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Abstract: Background: Growth monitoring and promotion (GMP) activities serve as an important platform for the 

implementation of child survival interventions to reduce malnutrition, infectious diseases and death among children. In recent 

times, there has been a steady decline in GMP outcome indicators in the Lawra district. The appropriate practices of GMP help 

in improving knowledge, attitudes and practices of caregivers towards child nutrition and health. Therefore, this study seeks to 

assess knowledge, attitude and practices of growth monitoring and promotion and associated factors among caregivers. 

Methods: A descriptive cross-sectional study design was used to study 300 caregivers’. Multi-stage sampling technique was 

used to select the participants. A semi-structured questionnaire applying face to face interview approach was used to collect 

data from participants. Descriptive statistics and associations between dependent and independent variables were done using 

Pearson chi-square and logistic regression analysis. Results: The results indicated 53% of the caregivers’ with good (high) 

knowledge in Growth Monitoring and Promotion (GMP) activities, 98% with good (high) attitudes towards GMP activities and 

70% with good (high) practices in GMP. Also, 16.2% of caregivers’ children had faltered in growth. Occupation was associated 

with knowledge (p=.013), and attitude (p=.014). Again, educational status (p=.026) was associated with knowledge in GMP, 

marital status (p=.009) and child relation with caregiver (p=.021) were associated with attitude in GMP. Also tribe (p=.019) 

and child relation with caregiver (p=.019) were significantly associated with practices in GMP. Conclusions: Notwithstanding 

the achievement in the coverage of GMP, implementation of Infant and Young Child Feeding (IYCF) program and 

Information, Education and Communication (IE&C) activities in district, the findings on GMP outcome (knowledge and 

practice) is not satisfactorily. District Health Directorate need to intensify and strengthen IYCF activities, home visits, health 

education, and growth monitoring and promotion services. 
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1. Introduction 

Growth monitoring and promotion (GMP) is a session 

organized in a community or at a health facility where 

preventive services and promotional services are 

implemented to improve and maintain child health and 

nutrition, and also linked the activity to other services like 

family planning and ante-natal services [1]. They further 

explained that growth monitoring is a preventive activity 

with a focus on systematic monitoring of a child growth 

through anthropometric measurement over a period of time, 

weight recording, plotting and growth curved interpretation 

as normal or abnormal in comparison with WHO growth Z-
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scores to detect growth failures early for appropriate 

measures. On the other hand, the promotional activity aspect 

relies on the growth pattern of the child to be used by the 

health worker and caregivers’ to determine appropriate 

actions to promote growth in children. These actions includes 

counselling individual child according to their needs and 

their growth pattern, treatment services or further medical 

investigation or referral to higher levels to manage their 

conditions and finally follow up visits to ensure that growth 

faltering causes are being addressed at home [2]. 

The processes involved in growth monitoring and promotion 

as a component of community nutrition programs include but 

not limited to assessment like weighing, plotting and 

interpretation of growth curve, analysis like determination of 

normal and abnormal growth and action such as motivation, 

education and counselling, treatment, referral and home visits 

[1&3]. Growth monitoring and promotion is also expected to 

achieve the following results; increase adequate diet intake in 

children, improve child care practices among caregivers, 

increase need for health care services among caregivers, 

improve infection prevention and control diseases [2&4]. It 

also helps in reducing child morbidity and mortality by using it 

as a contact points for other programs for child survival, 

growth and development [5-6]. 

Though growth monitoring and promotion present a 

brighter future for our children, there are issues surrounding 

its practices. A descriptive qualitative study carried out in 

Ethiopia indicated that there was low maternal knowledge on 

feeding practices and low participation of husbands in a child 

growth monitoring and promotion activities [6]. Also, a 

cross-sectional study conducted in Ghana, pointed out that 

about 50% of the children weighed at the GMP sessions 

weights were not properly plotted in their child health record 

cards, and about 60% of caregivers interviewed had no 

promotional counselling during their attendance [7]. Another 

discrepancy is the fact that Growth monitoring and 

promotion coverage is high (95.3%) nationally, but the 

district has shown a decline in the coverage from 2012 -2014 

with 82.9%, 78.2% and 72.2% respectively [8]. 

Furthermore, in Zambia, a prospective study showed that 

GMP programs have performed poorly due to weak 

monitoring and supervision, poor practices among health 

workers and the lack of motivational package attached to the 

program [9]. This study therefore seeks to assess the 

knowledge, attitude and practices of growth monitoring and 

promotion among caregivers in Lawra District of Upper West 

Region, Ghana. 

2. Materials and Methods 

2.1. Study Site 

The study was carried out in the Lawra district of the 

Upper West Region of Ghana. The district is one of the 

eleven (11) administrative districts in the region. It is located 

in the north western part of the region; shares boundaries 

with Nandom district to the north, eastern with Jirapa, south 

west with the Black Volta and Burkina Faso. It has total land 

area of 527.37 square kilometres, with a population density 

of 104.1 people. The projected population of the district is 

59,131 people based on the 2010 population and housing 

census with a growth rate of about 1.5%. The district lies 

within the Savanna zone characterized by dry hot weather 

with short grass and some typical trees such as Baobab, 

Dawadawa and shea nut. Majority of inhabitants (80%) are 

rural dwellers, and has been estimated that 82.4% of the 

population are engaged in subsistence farming, 79% were 

economic productive. In addition, 45.3% of the population 

are literate. 

