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Abstract

Introduction: Iron deficiency is estimated to affect about 66-80% of the world’s population.
Over 30% of the world’s population are anemic, mainly due to iron deficiency. Anemia is also a
serious public health problem in Armenia. According to different surveys in Armenia, anemia
rates among children have increased over the last several years. Anemia can result in behavioral
changes, cognitive and mental deficits, and decreased immune function. The most common
reason for iron deficiency anemia in infants and children is inadequate supply of iron in the diet.
Poor feeding practices in Armenia have a negative impact on the iron status of infants thus
leading to high rates of nutritional anemia.

The aim of the current study was to evaluate the effectiveness of educational handouts on
knowledge of mothers of infants 1 to 3 year old about nutrition and iron deficiency anemia.

The measurable objective of the program was to increase knowledge and attitudes about

iron deficiency anemia and nutrition among participants in intervention group by 10%

after one-month educational program.

Methodology: A quasi-experimental pretest-posttest with posttest only comparison group was
used. The program was implemented in two pediatric polyclinics in Yerevan which were chosen
by convenience. The polyclinics were randomly assigned to the intervention or comparison
group. Individual participants were also randomly chosen. The sample size was calculated to be
35 in each polyclinic. The pretest as well as the posttest was conducted through the same self-
administered questionnaires. After the pretest all participants received educational handouts.
Participants of the study were mothers in Yerevan, who had children aged 1 to 3 year registered
in one of the pediatric polyclinics chosen to participate in the study.

Results: The study showed increases in knowledge and attitude scores after the distribution of
educational materials in the intervention group. The pretest in the intervention group had no
effect on the increase of mean knowledge and attitude scores in the posttest. No linear
relationships or associations were found between the demographic characteristics and knowledge
and attitude scores in both groups. The study also confirmed that complementary feeding
practices were poor: the duration of exclusive breastfeeding was low. Nevertheless, children’s
daily diet was diverse and was not influenced by the education of mothers.

Conclusions: The findings of the study suggested that an educational program distributing
printed materials would be effective in increasing knowledge of mothers about iron deficiency
anemia and proper nutrition. However, the results of the study showed only the short term
effectiveness of the study. Recommendations were developed based on the study findings.
Recommendations were done also for assessing the long term effectiveness of the program.
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Introduction

The most common known form of nutritional deficiency is iron deficiency (1). Though
the rate of iron deficiency anemia has decreased in the last years it is still the most prevalent
nutritional disorder among infants throughout the world, especially in developing countries (2).
Iron deficiency is estimated to affect about 66-80% of the world’s population and over 30% of
the world’s population are anemic, mainly due to iron deficiency (3). Data from the third
National Health and Nutrition Examination Survey (NHANES III) conducted during 1988-1994,
indicated that 9% of children aged 12-36 months in the United States had iron deficiency and 3%
had iron deficiency anemia (4). The cut off levels for iron deficiency anemia defined by the
World Health Organization (WHO) are hemoglobin (Hb) <11.0g/dL, serum ferritin < 10.0 ng/L
(mild anemia Hb=10.0-11.0g/dL, moderate anemia Hb=7.0-9.9g/dL, severe anemia Hb <7.0
g/dL). Most common, for screening iron deficiency anemia Hb level and hematocrit are used as
they are less costly and are easy to perform (1).

The prevalence of iron deficiency is higher among children living at or below the poverty
level than among those living above the poverty (4). A study comparing the prevalence of
anemia among children in low-income countries with the prevalence of anemia in high income
countries suggests that socioeconomic status is a factor in the development of iron deficiency (5).
A Montreal study, which aimed to evaluate children at one year of age in 5 poorest health
districts in Canada, found that 15% had hemoglobin below 105 g/dL and 27% below 110 g/dL
(6). In another Canadian study, 8.2% of children from families of low socioeconomic status had
hemoglobin levels <110 g/dL (7). The national diet and nutrition Survey of Chinese children
aged 1.5 and 4.5 years, found in a nationally representative sample of almost 1700 children that

12% of children aged 1.5 to 2.5 were anemic and 28% had low serum ferritin level (8).



Anemia is a serious public health problem in Armenia, too. According to a 1998 health
and nutrition survey of children and women in Armenia, the level of mild and moderate anemia
among infants was 16% (9). Only one case of severe anemia was observed. The prevalence of
mild and moderate anemia was higher in rural residents (23-38%) and rural refuges (20%) (9).
Though the rates were lower than in nearby republics, they were higher than in the Western
Europe (10)(Figure 1).

According to the Armenian Demographic and Health survey conducted in 2000, 24% of
children suffered from anemia; 10% had moderate anemia, and less than 1% had severe anemia
(11). The prevalence of anemia among children living in rural areas was twice as high as among
children living in urban areas (33% versus 16%). Comparison of the data from this two surveys

suggested that anemia rates among children increased over the last several years in Armenia.

Consequences of anemia

Anemia can have serious consequences. Overall morbidity and mortality risks increase
for individuals suffering from anemia. Morbidity from infectious diseases is higher in iron
deficient population because the immune system can be adversely affected by iron deficiency
(12). Iron supplementation of deficient children and fortification of their milk or cereals reduces
morbidity from infectious diseases (12).

In infants (persons aged 0-12 months) and preschool children (persons aged 1-5 years),
iron-deficiency anemia results in developmental delays and behavioral disturbances such as
decreased motor activity, social interaction, and attention to tasks (13, 14). The developmental

delays may persist past school age if the iron deficiency is not treated. In toddlers iron



deficiency anemia is known to be associated with poor growth, poor weight gain, and with
recurrent infections (15).

Iron deficient children score lower in tests of development, cognition, learning, and
school achievement (16). In studies using Bayley Scales of Infant Development, infants with
iron deficiency anemia receive lower scores on mental and motor tests and demonstrate affective
differences, such as wariness, fearfulness, and unhappiness (17). These findings have been
confirmed by a variety of studies in different cultural settings (18). Further study of the behavior
component found activity differences, with the anemic infants being less playful, and tiring more
easily (19).

The negative effect of iron deficiency on infants is not likely to be reversed by iron
therapy. The effects of early childhood anemia were observed in Egyptian children; children
who have anemia in childhood had lower IQ tests school entry compared with those who had not
(12). A study among Canadian children suggests that there is a negative impact on
pschycomotor development even when comparing non-anemic iron deficient children with
controls (12). Another study was done among 191 Costa Rican infants 12 to 23 months of age to
evaluate the behavioral effects of iron deficiency and its treatment (20). The results showed that
after one week of treatment there were no changes in the developmental scores in infants. After
3 months, low mental and motor test scores persisted among the majority of initially anemic
infants (64%) who initially had severe or chronic iron deficiency. Thus, anemia can result in

behavioral changes, cognitive and mental deficits, and decreased immune function (21-24).



Risk factors for iron deficiency anemia in infants

The main causes for iron deficiency anemia in infants are the followings: inadequacy in
diet, blood loss, and diseases and infections (25). The most common reason for iron deficiency
anemia in infants and children is inadequate supply of iron in the diet.

Dietary causes include:

Early use of cow’s milk

o Early weaning

. Giving tea close to feeding

o Weaning diet contains insufficient iron rich food

o Poor intake of Vitamin C rich food

o Lack of parental awareness of factors affecting iron absorption

Early introduction of cow’s milk have a negative impact on the iron status of infants;
firstly because cow’s milk has a low iron content; secondly, compared with breast-milk the iron
in unmodified cow’s milk has poor bioavailability (26); and thirdly, several studies have shown
that the early introduction of cow’s milk can cause micro-bleedings of the infant’s immature
gastrointestinal tract leading to blood loss (27).

Breast milk and cow's milk both contain about 0.5 to 1.0 mg of iron per liter, but its
bioavailability differs markedly (26). The absorption of iron from breast milk is uniquely high,
about 50% on average, and tends to compensate for its low concentration. In contrast, only about
10% of the iron in cow's whole milk is absorbed (26).

Approximately 20%-40% of infants fed only by non-iron-fortified formula or whole
cow's milk (WCM) and 15%-25% of breast-fed infants are at risk for iron deficiency by ages 9-

12 months (28). One study found that in infants fed WCM starting at six months of age, 25%



had hemoglobin below 110 g/dL compared to 11% for infants of same age fed by iron fortified

formula (29).

Iron absorption

Iron deficiency is caused not only by a low amount of iron in the diet, but also by its poor
absorbability (30).

The actual amount of iron absorbed is small compared with the amount usually present in
the diet or compared with recommended intakes: usually only 5-15% of the iron present in the
diet is absorbed. (31). This is due to the low bioavailability of iron. Absorption is influenced by
dietary factors. Ascorbic acid, meat, fish, and poultry enhance the absorption of non-heme iron
(12, 32). Tea, coffee, egg yolk, and bran inhibits the absorption of iron (contain polyphenols,
tannins, phytic acid) (12, 32). Orange juice doubles the absorption of non-heme iron from the

entire meal, whereas tea decreases it by 75% (32).

Situation in Armenia

Poor feeding practices in Armenia have a negative impact on the iron status of infants
thus leading to the high rates of nutritional anemia (9, 25). The 1998 health and nutrition survey
in Armenia, revealed that complementary foods were introduced very early in children’s diet,
particularly in rural areas: water and herbal tea in the first two months. Tea that has an inhibitory
effect on iron absorption was introduced into the infant’s diet at a very early age (at around three
months) (25). Fruit juices were introduced at four months, and soon after cow’s milk and semi
solid foods. Cow’s milk was introduced earlier in urban areas at age 4-5 months. In addition,

meat and liver, which represent the best sources of iron for “infants over six months of age,”



were introduced at a relatively late age (about 1 years) (9,11,25). Together these factors make a
major contribution to the poor iron status of Armenian infants and children. Thus establishment
of good feeding practices is very important for preventing iron deficiency anemia in infants.

