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Background: Positive deviance approach (PDA) was implemented as an intervention strategy to address the poor practice of
exclusive breastfeeding (EBF) in Jimma town, Ethiopia. Understanding the end-users satisfaction and its drivers is essential to
determine whether this approach will be viable in the long run. Therefore, we determined the level of users’ satisfaction with the
intervention and identified multi-level predictors to explain variability.
Methods: The data for this follow-up study were collected from September 01 to 25, 2020 among the study participants who were
living in the intervention clusters of an earlier trial. A sample of 260 participants were invited to respond to an interviewer-
administered structured questionnaire that assessed both individual and community-level variables. The developed tool was refined
using experts’ view (face validity) and using factor analysis (FA) to validate the satisfaction measurement scales (construct validity).
The mean scores were standardized using Percentages Scale Mean Score (PSMS) formulae. Two-level mixed-effects linear regression
(linear mixed models) were performed to fit individual, community, and mixed-level variables. All assumptions were checked for each
analysis as appropriate and β-estimates at 95% CI and p-value of <0.05 were considered to declare a level of significance.
Results: The overall level of end-users’ satisfaction (PSMS) with PDA as an intervention to improve EBF was 50.9% with
a maximum score of 99% and a minimum of 8%. Of the emerged satisfaction measuring scales, the standardized mean score for
the user empowerment scale was the highest (53.7%). Five scales were emerged with 84.2% of the total variability explained in users’
satisfaction. The mixed-effect model revealed that age, occupation, experience of breastfeeding (BF), knowledge, attitude, self-
efficacy, main source of BF information, previous home visit/support received from HEPs, participation in any social activities, and
perceived community support for BF were independent two-level predictors of satisfaction.
Conclusion: As an intermediate outcome, more than half of the end-users of the PDA intervention were satisfied. End-users’
satisfaction with PDA as an intervention to promote EBF was predicted by multi-level factors. If they chose to use PDA as an
intervention, Health program managers should be mindful of the two-level factors identified in this study.
Keywords: intermediate outcome, user satisfaction, multi-level predictors, follow-up study, Ethiopia

Background
Exclusive Breastfeeding (EBF) is the practice when the infant has received only breast milk except for supplements, or
medicines in the first six months.1,2 World Health Organization (WHO) guide for essential newborn care emphasized
early initiation and EBF as the primary focus of care.3 However, in Ethiopia, poor breastfeeding (BF) is reported
especially in an urban setting.4–7 Due to many reasons and contextual factors, timely initiation and EBF is
challenging.5,8–12 The challenges could be attributed to mother’s age, occupation (maternal employment and maternal
leave), marital status, sex preference, wealth status, mode and place of delivery, limited social and community/family
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support especially at urban setting, mis-use and mis-understanding the benefits of industrial products, gaps in pre-
disposing, enabling and re-enforcing factors of EBF.5,8–13 To promote EBF as it is a proven intervention, there are
considerable challenges of selecting an approach that fulfils the need and expectation of mothers.1,14–16

In Jimma town, implementation research (integration of trial with participatory design) was conducted earlier which
aimed to address the challenges of practicing EBF. The intervention was guided by Positive Deviance Approach (PDA)
to promote EBF. This approach was implemented at community setting (home-based) by trained positive deviants (PDs).
Context-based series of principles were followed while implementing the intervention.5

Measuring different types of outcomes is recommended in implementation research. However, defining the outcome
measure of a given intervention is controversial and subjective to the goal or objective of the intervention depicted at the
design stage. Generally, an outcome is defined as effects upon the target population which is measured among the end-users
of the service.17 To understand the variety of these effects, most of the intervention may have primary, secondary, or
sometimes tertiary outcome measures.17,18 Those outcomes could be implementation outcomes, service/client outcomes, or
behavioral/clinical outcomes.15,19 The conceptual distinction among these three types of outcomes is also another source of
disagreement among scholars. Of which, service outcome is an intermediate outcome which could be effectiveness,
efficiency, safety, client-centeredness from an interventionist perspective, while satisfaction from the end-users perspective.19

Evidence of systematic review reported that among intervention studies included in the review, in 57.1% of the
studies, clinical or behavioral outcomes were preferred and measured.20 This means in a given intervention study,
intermediate service outcomes were less measured as compared to the ultimate outcomes.20 Thus, there are key questions
in evaluating implementation research such as how to conceptualize and measure an intermediate outcome (user
satisfaction).15,17 Measuring the intermediate outcome is equally important in understanding the effect of the intervention
on the ultimate outcome.15 In many implementation types of research, the challenge is not only selecting a certain
approach but also measuring its short-term and long-term outcomes at the same time.15,17,19,20

In this study, an outcome is conceptualized and measured as an intermediate result of the service provided as perceived by
the end-users.19 End-user satisfaction is the general service outcome measure of a given intervention including the process
and intermediate results. Intermediate outcome is measured by psychomotor domain after the actual encounter of the overall
services, while implementation outcomes are measured by the cognitive and affective domain of the respondent from general
understanding, perception, and encounter of each segment of the service.19,21 According to WHO and Enola Proctor’s
implementation framework, measuring intermediate outcome can address both the concern of program responsiveness and
client responsiveness, while measuring implementation outcome focus only on the program responsiveness, fidelity, and
future fate.15,19,21 As an intermediate outcome, user satisfaction represents a complex mixture of perceived need, individually
determined expectations, and experience of service which could be health or non-health-related matters.19,22

These outcomes may be measured at any stage (pre-implementation, throughout implementation, post-implementation)
according to the nature of the intervention and outcome of interest.19 Selection of outcomes may be differentially relevant to
various stakeholders.15 However, to ensure the transferability of intermediate outcomes across a range of settings, stake-
holders’ priority should be represented in the measurement process.17,19,23 The literature suggests that studies usually capture
those outcome measures (user satisfaction) at different times after the initial implementation.19,21,22 But some studies fail to
specify a timeframe or are inconsistent in the choice of a time point.14,19,24

However, in this study, the intermediate outcome was not measured, characterized/described, and the variability was
not predicted in the earlier trial. Hence, understanding the end-user’s level of satisfaction and its drivers is essential to
determine whether this approach will be viable in the long run. Therefore, this study aimed to determine the level of end-
users’ satisfaction with PDA implemented to promote EBF among the intervention group and identified multi-level
predictors of satisfaction.