The district has a hospital, a polyclinic, four (4) health 

centres, eleven (11) community health planning and service 

compound (CHPS) and one (1) Christian Health Association 

of Ghana (CHAG) facility. Growth monitoring and 

promotion services are rendered at facility-based (static) and 

outreach clinics in the communities. A total of 78 sessions are 

run monthly to assess the growth of children 0-59 months in 

the district. Other services provided at the sessions include 

immunization, vitamin A supplementation, health education 

and counselling, screening for nutritional and medical 

conditions for management, defaulter tracing and follow-ups. 

2.2. Study Population 

The study participants were caregivers’ with children 0-

23months who have registered and were attending GMP 

session in the district. Only those who were willing to be part 

of the study and to sign the consent forms were included in 

the study. Also, those who have not stayed in the district for 

one or more years were excluded, as well as Non-Ghanaians 

and Health professionals even if they have stayed in the 

municipality for the required period. 

2.3. Study Design 

The study was descriptive cross-sectional conducted 

between February and April, 2016, and it assessed knowledge, 

attitude and practices of growth monitoring and promotion and 

associated factors among caregivers in the district. 

2.4. Sample Size 

The sample size was 300 and was determined using the 

formula: n=z
2

*p(q)÷d
2
 [10], Where n is the Sample size to be 

determined, z is the z-score (reliability coefficient) of 1.96 at 

95% confidence level (C. L), p is the estimated proportion of 

an attribute that was present in the population (prevalence of 

underweight 0.135) [8], and d is the desired level of precision 

5% (0.05), and q is 1-p. With the extra uncertainty about the 

true outcome of GMP due to the cluster sample survey 

design, design effect was considered in the sample size 

calculation. Therefore, the sample size became n*design 

effect (which was 1.5 in this case). For a 10% non-response 

rate of 270, the sample size was upwardly adjusted and 

rounded to 300 participants. This sample size ensured, with 

probability of 95% that, the estimated prevalence fell within 

±5% of the true population level. 
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2.5. Sampling Method 

Multi-stage sampling method was used to select the 

caregivers. The district was stratified into five (5) strata. A 

list and attendance of all outreach sites in each stratum was 

obtained from the District Health Directorate. A sample size 

was proportionately allocated to each stratum based on the 

number of children between 0-23 months attending growth 

monitoring and promotion. For each stratum, three (3) 

outreach sites were randomly selected. Based on the sample 

size calculated for each stratum and the population of 

children (0-23months) attending growth monitoring and 

promotion at each outreach site, proportionate allocation was 

used to select the number of children for each outreach site. 

In each outreach site, caregivers’ with children within 0-

23months were identified and selected through balloting 

(YES or NO) to collect the data for the study. A caregiver 

who picks YES was interviewed. 

2.6. Data Collection 

A semi-structured questionnaire, pen, paper and growth 

chart was used to obtained data on knowledge, attitude and 

practice on GMP from participants as well as other 

background information of the respondents using face to face 

interview technique. In order to ensure standard and 

comparison of results, questionnaire were adopted and 

adjusted from the C-IYCF key message booklet in Ghana and 

indicators for IYCF practices. 

Participants’ ages were assessed using their Birth 

Certificates. Where certificates were not available, events 

calendar were used to determine their age. 

2.7. Ethical Issues 

Participation in the study conformed to the required ethical 

guidelines regarding the use of human subjects. The study 

approved by the Ethical Review Committee of the Ghana 

Health Services, Research and Development Division, Accra 

with protocol number GHS-ERC 03/02/16. Participation in the 

study was voluntary, and consent was sought from the women. 

2.8. Data Analysis 

Data was entered using EPI data version 2.1b Software and 

then exported Stata version 11 (StatCorp, college Station, Texas, 

USA) for analysis. Data cleaning and validation was done to 

ensure data quality before analysis was carried out. Descriptive 

statistics including mean and standard deviation was calculated 

for quantitative variables whilst proportions and percentages was 

calculated for categorical variables and presented in graphs. 

Beyond descriptive statistics, Chi-square test was used to 

examine the association between knowledge, attitudes and 

practices and each of the background characteristics. Logistic 

regression was used to identify the strength of possible factors 

(independent variables) associated with the dependent variable 

(Knowledge, attitude and practices). A p-value <0.05 was 

considered as statistically significant. 

Correct responses were scored with one (1) point whilst a 

zero (0) point for wrong and don’t know responses for 

knowledge, attitude and practice 

Knowledge was assessed based on 12 scores: Participants 

who scored 0-4 points were considered of having low 

knowledge in GMP activities; those who scored 5-8 point 

were also considered to have moderate knowledge in GMP 

activities while those who scored 9-12 points were classified 

as having high knowledge in GMP. 

Attitude was measured based on 11 scores: Participants 

who scored 0-3 points were considered having low attitude 

towards GMP activities; those who scored 4-7 point were 

also considered to have moderate attitude towards GMP 

activities while those who scored 8-11 points were classified 

as having high attitude towards GMP. 