An educational study carried out in China in 1990 had the goal to improve infant growth
by improving infant feeding practices (33). The interventon was done through nutrition
education. The education group mothers showed significantly higher nutrition knowledge and
reported better infant feeding practices than the control group.

A study in West Bengal evaluated the effectiveness of training on infant feeding
practices. Participants’ mean knowledge score during pre-training assessment was 13.3 and
improved after the training to 20.8 (1st assessment) (34).

In 1995 campaign was implemented in Armenia to promote exclusive breastfeeding in
the country. One of the components of the campaign was distribution of educational brochures
to mothers. The monitoring results suggested that breastfeeding practices improved compared
with baseline data (35). A comparative study carried out in Armenia in 1997 showed that
mother’s overall knowledge score on general statements regarding breastfeeding improved in
1997 vs. 1993, after the implementation of National Breastfeeding promotion program (36).

Knowledge of mothers about iron deficiency anemia, nutrition and good feeding practices
can be increased through education. Changes (increase) in the knowledge can lead to the
changes in attitudes and later changes in behavior and which, in turn, can bring to the decreased
rates of anemia.

An educational program was conducted to increase knowledge of mothers about iron

deficiency anemia and good feeding practices. Mothers in Yerevan who have children aged 1 to



3 year received educational handouts about iron deficiency anemia and nutrition, and the
effectiveness of the education of mothers was assessed.

The research questions of the study were:

What were the knowledge, attitudes and practices of mothers of 1 to 3 year old children
about iron deficiency anemia and nutrition in Yerevan?

Did the educational handouts improve knowledge, and attitudes of the participants about
iron deficiency anemia and nutrition in Yerevan?

The measurable objective of the program was:

To increase knowledge and attitudes about iron deficiency anemia and nutrition
among participants in intervention group by 10% after one-month educational program.

The hypothesis of the study was:

In the intervention group there was 10% increase in the knowledge and attitude scores
between pre and post tests.

Methodology

Study design

The most powerful design to address the effectiveness of the educational program and to
answer the research question was the true experimental design or controlled trial (37). But as
true experimental design was costly and needed randomization of intervention and control
groups, it was preferable to use a quasi-experimental panel pretest-posttest design with posttest
only comparison group. Using the notation developed by Campbell & Stanley (37) the design
was depicted as the following:

0, X O,

X O3



O, represents the baseline measurement in the intervention group, X represents education,
and O, represents the post intervention measurement in the same group. O;represents the post
intervention measurement in the posttest only comparison group. This study design would allow
to see whether the completion of the baseline questionnaire somehow sensitize participants of the
intervention group so that the educational handouts had more impact on their knowledge and
attitudes than it would have on mothers who received only the educational handouts but did not
pass pretest. It was assumed that baseline knowledge was the same in two groups.

The pretest as well as the posttest used the same self-administered questionnaires
(Appendix 1). The study was conducted from June to August, 2003. After pretest the
participants in the intervention group received educational handouts. The posttest was done 4-5
weeks after the pre test. The participants in the comparison group received only educational
handouts. The posttest in that group also was done after 4-5 weeks after receiving the
educational handouts. The same people participated in pre and posttest in intervention group.
Each individual had a personal ID. A register form was used for contacting participants.

The questionnaire had several parts: background information, questions on knowledge,
practices, and attitudes. The questions included in the background, attitude, and practices parts
were adopted from Rapid Knowledge, Practice, Coverage (KPC) Survey 2000 (38), and from
questionnaire already used by the Center for Health Services Research and Development
(CHSR), American University of Armenia (AUA), to assess infant feeding practices in Armenia
in 1997 (36). The knowledge part was developed using different sources of literature and
different questionnaires on knowledge assessment (10, 12, 25, 36, 38). The questionnaire was
translated into Armenian and back to English by two independent translators. Before the

implementation of the study the questionnaire was pretested.



The background part includes information about the age of mother, educational status,
family income, number of children, and presence or absence of anemia in the family. The
questions in the knowledge part were multiple-choice. The mean knowledge scores for both
groups were calculated. For each correct response, a score was given. The sum of the scores
represented overall knowledge score. The knowledge score ranged from 0 to 45. The statements
in the attitude part were measured through the Likert type scale. During the analysis the scale
was made binomial: for desired attitude a score was given. Attitude score ranged from 0 to 10.

The intervention in both groups was the same, distributing educational materials about
iron deficiency anemia (Appendix 2). Both English and Armenian versions of handouts were
adapted from the nutrition modules developed by the CHSR for Armenia Social Transition
Project (39). Before beginning the study, the newly developed questionnaires as well as the
educational materials were pre tested among 12 mothers. Changes were made both in English

and Armenian versions. Persons who participated in the pretest were not involved in the study.

Setting

The program was implemented in two pediatric polyclinics in Yerevan. The polyclinics
were chosen by convenience. The chosen polyclinics were similar in the size of area they cover.
It was assumed that the demographic characteristics of the population they serve were similar.
Assignment of the polyclinic to the intervention or comparison group was randomly done. In
each polyclinic two districts were randomly chosen to be involved in the study. In the chosen
two districts there were approximately 953 children in the intervention polyclinic and about 786
children in the comparison polyclinic. The sample frame of the study was the list of birth

registers of 1-3 year old children in those districts. The sample was drawn using simple random



sampling method. This gave an equal chance of every person to be selected. The results of the

study might be generalized to similar population in Yerevan.

Sample size

The sample size for the study was calculated using the formula of mean knowledge
scores for two groups (40):

n=2(Zy+ Zp) **o*/d*

where Z,=1.96 (type I error was 0.05), Z g = 0.84 (80% power), ¢ (standard deviation of

mean knowledge score) = 14.5 (41), d is the difference in knowledge which equals 10%.

n=2 (1.96+0.84)* * 14.5%/10%=33. Taking the possibilities for drop outs the sample size
in each group was calculated to be 35.

The target population of the study was mothers of 1 to 3 years old children in Yerevan.

The inclusion criteria were:

e Mothers of 1 to 3 years old children whose babies were registered in one of the

Pediatric polyclinics in Yerevan chosen to participate in the study
The exclusion criteria were:

¢ Those mothers whose children were older than 3 year old

Ethical considerations

The study was approved by the Institutional Review Board committee within the College
of Health Sciences at AUA. Written consent form was given to all participants in both groups
before being included in the study (Appendix 3). In this consent form, the nature of the study,

the reasons for doing it, the harms and benefits to participants, issues about confidentiality and
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anonymity, and the possibility to withdraw at any time were mentioned. The consent form was
given again before the post test.

Analysis

Single data entry was done into SPSS statistical software. While doing the analysis range
checking and contingency checking was performed. Mean knowledge and attitude scores were
calculated for each group. Comparison between pre and posttest in intervention group was done
using paired t-test. Comparison between two posttests in two groups was done by t-test. The
chi-square was used to assess the statistical significance of any differences in the demographic
variables and practice between two groups. For each group simple linear regression was used to
assess associations between demographic characteristics and dependent variables; knowledge,
attitude, and practice. Practice was analyzed using descriptive statistics and logistic regression.

In the intervention group during the posttest two participants were out of the country.
Thus 33 questionnaires were completed. In the comparison group 34 questionnaires were

completed (one participant was not in the country).

Results

Description of the sample

As can be seen from Table 1, demographic characteristics of the participants in the
intervention polyclinic were comparable with those in the comparison polyclinic. The only
characteristic that differed statistically between the two groups was family income (p<0.05).
Only 16 respondents (50%) in each group gave valid answers concerning family income (the rest

either refused to answer or answered don’t know). As the response rate for family income was
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low (50%) and the results could not be generalized to the whole sample, the variable was
removed from the further analysis.

The chi-square statistical test was used to assess statistical significance of any differences
in demographic characteristics in the enrollers who remained in the study and those who dropped

out after the pretest. None of the differences approached statistical significance.

Knowledge and attitude

Mean knowledge score in the intervention group during pre test was 23.21 and standard
deviation was 7.76. In the posttest in the same group there was an increase in the knowledge
score by 54%; the mean knowledge score was 35.73 and standard deviation was 6.73. There was
a statistically significant increase in the knowledge between pre and posttests (p<0.001) in the
intervention group (Table 2). The mean knowledge score in post test in comparison group was
33.59. There was no statistically significant difference in the mean knowledge scores in posttest
in both groups (p=0.197) (Table 3).

In the intervention group, the mean attitude score in the pretest was 4.79 and in the
posttest it was 5.48. The increase in the attitude score was 14.5 %, which was statistically
significant (p=0.043). The mean attitude score in the comparison group was 6.03. Attitude
scores were not statistically significantly different in posttest in both groups (p= 0.234).

No linear relationships or associations were found between the demographic
characteristics and knowledge and attitude scores in both groups besides linear relationship
between anemia in the family and mean knowledge score in the intervention group; knowledge
was lower by 0.371 in families with anemia versus families without anemia (Table 4, 5, 6).

Further the independent variable anemia in family was controlled for other demographic

12



variables. After adjusting for education, age, and number of children anemia in family was no
longer significantly associated with knowledge. However, the reason for this might be the small
sample size.