Methods and Participants
Study Design and Setting
This cross-sectional follow-up study was conducted in Jimma town, Ethiopia from September 01–25, 2020 among the
intervention clusters of an earlier trial.5 Jimma town has 17 kebeles (smallest administrative units) all of which are working
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sites for urban Health Extension Professionals (HEPs). There were a total of 59 HEPs assigned and working for community-
based health services during the study period in all kebeles of the town. In the intervention clusters of the trial study, there
were 8 HEPs with health worker to population and household ratio was being less than the national standard (1:1500 and
1:500 respectively). The actual ratio of HEPs to households and population in Jimma are 1:745 and 1:3254, respectively.25

Description of the PDA and Activities
The intervention was guided by a PDA as a community-based strategy to promote EBF. The strategies were designed
through the active participation of different stakeholders including the end-users. For the intervention clusters, the trial
design was integrated with the participatory approach to become an implementation study. The PD inquiry and approach
were defined and contextualized. Why and how the integration was made, implementation steps, and process were
explained and discussed with stakeholders and co-created.

The home-based informational counseling and social support activities were implemented for 7 months with 6 visits
in 2018. It was implemented in 3 clusters. Worth explaining shortly; home-based, comprehensive, and personalized
informational counseling and social support services were provided for the mothers who were in the intervention group.
Selected and trained positive deviants were the agents for each visit in addition to the usual routine community-based
services. The intervention was also considered the participation of their relevant others. The counseling contents of EBF
were adapted from WHO guideline26 and used to train PDs. At each of the six visits, the psychosocial support (emotional
and appraisal) and verification of their understanding was the pillar to make sure about the plan of care, experience
sharing and expectations, beliefs, and myths related to EBF. The PDs followed the five key points during the visits as
appropriate;

● Developing an empathic relationship with the mother and other family members.
● Collaborating with the family in an equal partnership (knowledge, attitude, and skill of EBF shared) and the family
brought their own experience and resources.

● Gently probing the individuals’ and family’s BF beliefs, attitudes and stimulating alternative ideas so that facilitate
communication to provide specific/relevant information.

● Practical support and motivating the mother and other key family members to put knowledge into practice.
● Finally, appraisal of any difficulty faced during BF was done. Then every month the research team collected
feedback from the PDs if they were challenged with any technical and medical issues of breastfeeding while
counseling.5

Detailed information about the study design and setting, intervention approach, implementation process, main interven-
tion activities, and specific time of visit with intervention package/content were reported in an earlier published article.5

Study Participants and Sample Size
This service outcome (end-users’ satisfaction) survey was conducted among intervention groups of the earlier trial.
Among the six clusters (kebeles) which were randomly selected, three clusters were randomized for the intervention:
Mendera-Kochi, Ginjo-Gudiru, and Awetu-Mendera.25 The number of mothers in the intervention clusters was 130.
Name of kebele and village, personal contacts/phone number, and house number of each study participant were
documented and available to use for this follow-up data collection. All mothers who enrolled into and received the
intervention, and one relevant other who was nominated by the respective mother were included in this study.

The sample size for this specific follow-up study was estimated considering the number of end-users in the
intervention group (n=130 mothers) of a cluster RCT study and one relevant other (n=130) to make the sample size
double (2x) to minimize sampling error since we considered clusters in the study. Therefore, the final sample size for this
study was 260.
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Study Variables, and Measurements
The dependent variable was end-users’ satisfaction with the PDA intervention (counseling and social support service by
PDs). Independent variables were individual-level factors such as socio-demographic characteristics of respondent (age,
sex, educational status, ethnicity, religion, marital status, occupational status, monthly income), BF related factors
(previous experience of BF/support, intention to BF/support), and post-implementation predisposing factors (knowledge
of EBF, attitude/subjective norm towards EBF, self-efficacy to BF). Community-level factors were area of residency/
cluster, existence of perceived functional Health Development Army (HDA) network, participation in any social activity,
receiving support/visit from a HEP, previous main source of BF information, the village/zone where the assigned PD is
living, educational status of the assigned PDs, and perceived community support for BF.

The dependent variable (users’ satisfaction) was defined as the feeling of the respondent about the informational and
social support provided at home by PD. It is about the whole process of the intervention, the benefit received, and judged
by the end-users after the actual encounter of the service. It is also a perceived need, individually determined
expectations, and experience with PDA intervention. Satisfaction with various aspects of the intervention/service
delivered, support, approach, and user participation was measured using a five-point Likert scale. The scale ranged
from 1 (strongly dissatisfied) to 5 (strongly satisfied). The total number of items was 30.

Knowledge of EBF was measured using 17 items that assessed participants’ understanding about EBF with Yes=1
(correct) or No=0 (incorrect) responses. Attitude toward EBF was measured using 12 items with a five-point Likert
agreement scale (1-strongly disagree to 5-strongly agree). Self-efficacy to BF/supporting the feeding mother was
measured using 11 items with a five-point Likert agreement scale (1-strongly disagree to 5-strongly agree).
Responses to negatively worded statements were reverse-scored before analysis. The remaining variables were
measured using nominal responses, and the responses to some variables such as age and monthly income were
categorized. Considering the positive influence on the outcome variable, nominal responses were represented by
0=failure, and 1=success.

Tool Development and Data Collection Technique
Interviewer administered, and structured questionnaire was used to collect the data. The tool for the predisposing factors
was adapted from reliable and validated sources in English23,27–29 and then translated into local languages (Amharic and
Afan Oromo). However, socio-demographic and BF-related variables, community-level factors, and end-users satisfac-
tion measuring items were developed. Initially, 35 items were developed to measure satisfaction.

