tea consumption affects iron absorption 92 (92.0) 8 (8.0) 0 76(784) 21(21.6) 0 74 (74.0) (24.%[; 0 80(80.0) 20(20.0) 0 0.012"

Pearson chi-square test, Probability 95 % significance level
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5.4.1 Knowledge on causes of anaemia by pregnant and breastfeeding women in 4 regions

There were differences among the regions in regard to knowledge on causes of anaemia (Table

24). Insufficient dietary intake was mentioned by 69.6% of the women in Osh, by 49.5% of the

women in Talas, by 64.1% of the women in Chui and by 81.6% of the women in Issyk-Kul.

Excessive blood loss was mentioned as a cause of anaemia by 16.8% of the women in Talas, by

8.8% of the women in Osh but only by 1% of the women in Chui and Issyk-Kul. Of the women
in Talas 18.9%, Chui 13.6%, Osh 1.8% and Issyk-Kul 7.1% did not know causes of anaemia.

Table 24. Knowledge on causes of anaemia by pregnant and breastfeeding women in the four

regions

Osh Talas Chui Issyk-Kul
Knowledge on causes of anaemia (n=93)% (n=92)% (n=91)% (n=95)%
Insufficient dietary intake 69.6 495 64.1 81.6
Excessive blood loss 8.8 16.8 1.0 1.0
Lack of vitamins 4.9 4.2 1.0 2.0
Blood loss during menstruation 2.9 0 5.8 1.0
Heavy bleeding during surgery 0 3.2 3.9 1.0
Gastric ulcer 0 0 1.0 0
Other 2.0 7.4 9.7 6.1
I do not know 11.8 18.9 13.6 7.1
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5.4.2 Knowledge on symptoms of anaemia by pregnant and breastfeeding women in 4
regions

Weakness was the most common symptom mentioned by women in Chui and Issyk-Kul, 32.5%
and 35.3% respectively (Table 25). In Osh and Talas the corresponding figures were 25.5% and
26.5%. In addition, paleness was the second most common symptom mentioned by women in
Chui and Issyk-Kul, 28.1% and 30.9% respectively. In Osh and Talas the corresponding
proportions were 15.2% and 18.5%. Dizziness was mentioned by women in Osh and Talas,
21.2% and 18.5% respectively. In Chui and Issyk-Kul the corresponding rates were 7.3% and
7.7%.

Table 25. Knowledge on symptoms of anaemia by pregnant and breastfeeding women in the four
regions

Osh Talas Chui Issyk-Kul
Knowledge on symptoms of anaemia (n=93)% (n=92)% (n=91)% (n=95)%
Weakness 255 26.5 325 35.3
Paleness 15.2 18.5 28.1 30.9
Dizziness 21.2 18.5 7.3 7.7
Tiredness 145 142 204 16.9
Nausea 6.7 4.9 1.0 14
Craving for non-food items 3.6 25 4.9 1.9
Poor growth and development 12 3.1 1.0 0.5
Shortness of breath 0.6 1.9 1.0 1.0
Headache 1.8 0 0 0.5
Other 6.7 4.3 3.4 14

| do not know 3.0 5.6 1.0 2.4
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5.4.3 Knowledge on prevention of anaemia by pregnant and breastfeeding women in 4

regions

Of pregnant and breastfeeding women, 67.7% in Osh and 68.4% in Issyk-Kul mentioned

improving eating habits in case anaemia was diagnosed by health personnel, whereas the

corresponding rates were 45.7% in Talas and 47.6% in Chui (Table 26). About every second

woman in Talas and Chui and every third woman in Osh and Issyk-Kul mentioned taking

medications (supplements).

More than half of the women in all four regions mentioned taking a good diet in preventing

anaemia. Every third woman in Chui region, about every fourth woman in Talas and Issyk-Kul

and about every fifth woman in Osh region mentioned taking iron or folic acid.

Table 26. Anaemia treatment and prevention by pregnant and breastfeeding women in the four

regions
Osh Talas Chui Issyk-Kul
Treatment and prevention of anaemia (n=93)% (n=92)% (n=91)% (n=95)%
Anaemia prevention after diagnosed
anemia
Improved my eating habits 67.7 45.7 47.6 68.4
Took medications (supplements) 30.1 47.8 51.4 28.4
I do not know 2.2 6.5 1.0 3.2
Anaemia prevention
Taking a good diet 64.5 54.5 58.5 64.3
Taking iron/folic acid 214 241 30.8 25.6
Other medical care 5.8 5.4 6.2 2.3
Access to more information 2.5 1.0 15 1.0
Other 0 1.0 0 1.0
I do not know 5.8 14.3 3.1 6.2
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About every third woman in Talas, Chui and Issyk-Kul mentioned meat as a good source of iron,
while in Osh about every fifth woman (Table 27). Fruits were mentioned as a good source of iron
mostly in Osh (29.1%), Talas (27.1%) and Issyk-Kul (20.0%) and less in Chui (8.7%). Offal
(liver) was mentioned mostly in Chui (19.5%) and in Issyk-Kul (17.5%) and less in Osh (7.3%)
and in Talas (6.5%).

Table 27. Foods mentioned as good sources of iron by pregnant and breastfeeding women in the
four regions

Foods mentioned as good Osh Talas Chui Issyk-Kul
sources of iron (n=100)% (n=97)% (n=100)% (n=100)%
Meat 21.2 29.4 344 325
Fruits 29.1 27.1 8.7 20.0
Offal (liver) 7.3 6.5 19.5 17.5
Green leafy vegetables 11.2 6.5 9.7 3.5
Fish 10.1 6.5 8.2 125
Eggs 2.2 7.6 51 6.5
Legumes 4.5 4.1 3.1 15
Vegetables 1.7 2.4 1.0 2.0
Other 3.4 2.9 6.2 0.5
I do not know 9.5 7.1 4.1 3.5

5.4.4 Food consumption by pregnant and breastfeeding women in 4 regions

The majority of the women in Chui and Issyk-Kul eat more than three times meals in a regular
day at home, 74.0% and 68.0% respectively (Table 28). However, only 40.0% of the women in
Osh and 51.5% in Talas eat more than three meals. About every third woman in Talas, every
fourth woman in Osh and Issyk-Kul and every fifth woman in Chui eat three meals a day. Every
third woman in Osh eats two times a day. In Talas, Chui and Issyk-Kul the corresponding figures
were 12.4%, 6% and 6%.

About every fifth woman in Osh, Talas and Issyk-Kul sometimes drank tea during or right after
eating main meals while, 15.0% of the women in Chui had a similar practice. In Osh every fourth
did not drink tea during or right after eating. The corresponding rates were in Talas, Chui and
Issyk-Kul 16.5%, 10.0% and 7.0%. In addition, in Osh 7.0% of the women, in Talas 8.2%, in
Chui 16.0% and 21.0% in Issyk-Kul rarely drank tea during or right after eating.
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Food consumption and Osh Talas Chui Issyk-Kul

eating practices (n=100)% (n=97)% (n=100)% (n=100)%

Number of meals in a regular day
More than three times a day 40.0 51.5 74.0 68.0
Three times a day 25.0 29.9 20.0 26.0
Two times a day 32.0 124 6.0 6.0
Once 3.0 6.2 0 0

Foods consumed at least three times a week
Meat 3338 353 41.2 36.4
Eggs 19.0 20.5 16.7 20.5
Green leafy vegetables 18.2 17.9 25.3 24.3
Fish 9.5 8.9 6.0 7.1
Legumes 7.4 4.9 3.9 21
Fruits 3.0 3.6 21 7.5
Offal (Liver) 35 6.7 3.9 2.1
Dairy products 2.2 1.0 1.0 0
Vegetables 1.3 0 0 0
Other 1.7 1.0 0 0
I do not know 0.4 1.0 0 0

Drinking tea during or right after eating main

meals
Yes always 48.0 53.6 59.0 51.0
Yes sometimes 20.0 21.6 15.0 21.0
Yes rarely 7.0 8.2 16.0 21.0
Not at all 25.0 16.5 10.0 7.0
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5.4.5 Eating practices by pregnant and breastfeeding women in 4 regions

The majority of the women in all regions mentioned that their families eat usually together. In
Osh and in Talas the corresponding figures were 79.0% and 76.3%, while slightly lower rates
were seen in Chui (67.0%) and in Issyk-Kul (63.0%) (Table 29). More women in Chui (16.0%)
mentioned that adults eat first in their families. In Osh, Talas and Issyk-Kul the corresponding
figures were 9.0%, 10.3% and 11.0%. More women in Issyk-Kul (19.0%) mentioned that
children eat first in their families. In Osh, Talas and Chui the corresponding rates were 9.0%,
13.4% and 8.0%.