As no associations were found between the demographic variables and knowledge in both
groups (intervention and posttest only comparison), the data in two groups were added and the
analysis was done in that newly formed large group of 67 participants. Simple linear regression
was performed to assess associations between demographic variables and knowledge (Table 7).
No associations were found. The results of the analysis of this newly formed large group gave
more power to say that there were no associations between demographic variables and

knowledge of the participants.

Practice

Child’s feeding practices were analyzed in both groups. There were no statistically
significant differences in the feeding practices between the two groups, other than the frequency
of giving tea per day (Table 8). In the intervention group, 5 mothers said that they gave tea more
than two times per day vs. 16 in the comparison group.

In both groups, there were no statistically significant differences in the liquids and food
consumption in the 24 hours preceding the completion of the questionnaire (Table 9). The only
difference was in milk drinking: in the intervention group 9 respondents answered that their child
drank milk during the previous day vs. 19 in the comparison group. The results of the study
showed children’s daily diet was diverse.

Logistic regression was performed for the independent variable education and dependent

variable liquids and food consumed 24 hours preceding the completion of the questionnaire
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(Table 10). No significant associations were found between the education of mother and foods

and liquids consumption.

Discussion

The results of the study showed that in the intervention group the mean knowledge score
of participants increased after the intervention and the increase was statistically significant.
When comparing the mean knowledge scores in the posttests in two groups (intervention and
posttest only comparison) no statistically significant differences were found. This means that
increase in knowledge in the intervention group between pre and posttest was due to the
educational handouts rather than sensitization by the pretest.

Similar results were found for the attitude score. The study showed that in the
intervention group the attitude score increased after the intervention (education). The difference
in the attitude score between pre and post test in the intervention group was statistically
significant. The difference in attitude scores in the posttests in two groups was not statistically
significant. This means that the pretest in the intervention group had no effect on the increase of
attitude: increase in attitude score was due to the intervention. The educational handouts were
equally effective in both groups.

The analysis showed that there were no significant associations between the education,
age of mother, and number of children and the dependent variables; knowledge and attitude. The
demographic variables also had no associations with the knowledge and attitude change in the
intervention group. The relationship between anemia history in the family and knowledge was
significant in the intervention group in the pretest. While, when anemia in family was controlled

for other demographic variables such as age of mother, education of mother, and number of
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children, anemia history in the family was no longer significantly associated with the dependent
variable knowledge. However, the reason for this might be the small sample size.

The study did not find any significant differences in feeding practices of children in both
groups. The analysis revealed that the majority of infants were breastfed (97%). However, the
rates of exclusive breastfeeding were low. From the respondents in both groups about 75%
reported that they gave juices to their child before 6 months of age and about 60% said that they
gave fruits and vegetables before the same age. Tea was also introduced at very early stages:
about 36% of the respondents answered that they gave tea to their child before three months of
age. Moreover, tea that was frequently used in the child’s daily diet, in majority of the cases
(65%) was given close to the meal, which could affect iron absorption. About 60% of the
participants answered that they gave meat, poultry to their child before the age 9 months. The
study confirmed that cow’s milk was not used widely during the first six months of infants’ life.

The data suggested that in majority of cases the child’s daily diet was diverse. More than
half of the participants reported that their child was fed by tea, fruit juices, grains, vegetables,
fruits, meat, poultry, fish, eggs, cheese, and yogurt during the last 24 hours preceding the
completion of the questionnaire. No associations were found between the education of mother

and liquids and food consumption by the child.

Strengths and limitations of the design

Internal validity represents the comparability between the two groups of the study. The
design (quasi-experimental pretest-posttest with posttest only comparison group) used in this
study had a strong internal validity (36). The two groups were comparable in their demographic

characteristics. History might be a threat to the design (other program might go on in one of the
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polyclinics during the study period). Maturation was not a threat because changes in participants
would occur in both groups equally and the time of the study was short. Attrition was not a
threat to the design because the drop outs did not differ in their demographic characteristics from
those who remained in the study. Instrumentation was not a threat to the design, because the
same instruments (questionnaires and handouts) were used in both groups. As the participants
were chosen randomly the selection was also not a threat. Testing was not a threat to the design
because the pretest had no effect on the outcome variables. The posttest only comparison group
had controlled for this threat. Regression was not a treat to the design because the participants
were not selected due to extreme characteristics.

External validity referred to the generalizability of findings. The external validity of the
design was limited. The interaction of testing and intervention was not a threat to the study
because there was no testing effect. The interaction of selection and intervention was a threat.
The findings could not be generalized to Armenia. The characteristics of target population in
Yerevan might differ from those of rural areas (educational level, access to information, socio-
economic status, etc.). The reactive effect could alter the behavior of participants (Hawthorne
effect) and limit the external validity of the study. The fact that the questionnaire was not

checked for validity was another limitation of the study.

Conclusions and recommendations

Thus, the results of the study provided valuable information for further developments.
The educational program was effective. The mean knowledge score in the intervention group
had increased by 54% and the attitude score by 14.5 %. The increase in knowledge and attitude

scores was due to the educational handouts. The study did not find any associations between the
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demographic variables and knowledge and attitude scores of the participants. The findings
suggested that an educational program with printed materials would be effective in increasing the
knowledge of mothers about iron deficiency anemia and proper nutrition. The high result in the
knowledge change in intervention group could be due to short time period between pre and
posttest. It would be purposeful to conduct a similar posttest after 6 month among the same
participants in order to confirm the results of the current study. It was anticipated that the change
in knowledge of the participants would bring to the changes in behavior and practice. Changes
in infant feeding practices would bring to the later decrease in the rate of anemia as the most
common cause for anemia in infants is dietary.

The study also revealed that the rate of exclusive breastfeeding was low and
complementary foods were introduced very early into the child’s diet.

Based on the findings of the study it was recommended to widely distribute printed
educational materials about iron deficiency anemia and nutrition in the primary care facilities
(pediatric policlinics) of Yerevan free of charge to encourage exclusive breastfeeding up to 6
months, to improve complementary feeding practices in Yerevan, and to change the current
practice of tea consumption (avoid giving tea). As the results showed only the short term
effectiveness of the program it was recommended to conduct the posttest among the same
participants after 6 months. To assess the long term effectiveness of the study and the changes in
practices it was recommended to conduct a study after 1 year to reveal changes in infant feeding
practices among mothers participating in the current study. As the findings could not be
generalized outside the Yerevan it was recommended to conduct similar educational study in the

rural areas of Armenia.
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Figure 1. Prevalence of Anemia (1995-1998)
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Table 1. Comparison of the demographic characteristics of the participants in the
intervention and comparison groups

Variables Categories Intervention Comparison p-value
Group Group
Frequencies (%) Frequencies (%)
Age <20 4 (12.1) 1 (2.9
21-25 8 (24.2) 14 (41.2)
26-30 17 (51.5) 15 (44.1) 0.395
31-35 2 (6.1) 3 (8.8)
36< 2 (6.1) 1 (2.9
Education School (< 8 years) 2 (6.1) 0 (0)
School (8-10 years) 9 (27.3) 10 (29.4)
College (3 years) 6 (18.2) 5 (14.7) 0.390
Institution/University 11 (33.3) 17 (50.0)
Post graduate 1 (3.0) 1 (2.9)
Incomplete high 4 (12.1) 1 (2.9)
Number of  One 19 (58) 18 (55) 0.446
children Two and more 14 (42) 16 (45)
Average 20,000> 4 (12.1) 0
monthly 20,000-50,000 6 (18.2) 6 (31.25)
income 50,001-100,000 6 (18.2) 7 (43.75) 0.045
>100,000 0 4 (12.1)
Anemia in Yes 8 (26.7) 2 (17.6) 0.116
the family No 22 (73.3) 28 (82.4)

Table 2. Differences in mean knowledge and attitude scores in the intervention
group between pre and post test

Pre test Post test P-value
Knowledge 23.21 35.73 <0.001
Attitude 4.79 5.48 0.043

Table 3. Differences in mean knowledge and attitude scores between intervention
and comparison groups in post test

Intervention Comparison P-value
group group
Knowledge 35.73 33.59 0.174
Attitude 5.48 6.03 0.234
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Table 4. Associations between outcome variable and demographic variables in the
intervention group

Outcome Predictor  Regression Significance Confidence
variable variable coefficient (p-value) interval
Age -0.126 0.483 -3.864; 1.870
Education 0.184 0.305 -.0969; 2.994
Number of -0.144 0.423 -7.835; 3.376
Knowledge .
children
Anemia in -0.371 0.037* -0.215; -0.007
family
Age 0.097 0.437 -2.326; 5.324
Education -0.004 0.974 -2.860; 2.769
Knowledge  Number of 0.075 0.551 -4.813; 8.938
change children
Anemia in 0.061 0.630 -0.096; 0.158
family

Table 5. Associations between outcome variable and demographic variables in the
intervention group

Outcome Predictor  Regression Significance Confidence
variable variable coefficient (p-value) interval

Age -0.212 0.237 -0.706; 0.181

Education 0.028 0.877 -0.292; 0.347

Attitude Nurpber of 0.152 0.399 -0.511; 1.274
children

Anemia in -0.216 0.234 -0.027; 0.007
family

Age 0.035 0.848 -0.139; 0.168

Education 0.273 0.142 -0.157; 1.045

Attitude  Number of 0.044 0.809 -1.472; 1.870
change children

Anemia in -0.033 0.855 -0.036; 0.030

family




Table 6. Associations between outcome variables and demographic variables in the

comparison group

Outcome Predictor Regression Significance  Confidence
variable variable coefficient (p-value) interval
Age 0.069 0.701 -2.064; 3.033
Education -0.073 0.683 -2.334; 1.547
Number of -0.079 0.658 -4.861; 3.111
Knowledge .
children
Anemia in -0.188 0.287 -0.106; 0.032
family
Age -0.275 0.121 -1.567; 0.192
Education -0.107 0.548 -0.896; 0.485
Attitude Nurpber of -0.074 0.679 -1.714; 1.131
children
Anemia in -0.144 0.416 -0.035; 0.015
family