Then, members of the face validation panel were chosen considering the objective of this study and professional mix.
To ensure face validity, the draft questionnaire was reviewed by expert panel including 3 MPH students, 2 Ph.D. students,
and 2 academic staff with MPH. They were given the initial questionnaire with 35 items to review. In this stage, we asked
them to comment on items’ understandability, logical order, duplication of items with the same meaning, readability,
relevance, simplicity, language clarity such as wording and sentence structures. Then based on their comments, relevant
modification was made, and five items were dropped. The final modified tool was translated into Amharic and Afan
Oromo by language experts, and then back-translated into English by a third party who had research experience to ensure
meaning equivalence.

Next, four health science graduates in the nursing and Public health profession were recruited for data collection and
supervision. Three data collectors and one supervisor were trained on the procedure of data collection, the content of the
pre-tested tool and ethical considerations. The trained professionals collected the data under close supervision. Each
interview was conducted at the study subject’s homes based on their willingness to participate. A noise-free area for the
interview was selected based on the context of each mother’s home setting. The interviewing time was estimated to take
25 to 30 minutes.

Data Management and Analysis
Data were entered into Epidata 3.1 and then exported to SPSS version 21.0 software for analysis. Socio-demographic
characteristics of the participants were summarized using proportions for categorical variables, and means or medians for
continuous variables.
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The validity of the satisfaction measuring tool was checked using Exploratory Factor Analysis (EFA)/Factor Analysis
(FA) to indicate the scale constructs. The purpose of doing EFA was to explore and validate constructs, reduce the data,
and create satisfaction factor scores for regression modeling. All the assumptions of principal component analysis (PCA)
were checked. The case to variable ratio was 8.5 to 1. Bartlett’s Test of Sphericity was significant at p<0.05. Overall
sampling adequacy was checked using Kaiser-Meyer-Olkin (KMO) which was >0.5. The correlation matrix showed more
than 2 cells with a coefficient of 0.3 to 0.9. Varimax rotation was employed during factor extraction to minimize the
cross-loading of items. Reliability of items (inter-item consistency) was checked using the reliability coefficient
(Cronbach alpha values) >0.70.

The mean score was used to dichotomize responses to satisfaction with PDA, knowledge of EBF, attitude towards
EBF, and self-efficacy to BF measuring scales. Those who scored greater than or equal to the mean score were
considered as “satisfied”; otherwise “dissatisfied”. Respondents who scored greater than or equal to the mean score
were considered to have a “good knowledge”; otherwise “poor knowledge.” Likewise, the mean value was used to
categorize the respondents having a “favorable” attitude or “unfavorable” attitude; and having a “good self-efficacy” or
“poor self-efficacy”. This was helpful to describe the proportion of satisfaction against the background characteristics and
facilitate easy understanding among the readers (program managers and implementers). Using the mean score for
categorization avoids miss-classification, and the data were normally distributed.

In addition to this, standardizing the satisfaction measurement scale for PDA was done. Standardized percentages of
the mean scores were created, ranging from “0%” to “100%”. For each case, it was calculated using the formulae;30,31

Percentages of Scale Mean Score (%SMS)=[Actual score-Potential minimum]/[Potential maximum-potential minimum]
*100%. The mean scores for all scales were reported as %SMS. A higher score indicates higher level of satisfaction with
the service provided and approach. This facilitates comparison with others’ findings.

Two-level mixed-effects linear regression analyses (linear mixed models) were performed. The data were at the
individual (mothers and their relevant others) and community (cluster) levels. Individuals were nested in their respective
clusters of the interventional study. The unit of analysis for the community-level variables was the cluster. There were
three clusters in which 254 individuals were nested. Multi-Level Modeling (MLM) was used to estimate the correct
standard errors to control bias not addressed by the classical linear regression which is employed to identify general
predictors. To address this shortcoming, four models were fitted to identify two-level predictors of the end-users’
satisfaction.

First, two-level analyses were done to identify the candidates at a p-value <0.25 using mixed-model simple linear
regression analysis. Then, the final two-level mixed-effect multiple linear regression models were fitted to identify the
independent predictors. Fixed (residuals) and random (intercept) effects were analyzed to assess the individual and
cluster level variations respectively. Random effects model estimate to see the variability within the clusters and between
the three clusters, while fixed effects models only estimate within-cluster variability. All assumptions were checked for
the mixed-effects linear regression model.

During the analysis, four models were fitted, null model (empty model without factors), model-1 (containing only
individual factors), model-2 (containing only cluster/community factors), and model-3 (both the individual and commu-
nity-level factors). An empty model without any factors/covariates was fitted to see the variance of the outcome variable
and to justify the likelihood of using consecutive models. The intra-cluster correlation (ICC) was calculated which is one
of the basic assumptions to conduct a multi-level mixed-effect model. The variation between clusters on satisfaction
score was >0.1 (recommended cut-off point), while the variance and ICC must be >0 to analyze cluster-level factors. In
this study, ICC was 0.16 at the empty model. If no such observed variability among the three clusters, GLM or GEE at an
advanced level or the classical linear regression model could fit to identify the general factors without leveling, unlike
this study. The variance at corresponding 95% CI was used to see the variation due to the effects of leveled factors for
each model using ICC so that to identify the variance explained by the leveled factors. The higher the ICC, the more
relevant were the community characteristics for understanding individual variation in satisfaction composite score.