Practices were considered based on 3 scores: Participants 

who scored 1 point were considered having low practices in 

GMP; those who scored 2 points were also considered to 

have moderate practices in GMP while those who scored 3 

points were classified as having high practice in GMP. 

3. Results 

3.1. Background Characteristics of Caregivers’ 

Table 1. Background characteristics of caregivers. 

Attribute Number (%) 

Child’s Age 

0 - 5 75 (25.0) 

6 – 11 82 (27.3) 

12 – 23 143 (47.7) 

Childs’ sex 
Male 144 (48.0) 

Female 156 (52.0) 

Birth weight (kg) 

No birth weight 47 (15.7) 

Less than 2.5 31 (10.3) 

Between 2.5-4.0 220 (73.3) 

Above 4.0 2 (0.7) 

Caregiver Age 

15 – 25 82 (27.3) 

26 – 35 161 (53.7) 

46 – 65 57 (19.0) 

Sex of caregiver 
Male 0 (0.0) 

Female 300 (100.0) 

Caregiver relation with child 

Mother 289 (96.3) 

Grand mother 10 (3.3) 

Stepmother 1 (0.4) 

Marital status 

Married 271 (90.3) 

Divorced 2 (0.6) 

Widower 10 (3.3) 

Single 17 (5.6) 

Type of marriage 
Monogamous 249 (91.9) 

Polygynous 22 (8.1) 

Occupation 

Farmer/livestock 175 (58.3) 

Trader 80 (26.6) 

Formal 13 (4.3) 

*Others 32 (10.6) 

Educational level 

No education 158 (52.6) 

Primary 43 (15.3) 

Middle school 2 (0.6) 

JHS 59 (19.6) 

SHS/Technical 20 (6.6) 

Tertiary 15 (5.0) 

Religion 

Christianity 232 (77.3) 

Islam 14 (4.6) 

Traditional 47 (15.6) 

Pagans 7 (2.3) 
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Attribute Number (%) 

Tribe 

Dagaabas 289 (96.3) 

Waalas 5 (1.6) 

**Others 6 (2.0) 

*Includes housewife, artisans and students. 

**Includes Hausas and Akans. 

Means and standard deviations; age of caregivers’ 29.7yrs ± 7.29, age of 

children 11.1mths ± 6.37 and Birth weight of children 2.5kg ± 0.75 

A total of 300 caregivers were interviewed and about 

96.3% of them were biological mothers of the children; as 

low as 9.7% of the caregivers were not married, and most 

(83.0%) of caregivers’ were in monogamous marriage. Over 

58.3% of the caregivers were farmers with the least being 

formal work (4.3%). Majority (52.6%) have not been 

educated, and only (5%) of them had completed tertiary 

education. More than half (52.0%) of the children in this 

study were females. More than half (75.0%) of the children 

were above six (6) months. Majority (96.3%) of the 

caregivers were ‘Dagaabas’, whereas 1.6% and 2.0% were 

‘Waalas’ and others respectively. About 77.3% of them were 

Christians (Table 1). 

3.2. Caregivers Knowledge in Growth Monitoring and 

Promotion 

About 70.3% of the caregivers expressed the meaning of 

GMP to be weighing whilst 26.7% related it as 

immunization/treatment of ailments. Some 52.7% of the 

caregivers associated the importance of GMP to improve 

child care practices, and others also related it to acquire 

knowledge on child care (39%) (Table 2). 

Table 2. Caregivers knowledge in growth monitoring and promotion. 

Knowledge indicators Responses Number (%) 

Meaning of GMP 

Weighing 211 (70.3) 

Immunization 56 (18.7) 

Treatment of ailment 24 (8.0) 

Don’t Know 9 (3.0) 

Importance of GMP 

Acquire knowledge on care practices 117 (39.0) 

Improve on child care practices 158 (52.7) 

Don’t know 25 (8.3) 

Frequency of attendance in GMP 

Once a month 286 (95.3) 

Twice in a quarter 2 (0.7) 

Don’t know 12 (4.0) 

Purpose of growth chart 
Monitor growth 236 (78.7) 

Don’t know 64 (21.3) 

Initiation of breast milk 
At Birth 291 (97.0) 

Don’t know 9 (3.0) 

Introduction of complementary feeds 

At 6months 263 (87.7) 

After 6months 12 (4.0) 

Don’t know 25 (8.3) 

Required feeding frequency (0-6 months) 
On demand 253 (84.3) 

Don’t know 47 (15.7) 

Required feeding frequency (6-11 months) 

≥ 3times 257 (85.7) 

<3 times 19 (6.3) 

Don’t know 24 (8.0) 

Required feeding frequency (12-23 months) 

≥ 4times 160 (53.3) 

< 4times 109 (36.3) 

Don’t know 31 (10.4) 

Only 56 (18.7%) of the caregivers were able to interpret all the four growth curves (normal, static, decline and upward 

growth curves) (Figure 1). Just 102 (34%) of the caregivers’ were able to interpret a static curve appropriately. 

 

Figure 1. Percentage of caregivers’ comprehension on growth curves. 
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Just 159 (53%) of the caregivers had high knowledge in 

GMP (figure 2). 

 

Figure 2. Caregivers knowledge in growth monitoring and promotion. 