Table 7. Associations between knowledge and demographic variables

Predictor Regression Significance  Confidence
variable coefficient (p-value) interval
Age 0.177 0.154 -0.490; 3.037
Education 0.042 0.738 -1.074; 1.509
Number of 0.107 0.387 -1.775; 4.521
children
Anemia in -0.108 0.388 -0.084; 0.033
family
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Table 8. Comparison of feeding practices in the intervention and comparison groups

Variables Categories Intervention Comparison p-value
Group Group
frequencies (%) frequencies (%)

Yes 32 (97) 32 (97)

Ever Breastfed No 1 (3) 1 (3) 0.321
Age giving other  Before 6 months 20 (65) 27 (72)

food besides BM ) fier 6 months 1 (35) 6 (28) 0.081
. - Before 6 months 22 (67) 27 (82)

Age given juices 6 months 11 (33) 6 (18) 0.346
Age given fruits, Before 6 months 19 (56) 20 (63) 0.980
vegetables After 6 months 14 (44) 12 (37) ]
Age given meat,  Before 9 months 17 (53) 22 (69) 0.480
poultry After 9 months 15 (47) 10 (31) ’

. Yes 28 (88) 26 (76)
Give tea No 4 (12) 8 (24) 0.201
Before 3 months 11 (40) 9 (32)
Age given tea 3 to 6 months 11 (46) 14 (60) 0.876
After 6 months 4 (14) 5 (8)
Before, after or 23 (79) 17 (53)
. . . during the meal
Time giving tea Between meals 2 (7 5 (16) 0.208
Does not matter 4 (14) 10 (31)
Giving cow’s Yes 13 (40) 12 (35) 0.8
milk No 20 (60) 22 (65) '
Age given cow’s  Before 6 months 3 (23) 6 (46) 0.425
milk After 6 months 10 (77) 7 (54) ]
Times given <2 times 16 (49) 17 (50)
meat, poultry More than two 17 (51) 16 (50) 0.675
fish per week times
Times given <2 times 4 (12) 4 (12)
fruits, 0449
vegetables per More than two 29 (88) 29 (88) '
week times
Times siven tea <2 times 25 (83) 14 (47)
g More than two 5 (17) 16 (53) 0.014
per day times
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Table 9. Comparison of food and liquids consumption in the 24 hours preceding the
completion of the questionnaire in intervention and comparison groups

Intervention group Comparison group p-value

Frequencies (%) Frequencies (%)
Drink tea 23 (70) 20 (63) 0.234
Drink milk 9 27) 19 (59) 0.015
Drink fruit 15 (45) 18 (58) 0.493
juices
Eat grains 18 (55) 18 (53) 0.989
Eat green 10 (30) 5(15) 0.301
leafy
vegetables
Eat other 24 (76) 22 (65) 0.557
vegetables
Eat fruits 25 (76) 22 (65) 0.555
Eat any food from 5(15) 5(15) 0.998
legumes
Eat meat, 23 (70) 21 (62) 0.760
poultry, fish,
eggs
Eat cheese, 22 (67) 17 (50) 0.345

yogurt




Table 10. Associations between liquid and food consumption and education

Intervention group

Comparison group

Variables Odds (p-value) Confidence Odds (p-value) Confidence
ratio interval ratio interval

Drink tea 0.462 0.359 0.088; 2.408 1.548 0.568 0.345; 6.942

Drink milk 2.889 0.201 0.568; 14.681  1.224 0.788 0.279; 5.371

Drink fruit 1.143 0.853 0.279; 4.683 1.429 0.643 0.316; 6.461

juice

Eat grains 1.102 0.833 0.279; 4.871 5.600 0.032 1.158; 27.07

Eat green 1.10 0.901 0.244; 4.963 2.062 0.553 0.189; 22.50

leafy

vegetables

Eat other 2.167 0.418 0.334; 14.06 1.400 0.676 0.290; 6.769

vegetables

Eat fruits 0.923 0.930 0.155;5.486 2.679 0.225 0.545; 13.16

Eat any food 0.667 0.683 0.095; 4.673 7.194 0.851 0.253; 12.67

from

legumes

Eat meat, 0.917 0.916 0.183; 4.583 0.571 0.494 0.115; 2.845

poultry, fish,

eggs

Eat cheese, 1.250 0.779 0.263; 5.936 1.111 0.886 0.262;4.719

yogurt
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Appendix 1

Questionnaire for mothers of infants 1 to 3 year old about iron deficiency

anemia

ID_
Background information
1.What is your age? years

2. How many years of education do you have?

1. School (<8years)

2. School (8-10 years)

3. College (2 years)

4. Institution/university (5-6 years)
5. Post graduate

6. Incomplete high

Total years

3. How many people live in your household?

4. How many children do you have?

1. 1
2. More than 1
5. On average how much does your family spend each month?
1. Below 20,000 drams
20,000-50,000 drams
50,001-100,000 drams
More than 100,000 drams
Refused to answer
6. Doesn’t know
6.Does anyone in your family ever suffered from anemia ?

ol ol

1. Yes
2. No
3. Don’t Know

For each sub point in the questions answer Yes, No or Don’t know

1. What are the symptoms of anemia?
Yes No Don’t know

1. Pale skin color O O O
2. Irritability O 0 1
3. Weakness O O O
4. Decreased appetite 0 0 O
5. Headaches O O O
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6.
7.

Dizziness
Other

2. Who are at increased risk in developing anemia?

Nk W=

Infants

Young children
Elderly
Pregnant women
Other

Yes, No Don’t know
[ [

OO
(I I A I A
O Ood

3. In your opinion what are the causes of anemia in infants?

1. Unbalanced diet

2. Blood loss

3. Diseases and infections
4. Other

Yes, No Don’t know

[ [ [
[ [ [
N [ [

4. In your opinion what are the dietary causes of anemia in infants?

S A o e

Breast feeding exclusively after six months

Early introduction of cow’s milk

Lack of iron-rich foods in the diet

Poor absorption of iron by the body

Giving tea close to the meal

Lack of awareness about the factors affecting iron absorptio
Lack of vitamin C in the diet

Others

Yes, No Don’t know

]

O, Oo0oono
N O O O
N O O A O

5. What consequences for baby’s life can have anemia?

S e

Inability to concentrate

Impaired learning
Irritability

Slow cognitive development
Decreased immune function

Other

Yes, No Don’t know
il

[]
[
[]
[
[]

OOo-dod
OO0

6. Which of the following foods are reach in iron?
Yes, No Don’t know

SNk W=

Meat
Liver
Egg
Fish
Chicken

I o O R B A O

[

I O R B A O
I B o O
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6. Green vegetables
7. Nuts

8. Beans

9

. Dried fruits
10. Whole grains
11. Other

[ I B I A R I
[ I B I A R O
[ N B O R R O

7. Which of the following can increase the absorption of the iron?
Yes, No Don’t know

1. Tea [ [ [
2. Coffee O O O
3. Meat [ [ [
4. Poultry O O 0
5. Vitamin C O O O
6. Others

8.Which of the following can decrease the absorption of the iron?
Yes, No Don’t know

1. Tea [ [ 0
1. Coffee O 0 O
2. Meat [ (] 0
3. Poultry 0 0 0
4. Vitamin C 0 n O
5. Others

Please answer these questions.

1. Did you ever breastfeed your child?
1.Yes
2. No if No skip to 3
2. How old was your child when you first gave him any food besides breast milk?
months
88. Don’t remember
3. At what age did you give your child juices?
1. Before 3 months
2. From 3 to 6 months
3. From 6 to 9 months
4. After 9 months
88. Don’t remember
4. At what age did you give your child fruits, vegetables?
1. Before 3 months
2. From 3 to 6 months
3. From 6 to 9 months
4. After 9 months
88. Don’t remember

5. At what age did you give your child meat, poultry?



1. Before 3 months
2. From 3 to 6 months
3. From 6 to 9 months
4. After 9 months
88. Don’t remember
6. Did you give your child tea ?
1. Yes
2. No if No, go to 8
7. At what age do you give him tea?
1. Before 3 months
2. From 3 to 6 months
3. From 6 to 9 months
4. After 9 months
88. Don’t remember
8. Usually when do you give him tea?
1. Before meal
2. After meal
3. During meal
4. Between meal
5. Doesn’t matter
9. Did you give your child cow’s milk?
1. Yes
2. No if No, goto 11
10. At what age do you introduce cow’s milk?
1. Before 3 months
2. From 3 to 6 months
3. After 6 months
88. Don’t remember
11. Now I would like to ask you about the types of liquids and food taken yesterday during the
day and at night.

Did your child drink or eat any of the followings yesterday during the day or at night? ( Check
all that apply)

1.Tea

2.Any milk, such as powdered, or fresh animal

3.Fruit juice

4. Any food made from grains [e.g. rice, wheat, porridge, or other local grains
5.Any green leafy vegetables

6.Any other vegetables [e.g. potatoes, tomatoes, carrots]

7.Any fruits [e.g. bananas, apples/sauce, orange, apricot]

8. Any foods made from legumes [e.g. lentils, beans, soybeans, pulses, or peanuts]
9.Meat, poultry, fish, eggs

10. Cheese or yogurt
11. Other

12. Usually how many times does your child eat meat, poultry, and fish during a week?

I 2 3 4+
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13. Usually how many times does your child eat fruits and vegetables during a week?