In the subsequent models, β-estimates were used to see the measure of association and its magnitude. The variability on
the estimate of beta (β)-values explained by successive models was calculated using percentage variance in the mean score.
The Variance Change in Percentages’ Mean Score (VCPMS) was used to show the change in cluster-level variance between
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the empty and consecutive models. Akaike information criterion (AIC) was used to see the fitness of each model with a lower
value indicating more fitness. Adjusted R-square change was used to show explained variation by each model. As reported in
the empty model, 16.1% of the variations in satisfaction scores could be attributed to community/cluster-level factors. The
values of the log-likelihood results were presented. Multi-collinearity between covariates was assessed with individual
correlation values less than ten.32 All statistical analyses were performed at the 95% confidence interval with a 5% level of
significance, and only significant variables from the final model were retained for interpretation.

Ethical Considerations
The letter of ethical approval was secured from the Institutional Review Board (IRB), Jimma University, Institute of
Health with Ref. No: IHRPGD/728/2020 and dated as 27/08/2020, for this follow-up study. A permission/support letter
was obtained from Jimma town health office and respective Kebeles/clusters. Informed written consent was taken from
each participant. They were informed about their full right to participate or refuse participation in this follow-up study.
Confidentially kept identifiers, taken during enrollment for the trial, were used to reach out for this follow-up study. This
study was conducted in accordance with the Declaration of Helsinki.

Results
Socio-Demographic Characteristics
The response rate for this follow-up study was 97.7% (254/260). The mean age was 30.2 (±8.1) ranging from 18 to 60
years. The majority (59.8%) were between the age group of 25–34 years. Three-fourths (76.4%) of the study respondents
were females. Almost all (96.9%) were ever-married, and 70.9% can read and write. More than one third (37.8%) were
merchants, and 65% had estimated monthly net income of 33.1 USD or less (during data collection, the average exchange
rate was 1USD=36.65Birr) (Table 1).

Description of the Satisfaction Measurement Scales
Satisfaction measurement scales were identified using PCA/EFA. Each emerged latent component/scale (factor with
Eigenvalue greater than one extracted) was named considering the common concept of all items loaded to it. Twenty-
eight items having a communality of >0.50 were retained on five components/scales. These were named as counselor/PD
and counseling sessions, user empowerment, intervention approach (PDA) and health outcome, various aspects of the
intervention (service delivered), and user engagement with 9, 7, 6, 3, and 3 items retained respectively. In the process,
two items were removed due to a commonality value <0.5. No item was removed due to cross-loading. The item loading
value of >0.4 was considered as a cut-off point. The emerged scales explained 84.2% of the total variability which is
greater than the cut-off point (60% of TVE). The higher factor score created on a factor analysis indicates a higher degree
of satisfaction with PDA. The Cronbach alpha’s reliability coefficient for these items loaded to the above five scales were
0.97, 0.92, 0.90, 0.85, and 0.82 respectively (Table 2).

Among the items loaded to “Counselor/PD and counseling sessions” scale, the highest raw mean score belonged to
the satisfaction with “practical information (skill) shared to you about EBF” and “emotional supporting ability of PD/
counselor”, 3.1 (SD1.3) and 3.1 (SD1.4) respectively. Of the items measuring the “user empowerment” scale, the highest
raw mean scored was to the satisfaction with “way of information communicated to you is trialable” and “credible
information you received”, 3.3 (SD1.3). Of the items measuring the “intervention approach (PDA) and health outcome”
scale, the raw mean score for the satisfaction with “positive deviant (counselor) assigned to you based on the new way”
was among the three items highly scored 3.1 (SD1.3). However, the raw mean scores for all items loaded to the “various
aspects of the intervention/service provided”, and “user engagement” scales, were highly and equally scored, 2.8 and 3.1
respectively (Table 2).

Level of Satisfaction with the PDA Intervention
The overall level of end-users’ satisfaction (PSMS) with PDA as an intervention to promote EBF was 50.9% with
a maximum score of 99% and a minimum of 8%. Of the emerged satisfaction measuring scales, the PSMS for user
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empowerment scale was the highest (53.7%) followed by user engagement (51.7%), while the PSMS for the counselor
and counseling sessions was the lowest (49.2%). However, the scale’s raw mean score of this factor was the highest (26.7
± 10.3) which is an unstandardized one. All emerged scales taken together explained 84.2% of the total variability in
users’ satisfaction. When participants were categorized into two using a simple mean score, 54.3% of the end-users were
satisfied (scored ≥85.8), while by using the PSMS, 50.4% of the end-users’ were satisfied (scored ≥244.5). The overall

Table 1 Socio-Demographic Characteristics of End-Users of the Positive Deviance
Approached Intervention, a Follow-Up Study, Jimma Town, September 2020

Number of Respondents
(n=254)

Category N (%)

Age (in years) 15–24 years 45(17.7)

25–34 years 152(59.8)

≥35years 57(22.4)

Sex of the respondent Female 194(76.4)

Male 60(23.6)

Religion followed Orthodox 102(40.1)

Muslim 96(37.8)

Protestant 52(20.5)

Others 4(1.6)

Ethnic group belongs to Oromo 93(36.6)

Amhara 83(32.7)

Yem 32(12.6)

Dawuro 22(8.7)

Kaffa 16(6.3)

Others 8(3.1)

Marital status Ever married 246(96.9)

Never married (Single) 8(3.1)

Educational status Cannot read and write 74(29.1)

Can read and write 180(70.9)

Occupational status House wife 51(20.1)

Merchant/trader 96(37.8)

Student 25(9.8)

Gov’t employee 71(28)

Other 11(4.3)

Estimated monthly net income ≤1000Birr 165(65)

1001–2000Birr 51(20)

≥2001Birr 38(15)

International Journal of Women’s Health 2022:14 https://doi.org/10.2147/IJWH.S349053

DovePress
185

Dovepress Siraneh et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Table 2 Emerged Satisfaction Measurement Scales with Respective Item Loading Resulted from PCA, and Descriptive Measures to Each Item, a Follow-Up Study, Jimma,
September 2020. (n=254)

Scale/Item (Satisfaction with the …) Item Loading SD n(%) D n(%) N n(%) S n(%) SS n(%) Mean (SD)