3.3. Caregivers Attitudes Toward Growth Monitoring and 

Promotion 

Majority (93.7%) of the caregivers’ had good perception to 

attend growth monitoring and promotion session. Though, 

perception about attending GMP session was high among 

caregivers, as high as 10.7%, 11.6%, 7.3% and 4.0% have 

poor perception on practices such as exclusive breastfeeding, 

complementary feeding, hand washing and health care 

seeking respectively (Table 3). 

About 84.0% of the caregivers’ have good reasons perceived 

in attending GMP session. However, more than one-third of 

the caregivers had bad reasons for their perceived attitudes 

towards exclusive breastfeeding, complementary feeding, hand 

washing and seeking early health care (Table 4). 

Table 3. Caregivers’ attitudes toward growth monitoring and promotion. 

Attributes Responses Number (%) 

Feelings about attending GMP 

Good 281 (93.7) 

Not sure 10 (3.3) 

Bad 9 (3.0) 

Exclusive Breastfeeding 

Not difficult 67 (89.3) 

Not sure 0 (0.0) 

Difficult 8 (10.7) 

Complementary feeding 

Not difficult 199 (88.4) 

Not sure 9 (4.0) 

Difficult 17 (7.6) 

Hand washing 

Not difficult 278 (92.7) 

Not sure 20 (6.7) 

Difficult 2 (0.6) 

Seeking early health care 

Not difficult 288 (96.0) 

Not sure 6 (2.0) 

Difficult 6 (2.0) 

Table 4. Reasons of caregivers’ attitudes in GMP. 

Attributes Number (%) 

Attendance in GMP 
Good reasons 252 (84.0) 

Bad reasons 48 (16.0) 

Exclusive breastfeeding 
Good reasons 49 (65.3) 

Bad reasons 26 (34.7) 

Complementary feeding 
Good reasons 136 (60.4) 

Bad reasons 89 (39.6) 

Hand washing 
Good reasons 192 (64.0) 

Bad reasons 108 (36.0) 

Seeking early healthcare 
Good reasons 209 (69.7) 

Bad reasons 91 (30.3) 

 

 

Figure 3. Caregivers preference of activities of importance in GMP. 
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As many as 201 (67.0%) of caregivers preferred: 

weighing, immunization and treatment of ailments 

respectively as most important perceived activities in the 

GMP session. However, few caregivers felt these activities 

were less important which includes interpretation of graphs 

10 (3.3%), immunization 4 (1.3%), and treatment of ailment 

2 (0.7%) and health education 2 (0.7%) (Figure 3). 

About 50.0% of caregivers stated that interpretation of 

graph was less important to them because it was not done in 

respect to their child’s growth curves. Also in immunization 

(42.8%) caregivers said that their children cry after the 

vaccination (Table 5). 

Table 5. Reasons of GMP activity as less important by caregivers. 

Attributes Reasons Number (%) 

Interpretation 

of growth 

curve 

Interpretation of graph is not done 4 (50.0) 

Nurses ask me questions 1 (12.5) 

Delays process 1 (12.5) 

No reason 1 (12.5) 

Lacks understanding of what it mean 1 (12.5) 

Immunization 

Makes the child to cry 3 (42.9) 

Child had fever 1 (14.3) 

No reason 3 (42.9) 

Treatment of 

ailment 

Treatment is not done at session, but 

referred to the clinic 
2 (50.0) 

No reason 2 (50.0) 

Health 

education 
Delays me for other activities 1 (100) 

About 294 (98.0%) of the caregivers had perceived high 

attitudes toward growth monitoring and promotion (Figure 4). 

 

Figure 4. Caregivers attitudes toward growth monitoring and promotion. 

3.4. Practices of Caregivers in Growth Monitoring and 

Promotion 

Majority (88.0%) of the caregivers’ with children < 6 

months were practicing exclusive breastfeeding. As high as 

47.6% of the caregivers’ with children ≥ 6 months were not 

feeding their children with diverse diet. In addition, on hand 

washing almost all (99.7%) of these caregivers’ had washed 

their hands in the previous day. However, 27.1% did wash 

their hands after visiting toilet. More than half (63.9%) of the 

caregivers’ used their ITN the previous night (Table 6). 

Table 6. Caregivers practices on recommended child care practices for 24 hr 

recall. 

Feeding practices Responses Number (%) 

Practicing Exclusive 

Breastfeeding 

Yes 67 (88.0) 

No 8 (12.0) 

Continuous Breastfeeding 
Breastfed 215 (95.6) 

Did not breastfed 10 (4.4) 

*Frequency of feeding 

Recommended frequency 

of diet 
192 (85.3) 

Not as recommended 33 (14.7) 

** Variety of foods 

consumed 

Recommended diverse diet 118 (52.4) 

Not as recommended 107 (47.6) 

Hand washing 
Yes 299 (99.7) 

No 1 (0.3) 

After visiting the toilet 
Yes 218 (72.9) 

No 81 (27.1) 

Before cooking 
Yes 203 (67.9) 

No 96 (32.1) 

Before eating and feeding 

the child 

Yes 239 (79.9) 

No 60 (20.1) 

After eating food 
Yes 169 (56.5) 

No 130 (43.5) 

Ownership of ITNs 
Yes 266 (88.7) 

No 34 (11.3) 

The last time child slept 

under ITN 

Last night 170 (63.9) 

A week ago 47 (17.7) 

Two weeks ago 29 (10.9) 

One month ago 10 (3.8) 

Others 10 (3.8) 

*Minimum meal frequency of 2 for (6-8months) & 3 for 6-23months as 

recommended (C-IYCF key message booklet in Ghana) 
**Minimum of 4 food variety was used for 6-23month as recommended (C-

IYCF key message booklet in Ghana) 

Most 210 (70.0%) of the caregivers’ had moderate 

practices in GMP with only 75 (25.0%) of caregivers having 

good practice in GMP (Figure 5). 