Table 29. Eating practices of pregnant and breastfeeding women in the four regions

Osh Talas Chui Issyk-Kul
Eating practices (n=100)% (n=97)% (n=100)% (n=100)%
We eat together as a family 79.0 76.3 67.0 63.0
Adults eat first 9.0 10.3 16.0 11.0
Children eat first 9.0 13.4 8.0 19.0
Father and young children eat first 1.0 0 6.0 7.0

The mother eat first 2.0 0 3.0 0
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5.4.6 Decision makers on meal content mentioned by pregnant and breastfeeding women in

4 regions

The majority of the women in Talas (67.0%), Chui (66.0%) and Issyk-Kul (65.0%) identified

themselves and, their mothers as a decision makers on meal content, while this was not the case

among women in Osh (41.0%) (Table 30). In Osh, the mother-in-law was mentioned as a

decision maker by 34.0% of the women, while corresponding figures were 17.5% in Talas, 8.0%

in Chui and 11.0% in Issyk-Kul. Mother and father were mentioned as a decision makers: where
rates accounted for 6.0% in Osh, 4.1% in Talas, 19.0% in Chui and 17.0% in Issyk-Kul.

Table 30. Meal decision makers mentioned by pregnant and breastfeeding women in the four

regions

Osh Talas Chui Issyk-Kul
Meal decision (n=100)% (n=97)% (n=100)% (n=100)%
Mother 41.0 67.0 66.0 65.0
Mother-in-law 34.0 175 8.0 11.0
Both mother and father 6.0 4.1 19.0 17.0
Father 14.0 8.2 6.0 6.0
Father-in-law 5.0 21 0 0
Other 0 1.0 1.0 1.0

5.5 Knowledge, attitudes and practices on anaemia by pregnant and breastfeeding women

in urban and rural areas

In this section knowledge, attitudes and practices of pregnant and breastfeeding women shall be

compared in urban and rural areas.
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Hospital and health care staff were the main source of information on anaemia (Table 31). The

women in both urban and rural areas mentioned the same sources of information on anaemia.

Table 31. Provider of information on anaemia to pregnant and breastfeeding women in urban and
rural areas

Provider of information on anaemia Urban (n=147)% Rural (n=225)%
Health personnel/volunteers 65.9 68.9
Radio/tv 10.8 14.2
Members of the family 16.8 125
School 1.6 2.1
Other 3.2 1.0
I do not know 1.6 1.0

Slightly more women in rural areas (51.3%) than the women in urban areas (42.7%) had been
given information about anaemia mostly over a 3 month period preceding the interview. About
every third woman in urban and every fifth woman in rural areas had been given information
about anaemia over the preceding 6 months before the interview. About every fourth woman in
urban and every fifth woman in rural areas had been given information about anaemia over the
preceding 12 months before the interview.

More women in rural areas (64.1%) than in urban areas (51.3%) had heard about anaemia (Table
32). Of the women in urban areas, 82.5% had heard about folate, while the corresponding rate
was 67.5% for women in rural areas.



Table 32. Knowledge, attitudes and practices on anaemia by pregnant and breastfeeding women in urban and rural areas

Residential
Environment
Urban Rural
(n=160) (n=237)
I do not know I do not know
Yes n(%) No n(%) n(%) Yes n(%) No n(%) n(%) P-value?
Has received information about anaemia 82 (51.3)" 78 (48.8) 0 152 (64.1) 85(35.9) 0 0.014"
Has heard about anaemia 147 (91.9) 13(8.1) 0 224 (945) 13 (5.5) 0 0.403
Diagnosed with anaemia by health personnel (n=371) 74 (50.3) 73(49.7) 0 118 (52.7) 106 (47.3) 0 0.738
Has heard about the importance of iron in the diet 145 (90.6) 13 (8.1) 2(1.3) 213(89.9) 22(9.3) 2(0.8) 0.858
Has heard about folate 132 (82.5) 27 (16.9) 1 (0.6) 160 (67.5) 71 (30.0) 6 (2.5) 0.003"
Folic acid supplements taken in current pregnancy (n=197) 59 (73.8) 21 (26.3) 0 80 (68.4) 37 (31.6) 0 0.513
Iron tablets taken in current pregnancy (n=197) 35(43.8) 45 (56.3) 0 49 (41.9) 68 (58.1) 0 0.909
Vitamin supplements taken in current pregnancy (n=197) 40 (50.0) 40 (50.0) 0 48 (41.0) 69 (59.0) 0 0.272
Know that tea consumption affects iron absorption 129 (80.6) 29 (18.2) 2 (1.3 193 (81.4) 44 (18.6) 0 0.225

Pearson chi-square test, Probability 95 % significance level
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5.5.1 Knowledge on causes of anaemia by pregnant and breastfeeding women in urban and

rural areas

Women in urban and rural areas mentioned the same causes of anaemia (Table 33).

Table 33. Knowledge on causes of anaemia by pregnant and breastfeeding women in urban and

rural areas

Knowledge on causes of anaemia

Urban (n=147)%

Rural (n=224)%

Insufficient dietary intake
Excessive blood loss

Heavy bleeding during surgery

Lack of vitamins

Blood loss during menstruation

| do not know
Other

68.2

13.6

65.6
7.0
1.2
3.3
3.7

12.3
7.0

5.5.2 Knowledge on symptoms of anaemia by pregnant and breastfeeding women in urban

and rural areas

Women in urban and rural areas mentioned the same symptoms of anaemia (Table 34).

Table 34. Knowledge on symptoms of anaemia by pregnant and breastfeeding women in urban

and rural areas

Knowledge on symptoms of anaemia

Urban (n=147)%

Rural (n=224)%

Weakness

Paleness

Tiredness

Dizziness

Craving for non-food items
Nausea

Poor growth and development
Shortness of breath
Headache

Other

I do not know

28.0
26.3
15.0
16.7
4.0
3.3
0
0.7
0.7
3.7
1.7

32.0
22.3
18.0
10.5
2.7
3.2
2.3
1.1
0.5
3.9
3.6
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5.5.3 Knowledge on prevention of anaemia by pregnant and breastfeeding women in urban
and rural areas

More than half of the women in both urban and rural areas mentioned improving their eating
habits to prevent anaemia after diagnose (Table 35). More women in urban areas (45.1%) than

women in rural areas (36.2%) mentioned taking medications (supplements).

More than half of the women in both urban and rural areas mentioned taking a good diet to
prevent anaemia. WWomen in urban and rural areas mentioned the same practices on preventing

anaemia.

Table 35. Treatment and prevention of anemia among pregnant and breastfeeding women in
urban and rural areas

Treatment and prevention of anaemia Urban (n=147)% Rural (n=224)%
Anaemia prevention after diagnosed anemia
Improved my eating habits 52.9 59.9
Took medications (supplements) 45.1 36.2
I do not know 2.0 3.9
Anaemia prevention
Taking a good diet 62.1 59.6
Taking iron/folic acid 25.1 25.9
Other medical care 3.6 5.7
Access to more information 2.6 0.7
Other 0.5 0.3

| do not know 6.2 7.7
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Women in urban and rural areas mentioned the same iron rich foods, expect that more women in

urban areas (25.0%) than women in rural areas (18.1%) mentioned fruits (Table 36).