Counselor/PD and counseling sessions

1.Relevance of each experience sharing sessions conducted 0.913 39(15.4) 49(19.3) 69(27.2) 62(24.4) 35(13.8) 3.0(1.3)

2.Communication skill of PD/counselor 0.906 52(20.5) 51(20.1) 71(28) 47(18.5) 33(13) 2.8(1.3)

3.Knowledge of counselor about EBF 0.902 38(15) 48(18.9) 68(26.8) 67(26.4) 33(13) 3.0(1.2)

4.Appearance of PD/counselor 0.899 38(15) 50(19.7) 76(29.9) 54(21.3) 36(14.2) 3(1.3)

5.Emphatic and value adding nature of PD/counselor 0.889 39(15.4) 45(17.7) 90(35.4) 44(17.3) 3614.2) 3(1.2)

6.Practical information (skill) shared to you about EBF 0.850 36(14.2) 48(18.9) 68(26.8) 60(23.6) 42(16.5) 3.1(1.3)

7.Length of consultation/counseling time 0.850 53(20.9) 49(19.3) 72(28.3) 49(19.3) 31(12.2) 2.8(1.3)

8.Convenience of each supporting sessions 0.834 62(24.4) 47(18.5) 64(25.2) 44(17.3) 37(14.6) 2.8(1.4)

9.Emotional supporting ability of PD/counselor 0.834 40(15.7) 46(18.1) 64(25.2) 46(18.1) 58(22.8) 3.1(1.4)

User empowerment

1.Experience of EBF you got/received 0.910 68(26.8) 59(23.2) 45(17.7) 41(16.1) 41(16.1) 2.7(1.4)

2.Way of information communicated to you is trialable at each visit 0.885 32(12.6) 43(16.9) 59(23.2) 66(26) 54(21.3) 3.3(1.3)

3.Credible information you received 0.885 32(12.6) 43(16.9) 59(23.2) 66(26) 54(21.3) 3.3(1.3)

4.Transferable skill of BF you received 0.850 69(27.2) 59(23.2) 43(16.9) 42(16.5) 41(16.1) 2.7(1.4)

5.Understanding you developed about EBF practice and information 0.833 33(13) 44(17.3) 60(23.6) 71(28) 46(18.1) 3.2(1.3)

6.Skill of breast milk expression developed 0.813 65(25.6) 61(24) 44(17.3) 42(16.5) 42(16.5) 2.7(1.4)

7.Confidence built to be a potential counselor in your social network 0.761 60(23.6) 61(24) 44(17.3) 45(17.7) 44(17.3) 2.8(1.4)

Intervention approach (PDA) and health outcome

1.Community-based (home-based) ways of promoting EBF 0.926 46(18.1) 57(22.4) 68(26.8) 52(20.5) 31(12.2) 2.9(1.3)

2.Comfortability of the way you approached 0.913 45(17.7) 60(23.6) 63(24.8) 54(21.3) 32(12.6) 2.9(1.3)

3.Positive deviant (counselor) assigned to you based on the new way 0.893 36(14.2) 52(20.5) 63(24.8) 70(27.6) 33(13) 3.1(1.3)

4.Promoted component of newborn care that is EBF fitness with the approach 0.891 47(18.5) 62(24.4) 61(24) 48(18.9) 36(14.2) 2.9(1.3)

https://doi.org/10.2147/IJW
H
.S349053

D
o
v
e
P
r
e
s
s

InternationalJournalofW
om

en’s
H
ealth

2022:14
186

Siraneh
et
al

D
o
v
e
p
r
e
s
s

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


5.Lived experience sharing approach 0.836 36(14.2) 49(19.3) 65(25.6) 54(21.3) 50(19.7) 3.1(1.3)

6.Health outcome of EBF practice as you observed on your infant 0.825 25(9.8) 57(22.4) 75(29.5) 59(23.2) 38(15) 3.1(1.2)

Various aspects of the intervention (service delivered)

1.Content of counseling and experience shared at each visit about EBF 0.870 68(26.8) 35(13.8) 69(27.2) 41(16.1) 41(16.1) 2.8(1.4)

2.Adequacy of number of visit to receive enough information/emotional support 0.858 65(25.6) 37(14.6) 71(28) 52(20.5) 29(11.4) 2.8(1.3)

3.Understandability of BF information and appraisal support provided 0.837 65(25.6) 37(14.6) 71(28) 47(18.5) 34(13.4) 2.8(1.2)

User engagement

1.Support provided considering your interest (user centeredness) 0.926 28(11) 67(26.4) 60(23.6) 41(16.1) 58(22.8) 3.1(1.3)

2.Your active involvement during each counseling sessions 0.918 32(12.6) 65(25.6) 69(27.2) 44(17.3) 44(17.3) 3.1(1.4)

3.Practical/participatory aspect of BF experience sharing 0.910 36(14.2) 57(22.4) 59(23.2) 61(24) 41(16.1) 3.1(1.3)

Abbreviations: SD, strongly dissatisfied; D, dissatisfied; N, neutral; S, satisfied; SS, strongly satisfied; SD, standard deviation; n, frequency.
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satisfaction scales’ raw mean score was 85.8 ± 22.3, while the PSMS was 50.9%. The satisfied proportion (50.4%) is
almost consistent with the overall satisfaction’s PSMS (50.9%=the sum of the five scales’ PSMS divided by 5) (Table 3).