 

Figure 5. Caregivers practices in growth monitoring and promotion. 
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3.5. Growth Faltering Among Caregivers’ Children in GMP 

Table 7. Distribution of growth pattern and recommendations among 

caregivers. 

Attributes Number (%) 

Recording in weight 
Plotted 197 (66.0) 

Not plotted 103 (34.0) 

Growth pattern 
Faltering 32 (16.2) 

No faltering 165 (83.8) 

Duration of growth faltering 
One month 23 (71.9) 

Two month 9 (28.1) 

Type of growth pattern 

Decline 17 (53.1) 

Sharp upward 1 (3.1) 

Static 14 (43.8) 

Growth faltering 

0-5months 5 (15.6) 

6-11months 7 (21.9) 

12-23months 20 (62.5) 

Recommendations for 

caregivers’ 

Received 192 (64.0) 

Not received 108 (36.0) 

Type recommended actions 

Referral for screening 

and treatment 
10 (5.1) 

Home visit 0 (0.0) 

CMAM 1 (0.5) 

Mothers were 

encouraged 
186 (94.4) 

As high as 34.0% of the children weights were not recorded 

and plotted in the growth charts. However, out of the 197 

children whose weights were plotted, 16.2% of them had 

faltered growth for the past two (2) months preceding the 

study. About 71.9% of the caregivers’ children had their 

growth faltering within one (1) month, more than half (53.1%) 

of these children growth declined. Though most (94.4%) 

caregivers’ were encouraged to continue good practices, just 

5.6% of these children were referred for further screening and 

treatment/CMAM this indicates that some caregivers’ children 

with faltered growth were still encouraged (Table 7). 

3.6. Associations Between the Background Characteristics 

and Caregivers Knowledge in GMP Activities 

There was significant associations between knowledge in 

GMP and occupation (p=.013) and educational status 

(p=.026). To further examine the strength of associations, 

multiple logistic regression analysis was used to confirm 

associations between knowledge in GMP and the 

independent variables. The analysis did confirm the 

associations between knowledge in GMP and educational 

status. The associations also indicated that caregivers with no 

education were 39.0% less likely to be associated with good 

knowledge in GMP than educated caregivers, also caregivers 

with informal occupation were 85.0% less likely to be 

associated with good knowledge in GMP than those with 

formal occupation,. Furthermore, when variables that were 

having associations with good knowledge in GMP from 

bivariate analysis were explored for strength of associations, 

it confirmed that there was no association (Table 8). 

Table 8. Associations between the background characteristics and caregivers knowledge in GPM. 

Background 

Characteristics 

Knowledge in GMP Pearson chi square Odd ratio/Confidence Interval 

Good (high) n 

(%) 

Poor (mod*/low) 

n (%) 
Chi 2 P-value OR (95%CI); P-value AOR (95%CI); P-value 

Caregivers Age       

15 - 25 38 (46.44) 44 (53.66) 

3.994 0.407 

-  

26 - 35 83 (51.55) 78 (48.45) 0.66 (0.37-1.17)  

46 - 65 22 (38.60) 35 (61.40) 1.52 (0.87-2.64)  

Caregiver type       

Biological Mothers 137 (47.40) 152 (52.60) 
0.583 0.747 

-  

Non-biological mothers 6 (54.55) 5 (45.45) 1.43 (0.37-5.52)  

Marital status       

Married 131 (48.34) 140 (51.66) 
1.102 0.576 

-  

Not married 12 (41.38) 17 (58.62) 1.75 (0.72- 4.25)  

Occupation       

Formal 1 (7.69) 12 (92.31) 
8.713 0.013 

- - 

Informal 142 (49.48) 145 (50.52) 0.15 (0.02 - 1.16); 0.066 0.18 (0.02-1.47); 0.072 

Educational status       

Educated 62 (43.66) 80 (56.34) 
7.284 0.026 

- - 

Not educated 81 (51.27) 77 (48.73) 0.61 (0.38-0.99); 0.041 0.68 (0.41- 1.10); 0.068 

Religion       

Christians 116 (50.00) 116 (50.00) 
4.648 0.098 

-  

Non-Christians 27 (39.71) 41 (60.29) 1.63 (0.90-2.98)  

Tribe       

Dagaabas 141 (48.79) 148 (51.21) 
4.020 0.134 

-  

Others 2 (18.18) 9 (81.82) 5.54 (0.70- 43.87)  