Table 36. Foods mentioned as good sources of iron by pregnant and breastfeeding women in

urban and rural areas

Foods mentioned as good sources of iron

Urban (n=160)%

Rural (n=237)%

Meat

Fruits

Offal (liver)

Fish

Green leafy vegetables
Eggs

Legumes

Vegetables

Other

I do not know

29.5
25.0
12.8

9.0
6.6
4.2
4.2
1.7
1.7
5.9

29.5
18.1
13.1
9.6
8.3
6.1
3.3
15
4.1
5.9

5.5.4 Food consumption by pregnant and breastfeeding women in urban and rural areas

About every fourth women in urban and more than every fourth woman in rural areas mentioned

eating three times a day (Table 37). There were no differences in the consumption frequency of

foods between women in urban and rural areas.
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About every second woman both in urban and rural areas always drink tea during or right after

main meals. More women in rural areas (25.3%) than women in urban areas (10.6%) sometimes

drank tea during or right after eating.

Table 37. Food consumption by pregnant and breastfeeding women in urban and rural areas

Food consumption

Urban (n=160)%

Rural (n=237)%

Number of meals in a regular day
More than three times a day
Three times a day
Two times a day
Once

Foods consumed at least three times a week
Meat
Green leafy vegetables
Eggs
Fish
Legumes
Offal (Liver)

Fruits

Dairy products
Other

I do not know

Drinking tea during or right after eating main meals

Yes always
Yes sometimes
Yes rarely

Not at all

58.1
21.3
18.1

2.5

35.2
224
18.8
9.0
4.4
4.6
3.9
0.8
0.8
0.3

58.1
10.6
12.5
18.8

58.6
27.8
114

21

37.9
20.9
19.6
7.1
4.7
35
4.3
0.9
0.4
0.2

494
25.3
13.5
11.8
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5.5.5 Eating practices by pregnant and breastfeeding women in urban and rural areas

Most of the women in urban (66.9%) and rural areas (74.3%) mentioned that their families eat
together (Table 38). More women in urban areas (16.9%) than the women in rural areas (8.0%)
mentioned their family adults eat first.

Table 38. Eating practices by pregnant and breastfeeding women in urban and rural areas

Eating practices Urban (n=160)% Rural (n=237)%
We eat together as a family 66.9 74.3
Adults eat first 16.9 8.0
Children eat first 11.3 13.1
Father and young children eat first 3.1 3.8
The mother eat first 1.9 0.8

5.5.6 Decision makers on meal content mentioned by pregnant and breastfeeding women in
urban and rural areas

Women in both urban and rural areas identified themselves, their mothers or their mother-in-laws
as decision makers on meal content (Table 39). The women in both urban and rural areas

mentioned the same meal decision makers.

Table 39. Meal decision makers by pregnant and breastfeeding women in urban and rural areas

Meal decision maker Urban (n=160)% Rural (n=237)%
Mother 58.8 60.3
Mother-in-law 194 16.5
Both mother and father 9.4 13.1
Father 9.4 8.0
Father-in-law 1.3 2.1

Other 1.9 0
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6. DISCUSSION AND RECOMMENDATIONS

The master’s thesis assessed knowledge, attitudes and practices regarding iron deficiency
anaemia of pregnant and breastfeeding women who had received information about anaemia
during visits to health clinics (IP and IB groups) and those who did not receive any information
(UP and UB groups) in urban and rural settings in 4 regions (Osh, Talas, Chui and Issyk-Kul) of
the Kyrgyz Republic. The aim was to formulate recommendations for raising awareness of

anaemia and its mitigation.

6.1 Knowledge on iron deficiency anaemia of pregnant and breastfeeding women in the
Kyrgyz Republic

The total sample size was 397 pregnant and breastfeeding women, where 45.6% of pregnant
women had received information about anaemia in a 3 month period preceding the interview,
which took place in mid-September 2014, while 57.7% of breastfeeding women had received
information about anaemia in a 6 month period preceding the interview. More UP women
(25.9%) than IP women (16.0%) mentioned radio and television programmes as a source of
information on anaemia. More 1B women (84.4%) than UB women (65.9%) mentioned health
personnel or volunteers as a source of information on anaemia. The MOH et al. (2015) survey
also showed that the media (radio and television) for pregnant women and medical person for
breastfeeding women were significant sources of information on anaemia (MOH et al 2015).
This can be due to that pregnant women have more time to listen to radio and watch television
programmes, whereas breastfeeding women need to take care of their baby and breastfeed them.
Mobile applications and videos can be helpful in health care and used to give accurate
information on iron-deficiency anaemia (Mutanen et al. 2016, Martinez-Pérez et al. 2013). In
addition, e-Health services allow people to have access to public medical services (Suyunbaeva
2012).
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Improving eating habits was mentioned more in the IP group than the UP group and taking
medications (supplements) was mentioned more in the UB group than in the IB group after
diagnosed anaemia by health personnel. The MOH et al. (2015) survey also showed that the most
common treatment for anaemia was improving diet and taking iron tablets after diagnosed
anaemia (MOH et al. 2015). In our study, slightly more UB women were diagnosed with
anaemia than IB women by health personnel. UB women may be recommended to take
medications (supplements) for treating anaemia by health personnel. In our study, fruits were
mentioned more in the UP and UB groups than in the IP and IB groups as a good source of iron.
However, fruits are not good sources of iron. Iron status can be improved by eating iron rich
foods such as fish, meat, poultry and whole grains (UNICEF et al. 2001). Our study results
support earlier study (MOH et al. 2015), where especially IP and 1B women understood better
treatment and prevention of anaemia than UP and UB women but their knowledge of iron rich
food was limited (MOH et al. 2015).

In this study, more IP women (48.9%) suffered from anaemia than UP women (35.6%).
Polyclinics provide counselling, especially for those patients already diagnosed with anaemia.
However, there is usually no proper counselling or information given to women before diagnosis
or as preventive measures (Viljakainen, Alyshbaev, Orozobekova and Meerim 2.6.2015, McKee
et al. 2002). The study findings are similar to earlier studies, which show that IP women knew

more about causes, symptoms and prevention of anaemia than UP women.

It is questioned what has occurred to the IB group in regard to their knowledge of the causes,
symptoms and prevention of anaemia. Slightly more women in the UB group knew about causes,
symptoms and prevention of anaemia than the women in the IB group. Clear differences were
seen between knowledge of anaemia in the IP and UP groups, but this was not the case between
IB and UB groups. Breastfeeding women were once pregnant women and some of them were
informed about anaemia during pregnancy. This poses an interesting discussion on received
anaemia information among breastfeeding women. There may have been inconsistencies during
data collection, for instance during the interview process. Translation errors may also have

influenced how different women responded.
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The timeframe between receiving anaemia information and postnatal care may have an impact
on the IB group’s knowledge of anaemia. Postnatal care refers to mothers and their babies during
six-week period after birth which is given by health personnel, such as a doctor or midwife. The
purpose of postnatal care is to inform mothers for instance, on nutrition and use of iron and folic
acid supplements also in a low-risk group, non-anaemic women (World Health Organization
2013). Most of the Kyrgyz women received postnatal care within two days after delivery in
2012 (NSC et al. 2012). According to World Health Organization (2013) recommendations on
the number and timing of postnatal contacts, there should be four times: at least 24 hours after
birth, on day 3 (48-72 hours) after birth, between 7-14 weeks after birth, and six weeks after birth
(World Health Organization 2013). It is clearly seen in this study that postnatal care is not given
as often as antenatal care. Postnatal care is mostly focused on child health. In addition, the long
time frame between the interview from the point in time when information about anaemia was
received may explain that IB women did not recall causes, symptoms and prevention of anaemia
significantly better than UB women. Nutritional education is said to improve nutritional
knowledge, influence attitude and practices towards good nutrition (Masuku and Lan 2014).
However, Masuko and Lan (2014) suggest that little is known on the impact of the nutrition
counselling during prenatal and postpartum periods (Masuko and Lan 2014). This is clearly seen
in the study where the impact of the information about anaemia in both IB and UB groups is

questioned.