1 2 3 4+

14. Usually how many times does your child drink tea during a day?

1 2 3 4+

For each statement given please reply whether you strongly disagree, strongly disagree, neither
disagree nor agree, somewhat agree, strongly agree.

Statement Strongly | Strongly | Neither Somewhat | Strongly

disagree | disagree disagree agree agree
nor agree

1. It is important to exclusively 1 2 3 4 5

breastfeed child until 6 months

2. It is important to give tea (herbal) 1 2 3 4 5

to a breastfed infant under 6

months.

3. The breastfed child should be 1 2 3 4 5

given juices from 3-4 month of life.

4. A breastfed child should be given 1 2 3 4 5

first food like porridge, soups, at 3-

4 months

5. It is necessary to give cow’s milk 1 2 3 4 5

to a child after 6 months

6. Meat and poultry should be given 1 2 3 4 5

at the age of 7-8 months

7. Fruits and vegetables during the 1 2 3 4 5

meal can influence the absorption

of iron

8. Tea during the meal can 1 2 3 4 5

influence iron absorption

9. Vitamin C during the meal can 1 2 3 4 5

influence iron absorption

10. Child’s daily diet should be 1 2 3 4 5

diverse (Milk, meat, fruits,
vegetables, bread)

Thank you very much for your time and participation.
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5. Uhu 0O 0O
6. Uj

8. 3tinlywhg, np"p Ywpnn t fjuwbGqupti| Gpywph GEpédowaa

opqwlhqunty:
Wn N 2qhwntd
1. Jdhunwdhb C [] [] []
2. Ok O 0O 0O
3. Unipg O 0O 0O
4. PnsOLntkG O 0o 0O
5. Uhu O o 0O
6. Uj

Muwunwufuwbbp hGnlyw] hwpgbpha GG nyY dhon ywwnwufuwbnp:

1. nup Gpplt Ypdpny Yepwypt® Gp Q6p Gpbfuwjha:
1.Ujn
2. N Gpb ng, whghp hwpg 3

2. Nppw”G tp Q6ip GpbhuwG, Gpp Mnp wnwohl whqwy Gpwh wnytghp wy nuinkhp
Undph Ywphg puwgh
wiublw
88. 2til hhnud

3. N°n nwiphphg tip Mnup dbp GpbfuwyhG hynupbip nygb:
1. 0p0sk 3 wduwlwbn
2. 3-hg 6 wduwlwbnrd
3. 6-hg 9 wiuwywlnLd
4. 9 wiuwlwbhg htitnn

36



88. 2Ll hhpnuy

4. N°n tnmwphphg bp Ynep abp GpbhuwghG dpabip, pwGywnbnka nyb):
1. 0p0sk 3 wduwlwbnp
2. 3-hg 6 wiuwywlnLd
3. 6-hg 9 wiuwywlnLd
4.9 wiuwlwbhg htiwnn
88. 2L hhpnid

5. N°n nmwphphg Gp Mnep &6p Gpbfuwhb dubinka, prsbbnka nyb):
1. 0p0sk 3 wduwlwbnp
2. 3-hg 6 wiuwlwbnLd
3. 6-hg 9 wiuwywlnLd
4. 9 wiuwlwbhg htiwnn
88. 2L hhpnuy

6. MnLp 2bp Gpbjuwyhb wnyb| 6°p ph):
3. Un
4. Ny Gpb ng, whghp hwpg 8

7. 0°n nmwnhphg Gp Mnep GpwG phy nyb:
1. 0p0sk 3 wduwlwbnp
2. 3-hg 6 wiuwlwbnLd
3. 6-hg 9 wiuwywlnLd
4. 9 wiuwlwbhg htiwn
88. 2L hhpnuy

8. Unynpwpuwn, Gpp 6°p Mnip Gpwl pby wnnwhu
6. NunbinLg wnwy
7. Munbnig hGwn
8. Nunbiint pGpwgpntd
9. Mk hpGtph dhol
10.Lowlwynipynth snibh

9. Mnp wnyb B°p 2bp GpbfuwghG Ynyh Yup
4. Ujn
5. Ny tpb ng, wbhghp hwpg 11

10. N°np tnwiphphg tip Mnep Gpwb iyt Ynyh Yup
1. 0p0sk 3 wduwlwbn
2. 3-hg 6 wduwlwbnrd
3. 6 wiuwywbhg hGwnn
88. 2tid hhnud



11. Ujdd tiu Ygwblywbwjh hwnpglbp wyb hGnniybtph L uGlGnh dwuhG, npnGp wnpyb GG
Qtin tiptifjuwjhb GptYy opdw WHwo ghytipjw pbpwgpntd

Qbip Gpbuwh Gpty On%uj pbpwgpntd Ywd qhztipp YGpG Ywd fudbp b hGunlywp: (LG
pnipp hwiwwwwnwufuwb YGn nng)

1.104)
2 ﬂnht Lﬂbuwlm wp, thn2hwgywé Ywd pwpd
nL
4 ﬂﬂht nLLnprhp wwwnpwuwnywé hwgwaqqhbtiphg [op pphbé, gnptl, dwbpwdwywn
w) 0]
5.0NpLt Ywlws nbpLatpny pwbownbinth
6.MNpLL wy pwbowntinkl [op Ywpwindhy, (nihy, ququn]
7.0pLt dhpg [op pwOwG , fuGénp, GuaphGo]
8.UlnLOn wwwpwuwnmywé npwaqhlbphg [op. nuw, [nph, unjw]
9.Uutinka, prslGtinth, dniy, dnt
10. Mwbpp Ywd jngnLpn
11. Uy

12. UnuEDpwplun zwppr[uJ pGpwgpntd btp Gpbuwb pwbh® wlqwd E nuinned dubinka,
pnzﬁbn 4+

13. Um{nnwpwn wpwpyw pGpwgpntd 2bp Gpbfuwb pwGh® wbqwd £ nunnwd dhpg L
pwﬂgwn Z 3 4+

14. Unynpwpwn opyw plpwgpntd Qtip tpGuwb pwbh” whqwd t phj fudneu:
1 2 3 4+

bwnlyw jnipwpwbsinep windwb hwdwp G265 wpnyn®p nnep thnyhG hwiwdw) Gp,
dwuwdp tp hwdwdw)l, ng hwdwdw)b bp ns £ hwdwdw)b sbp, dwuwdp hwiwdw)l
stip, wokGUhG hwdwdw)h stp:

Mannud watoupbt | dwuwdp ns duuwip LhnyhG
hwiwdwjl | hwdwdw)jl | hwdwdw)b | G hwdwdw)l
st st Gd ng k| hwiwdw)b | G
hwiwdw)jl
sk
1. Ywplnp L, 1 2 3 4 5

npwtiugh GpGruwh
pwgwnwwbu Ynpdpny
btpwlyndh ohOsl 6
wluwlywln

2. UhGsk 6 wouwyw 1 2 3 4 5
hwuwyp GpGluwhG
wlhpwdtiwn £ nwg
pb) funtnwyhl
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3. Unpépny
LGpwypynn Gpbfuwh
wbiwnp £ unwbw
hjnptip ujuwé 3-4
wiuwlwbhg

4. Unépny
bGpwypynn Gpbfuwh
wtinp £ unwbw
wnwohl
nunbithplEnp 2hiw,
wwnpbbp uyuwé 3-4
wiuwlwbhg

5. 6 wiuwywbhg
htGwnn GpGruwjhl
wbhpwdtiwn £ nwg
Ynyh Yup

6. Uhup L pngltintibp
wbiwp £ wnpyth 7-8
wluwlwbhg

7.Uhpap L
pwlowntinkp,
nuinbnt pbpwgpnty,
Ywpnn G0 wanb|
Gpywph GEpéSawWG
Ypw

8. [0G)p nLnbinL
nGpwgpntd wnpnn k
wqnb| plwph
GGp6é6uwh Ypw

9. dhtnwihla C
nuinbipnt pbpwgpntd

Yupnn £ wanby
Gpywpeh GEp&SOWG

Ypw

10. GpGfuwjh opyw
ubnilnp wtwp t (hGh
tnwpwwnbuwy (Yup,
dubtinta, dhpq,
pwlownpbintl, hwg)

UGswiih 2Gnphwywinipynib Q6ip dwiwbwyh L dwulwygnipjwb hwdwn:
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Appendix 2. Educational handouts
Iron deficiency anemia in children

What is iron deficiency anemia?

Iron deficiency is the most common cause of anemia in the world. It is a problem in Armenia,
too. Iron is one of the most important micronutrients needed by the body. Its function in
the blood is to form the hemoglobin found in the red blood cells. These cells carry oxygen from
the lungs to the rest of the body. A child with severe iron deficiency is deprived of its full
nourishment and exhibits weakness, susceptibility to disease, and even poor growth and
development.

Who mostly have the problem?

Groups most prone to anemia are growing children, pregnant women, elderly and adolescent
girls. People get iron deficiency anemia if they do not eat enough iron-containing food; if they
lose too much iron through bleeding; or if their need for new red blood cells is increased during
periods of rapid growth.

What is wrong with being anemic?