*moderate 

3.7. Associations Between the Background Characteristics 

and Caregivers Attitude Towards GMP Activities 

The result showed a significant associations between 

caregivers attitude towards GMP and type of caregiver 

(p=.021), marital status (p=.009) and occupation (p=.014). To 

further explore the strength of associations, multiple logistic 

regression analysis was used to confirm associations between 

attitudes towards GMP and the independent variables. The 

analyses confirm the associations between attitude towards 
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GMP and caregiver type, marital status and occupation. The 

associations also indicated that non-biological mothers were 

74.0% less likely to be associated with good attitude towards 

GMP than those who are biological mothers; also unmarried 

caregivers were 64.0% less likely, and informal occupation 

were 3.8 times more likely to be associated with good 

attitude towards GMP than those married. Moreover, when 

variables that were having associations with good attitudes 

towards GMP from bivariate analysis were alone explored 

for strength of associations, it was revealed that type of 

caregiver have no associations with good attitudes towards 

GMP. However, marital status and occupation were having 

significant associations with good attitude towards GMP; 

unmarried caregivers and those with informal occupation 

were 60.0% less likely and 4.4 times more likely to be 

associated with good attitudes in GMP than those married 

(Table 9). 

Table 9. Associations between the background characteristics and caregivers attitude towards GMP. 

Background 

Characteristics 

Attitude towards GMP Pearson chi square Odd ratio/Confidence Interval 

Good (high) n 

(%) 

Poor (mod*/low) n 

(%) 
Chi 2 P-value OR (95%CI); P-value AOR (95%CI); P-value 

Caregivers Age      

15 - 25 2 (2.44) 80 (97.56) 

3.995 0.136 

-  

26 - 35 4 (2.48) 154 (97.52) 1.80 (0.99-3.29)  

46 - 65 1 (1.75) 56 (98.25) 0.19 (0.57-2.50)  

Caregiver type      

Biological Mothers 7 (2.42) 282 (97.58) 
5.316 0.021 

- - 

Non-biological mothers 0 (0.00) 11 (100.00) 0.26 (0.08-0.88); 0.039 0.36 (0.10-1.31); 0.079 

Marital status      

Married 7 (2.58) 264 (97.42) 
6.731 0.009 

- - 

Not married 0 (0.00) 29 (100.00) 0.36 (0.17- 0.80); 0.018 0.40 (0.17-0.93); 0.014 

Occupation      

Formal 2 (15.38) 11 (84.62) 
6.031 0.014 

- - 

Informal 5 (1.74) 282 (98.26) 3.76 (1.22-11.56); 0.027 4.41 (1.42-13.68); 0.031 

Educational status      

Educated 4 (2.86) 138 (97.18) 
0.446 0.504 

-  

Not educated 3 (1.90) 155 (98.10) 1.19 (0.71-2.02)  

Religion      

Christians 6 (2.59) 226 (97.41) 
0.406 0.524 

-  

Non-Christians 1 (1.47) 67 (98.53) 1.23 (0.65-2.35)  

Tribe      

Dagaabas 7 (2.42) 282 (97.58) 
2.548 0.110 

-  

Others 0 (0.00) 11 (100.00) 0.38 (0.11-1.29)  

 

3.8. Associations Between the Background Characteristics 

and Caregivers Practices on GMP 

The results revealed a significant associations between 

practices in GMP and type of caregivers (p=.019) and tribe of 

caregivers’ (p=.019). To further test the strength of 

associations a multiple logistic regression was done to 

confirm the association between practice in GMP and the 

explanatory variables, the analysis did not confirm any 

associations. However, the logistic regression analysis 

omitted the type of caregivers’ and caregivers’ tribe due to 

the fact that biological mothers and Dagaabas predicts 

success perfectly, their observation were not used (Table 10). 

Table 10. Associations between the background characteristics and practices of caregivers’. 

Background Characteristics 
Attitude towards GMP Pearson chi square Odd ratio/Confidence Interval 

Good (high) n (%) Poor (mod*/low) n (%) Chi 2 P-value OR (95%CI); P-value 

Caregivers Age     

15 - 25 61 (74.39) 21 (25.61) 

1.278 0.528 

- 

26 - 35 119 (73.91) 42 (26.09) 1.12 (0.63-1.98) 

46 - 65 46 (80.70) 11 (19.30) 0.78 (0.39-1.58) 

Caregiver type     

Biological Mothers 221 (76.47) 68 (23.53)  

5.540 
0.019 

 

Non-biological mothers 5 (45.45) 6 (54.55) Omitted** 

Marital status     

Married 205 (75.65) 66 (24.35) 
3.473 0.062 

- 

Not married 21 (72.41) 8 (27.59) 2.51 (0.93-6.79) 

Occupation     

Formal 7 (53.85) 6 (46.15) 
3.853 0.050 

- 

Informal 219 (76.31) 68 (23.69) 0.16 (0.02-1.27) 

Educational status     

Educated 99 (65.72) 43 (30.28) 
3.317 0.069 

- 

Not educated 127 (80.38) 31 (19.62) 0.63 (0.39-1.04) 



28 Debora Tuobom Debuo et al.:  Caregivers Knowledge, Attitude and Practices on Child Growth Monitoring and  

Promotion Activities in Lawra District, Upper West Region of Ghana 

Background Characteristics 
Attitude towards GMP Pearson chi square Odd ratio/Confidence Interval 