More than half of the women in the Osh and Talas regions had received information about
anaemia, while less than half of the women in the Chui and Issyk-Kul regions had received
information about anaemia. However, knowledge of causes, symptoms and prevention always
were not always better in Osh and Talas regions than in Chui and Issyk-Kul regions. One reason
can be that most of the women in all four regions were diagnosed with anaemia by health
personnel. Our study supports that majority of the diagnosed women in all four regions received
information about causes, prevention and treatment of anaemia besides medication from the
health personnel. In addition, maternal health care and received information about anaemia can
vary between regions. Prenatal care is given in early pregnancy (during the first trimester) and it
is given every month throughout the pregnancy in the Kyrgyz Republic (UNICEF 2009).
Effective prenatal care strategies have not been introduced in all provinces in the Kyrgyz

Republic. Effective prenatal care improvements are needed especially in Osh and Chui provinces
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(UNICEF 2009). However, some programmes on mother health care have been implemented at
the level of the pilot regions (MOH et al. 2013). This can explain differences among regions in

received information and knowledge about anaemia.

In our study, more women in rural areas (64.1%) received information about anaemia than
women in urban areas (51.3%). However, women in urban and rural areas had mostly similar
knowledge of causes, symptoms and prevention of anaemia. The MOH et al. (2015) survey also
supports our findings and shows that there was a significant difference in receiving information
about anaemia between 11 urban and 19 rural areas: in Osh there were 3 urban and 6 rural areas,
in Talas there were 1 urban 5 rural areas, in Chui there were 4 urban and 3 rural areas and in
Issyk-Kul there were 3 urban and 5 rural areas (MOH et al. 2015). However, it is seen that
especially women in rural and remote areas have sustained access to reproductive health services
(UNICEF 2009). Also, non-governmental organizations have focused on poorest areas, and
provided health education in the Kyrgyz Republic over the past few years because of June 2010

riots in Osh region (Sydygalieva and Viljakainen, personal communication 28.5.2015).

The official language of the Kyrgyz Republic is Kyrgyz but Russian is spoken in “inter-ethnic”
communication in the Kyrgyz Republic (NSC et al. 2012). However, especially in rural areas,
people may not always speak and understand Russian well. In addition, the level of spoken
Russian is not equal among regions. It is not very clear whether all the information and material
on nutrition and health is always provided to women in both languages. This can explain the
differences in regard to information received by the women and the knowledge about anaemia

among regions and between urban and rural areas.



70

6.2 Iron deficiency anaemia related practices of pregnant and breastfeeding women in the
Kyrgyz Republic

Consumption of meat, green leafy vegetables and eggs more than three times a week was very
common among pregnant and breastfeeding women, whereas frequent consumption of fruits,
legumes, dairy products and vegetables was very low. The Republican Medical Information
Centre of MOH reported that vegetables were consumed in the amount of 6.68 kg/month and
fruits and berries in the amount of 2.24 kg/month in 2011 (MOH et al. 2013), which is less than
the generally recommended 500 g of fruit and vegetables daily. However, parental roles, liking
for fruits and vegetables among youth and having a garden as an adult increase the consumption
of fruits and vegetables (Devine 2005). In addition, seasonality, wealth levels and food prices
affects dietary diversity (MOH et al. 2015). Food choices are dependent on cultural influences,
but also attitudes and beliefs contribute to food choices (Devine 2005). This can explain what
affects food consumption and support our finding in terms of low consumption in fruits and

vegetables.

The study shows that nutritional practices were different between IP and UP women. Of IP
women, 76.8% took folic acid supplements and 47.9% took iron tablets during their current
pregnancy. Of the UP women, 54.5% took folic acid supplements and 29.1% took iron tablets
during their current pregnancy. Our findings are dissimilar to an earlier study (NSC et al. 2012),
which showed that 44% of women between the years 15 and 49 years took iron tablets or syrup
in current pregnancy in 2012. Most of the women took iron supplements for fewer than 60 days
(NSC et al. 2012). Folic acid tablets were less common, and therefore 35% of women at the age
of 15-49 years took folic acid in their current pregnancy in the Kyrgyz Republic in 2012 (NSC
et al. 2012).

In our study, 62.7% of the women in Osh had used iron tablets, while in Talas, Chui and Issyk-
Kul the corresponding rates were 26.1%, 44.0% and 36.0%. When comparing regions our
findings do not support the earlier study done by NSC et al. (2012), where in Osh 34.2% of the
women took iron tablets or syrup during current pregnancy. In Talas, Chui and Issyk-Kul the
corresponding figures were 47.7%, 28.4% and 45.4% in 2012 (NSC et al. 2012).
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There are some differences between the NSC et al. (2012) study and our study. The earlier study
(NSC et al. 2012) reported that pregnant women took iron supplements for less than 60 days,
while our study did not determine how long iron supplements were taken. In our study, responses
from the region may not give a true picture of the situation due to small sample size (n=100 in
Osh, n=97 in Talas, n=100 in Chui and n= in Issyk-Kul versus in NSC et al. (2012) study
n=601in Osh, n=189 in Talas, n=506 in Chui and n=277 in Issyk-Kul). Generally women had
heard about folate less but they took more folic acid during their current pregnancy.

Mothers and mothers-in-law mostly made decisions on meal content in both IP and UP women
families. Our findings also showed that fathers decided on the meal content more in IP women
families (9.9%) than in UP women families (3.6%). This was also seen in IB and UB women
families. Comparing regions, mother decided on meal content in Talas (67.0%), Chui (66.0%)
and Issyk-Kul (65.0%), while this was not the case among women in Osh (41.0%). Traditions are
very strongly present, in the family life, especially in rural and south part of the Kyrgyz
Republic. Traditionally, in the Kyrgyz Republic, only women cook and prepare food. However,
fathers are the heads of families and make decisions in the families. This can explain the roles in

deciding meal content in the Kyrgyz Republic.

Tea drinking was more common among UP and UB women than among IP and 1B women. This
can be because more IP and IB women knew that tea affects iron absorption than UP pregnant
and UB women. More women in urban areas drank always tea during or right after eating main
meals than women in rural areas. Tea drinking practices were less common among pregnant and
breastfeeding women in all regions and urban and rural areas if they knew that tea consumption
affects iron absorption. High consumption of tea inhibits iron absorption. Tea drinking between
meals is recommended instead of during the meals (Zijp et al. 2000). Our study result supports
earlier studies (Masuko and Lan 2014) where good nutritional knowledge meant better eating

practices among women.



72

6.3 Recommendations on awareness raising to mitigate and raise awareness of iron

deficiency anaemia among pregnant and breastfeeding women in the Kyrgyz Republic

From the results, significant differences in terms of knowledge of anaemia and its causes and
prevention were not seen especially between the IB and UB groups. Even though, the women in
Osh and Issyk-Kul regions and rural areas received more information about anaemia, they did
not always have more knowledge about anaemia. Especially in health care, there is need for
more equally distributed information in Kyrgyz and Russian languages on the causes, symptoms
and prevention of anaemia that include not only pregnant women but also breastfeeding women
equally in all four regions and between rural and urban areas. Semba and Bloem (2008) suggest
further studies to determine if nutrition education based approach improves iron status in
developing countries. In addition, there is need to assess to contents and timing of health

education sessions.

As the results show, mostly health care workers but also media (radio and television
programmes) were the providers of information on anaemia among pregnant and breastfeeding
women in all four regions and urban and rural areas. VKontakte and Adnaklassniki are social
media applications similar to Facebook used widely in the Kyrgyz Republic and 30% of every
household in the Kyrgyz Republic have mobile phones. The fixed public network of
Kyrgyztelecom has 475 300 lines (United Nations Economic Commission for Europe 2002).
Mobile devices and applications in tele-education and tele-medicine or E-Health, videos and
interactive workshops with local communities can be useful tools to spread information and are
at the moment underutilised in anaemia mitigation and prevention, not only in the Kyrgyz
Republic but also globally. More research and initiatives are needed on the possibilities to utilise
social media and mobile applications to develop practical anaemia awareness and prevention

tools for the pregnant and breastfeeding women.

The Kyrgyz National Health Care Reform Den Sooluk aims improving the awareness of women
about the prevention of anaemia and maternal nutrition. Kenney (2007) and Kwapong (2013)
suggest new materials on health topics and establishing anaemia status of pregnant and
breastfeeding women in relation to awareness level (Kenney 2007, Kwapong 2013).