Individual-Level Characteristics and Users’ Satisfaction with PDA
More than two-thirds (68.8%) of the satisfied and half (49.1%) of those dissatisfied with PDA as an intervention to
promote EBF were between the age of 25–34 years. Most of the satisfied respondents (81.2%) were females. Most
(94.9%) of the satisfied and nearly all (99.1%) of the dissatisfied respondents were ever-married. Of the satisfied group,
one-third (32.6%) were government employees, while from the dissatisfied group, half (50%) were a merchant. Most
(88.4%) of the satisfied, and (93.1%) of the dissatisfied with PDA intervention had previous experience of BF or
supported the mother to do so. Similarly, most of (84.8%) the satisfied and dissatisfied (88.8%) group had an intention to
BF for the current baby or support the mother. More than two-thirds (70.3%) from the satisfied group, and 69% from
dissatisfied group had a good knowledge of BF. Similarly, more than half (52.9%) from the satisfied group and 57.8%
from the dissatisfied group had a favorable attitude towards BF. Although the majority (61.6%) of the satisfied group had
good self-efficacy about BF, half (50.9%) of the dissatisfied group had poor self-efficacy about BF (Table 4).

Community-Level Characteristics and Users’ Satisfaction
Of all respondents, 31.5%, 34.6%, and 33.9% were living in Cluster-I, Cluster-II, Cluster-III respectively. At the
community-level before the PDA intervention, more than one-third (38.4%) of the satisfied, and 35.3% of the dissatisfied
respondents with PDA as an intervention strategy to promote EBF were mainly received BF information from urban
HEPs. The majority (61.6%) of the satisfied and 57.8% of the dissatisfied received home-based visit/support from urban
HEPs previously. The majority (67.4%) of the satisfied, and 62.1% of the dissatisfied were perceived as no functional
HDA network in their village. However, three-fourths (75.4%) of those who were satisfied were participating in any
social support activities. Whereas majority (64.7%) of those dissatisfied with the new approach were not participating or
had limited participation in any social support activities. The majority (63%) of the satisfied, and 54.3% of those
dissatisfied were living in the same village/zone where the assigned positive deviant is living. Around two-thirds (64.5%)
of those satisfied respondents with PDAwere counseled and supported by a PD who can read and write. However, more
than half (55.1%) of the satisfied, and 92.2% of the dissatisfied perceived as no community support to practice EBF
(Table 5).

Table 3 Standardized PSMS, and Level of End-Users’ Satisfaction with PDA Intervention, a Follow-Up
Study, Jimma Town, September 2020. (n=254)

Emerged Factors (Scales) Scale Mean Score (SMS) PSMS (%)

Intervention approach(PDA) and health outcome 17.9 ± 6.8 49.5

Counselor/PD and counseling sessions 26.7 ± 10.3 49.2

Various aspects of the intervention (service

delivered)

18.1 ± 6.9 50.5

User empowerment 11.0 ± 5.3 53.7

User engagement 9.2 ± 3.7 51.7

Overall satisfaction 85.8 ± 22.3 50.9

Level of satisfaction Satisfied 54.3% 50.4%

Dissatisfied 45.7% 49.6%

Note: PSMS(%SMS) is the standardized scales mean score as the percentage of possible maximum scale score, and it lies between
0 and 100%.
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Table 4 Individual-Level Characteristics and Satisfaction of End-Users with Positive Deviance Approach of Intervention, a Follow-Up
Study, Jimma Town, September 2020

Number of Respondents (n=254) Outcome Variable (Users’ Satisfaction)

Individual-Level Variables Category Satisfied
N (%)

Dissatisfied
N (%)

Total (%)

Age (in years) 15–24 years 25(18.1) 20(17.2) 45(17.7)

25–34 years 95(68.8) 57(49.1) 152(59.8)

≥35years 18(13) 39(33.6) 57(22.4)

Sex of the respondent Female 112(81.2) 82(70.7) 194(76.4)

Male 26(18.8) 34(29.3) 60(23.6)

Religion followed Orthodox 53(38.4) 49(42.2) 102(40.1)

Muslim 56(40.6) 40(34.5) 96(37.8)

Protestant 25(18.1) 27(23.3) 52(20.5)

Others 4(2.8) 0(0) 4(1.6)

Ethnic group belongs to Oromo 49(35.5) 44(37.9) 93(36.6)

Amhara 45(32.6) 38(32.8) 83(32.7)

Yem 18(13) 14(12.1) 32(12.6)

Dawuro 13(9.4) 9(7.8) 22(8.7)

Kaffa 11(8) 5(4.3) 16(6.3)

Others 2(1.4) 6(5.2) 8(3.1)

Marital status Ever married 131(94.9) 115(99.1) 246(96.9)

Never married (Single) 7(5.1) 1(0.9) 8(3.1)

Educational status Unable to read and
write

37(26.8) 37(31.9) 74(29.1)

Able to read and write 101(73.2) 79(68.1) 180(70.9)

Occupational status House wife 23(16.7) 28(24.1) 51(20.1)

Merchant/trader 38(27.5) 58(50) 96(37.8)

Student 24(17.4) 1(0.9) 25(9.8)

Gov’t employee 45(32.6) 26(22.4) 71(28)

Other 8(5.8) 3(2.6) 11(4.3)

Estimated monthly net income ≤1000Birr 82(59.4) 83(71.6) 165(65)

1001–2000Birr 31(22.5) 20(17.2) 51(20)

≥2001Birr 25(18.1) 13(11.2) 38(15)

Previous experience of BF/supporting lactating

mother

No 16(11.6) 8(6.9) 24(9.4)

Yes 122(88.4) 108(93.1) 230(90.6)

(Continued)
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Measure of Variation in Satisfaction
Multi-level mixed model random-effects were analyzed to check the variation of satisfaction score due to the leveled
factors considered in this study. The empty model showed that there was a significant variation in the grand mean score
of satisfaction among the three clusters (MV: 85.75, 95% CI: 83.00–88.50, p < 0.05). All the subsequent models
remained significant at 95% CI (p < 0.05). At the empty model, a standard error of 43.97 was observed indicating
significant variation before adjustment for individual and community-level factors while decreased along with the
subsequent models. At the empty model, 16.1% of the variations in satisfaction could be attributed to community
characteristics without controlling other factors. The higher the ICC, the more relevant were the community character-
istics. Accordingly, the mixed model was fitted to determine the predictors of satisfaction (Table 6).