Good (high) n (%) Poor (mod*/low) n (%) Chi 2 P-value OR (95%CI); P-value 

Religion     

Christians 174 (75.00) 58 (25.00) 
0.053 0.817 

- 

Non-Christians 52 (76.47) 16 (23.53) 0.93 (0.53-1.66) 

Tribe     

Dagaabas 219 (75.78) 70 (24.22) 
5.540 0.019 

Omitted** 

Others 7 (63.64) 4 (36.36)  

** Omitted: Statistical analysis excluded caregiver type and tribe variables in the logistic regression model 

4. Discussion 

This study revealed that 96.3% of the caregivers were 

biological mothers of the children. This conforms with a 

study conducted by Gyampoh [7] which stated 95% as 

biological mothers for children involved in the study, not 

surprise because in the Ghanaian culture women are known 

to be the primary caregivers’ for children. About 52.6% of 

the caregivers’ had never been to school similar to what was 

found in Upper West region (54.0%) by [11]. This study 

found 90.3% of the caregivers’ married; the finding is higher 

than a similar study conducted in Accra by [7]. The result 

revealed 75.7% of the caregivers’ were married; the 

difference may be due to the fact that this present study was 

done in a peri-urban setting while that of [7] was conducted 

in the urban setting. Also in this study, 58.3% of the 

caregivers’ were farmers, this is slightly higher in comparison 

to [11] survey result of 52.0% women who were in 

agriculture in the Upper West Region. The mean age of 

caregivers’ in the study was 29 years which is almost the 

same as 28years with [7] study. 

This study shows that about 53.0% of the caregivers have 

good (high) knowledge in child’s growth monitoring and 

promotion. However, 91.7% of the caregivers’ in this present 

study have knowledge on the importance of GMP, this 

findings is consistent to the study of [12] who also 

discovered that 92% of the caregivers’ were having 

knowledge on the importance of GMP. Knowledge on 

recommended feeding practices among caregivers was found 

to be above 80.0% with the exception of frequency of feeds 

among children between 12-23months, the result differs from 

a descriptive qualitative studies conducted by [12&6] in rural 

Zambia and Ethiopia who found out that knowledge on 

feeding practices was poor. This differences may be due to 

the study design used the studies, the present study used 

quantitative methods while others studies applied qualitative 

methods. Furthermore, in this study, 78.7% of the caregivers’ 

had good knowledge on the purpose of growth chart, on the 

other hand, as high as 81.5% of the caregivers’ were not able 

to interpret the growth curves. This is similar to other 

findings from study conducted by [13] where more than half 

of the caregivers’ were unable to interpret the growth curves. 

The low comprehension on the curves may be that, health 

professionals were not using the child growth charts as an 

education tool [7]. This implies that these caregivers’ would 

not be able to identify a child with growth faltering and when 

to take action to prevent malnutrition and it related 

consequences. 

This study recorded 98.0% of caregivers’ having good 

(high) attitudes in GMP in general. Contrary to findings from 

a study by [14], the study discovered that caregivers had poor 

participation in growth monitoring and promotion. 

Nevertheless, the findings were similar to the findings of a 

study conducted by [15] which found out that mothers in 

growth monitoring program have good preventive behaviour. 

In this study, it also revealed that cultural beliefs and social 

pressure do not have any influence on mothers ability to 

practice exclusive breastfeeding and complementary in 

contrast to what was concluded by [16] on barriers in 

practicing exclusive breastfeeding among peri-urban mothers 

from Manya and Yilo Krobo in Eastern Region of Ghana. In 

[7] study through review of records found out that 75% of 

caregivers’ attended growth monitoring regularly, however 

this study shows that about 93.7% of caregivers’ were 

attending GMP session, probably this is because this study 

focused on perception of caregivers’ and not records. Growth 

monitoring and promotion has been a platform where other 

preventive activities are linked with to improve child health 

in the community [1]. This study revealed that, caregivers’ 

perceived preferred activities of most important were 

weighing, immunization and treatment as 67.0%, 67.0% and 

67.0% respectively; this might be so because of the perceived 

benefits that was reported in the qualitative study among 

mothers on the benefits and challenges in growth monitoring 

[6]. 

This study shows that 70.0% of the caregivers’ have good 

(high) practice in GMP in general. Exclusive breastfeeding is 

a recommended feeding practice to improve optimal growth 

in children. In this present study about 88.0% of the 

caregivers’ were practicing exclusive breastfeeding. This is 

higher than findings from other studies conducted by [17, 12 

& 11] as 55%, 52.3% and 28.9% respectively. The good 

practice among caregivers’ may be due to current 

interventions such as community- infant and young child 

feeding practices being implemented in the study area. 

Comparatively caregivers’ with children between 6-23months 

that gave diverse diet was higher (52.0%) in this study than 

what was reported by [7 & 11] as 43.6% and 13.0% 

respectively. Hand washing has been an effective way of 

preventing communicable diseases such as diarrhoea, hence 

washing hands at particular times among caregivers will 

prevent frequent infection [18]. Yet in this study as high as 

27.1% and 32.1 of the caregivers’ failed to wash their hands 

after visiting the toilet and before cooking. Besides, 63.9% of 

the caregivers’ children slept in an insecticide treated bed net 

the previous night. This finding is higher than what was 
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discovered in a study conducted by [12] to assess knowledge, 

attitude and practices of child survival interventions among 

mothers in rural Zambia, the study revealed that only 10.0% 

used bed nets. The difference may be because of the current 

intervention of free ITN distribution in Ghana, among 

pregnant women and children under 5years to prevent 

malaria. 