Development of material with local communities based on tradition and utilising new available
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technologies can result in the development of inclusive approaches to information sharing and

mitigation of anaemia among pregnant and breastfeeding women.

The Kyrgyz Republic has formulated new evidence-based guidelines on anaemia prevention and
control in April 2015 (Strengthening Partnerships, Results, and Innovations in Nutrition Globally
2015). It aims at screening, diagnosis, prevention, and treatment of iron-deficiency anaemia in
the Kyrgyz Republic. Our study shows that gaps exist, especially in the knowledge of iron rich
food and practices of tea drinking among pregnant and breastfeeding women among regions and
between urban and rural areas. Food that has good source of iron is also important in mitigation
of iron-deficiency anaemia and thus it is recommended that not only mothers, mother-in-laws or
fathers participate in decision-making, but also the whole family needs to eat together and also

take part in food decision-making.

New material for the mitigation of iron-deficiency anaemia should be developed and should
include, for instance a list of local iron rich food and its preparation for food and emphases on
how tea drinking affects iron absorption during and between main meals. In addition, videos that
have information on maternal health and nutrition can be effective but are still undiscovered in
pre-, antenatal and post-natal care in the Kyrgyz Republic. Further, during prenatal, antenatal and
postnatal care, health care workers can explain good and easy cooking methods as well as

disseminate information on healthy eating practices using tools such as videos.

In addition, it is advised to conduct a KAP study that gives a comprehensive outlook on anaemia
in pregnant and breastfeeding women in the whole country and the impact of anaemia prevention
practices. The results of this study show that attitudes and practices were not measured
extensively and the results are very specific to the selected four regions and thus cannot be
generalised to depict the situation in the entire country. A future KAP survey should also
include an in-depth evaluation of attitudes and practices of pregnant and breastfeeding women.
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6.4 Reliability of the study

Reliability was mostly affected by language differences. The survey was initially designed in
English and then translated into Russian and Kyrgyz languages. Further, the survey was
conducted in Russian and Kyrgyz languages. The Kyrgyz language may not have all the terms
that Russian language has, for example, the term “basic nutrition training” was used in the
questionnaire but it was not explained properly to the respondents. The content of nutrition
training was not explained, nor was it clarified that it referred to being given information on
anaemia, rather than formal training. In addition, the questionnaire was vague in some instances.
In the option where respondents had to select options for mentioning measures to prevent
anaemia, one of the options given was “to take a good diet”. It was not clarified what a good diet
means. Insufficient dietary intake was also translated in various ways, for instance the Russian
word used was undernutrition which is not correct. The questionnaire has replications in options,
for instance in causes of anaemia section, excessive blood loss and blood loss during
menstruation refer both to blood loss. In addition one option was medications (supplements).

Medications and supplements do not mean the same.

The interviewed pregnant and breastfeeding women did not always understand the questions
asked. They either did not know what anaemia was or why they had been prescribed supplements
(MOH et al. 2015).

The study sample was small and from four different areas in the Kyrgyz Republic. The study was
not designed to give the general picture of the situation in the whole country. Knowledge was

measured extensively but attitude and practice were not measured extensively enough.
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6.5 Conclusion

Findings from this study have an important role in anaemia mitigation among pregnant and
breastfeeding women in the Kyrgyz Republic. This study showed that pregnant women who
received information about anaemia had more knowledge of anemia, its causes and prevention
than pregnant women who did not receive any information about anaemia from health personnel.
There was no difference in the knowledge of anaemia between breastfeeding women who
received information about anaemia and those who did not receive information about anaemia.
There were differences in knowledge and practices of anaemia among the regions (Osh, Talas,

Chui and Issyk-Kul), but not between urban and rural settings.

There is need to improve knowledge of anaemia and good nutrition practices among pregnant
and breastfeeding women in the Kyrgyz Republic. New material for the mitigation of iron-

deficiency anaemia should be developed and should include, for instance a list of iron rich food.

In this study, knowledge was assessed more thoroughly than attitude and practice. Further, the
results are very specific to the selected regions. Any future KAP surveys on this topic should
include an in-depth evaluation of attitudes and practices of pregnant and breastfeeding women

and a larger regional coverage should be achieved.

Radio and television were significant sources of information on anaemia for pregnant and
breastfeeding women. When designing comprehensive nutrition and anaemia programmes for
pregnant and breastfeeding women, further studies on different media technology and its
possibilities should be taken into account.

There is also a need for more equally distributed information in Kyrgyz and Russian languages
on causes, symptoms and prevention on anaemia that include not only pregnant women but also

breastfeeding women in all four regions and in urban and rural areas.

Traditions are very strongly present in the family life especially in rural and south part of the
Kyrgyz Republic. Traditionally, in the Kyrgyz Republic, only women cook and prepare food.
However, fathers are the heads of families and make decisions in the families. Mitigation of
anaemia is very dependent on the meal content and it is therefore recommended that food

decision making includes all the members of the family.



76

REFERENCES:

Aga Khan Foundation. Kyrgyzstan: Aga Khan Foundation, USAID launch interactive
mobile apps for children. Kyrgyzstan. (Read 9.2.2016).
https://ismailimail.wordpress.com/2016/02/01/kyrgyzstan-aga-khan-foundation-usaid-
launch-interactive-mobile-apps-for-children-akipress/

Beck KL, Conlon CA, Kruger R, Coad J. Dietary Determinants of and Possible Solutions to
Iron Deficiency for Young Women Living in Industrialized Countries: A Review. Nutrients
2014; 6(9): 3747-3776.

Bencaiova G, Breymann C. Mild Anemia and Pregnancy Outcome in a Swiss Collective.
Journal of Pregnancy. 2014; 13-19.

Benoist de B, McLean E, Egli I, Cogswell M. Worldwide prevalence of anemia 1993-2005.
WHO Global Database on Anaemia. World Health Organization. 2008: 8. (Read 3.11.2015)
http://apps.who.int/iris/bitstream/10665/43894/1/9789241596657_eng.pdf

Biloukha O, Utermohlen V. Healthy eating in Ukraine: attitudes, barriers and information
sources. Public Health Nutrition. 2001; 4(2): 207-15

Bissonnette-Maheux V, Provencher V, Lapointe A, Dugrenier M, Dumas AA, Pluye P,
Straus S, Gagnon MP, Desroches S. Exploring Women’s Beliefs and Perceptions About
Healthy Eating Blogs: A Qualitative Study. Journal of Medical Internet Research. 2015; 17
(4): e87.

Blanco-Rojo R, Toxqui L, Lopez-Parra AM, Baeza-Richer C, Pérez-Granados AM, Arroyo-
Pardo e, Vaquero MP. Influence of diet, menstruation and genetic factors on iron status: a
cross-sectional study in Spanish women of childbearing age. International Journal of
Molecular Sciences. 2014; 15(3): 4077-87.

Chukmaitov A, Wan TT, Menachemi N, Cashin C. Breast cancer knowledge and attitudes
toward mammography as predictors of breast cancer preventive behavior in Kazakh, Korean,
and Russian women in Kazakhstan. International Journal of Public Health. 2008; 53(3): 123-
30

Demaio AR, Otgontuya D, De Courten M, Bygbjerg IC, Enkhtuya P, Oyunbileg J,
Meyrowitsch DW. Exploring knowledge, attitudes and practices related to diabetes in
Mongolia: A national population-based survey. BMC Public Health. 2013a; 13(1):236.

Demaio AR, Otgontuya D, De Courten M, Bygbjerg IC, Enkhtuya P, Meyrowitsch DW,
Oyunbileg J. Hypertension and hypertension-related disease in Mongolia: Findings of a
national knowledge, attitudes and practices study. BMC Public Health 2013b; 13(1):194.

Demaio, AR, Nehme J, Otgontuya D, Meyrowitsch DW, Enkhtuya P. Tobacco smoking in
Mongolia: Findings of a national knowledge, attitudes and practices study. BMC Public
Health. 2013c; 14(1): 213.