As reported in the ICC (model 1), 14.2% variability in the satisfaction score was due to community-level factors after
controlling for individual-level factors, while in the final model, 25.6% of the variation in the satisfaction score was
observed after adding individual and community-level factors. The Variance Change in Percentages’ Mean Score
(VCPMS) was used to show the change in cluster-level variance between the empty and consecutive models. This
means the variability on satisfaction score was explained for successive models using this variance change. The AIC
(log-likelihood) values were consistently decreased from the empty model to Model 3 implying the models were a better
fit to the data. This was also confirmed by comparing with Bayesian information criterion (BIC) values. In each model,
all the AIC values are less than BIC values. The consistent decrement in these values helps to select covariance structure
with the best fit model. About 57.4% (Adjusted R2) of the satisfaction score was explained by the empty model
considering clusters as an explanatory variable. This shows there was still unexplained variation (42.6%) among the
clusters. There was no multicollinearity in all models (Table 6).

Multi-Level Predictors of Satisfaction
Independent predictors of end-users satisfaction with PDA as an intervention to promote EBF were determined using
four successive linear mixed models. Before fitting each model, candidate variables were selected at P<0.25. Then
candidates were fitted into the successive models and significant predictors were retained and reported. Finally, the full
(mixed) model revealed that age, occupational status, experience of BF/support, knowledge of BF, attitude towards BF,
self-efficacy of BF, main source of information about BF at community-level, previous home visit/support received from
HEPs, participation in any social activities and perceived community-level support for BF were independent predictors
(Table 7).

Table 4 (Continued).

Number of Respondents (n=254) Outcome Variable (Users’ Satisfaction)

Individual-Level Variables Category Satisfied
N (%)

Dissatisfied
N (%)

Total (%)

Intention to BF/support for the current baby No 21(15.2) 13(11.2) 34(13.4)

Yes 117(84.8) 103(88.8) 220(86.6)

Knowledge of BF Poor knowledge 41(29.7) 36(31) 77(30.3)

Good knowledge 97(70.3) 80(69) 177(69.7)

Attitude toward BF Unfavorable 65(47.1) 49(42.2) 114(44.9)

Favorable 73(52.9) 67(57.8) 140(55.1)

Self-efficacy to BF Poor self-efficacy 53(38.4) 59(50.9) 112(44.1)

Good self-efficacy 85(61.6) 57(49.1) 142(55.9)
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A unit (one year) increment in age resulted in a decrement of the satisfaction score by 10.3 (β=−10.3, 95% CI:-12.8 to
−8.2). However, the satisfaction score was 13.5 times (β=13.5, 95% CI: 7.81–19.22) higher among government employ-
ees as compared to the housewives. Similarly, it was 3.04 times (β=3.04, 95% CI: 0.05–6.21) higher among those without
experience of BF or supporting lactating mothers compared to their counterparts. The satisfaction score was 8.9 times
(β=8.95, 95% CI: 3.11–13.22), and 5.15 times (β=5.15, 95% CI: 0.23–10.45) higher among those who had poor
knowledge, and unfavorable attitude towards BF as compared to their counterparts respectively. Also, the satisfaction
score was 5.8 times (β=−5.8, 95% CI: −10.2 to −0.02) lower among those with a good level of self-efficacy compared to
their counterparts. The satisfaction score was 1.5 times (β: 1.5, 95% CI: 0.03–3.95) higher among those who informed of
BF from HEPs as compared to those who informed from any other sources. In the same way, the satisfaction score was
2.7 (β=2.7, 95% CI: 0.04–5.12) times higher among those who previously received support from HEPs compared to their
counterparts. The satisfaction score was 10.2 times (β=10.2, 95% CI: 3.85–16.22) higher among those who participated
in any social activities compared to their counterparts. The satisfaction score was 5.5 times (β=5.5, 95% CI:0.06–8.15)
higher among those who perceived no community support for BF compared to their counterparts (Table 7).

Table 5 Community-Level Characteristics and Satisfaction of End-Users with the Positive Deviance Approach of Intervention,
a Follow-Up Study, Jimma Town, September 2020

Number of Respondents (n=254) Outcome Variable (Users’ Satisfaction)

Community/Cluster Level Variables Category Satisfied
N (%)

Dissatisfied
N (%)

Total (%)

Residency area/Clusters Cluster-I 79 (57.2) 1(0.9) 80(31.5)

Cluser-II 49 (35.5) 39(33.6) 88(34.6)

Cluster-III 10(7.2) 76(65.5) 86 (33.9)

Main source of BF information (previously) HEPs 53(38.4) 41(35.3) 94(37)

Mass-medias 42(30.4) 27(23.3) 69(27.2)

Family/relatives 40(29) 38(32.8) 78(30.7)

Others 3(2.2) 10(8.6) 13(5.1)

Previously received home-based visit/support from
HEPs

No 53(38.4) 49(42.2) 102(40.2)

Yes 85(61.6) 67(57.8) 152(59.8)

Existence of functional HDA network No 93(67.4) 72(62.1) 165(65)

Yes 45(32.6) 44(37.9) 89(65)

Participation in any social support activities No/limited 34(24.6) 75(64.7) 109(42.9)

Yes 104(75.4) 41(35.3) 145(57.1)

The village/zone where the assigned PD is living The same with the

mother

87(63) 63(54.3) 150(59.1)

Different from the mother 51(37) 53(45.7) 104(40.9)

Educational status of the assigned PD Able to read and write 89(64.5) 65(56) 154(60.6)

Unable to read and write 49(35.5) 51(44) 100(39.4)

Perceived community support for BF Not supportive 76(55.1) 107(92.2) 183(72)