Only 16.2% of the children recorded growth faltering in 

this study. More (84.4%) of the caregivers’ children between 

12-23months had faltered in growth than those below 11 

months in this study; contrary to other findings from studies 

conducted by [19&20] to assess timing of growth faltering in 

children, the results revealed that it peaks between 3 and 12 

months, the reason for the difference could be that while their 

study was to determine the beginning of growth faltering, this 

present study focus on distribution. Appropriate 

documentation including weight recording, plotting and 

growth curved interpretation is important tool to help 

improve child health and growth [1&21]. However, in this 

study about 34.0% of the children weights were not 

documented in their growth charts. This is lower than what 

was also observed in the study in Accra metropolis by [7] as 

54.4% of children weight recorded were not joined together. 

This has serious implications on the child health status, since 

the caregivers’ and service providers cannot tell if the child 

growth is normal or abnormal for action. 

On the other hand, children who had their growth faltering, 

only 5.6% were referred for further screening and treatment 

but none of the caregivers’ with children whose growth 

faltered received follow up visit, whereas the rest of the 

caregivers were encourage to improve on child care 

practices. Conversely, in a systemic review study conducted 

by [2] to evaluate the effect of routine growth monitoring on 

children and their health and mothers’ knowledge in nutrition 

revealed that in order to address the causes of growth 

faltering, it is important to follow actions such as referral for 

medical treatment and follow-up visits to caregivers’ with 

such children. 

In this study, educated caregivers’ were found to have 

knowledge in GMP. A significant association was observed 

with (p=.026) among caregivers. However, other study 

conducted by [7] in Accra metropolis among caregivers’ with 

children between 0-23 months showed that caregivers’ with 

regular attendance had good knowledge in GMP, though the 

association was found not to be significant. Additionally, 

occupation (p=.013) of caregivers’ were found to have 

associations with knowledge. This result indicates that 

caregivers’ with the informal sector occupation were 85% 

less likely to be associated with good knowledge in GMP. 

Again, this study found out that caregivers’ type (p=.021) 

was significantly associated with attitudes in GMP in 

agreement with a study on mothers attitudes and child 

weight, feeding practices as well as growth monitoring as a 

preventive activity for malnutrition in Myanmar which 

showed that mothers had positive perception toward child 

feeding practices [15]. However, a cross-sectional study 

conducted by [22] in Ga West Municipality in Greater Accra 

Region of Ghana to compare the effects of community-based 

growth promotion and GMP program on caregivers’ IYCF 

knowledge and practices found marital status with significant 

association (p=.007) with practices while this present study 

found marital status to be associated (p=.009) with attitude. 

Educational status of a mother was found to be 

significantly associated with child care practices in a study 

conducted by [23] to assess knowledge and practices among 

mothers on IYCF practices and in a similar study among 720 

mothers in Uganda by [24], while in this study education was 

found not to be associated with practices in GMP. However, 

the study revealed occupation (p=0.019) and caregivers tribe 

(p=0.019) as significantly associated with good practice in 

GMP. 

Study Limitation(s) 

Knowledge, Attitudes and Practices questions contains few 

open-ended questions; this may not provide clear and in-

depth information as required. On the other hand, other 

questions used were not also exhaustive due to the study 

design and limited time. The study design only provides a 

snap shot of the outcome at a point in time which may not be 

the actual representation of situation in GMP. 

5. Conclusion 

Generally, high prevalence of knowledge, attitudes and 

practices were recorded on GMP among caregivers. Those 

with no education and informal occupation were less likely to 

be associated with good knowledge; also non biological 

mothers and unmarried were less likely to be associated with 

good attitudes. Despite the achievement in the coverage of 

GMP, implementation of C-IYCF program and information, 

education and communication activities in district, the 

findings on GMP outcome is not satisfactorily. 

Recommendations 

In order to achieve the effectiveness and full benefits of 

GMP to improve child health and nutrition for better physical 

growth and development. It is important that different 

approaches be used to improve the GMP activities. The 

following are recommended: 

The District Health Management Team should intensify 

activities on community-infant and young child feeding 

practices 

District Health Management Team should strengthen the 

growth monitoring and promotion system by addressing poor 

recording in growth charts and improve caregivers’ 

knowledge on growth curves. 

District Health Management Team should focus on the 

strategies and content of health education messages to 

caregivers’ 

District Health Management Team should strengthen home 

visits activities in the district. 

Ghana Health Service should design, develop and 

implement a tool to identify children with growth faltering. 

Ghana Health Service should re-strategize on home 
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visiting policy designs for community health workers 

Ghana Health Service in collaboration with the 

communities should review and strengthen child growth 

monitoring and promotion services as a top priority for 

public health and nutrition action 

Further studies should be conducted on effects of maternal 

comprehension of growth curves on infant growth pattern. 

Other studies should be conducted to explore health staff 

knowledge and practices on the concepts and principles in 

growth monitoring and promotion. 
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