77

Demaio AR, Dugee O, De Courten M, Bygbjerg IC, Enkhtuya P, Meyrowitsch DW.
Exploring knowledge, attitudes, and practices related to alcohol in Mongolia: A national
population-based survey. BMC Public Health. 2014;13(1):178.

Devine CM. A Life Course Perspective:Understanding Food Choices in Time, Social
Location, and History. Journal of Nutrition Education and Behavior. 2005; 37(3): 121-128.

Dewey KG. Impact of breastfeeding on maternal nutritional status. Advances on
Experimental Medicine and Biology. 2004; 554:91-100.

Gleason GR & Sharmanov T. Anemia Prevention and Control in Four Central Asian
Republics and Kazakhstan. The Journal of Nutrition. 2002; 132(4): 867S-70S.

Gumucio S, Merica M, Luhmann N, Fauvel G, Zompi S, Ronsse A, Courcaud A, Bouchon
M, Trehin C, Schapman S, Cheminat O, Ranchal H, Simon S, du Monde M. Data Collection
>> Quantitative Methodes. The KAP survey model (Knowledge, Attitude & Practices). 2011.
(Read 1.1.2016). https://www.spring-nutrition.org/publications/tool-summaries/kap-survey-
model-knowledge-attitudes-and-practices

Hund L, Northrop-Clewes CA, Nazario R, Suleymanova D, Mizoyan L, Irisova M, Pagano
M, Valadez JJ. A novel approach to evaluating the iron and folate staus of women of
reproductive age in Uzbekistan after 3 years of flour fortification with micronutrients. PloS
One. 2013; 19 (8).

Ibraimova A, Baktygul A, Ibraimov A, Manzhieva E, Rechel B. Kyrgyzstan Health system
review. Health Systems in Transition. 2011; 13(3): 30 (Read 11.12.2015)
http://www.euro.who.int/__data/assets/pdf file/0017/142613/e95045.pdf

Kassebaum NJ, Jasrasaria R, Naghavi M, Wulf SK, Johns N, Lozano R, Regan M,
Weatherall D, Chou DP, Eisele TP, Flaxman SR, Pullan RL, Brooker SJ, Murray CJL. A
systematic analysis of global anemia burden from 1990 to 2010.Blood 2014; 123(5): 615-
624.

Kenney A. “There is No Place for Anemia” Health Promotion Campaign. Ensuring Access to
Quality Health Care in Central Asia. 2001: 14. (Read 1.2.2016).
http://pdf.usaid.gov/pdf_docs/Pnact522.pdf

Kouyaté RA, Ahmed A, Haver J, McKaig C, Akter N, Nash-Mercado A, Baqui A. Transition
from the Lactational Amenorrhea Method to other modern family planning methods in rural
Bangladesh: Barrier analysis and implications for behaviour change communication program
intervention design. Evaluation and Program Planning. 2014; 3(50):10-7.

Kozuki N, Lee AC, Katz J. Moderate to severe, but not mild, maternal anemia is associated
with increase risk of small-for-gestational-age outcomes. The Journal of Nutrition. 2012;
142(2):358-62.

Kwapong MA. Anaemia awareness, beliefs and practices among pregnant women: A
baseline assessment at Brosankro community in Graha. Journal of Natural Science Research.
2013; 3(15): 1-10.



78

Makboobeg SH, Rostami Z, Saadat A, Saadatmand SM, Naeimi E. Anemia and
Microvascular Complications in Patients with Type 2 Diabetes Mellitus. Nephro-Urology
Monthly. 2014; 5(6): 19976.

Margues RF, Taddei JA, Lopez FA, Braga JA. Breastfeeding exclusively and iron deficiency
anemia during the first 6 months of age. Revista da Associacao Médica Brasileira. 2014;
60(1): 18-22.

Marin GH, Mestorino N, Errecalde J, Huber B, Uriarte A, Orchuela J. Personalised iron
supply for prophylaxis and treatment of pregnant women as a way to ensure normal iron
levels in their breast milk. Journal of Medicine and Life. 2012; 22(1): 29-32.

Martinez-Pérez B, Torre-Diez |, Lopez-Coronado. Mobile Health Applications for the Most
Prevalent Conditions by the World Health Organization: Review and Analysis. Journal of
Medical Internet Research. 2013; 15(6): e120.

Masuku SK, Lan SJ. Nutritional knowledge, attitude, and practices among pregnant and
lactating women living with HIV in the Manzini region of Swaziland. Journal of Health,
Population and Nutrition. 2014; 32(2): 261-9.

McDonagh M, Cantor A, Bougatsos C, Dana T, Blazina I. Routine Iron Supplementation and
Screening for Iron Deficiency Anemia in Pregnant Women: A Systematic Review to Update
the U.S Preventive Services Task Force Recommendation. Agency for Healthcare Research
and Quality (US). 2015.

McKee M, Healy J, Falkingham J. Health care in central Asia. European Observatory on
Health Care Systems Series. 2002. p.9. (Read 5.2.2016).
http://lwww.euro.who.int/__data/assets/pdf_file/0007/98386/E74484.pdf

Mei Z, Serdula MK, Liu JM, Flores-Ayala RC, Wang L, Ye R, Grummer-Strawn LM. Iron-
containing micronutrient supplementation of Chinese women with no or mild anemia during
pregnancy improved iron status but did not affect perinatal anemia. The Journal of Nutrition.
2014; 144(6): 943-8.

Miller E. Iron Status and Reproductive in US Women: National Health and Nutrition
Examination Survey, 1999-2006. Plos One. 2014; 9(11):e112216.

Ministry of Health of the Kyrgyz Republic, U.S. Cente for Disease Control and Prevention.
United Nations Children’s Fund. Assessment of the Nutritional Status of Children 6-24
months of age and their mothers, rural Talas oblast, Kyrgyzstan. 2008: 5-6,13-14.

Ministry of Health of the Kyrgyz Republic. Den sooluk. National Health Cate Reform
Program. Kyrgyz Republic 2012-2016. Bishkek. 2012: 2-6, 18-19.

Ministry of Health of the Kyrgyz Republic. Evaluation of the Kyrgyz Republic National
Health Reform Program ‘Manas taalimi’ Implementation. Report. Bishkek. 2011:70.

Ministry of Health of the Kyrgyz Republic, Ministry of Economy and the United Nations
System. Kyrgyzstan. MDG Acceleration framework. Improving maternal health in the



79

Kyrgyz Republic. 2013: 23-24, 28, 40, (Read 1.10.2014).
file://IC:/Users/Janni/Downloads/KGZ_MAF_Report_280114 RUS%?20(1).pdf

Ministry of Health of the Kyrgyz Republic, the World Food Programme (WFP), the UN
Population Fund (UNFPA), the Embassy of Switzerland in the Kyrgyz Republic, the
Deutsche Gesellschaft flr Internationale Zusammenarbeit (G1Z) GmbH. Knowledge,
Attitudes and Practices on Micronutrients. Report on survey findings among adolescent girls;
and pregnant and lactating women in four provinces of Kyrgyz Republic. 2015: 8.

National Statistical Committee of the Kyrgyz Republic Bishkek, Ministry of Health Bishkek,
Kyrgyz Republic, United States Agency for International Development, United Nations
Population Fund. Kyrgyz Republic Demographic and Health Survey. 2012: 158.

Nogueira Reis, ZM, Costa Osanan G, Ricardo Coelho T, De Lima Rezende CA, Vitor Leite
H, Vieira Cabral AC. Diagnosis of Severe Fetal Anemia Based on Perinatal Outcomes: A
Comparative Analysis of the Current Reference Values. Anemia. 2013.

Nordic Council of Ministers. Nordic Nutrition Recommendations 2012. Integrating nutrition
and physical activity.2014. Norden: 548.

Pasricha SR, Low M, Thompson J, Farrell A, De-Regil LM. Iron supplementation benefits
physical performance in women of reproductive age: a systematic review and meta-analysis.
The Journal of Nutrition. 2014; 144(6): 906-14.