When you do not have enough red blood cells, the body cannot appropriately function. The
results of inadequate iron intake may be

pale appearance

inability to concentrate well.

underweight

weakness and fatigue

irritability

decreased appetite

headache

slow or stunted growth of the body and mental capabilities

> > > >

In addition to not feeling well, anemia may have bad consequences. Children who are iron
deficient do not learn as well. Memory and school performance are decreased. Athletic
performance suffers. Their immune functions are decreased. Remember, every cell in the body
needs oxygen to function well.

What are the causes of iron deficiency anemia in children?

Lack of iron in the diet. Anemia in children usually occurs because of a poor diet that does not
contain enough iron. This is a common problem in children who do not get enough foods rich in
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iron. Also, children who drink a lot of milk, especially those until one year of age who consume
cow’s milk or the formula that is not iron-fortified, may become anemic because there may not
be enough room for eating foods containing more complete sources of iron. Besides the
absorption of the iron may be decreased if the child drinks tea close to the meal.

Growth spurts. Children under three years of age are growing very fast. They need extra protein
to help build their body tissues and muscles. It is needed to sustain their growth and
development.

Blood loss. This may be a reason for iron deficiency anemia in children. However, it is not
common. It is important to find out from medical personnel why the child is anemic.

What foods contain iron?
The following foods are high in iron:

Liver and other meats (beef, pork, poultry)
Seafood (fish)

Dried fruits like apricots, prunes and raisins
Nuts

Beans, especially lima beans

Green leafy vegetables, such as spinach
Whole grains

> > > >

The body best absorbs the iron found in animal products. These include meat, poultry, fish and
eggs. Although dried beans and green vegetables contain iron, it is less easily absorbed than from
meat. A good idea for a nutritious meal is to combine small amounts of meat with other sources
of iron, such as rice and beans. Eating foods high in vitamin C, such as found fresh fruits and
vegetables (citruses, cabbage, melon, tomatoes, and strawberries), can help the body better
absorb iron.

Some foods block the absorption of iron. These include tea, colas, and coffee. Children do not
need those stimulants. They should especially be avoided when food is served at meals.

What can be done to prevent anemia?

The mother or woman in the house should learn as much as possible about nutrition because she
is usually the one who prepares and serves the food. The best way to prevent iron deficiency
anemia is to have children eat foods rich in iron or those that aid in iron absorption. Children
need to be fed every few hours during the day because of the small size of their stomachs. The
more variety of foods served to children, the better chance they have for proper nourishment.

The information provided will help you to increase iron intake and its absorption.

A The easiest sources of iron rich foods are found in animal products. Examples include
meat, poultry, fish, and eggs.
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A Vegetables sources by themselves have incomplete iron. However, by combining several
vegetables such as dried beans, peas, rice, the outcome is a delicious and nutritious meal.

A Concentrate on eating dark green leafy vegetables such as spinach or other Armenian
greens, which also contain folic acid. Folic Acid is important in making new body cells, too.
It is found in many iron rich foods including chicken, beans, and nuts.

A Be sure and eat fruits and vegetables during the meal because they are good for you, and
are high in Vitamin C (citruses, cabbage, melon, tomatoes, and strawberries). Vitamin C
helps the body better absorb iron.

A Breast milk versus formula is the best source of food for infants because their intestines
are more efficient at absorbing iron from other foods. Continue breastfeeding until 1-2 years.

A Do not give cow’s milk to the child till one year old. Although cow’s milk is nutritious,
drinking too much may make anemia worse in children. The stomach is small, and room
needs to be saved for foods such as cereals, rice, etc.

A [nclude green vegetables in the diet for an early age.

A Avoid tea, coffee or colas during meal. These foods block the absorption of iron.

Keeping your family healthy is a big job! Essential to health is adequate nutrition including the
consumption of iron rich foods!
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Gnjuwe-nibhghmuyght vwuduwpnniunipymun Gpijuwubph Unmn

b°us £ Gplue nibhghnuyht vwjuduwpniunyejniun:

Gnljupeh wipwupupnipniap vwjudupmunpyut’ wubdhuygh, wdbiwunopudud
wuwindwnt £ wpjuuwphnid: Uyt wpnp Gl t awl Swguunwand: Gpljuep opquiuhquh hudwp
wdTuwwuhpudbm dhipnunwpntiphg £: Uyt dwubwlgnid b wpyu@ dtie hbidngnphuh
unbinodwup: Jdbpohtu wpyuu Jupdhp qunhjubpnud wupniawljdnn 4ynip k, npp
PrYwohup mbinuthnjunid t pnpiphg nbugh dwpduh dyniu opquivtlinp: Gpljueh owun
wupwdupupnyejudp twnwwnn Gpijuwubpp qpiuo Gu peduwoth (hupdbp
dwnuupupdwt uyn dhonghg b mubunid Gy pninipyniu, hhjuannieymiaubtiph
uundurdp nhdwnpnpuijuunipyua heignid, b unyuhul] wsh b qupqugdwy nuwiununnid:

Shutwjuunid, ndpt®p Gu nubiunid wyu punhnp:

Udnn GpbGjuwubph, hnh Juuwyg, otiptiph b nhnwhou wnehjulinh dnwn widbh dGo &
uwljuwdupniunyeyniu dlinp pipbint Juuwugqp: Uwljudupniunyeymup qupquund £ ugu
nlwpnid, Gpp wudp sh vadmd puduipun putwnieyudp Gpiupe wupniawlnn
utunuwdplinpuinny, wpnmuwhnunipyut qundweny puwn wpniy k §npgund, Jud wpogq
wich ppowunid UGowunid t wpyuwt Jupdhp pehoubiph aurndwdp opquthquh

wwhwuguplyp:
b®us t Junmuqudnn vwljudupm anpyut dudwuwy:

Epp Qbp opquithqunud sljwt puupup putiwlnipywdp wpyw fupdhp ppheulin, wujw

opquuhquu h Jhdwlh sh thunud furnwliy hp poinp pmilghwutinp: Gpljuph
wupwupwpnipuwy wywuubpu o’

e qgniuwtn nliup

e [Lunmpnuwwnt wuljwpnnnipyniu
e punh wufnud

e pninieniu b hnquwonipnia

e nipuqpghenipniy
e wjunpdulih Yduqnid
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http://www.kiddieacademy.com/curriculum_images/toddler.jpg

* qlumgury
e  bhghiulw wsh b dnwynp qupqugiwy nuinunnid

b huiynid@ Jun hupuwqqugnnnipyuly, vwudupniunieniun

[uipnn E dh pwpp wuguwufuh htnbwupubp niutivw): Unudupniunipyudp tiunwwnn
pbuwybpp (wy s64 ungnpnid: Junpupuwund £ hhpngnigyniap, ajuqnid £
wnwownhunipyniup nupngnid, husuliu vwl’ tminidnmd £ bhqhiuut dwpguonisyniup:
Uyuughup bGpbjuwybph dnn @dugmid G4 opquuhquh wupnuinnujuy $niaghwubpp b
upwup hwdwjuwih G4 hhjuwunuwunad:

Svlip, opquitihqilh gurtliurguio pooh Gnpulury gnponiélinysyuré hardwp peyuohé k
wiahpuwdlpmn:

Gnlijuwubiph Unwn Gpjugeh wipwduwpuwpnyejwy wundumutinn

Gpljagah apaadyioup ubiipnid

Bplijuwuliph Unn vwurjupnianigyniap unnpupwp wnwewunid £ wyy wundwnny, np
unpwug uuniunp sh gupnawmd pudupun putwing Gpliuge: Un puduljuuhy hwduwlu
hwunhunn wpnpGd E ug@ Gpijuwubph dnwn, npnup pudupup swthng 60 unwind
tpljupeny hwpniun vuniun: Uyuwbu, vwjudupyniunieynia Jupnn E wnwewuw] wyu
bpbuwybph dnwn, ndpbp Jupe 2wwmn Gu fjudnid, hwnuwbiv' Gl thosl G tiupbuh
hwuwlyp Gpijuwy vadnud E {ndh Jueny Jud Gpljueny shuwpunwguo dwuljuljuy
Juptwuwnunipnulinny: Mwwndwny wyy b, np wyu Gphjuwabpp G vnwbnd Jud puwn phy
0 vnwunad Gpliugeh 1hwpdbp wupmuwnipyudp wy| utanwdplinp: fugh wyn, Gpjueh
ublipoonudp wuuunud , Gpp Gpbjuwt nunbipnt pupugpnid ph) t judnid:

Upuig widh dunlwibmlpmhunndwobilip

Uh@sl Gpbip mwpbjuwu Gpijuwytipp umn wpug 60 wdnd: gniuduopubipp b ububpp
qunnighint hwdwp upwug opquithqup (pugnighs uaghnwniguliph Juphp £ mubund:
Gnljupt wuhpwdbywn k Gpbjuwutph dhyn wdh b qupqugdwy hurdwp:

Upywié npnium

Uw bu Juipnn £ Gpiijuw@liph dnn Gpljupe-ntibhghnught vajudupnianipyuy aundwn
nunuwr]: Unljuyt nu oyt miwpuomd snth: Gpijuwgh dnn vaiudupnianieyuy hpuljuy
wundunp Junpnn Gu wupqli] pnidup juwnnnubipn:

Gpljwpe wupniuwlng vbunuwdpbnpulin

Bpjweny hwpniumn Gu ubtanudpipph htinbyu) mbuwiatipp

o pyupnp b dpup (tnurfuph, jungh, hadh)
o Onyurdialinpp (dGalnlia)
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o uUpquishpp (ophbuly oppwah, uli uuynph fund sundpys):
o pulimqlinliap
o panplipliap

o whwslinlitp, ophbwly vuputiaajup
o dwyuplinliap

Onquithqu wdliuhg (wy jnipugunid | fhianwowuwy owgnid mubignn ugunudpinputipnid
(Uhu, hurd, dm b dnt) Gnud Gpluen: Quuywo punbinbup b Jubwsbinbp wytih 2w Gpliuge
04 gupmuwnud, wyt wydbijh ndJup k aipooynid, put duh dbe wupmiuwliynn Gplugen:
Utunuwpupnipyut pupdpugdw hwdwp junphnipn £ vipdmd ng UG pwuwlih dhup
hwdwlgli] ppdh b punbiniuh htitn: Jhnwdh@ C-nd hwpniumn ubunuwdplnpp, husutiu,
ophuwl pwpd Upgbinp U pwagupliniup (ghnnpniutlip, funuwdp, ubiju, (nihly b Ojwly) fupng
04 uquunti] opquithqunmid Gpljureh witijh juy ubipoodwn:

Utunuwdpbpph npny tiuwfubip fungpunnund Gu Gpjueh tpsodwup: Uynuhuhp G e,
unindp b njwutinp: Gpbjuwubpu wyu jupwuhsulinh Junphpp snialiv, b whwp £ npwughg
Juntuwthli], hwnfuggbu' uaniun, pungmubm dudwuwl:

husuli®u uiptih £ Juwujuwpqi ] vwudupmniunieniun

Uwypp Jud Gpiijuug h ubwdnn wadp wbimp E htwpagnphtu nbnyuly (huh 6hpn
uunigdwup, puwth np Gpijuwgh vaniunp, undnpupun, apoup Gu gunpounnid: Gpljueh
wupwunpuwpnipyniup Juufulint juduqgnyyu Swuawwuphp Gpbjuught Gplueny hwpnium
Jud Gpljureh @indonudp jupwunn vuniun wmwiv t: Opdu pupugpnid Gpbjuwdy, uinurdpnuh
thnpn swthliph wundwnny, whwnp k Jopwlpdh jnipupwugjnip dh puth duwdp G woqud:
Nppwt puquwquu  Gpijuaght wipdnn uuniunp, wyupwt wdbih hwfoowljoo £, np aw
1hwndtip uunignid unwaw: KGnlywy wmindumnynyeyniup Joquh Qbq° Gpljureh punniantdp b
upw jnipugnudp Ubdwgubiint gnponid

> Gpligeny haupnium Ga it wéodioré owqudwl vbbnunlplppilpn, ophéad dhup,
hunp, dngp b dnila:

>  LPwbtowplinliatlpn qropniioalinnd b phs pabalingsyandp pliage. Unljargé,

hundwiligliyny npny puaguplinitalp, hiswhupp ba, ophawdy’ (nphé, npnep, pphadpp,
lupng Op vty punn hanllin L ubénapoan Ghpoadinipén:

»  Ublip unlijh punin dmiq Gabiogs inliplialpny partomplinliany, hésahuhp ba
unqrtiafup oand” hayglplpooé wyy patpwplinlitlipn, npnép wupmbadnd bég Gl
Dpnjuapeni: bnjuerenté punn [ruplinp F aurl opguiéhquh anp pohotlin uinlinolynt
qnponid: Uyl aprupmiGalpdnid o Gpliageny haapnium punn ubbnandisGppélnh, ophawly
hurh dup, (npnt b @linéiaéiniph Ulip:

»  Nwinqywo nlip, np uénid lp purfapoun parbardnyeyudp dpglipny L
putpwplinliing, npndhliinl ppuiép pann wenpewpop b Qbg hundwp:
Tpwbgnud (ghnpniuélip, omondp, ulifu, (nphl U Gpady) quiédng Jhinanlha C-4
Juprwtnnl F bplagah Glinoonidp:
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> Gpoph lruyap, h mwpplipngaynié e dajuarinipn&liph, dnpaohébliph hanlup
bpljraph jwjuigny o wgpinipé F, npndhliinl anpuaiohaalph wnhalpa wdlph
hipmnysundp o Glipoonid npoph fuyenid, puré wyy vébbanundpGppalpnnl
wrpnalyyng lpljagap:

»  Qhwywo [ndh fugep punn ubbnupap b, uwljagé punnm oquiwqnpoling
pligpnud Gpljuraélinh Jnm vwlpdapniGngsiniép fapng E
YJannpupuiiag.: Gplijuagh uinandnpup punn thnpp F L wliip ol engaly agy
ubbpurdplppalph hunduwp, haswhupp ba hpaalipp, pphbdp b wypa:

>  Guibwslinlitp panonllip Gplijuayh utibinuyhé oprupwdap o, nppuré hbwpurnpé F
Y hwuwlihg:

»  (Nunlyjni péppugpnid funiuarhlip jplyjhg, unipahg b §njurtilinhg, puréh np Gparép
Junspbnninnd b6 Gpliageh Ghpoodwrin:

Q6 6rEevU3P UL O3U U MUNTU UNRUTL! UGO UCIWUSU UL L
UnnL2Npro300 NSOUUL EUGU U GCU UUBGNRO31R U N1h UP NSBUUNUSUGUNU U
L abPCS UULNPINRUL, (UT? UCELUNNRYU UG EGUONY SULNRUS
Uu1h kb U MIPUNAUT!

46



Appendix 3

American University of Armenia
Master of Public Health Degree

Consent form

Hello, my name is Marianna Hakobyan. I am a second year student at the American
University of Armenia, Department of Public Health. As a part of my course activity I am
conducting a study on iron deficiency anemia and nutrition in infants. Your district pediatric
polyclinic has been chosen to participate in the study. As you have a child aged 1 to 3 years old
who is served in that polyclinic you are also asked to participate.

We would like you to complete a questionnaire now, which will take 15 minutes, and
again in about one month. For that reason we need your name and contact address. After
completing the questionnaire you will be given an educational handout about anemia. Your name
will not be written on the questionnaire. Your participation in this study is voluntary, but very
important for us. Any time you want, you can stop or you can skip any question you don’t want
to answer. Your individual responses will remain completely anonymous. No one will have
access to the information you give, besides the person who will do the data entry. In the final
analysis only the aggregate information will be used and your name and responses will never be
identified.

There is no risk for you to participate in the study. Also there are no benefits for you from
participation in the study. Please provide honest answers. The information you provided will be
very important and valuable for us. If you realize that you have been hurt joining the study you
can contact Yelena Amirchanyan, Michael Thompson by (374 1) 51 25 92, American University
of Armenia. If you have any question regarding the study you can contact Marianna Hakobyan,
by number 624948.

Do you agree to participate?
Thank you very much.

Signature of the participant

Signature of the interviewer

Date
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Swyuwunwuh Udbphlpwy Swdwuopuy
Swupwyhu Unnnouuquhnipinu bwlnijinlin

bpuqll] hwdwduwyuwqghp

Pupl Qliq: Gu Swywutwuh Udbphlpwt Swdwuwpuwuh Swipught
Unnnouruqurhnipyut buljnijinbiinh niuwunn Gu: Npuytiv nuuptpwugh vh dwu, Gu junwopnod
bl httmwgnuniyniu Gpljue wuljuunpnuyht vaudupnianeyuy b uunigdwy
JUpwpbpyuwy: Qup ntinudwuaght wnphhthju punpdt E dwouawlgbn ugn
hinnwgnunipyuup: Luth np knip £ mabp 1-3 mwpbua Gpbjuw, npp uguuwpynid b wgn
unhqhhuynid, wagu Fnip Ep Gp hpoodhpynid dwubwlghijne wyn, hitnwgnunnigyuup:

“nip wlivp b (pugulip hwpgupbpehlp wydd, npp diquituhg Juuwhwuoh 15 pnwh
dudwuwl, b Ywl UG widhu hfinnn: Q6q htin oy hwunuannbne hwdwp dbq wuhpoudbn k
hdwbun Qtp wouniup b hwugliv: Swpgupbpehlp (pugubiinig htitnn nip Juunwawp
niunignnuifuy ynie wulivhuyh Jopuwpbpuy: Qp wunup sh gpdiinm hwpgupbpnehih Jpu:
Qbip Ywutwlgnyeymup wyu htitmwgnunnipjuwup judwydnp t, puyg pwn Juplnp Utiq hwdwn:
Tnip Juipnn Op punhwinl] hwpguetipehljh (puugnudp fud suunuwujuwy ] wyy hwpgbiph,
npnup qquynit Gt Qliq hwdwn Jud nund G4 Qtiq wuhwpdwp Jhdwlh dbg: Qbip
wdvuuy gunuujuw v tipp fuuwt wowunie: N np dninp sh mabow Qbip nduo
wlintiynipyuip, pugunnipjudp wyt wudh, npp umnwpbn E wdjuatiph wtpdnonudp b
Jipnonieyniup: Sitnwgqnnnipywa Jtpguwljuwy ndjuubph Jipinoniygyniup fumwnpdh
Uhuyt wdthnth duny, wywgliv np Qtip wanup b nduwo qunwujuwutlipnp ng Uh wbn 56
unyuwgyh:

Stnwgnunnipyuup dwuvwlgliing nip ng Uh Juuwtgh sbp Gupunpynud:
Unnntwjgliiny htitnwgnuniyuwap knip npbt iniuwljh wupglwwnpnid slip vtnwbwne:
UyuntwrdGguyuhy, Qbp ndud uqunuujuw v tlinp puwn wipdtipurnp b Guplnp §1hubu dbq
huwdwn:

unpmud 6l wuwnwujuw vt wqadnpliv: Gel jupond Gp np Qtiq htin wywpnup G
Juinyt] Juipnn Gp nhuf UK, Giovw Udhpuwywuht fud Uuygpp ©ndthuntht hGunlyurg
htinwjunuwhwdwpny (374 1) 51 25 92: Gl hwpglip fmubuwp httwgnunnieyuu
Jpwpbnyuwy, Jupnn Gp nhdb] Uwphwitw Swnpjuthu 624948 htinwjunuwhwdwpny:

Ynip hudwduy G°p dwuuwljgly:

Uugwth Gunphwljurnipyniu:

U'wintwiljgh uinnpugpniiniup
Swpguqpnyguifuph unnpugpnipniun

Uduwehyp
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American University of Armenia
Master of Public Health Degree

Consent form

Hello, my name is Marianna Hakobyan. I am a second year student at the American
University of Armenia, Department of Public Health. As a part of my course activity [ am
conducting a study on iron deficiency anemia and nutrition in infants. Your district pediatric
polyclinic has been chosen to participate in the study. As you have a child aged 1 to 3 years old
who is served in that polyclinic you are also asked to participate.