Sandgren E, Sandgren S, Urazalin M, Andersson R. HIV/AIDS awareness and risk behavior
among pregnant women in Semey, Kazakhstan, 2007. BMC Public Health. 2008; 22(8): 295.

Semba RD, Bloem MW. Nutrition and Health in Developing Countries. Second Edition.
2008. New York. Humana Press: 479-499.

Smagulova IE, Sharmanov TSH, Balgimekov SHA. The prevalence of anemia among
children and women of reproductive age in Kazakhstan and basis of its prevention. VVoprosy
Pitaniia. 2013; 82(5): 58-63.

Strengthening Partnerships, Results, and Innovation in Nutrition Globally. The Kyrgyz
Republic Formulates New Evidence-Based Guidance on Anaemia Prevention and Control.
2015. (Read 29.12.2015). https://www.spring-nutrition.org/about-us/news/kyrgyz-republic-
formulates-new-evidence-based-guidance-anemia-prevention-and-control

Suyunbaeva C. First Interactive e-Health Services in Kyrgyz Republic. 2012: 1-4. (Read
3.2.2016). http://icaren.org/filesstKYRGYZSTAN_eHealth%20Project ENGLISH.pdf

Tazhibayev S, Dolmatova O, Ganiyeva G, Khairov K, Ospanova F, Oyunchimeg D,
Suleimanova D, Scrimshaw N. Evaluation of the potential effectiveness of wheat flour and
salt fortification programs in five Central Asian countries and Mongolia, 2002-2007. Food
and Nutrition Bulletin. 2008; 29(4): 255-265.

United Nations. 2011. Un-Centralasia.pdg. (Read 15.4.2015).
http://www.un.org/Depts/Cartographic/map/profile/centrasia.pdf



80

Udipi SA, Ghugre P, Antony U. Nutrition in pregnancy and lactation. Journal of the Indian
Medical Association. 2000; 98(9): 548-57.

United Nations Children’s Fund. Maternal and newborn health in Chui Province &
Kyrgyzstan: Assessment and implications for interventions. 2009: 15, 18, 20-21. (Read
19.8.2014). http://www.unicef.org/kyrgyzstan/Mother_Newborn_Health_eng.pdf.

United Nations Children’s Fund, United Nations University, World Health Organization.
Iron Deficiency Anaemia. Assessment, Prevention, and Control. A guide for programme
managers. 2001: 4, 12. (Read 17.10.2014)
http://lwww.who.int/nutrition/publications/en/ida_assessment_prevention_control.pdf

United Nations Economic Commission for Europe. Towards a Knowledge-Based Economy.
Kyrgyzstan. Country Readiness Assessment Report. 2002: 7, 23-24, 39. (Read 5.1.2016).
http://apps.who.int/iris/bitstream/10665/85839/3/WHO_NMH_NHD_MNM 11.1 eng.pdf?u
a=1

Wiegers TA, Boerma WG, de Haan O. Maternity care and birth preparedness in rural
Kyrgyzstan and Tajikistan. Sex & Reproductive Healthcare: Official Journal of the Swedish
Association of Midwives. 2010; 1(4): 189-94.

World Bank. Information and Communications for Development: Maximizing Mobile. 2012:
45, 49. (Read 9.2.2016) https://openknowledge.worldbank.org/handle/10986/11958

World Food Programme. Concept Note. Knowledge, Attitude and Practice (KAP) Survey of
Adolescent Girls, and Pregnant and Lactating Women. Kyrgyz Republic. 2014.

World Health Organization. Anaemia prevention and control. Medical devices. 2014. (Read
5.11.2014) http://mwww.who.int/medical_devices/initiatives/anaemia_control/en/

World Health Organization 2013. WHO recommendations on Postnatal care of the mother
and newbord. 2013: 3, 5, 7. (Read 26.10.2015)
http://apps.who.int/iris/bitstream/10665/97603/1/9789241506649 eng.pdf

World Health Organization. Guideline: Daily iron and folic acid supplementation in pregnant
women. 2012: 5. (Read 5.11.2014)
http://apps.who.int/iris/bitstream/10665/77770/1/9789241501996 eng.pdf

World Health Organization. Haemoglobin concentrations for the diagnosis of anaemia and
assessment of severity. 2011:1-6. (Read 6.12.2014)
http://www.who.int/vmnis/indicators/haemoglobin.pdf

World Health Organization, United Nations Children’s Fund. Focusing on anaemia. Towards
an integrated approach for effective anaemia control. Joint statement by the World Health
Organization and the United Nations Children’s Fund. 2004. (Read 5.11.2014)
http://whqglibdoc.who.int/hg/2004/anaemiastatement.pdf?ua=1

Yuan B, Malgvist M, Trygg N, Qian X, Ng N, Thomsen S. What interventions are effective
on reducing inequalities in maternal and child health in low- and middle-income settings? A
systematic review. 2014; 14(634).


http://www.unicef.org/kyrgyzstan/Mother_Newborn_Health_eng.pdf
http://www.who.int/medical_devices/initiatives/anaemia_control/en/
http://apps.who.int/iris/bitstream/10665/77770/1/9789241501996_eng.pdf
http://whqlibdoc.who.int/hq/2004/anaemiastatement.pdf?ua=1

Zijp IM, Korver O, Tijburg LB. Effect of tea and other dietary factors on iron absorption.
Critical Reviews in Food Science and Nutrition. 2000; 40(5): 371-98.

81



Appendix 1: Questionnaire

Modified and uncertified translation

82

Module A: Nutrition KAP survey questionnaire of PREGNANT and BREASTFEEDING women (18-49yrs):

Region:
Rural:
Name of interviewer:

Rayon:

Urban:

Date of interview:

Targeted women (circle one): Pregnant women= 2

Lactating woman= 3

Introduction for data collector:

1. Interviews should be conducted “face-to-face”, not over the phone and not in a group. Please do not conduct
an interview in a place where someone could hear a conversation.

2. Interviews should be conducted in an informal way and questionnaires should be filled by data collectors, not
by respondents.

3. Please do not read options but circle all that apply.

CONSENT:

inform decisions.

Good morning (afternoon)! We are conducting the KAP Survey on nutrition among breastfeeding and pregnant
women. This information will be used to make decisions on programs implementation. These programs seek to
contribute to improve the practice of nutrition in the country.

The duration of interviews will be no more than 30 minutes. Your answers will remain highly confidential and will
not be shared with others. You have a right to refuse to participate in the interview or not to answer any of the
questions. However, we hope that you will agree to participate, because your answers are very important and will

No Questions - Answer ' Code
Age of the targeted women ) ; .
(Confirm with date of birth) 1517 01 Skip to No: 3
18-30 02
! A girl who was born on September 1999 she will be
15 years and if she was born in September 1996, she | 31- 49 03
will be 17 years and 11 months.
Married 01
2 | What is your marital status? Single with child 02
Single without child 03
. . . . Yes 01
3 | Have you ever received information about anaemia? No 02 SKip to No: 5

If yes, who provided you information about
4 | anaemia?

Staff (hospital/health centre)

01

Staff (international organizations) 02
Village Health Committee 03
I do not know 99
Others 98
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3 months ago 01

5 When did you have information about anaemia? izmrz?)::;:glgo 85

I do not know 99

Others 98

6 | Have you ever heard about anaemia? Yes 01
No 02 Skip to No:10

Excessive blood loss 01

Insufficient dietary-intake 02

Gastric ulcer 03

7 Can you name some causes of anaemia? Blood loss during menstruation 04

Heavy bleeding during surgery 05

Cancer 06

I don’t know 99

Others specify 98

Have you ever diagnosed by health personnel that | Yes 01
8 you had anaemia in the last 3 months? No 02 Skip 1o No- 10

9 Did they explain the causes, prevention and Yes 01
treatment of anaemia besides medication? No 02 Skip to No: 11

_ _ Improve my eating habits 01

10 XZ:‘:; rfr:];utlr?a%/;gl??]a:g );(r)]l;ewn;aiga?dlagnosed by health ™2y medications (supplementations) 02

' I do not know what to do 99

Other 98

Members of the family 01

Health personnel/volunteers 02

1 Where did you get the information about anaemia? Radio/television programs 03

School 04

Others 98

I don’t know 99

Paleness 01

Weakness 02

Can you name some of the_symptoms or health -Cl;lrra(i/digzsior non-food items 82

12 | problems caused of anaemia? Shortness of breath 05

Poor growth and development 06

I don’t know 99

Others specify 98

Access to more information 01

Good diet in value 02

Can you tell me some measures you should do to Take Iron/folic acid 03

19 [l Ll Other medical care 04

I do not know 99

Others: 98

. . Yes 01

14 Have you he_ard anything about the importance of

iron in the diet? No 02

I do not know 99

Anaemia can be caused by low consumption of food | Offal (liver) 01

15 | that has iron. Many foods contain iron; Meat 02

Can you name some foods that are good sources Fish 03
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iron? Eggs 04
Legumes 05
Green leafy vegetables 06
I do not know 99
Others: 98
Offal (Liver) 01
Meat 02
Which of these products; liver, meat, meat, fish, Fish 03
16 | €998, legumes, green leafy vegetables do you Eggs 04
consume at least three times a week? Legumes 05
Green leafy vegetables 06
Others: 98
I do not know 99
17 | Have you ever heard about folate? ;\igs 8;
In your current pregnancy, did you take any folic Yes 01
18 | acid supplements during the first three months? (Ask [ No 02
her to show you)
19 In your current pregnancy, are you taking or did you Yes 01
take iron tablets? (Ask her to show you iron tablet) No 02
Yes 01
20 In your current pregnancy, are you taking or did you
take vitamin supplements? No 02
No 02
21 | How many meals do YOU eat usual in a regular day | Once a day 01
at home? Two times a day 02
Three times a day 03
More than three times a day 04
22 | How is the food served between your family We eat together as a family 01
members? Adults eat first (Father/mother) 02
Father and young children eat first 03
Children eat first 04
The mother eats first 05
Others 98
23 | Who decides what the family members eat usually? Mother 01
Father 02
Both father and mother 03
Mother-in-law/Grandmother 04
Father-in-law/Grandfather 05
Others 98
Yes, always 01
Do you usually drink tea during or right after eating No, at all 02
24 | main meals? Yes, sometimes 03
Yes, rarely 04
25 | If yes, do you know that tea consumption affects iron | Yes 01
absorption? No 02
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Appendix 2: Ethical permission

aP] b PEOTIVRHVRACKHBIE CARARA L THIK CARTOC MFHBTTHPIATAHUH R0 T8RA KOMIT

KOMYTET 710 BROITHRE 1108 MURBCTEPCTRE AAPAROOXPAHEHUS ¥BIPTRHIZCKOW PECHVEIKY

THE COMMITTEE ON BIOFTHICS URDER THE MIBISTRY OF HEAILTH OF KYRGYZ REPURLK

mail: ulanguismal

HanuoHaJbHbIH HEeHTP 0XpaHbI MATEPHHCTBA H AeTCTBA
Beemupnasn Ilponosoabcrsennas Iporpamma (BIII) OOH,
®oup OOH B obsiacTu Hapononaceaenus (HOH®IIA),
[Mseitnapcexoe Iocoascrro, GIZ

Komurer nmo buo3sTuke, paccMoTpes NakeT JOKYMEHTOB Ha IIPOBEICHHE
HCCNeNOBaHUA:  «3HAHME, OTHONICHHWE, TPAKTHKA  [EBOUYEK-TIOJPOCTKOB,
OepeMEeHHBIX M KOPMSIIIHX XEHIIUH 110 nuTanuio B Keipremsckoii Pecy bimike».

Uccnenopanne  MHMIMMPOBAHO  MMHHCTEpPCTBOM  37paBOOXPaHECHHSA
Keipreisckoit  PecnyGnuxku 1npu  TexHuHeckod — mojyiepxke  BcemupHoi
IIpomoBomsctBentoi Ilporpammer (BIIII) OOH, ®onza OOH B obnactu
uapoponacencuus (FTOH®IIA), 1lIrefinapckoro [ToconscTra, GIZ.

Komurer npunsa pemenue: «Ono0puthy».

IpoTokon 3aceganus Ne 29 ot 27 asrycra 2014 roja.

IIpeacexate/ib KOMHTETA N0 buosTHKe

MunucrepeTsa 3/ipaB0OXpaHeHHs

a>
Kuipreisckoii Pecnny6ankn, 1.M.H. QI 2] ¥Y.M. TunexeeBa
i

o~
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OBSI3AHHOCTHU UCCJIEIOBATEJEN
A PYKOBOJMUTEJIEX ITPOEKTOB

1. VyacTHHKH HCCIENOBAaTENbCKUX IIPOEKTOB €O CTOPOHBI KBIPTHI3CKOIM
Pecniy6nvku ¥ Apyrux CIpaH IpUHUMAIOT Ha cebs 00s3aTenscTBa BBIMOJHATH
tpeboBanusa Kb npu M3, a Taxxe ycnoBus [lonoxenus.

2. YuacTHHKH IIPOEKTOB cO cTOpoHbI Kbipreisckoi Pecrybnuky u apyrux crpas
COBMECTHO OOCY)XHAlOT I0ObIE M3MEHEHHs B IIPOTOKOJIAX M Kax/las CTOpPOHa
nocjie MONyuYeHHs  HEOOXOAMMBIX  pa3pellieHHMii, IPEACTAaBISCT  CIIHCOK
IpearnoiaracMelX U3MEHEHMH Ha paccMoTpenue u yreepxxaenne Kb3. M3menenus
He MOryT BHOcUThcs 6e3 yrBepxkaeHus KbBD npu M3, 3a uckirodeHHeM Cliydacs,
Korja HeoOXOAMMO HEME/UICHHOE YCTpaHEHHE BHIUMOM YIpo3sl CYOBEKTY
UCCIIEIOBaHMUs.

3. Crapume uccnefoBarend co ctopoHsl Ksipreizckoit PecnyOnuxu u jgpyrux
CTpaH - YYaCTHHUI] MCCIIE0BATENBCKUX IIPOEKTOB CBOEBPEMEHHO COOOIIAIOT CBOUM
KBD o000 Bcex, HEOXUHAHHBIX npoldiieMax WM HECYACTHHIX Clydasx,
OPEACTAaBIAIONMX YTpo3y Uil YYaCTHUKOB M CYOBEKTOB MCCIIEIOBAaHUS WIIU
JIPYTHX JHUIL.

4. Crapuve uccienoBareiu ¢o ctopoHsl Kelpreisckoit Pecniyonuku u apyrux
CTpaH - Y4aCTHHUI[ 00€CleYrBalOT BO3MOXXHOCTh U yCIOBHUSI: JUIs BCTpEd ¢
npezacrapureneMm KbD, o3HakoMIIeHUs ¢ JJOKYMEHTaMH M XOJIOM MCCIEAOBaHUs HA

mo00oM 3Tamne HUCCICOOBaHM.



Appendix 3: Home region of respondents
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Home region of respondents

Region/home region Pregnant women Breastfeeding women
Osh region 50 50
Osh urban 5 5
Nookat urban 5 5
Uzgen urban 5 5
Kara-Kulja rural 5 5
Gulcha rural 5 5
Aravan rural 10 10
Kara-Kulja rural 5 5
Daroot-Korgon rural 5 5
Sary-Tash rural 5 5
Talas region 46 51
Talas urban 15 15
Bakai-Ata rural 5 5
Maymak rural 6 11
Kyzil-Adyr rural 10 10
Pokrovka rural 5 5)
Manas rural 5 5
Chui region 50 50
Bishkek urban 10 10
Kara-Balta urban 5 5
Kemin urban 5 5)
Kant urban 5 5
Lebedinovka rural 10 10
Belovodskoe rural 10 10
Sokuluk rural 5 5
Issyk-Kul region 50 50
Karakol urban 10 10
Balykchi urban 4 5
Cholpon-Ata urban 6 5
Kadji-Say rural 5 5
Teploklyuchenka rural 10 10
Kyzil-Suu rural 5 5
Bokonbayevo rural 5 5
Tyup rural 5 5)