We would give you an educational handout about anemia. You may be asked to
complete a questionnaire after one month, which will take you 15 minutes. For that reason we
need your name and contact address. Your name will not be written on the questionnaire. Your
participation in this study is voluntary, but very important for us. Any time you want, you can
stop or you can skip any question you don’t want to answer. Your individual responses will
remain completely anonymous. No one will have access to the information you give, besides the
person who will do the data entry. In the final analysis only the aggregate information will be
used and your name and responses will never be identified.

There is no risk for you to participate in the study. Also there are no benefits for you from
participation in the study. Please provide honest answers. The information you provided will be
very important and valuable for us. If you realize that you have been hurt joining the study you
can contact Yelena Amirchanyan, Michael Thompson by (374 1) 51 25 92, American University
of Armenia. If you have any question regarding the study you can contact Marianna Hakobyan,
by number 624948.

Do you agree to participate?
Thank you very much.

Signature of the participant

Signature of the interviewer

Date
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Swyuwunwuh Udbphlpwy Swdwuopuy
Swupwyhu Unnnouuquhnipinu bwlnijinlin

bpuqll] hwdwduwyuwqghp

Pupl Qliq: Gu Swywutwuh Udbphlpwt Swdwuwpuwuh Swipught
Unnnouruqurhnipyut buljnijinbiinh niuwunn Gu: Npuytiv nuuptpwugh vh dwu, Gu junwopnod
bl httmwgnuniyniu Gpljue wuljuunpnuyht vaudupnianeyuy b uunigdwy
JUpwpbpyuwy: Qup ntinudwuaght wnphhthju punpdt E dwouawlgbn ugn
hinnwgnunipyuup: Luth np knip £ mabp 1-3 mwpbua Gpbjuw, npp uguuwpynid b wgn
unhqhhuynid, wagu Fnip Ep Gp hpoodhpynid dwubwlghijne wyn, hitnwgnunnigyuup:

Qtiq funipdh nuungnnuijwu Wynipe vwjudupniunipyut Jopuwpbpw): Suwpudnp b, np
Ut wdhu hivnn Qtiq hpudhpbup hwipgupbpehl (pugubiing, npp dGquiuhg Jupuhwugh 15
nnugli dwdwywl: Qtiq htin Juy hwunwnbne hwdwp Ubq wuhpuwdbym E hdwuwg Qop
wuniap b hwugliv: Q6p wuniup sh qpydtiim hwpguelinehih Jpu: Qbp dwubwljgnieniap wju
htitnwgnuinieywup Judwynn b, puyg pwn Juplnp Utiq hwdwp: Qnip Guipnn bp punhurnby
hwpguplpphih (pugnidp fud suunuwujuwul) wyu hwpgbphy, npnup qquynmiy Gy Qtiq
hwdwp Jud nund G4 Qtiq wuhwpdwp Jhdwlh dbe: Qtip wudtwluwy wumwujuwubpp
quuwy wuwunia: Ny np dntnp sh mubivw Qip nnduwo ilintilnipyuwup, pugunnipyudp wyy
w@dh, npp Junwpbiyne £ nndyun uiph abipdnionodp b Jopinonieymiap: Sbtwgnunnieyut
Jlipg twjut njurubiph Jipinonyeyniup fumnwpyh dhwyy wdthnth dund, wyuwgiu np Qbip
winmup b nduwo gqunwujuwvtlinp ng Uh wbn 564 anyawgyh:

Stunwgnunnipyuap dwubwlgliing knip ng Uh Juuwagh sbp Gupwpynd:
Unnnuwljgtiind htmwgnunniyuap “knip nplt inbuwljh wupglunpnid sbip vinwawne:
Uyuntuwdtieuyyuhy, Qbip nduwd wqunuwujuw it @linp pwn wipdtipugnp b Juplinp §1huiv dbg
hurdwp:

unpnud 6d unwujuwuti] wqudnpliv: Gel unpond Gp np Qbq htin wywpnup Gu
Juinyti] Juipnn tp nhdty KUK, Giauw Udhpfuwyywiht jud Unygpp Ondthuntht hnlyurng
htinwunuwhwdwpny (374 1) 51 25 92: Geli huingip niubuwp himwgnunipyua
JUpwpbipyuwy, Jupnn tp nhdt] Uwphwibw Swlnpju@ht 624948 htinwjunuuthwdwpny:

Tnip hwdwduyt 6°p dwubwlghi:

U.ugwth Gunphwljurnipyniu:
U'wintwiljgh uinnpugpniiniup
Swnpgwqpnyguwph unnpugpniyniip

Uduwphyp
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American University of Armenia
Master of Public Health Degree

Consent form

Hello. I am glad to meet you again. You already know the aim of the study and have
received an educational material about one month before. I will be very thankful if you complete
the questionnaire once more now. It will take you 15 minutes.

Your name will not be written on the questionnaire. Your participation in this study is
voluntary, but very important for us. Any time you want, you can stop or you can skip any
question you don’t want to answer. Your individual responses will remain completely
anonymous. No one will have access to the information you give, besides the person who will do
the data entry. In the final analysis only the aggregate information will be used and your name
and responses will never be identified.

There is no risk for you to participate in the study. Also there are no benefits for you from
participation in the study. Please provide honest answers. The information you provided will be
very important and valuable for us. If you realize that you have been hurt joining the study you
can contact Yelena Amirchanyan, Michael Thompson by (374 1) 51 25 92, American University
of Armenia. If you have any question regarding the study you can contact Marianna Hakobyan,
by number 624948.

Do you agree to participate?
Thank you very much.

Signature of the participant

Signature of the interviewer

Date
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Swyuwunwuh Udbphlpwy Swdwuopuy
Swupwyhu Unnnouuquhnipinu bwlnijinlin

bpuqll] hwdwduwyuwqghp

Pupl Qtiq: Gu nipwju G unphg Qiq htitn hwunhugtijnt hwdwp: Fnip wpnblit dwinge
fip himwgnunipyut swunwht b uinwgl) Gp niunignnuijua Y4ynie Ui wdhu wnwe: Gu
wgswth 2 unphuwliurn §1habyh, Gel *nip unphg (pugubihp hwpgupbphlp wydd: Uyu dtiquithg
quuhw@gh 15 pnyl duwrdwywl:

Qtip wunup sh qpytint hwpguelinehih Ypw: Qtip dwutwljgnigyniup wju
hinwqnunieyuip Judwnp b, puyg pwwn Juplinp dtiq hurdwp: Qnip Gupnn Gp punhwni
hwipguiptpphlh (pugnudp ud suqunuujuw vl wyt hwpgbpht, npnup qquyym Gu Qliq
hwdwn Jud nund 6o Qfiq wuhwpdwp Jhdwlh dbg: Qbip wudvwluwy wunwujuwatlinp
Uuwy wiwunmy: Ny np Uninp sh mubitw Qop nduwo mbnbynipyuwip, puguemipyudp ugi
wdh, npp Junwpbyne £ ndyun ubph aiipdnionodp b Jopinonieymiap: SGnwgnunnieyuu
Jupouwljuwa njun uliph Jtpnionieyniap fumwnpdh vhuyt wdthnth duny, wyuugliv np Qip
wunmup b nduo gunuwujuwuubnp ng h nbn 56t unyawgyh:

Ntnwgnunipyuup dwuvwlgliing nip ng Uh Juuwagh sbp Gupunynud:
Unnntwjgliing htitnwgnuniyuwap “knip npbk iniuwljh wupglwwnpnid slip vtinwawne:
UyuntdGowyuhy, Qbp nndud uqunuujuw vt linp puwn wipdtipurdnp b Guplnp §1hubu dbq
huwdwn:

unpmud 6l wuinwujuwyt] wqadnpliv: Gel jupond Gp np Qtiq htim wywpnup G
Juinyt] Juipnn Gp nhuf UK, Giovw Udhpuwywuht jud Uuygpp ©ndthuntht hGunlyurg
htinwunuwhwdwpny (374 1) 51 25 92: Gl hwpglip fmubuwp hinwgnunnieyuu
Jpwpbpnuwy, Jupnn Gp nhdb] Uwphwitw Swnpjuthu 624948 htinwjunuwhwdwpny:

Ynip hudwduy 6°p dwuuwljgly:

U.ugwth Gunphwljurnipyniu:

Uwutwljgh unnpugpnipyniup

Swpguqpnyguifwph winnpugpnip)mip

Uduwehyp
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