Supportive 62(44.9) 9(7.8) 71(28)
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Discussion
Out of the service outcomes (intermediate results), satisfaction is the main measure from the end-user perspective that is
why we conceptualized and measured satisfaction from their point of view15,19,21 to understand whether the intervention
satisfied them. Measuring intermediate service outcomes can address both the concern of program responsiveness, client
responsiveness, and the interaction towards each other.21 However, in this study, we measured only client responsiveness
(user’s satisfaction) which is the reflection of both. Client satisfaction represents a complex mixture of perceived need,
individually determined expectations, and experience of care/service received from the PDA intervention which could be
health or non-health-related matters.19,22

In the measurement and validation process of users’ satisfaction, PSMS was analyzed to standardize the measurement
scales and to facilitate comparison with other future findings regardless of the number of items and response categories
used. This concept was verified by our findings that the standardized mean score showed as satisfaction related to the
user empowerment was the highest that contribute for the overall satisfaction level. Whereas the raw mean (unstandar-
dized) resulted as satisfaction related with counselor and counseling sessions was the highest contributor. This fact was
reflected on the overall level of satisfaction differently, which means when responses were dichotomized using a simple/
raw mean score, 54.3% of the end-users were satisfied; while by using the PSMS, 50.4% of them were satisfied. This
implies that categorizing responses using the raw (unstandardized) mean score overestimates the level (proportion) of
satisfaction under the study. The 50.4% of satisfaction is almost consistent with the overall satisfaction’s PSMS (50.9%).
This indicates that we should always use the standardized scale mean score to generalize the finding and to compare with
others’ findings regardless of the number of items and response categories. Hence, using the standardized (PSMS) mean
score to dichotomize respondents is more acceptable and avoids misclassification which is also supported by other
studies.30,31

In this study, the level of end-users satisfaction with the PDA intervention and its multi-level predictors were
measured and analyzed, considering it as one of the main proxy indicators of service outcome measurement.19

Overall, more than half of the users of the PDA as an intervention to promote EBF were satisfied. Of the emerged
satisfaction measuring scales, the PSMS for user empowerment scale was the highest. Higher satisfaction score implies
the higher responsiveness of the approach to the needs of the mothers and their relevant others in practicing and
promoting EBF. This concept was supported by a study conducted elsewhere.31 The overall level of satisfaction observed
in our study is less compared to the baby-friendly interventional study reported from Norway (76.2%).33 This dis-
crepancy might be due to the setting (urban and rural) difference; in our case, the urban community might expect more
that would affect their level of satisfaction. In addition, the approach difference might be also a reason. In our case, it is

Table 6 Multi-Level Mixed Model Random-Effects (Measure of Variation) of Users’ Satisfaction with the PDA Intervention, a Follow-
Up Study, Jimma Town, September 2020. (n=254)

Measure of Variation Empty Model (Model 0) Model 1 Model 2 Model 3

MV (95% CI) 85.75 (83.00–88.50) 87.32(75.11–99.54) 83.08(74.45–91.70) 76.53(60.31–92.76)

SECE 43.97 32.36 16.33 12.98

ICC 16.1% 14.2% 32.8% 25.6%

PCV (VCPMS) Reference 30.3% 16.7% 37%

Model fitness AIC (−2loglikelihood) 2297 2219 2059 2001

Model fitness (Adjusted R2) 0.574 0.152 0.415 0.478

Multicollinearity (Individual values) <4 <3 <4

Notes: Dependent variable: Satisfaction composite score, Empty model (model-0): Model without explanatory variables, model-1: model adjusted for individual-level
factors, model-2: model adjusted for community-level factors, Model-3: is a full model adjusted for both individual and community-level factors.
Abbreviations: MV, mean variance at 95% confidence interval; SECE, standard error of covariance estimate; ICC, Intra-class correlation coefficient in percentage;
PCV(VCPMS), Proportional change in variance using variance change in percentages’ mean score; AIC, Akaike information criteria; Adjusted R2, the proportion of variance in
the satisfaction score explained by a statistical model.
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a community-based approach (by, from, and to the community) unlike the other’s in which they followed a mixed
approach (facility and community-based approach). However, in our study, the user satisfaction was highly
explained (84.2%).

We considered user satisfaction as an intermediate service outcome where knowledge of its multi-level predictors
would improve the quality of decisions about the use of the PDA-guided intervention. This helps to understand what to
consider, how, and on whom the PDA be implemented effectively to the satisfaction of the end-users. Our findings

Table 7 Multi-Level Predictors of User Satisfaction with the PDA Intervention Using Linear Mixed Models, a Follow-Up Study, Jimma
Town, September 2020. (n=254)

Empty Model
(0)

Mode 1 Model 2 Model 3

Individual-Level
Factors

Community-Level
Factors

Mixed Factors

Variables β/Estimate(95% CI) β/Estimate(95% CI) β/Estimate(95% CI)

Age (in years) −12.3(−15.9 to −8.2)* −10.3(−12.8 to −8.2)
**

Sex Female 9.98(2.48–17.48)* 3.11(−1.48–8.23)

Male 0 0

Occupational status Gov’t employee 15.4(10.71–20.13)** 13.5(7.81–19.22)**

Merchants 2.77(0.65–6.89)* 1.02(−0.65–3.72)

Housewives 0 0

Experience of BF/support Yes 0 0

No 5.66(0.04–11.97)* 3.04(0.05–6.21)*

Intention to BF Yes 2.58(0.55–6.67) * 0.98(−0.55–2.32)

No 0 0

Knowledge of BF Good 0 0

Poor 9.03(3.04–15.01)* 8.95 (3.11–13.22)*

Attitude towards BF Favorable 0 0

Unfavorable 5.96(0.44–11.97) * 5.15(0.23–10.45)*

Self-efficacy Good −5.8(−11.7 to −0.04)* −5.8(−10.2 to −0.02)*

Poor 0 0

Main source of BF info UHEPs 1.54(0.02–4.56)* 1.5(0.03–3.95)*

Other sources 0

Received Support from HEPs Yes 2.8(0.05–6.1)* 2.7(0.04–5.12)*

No 0 0

Participation in any social activities Yes 10.4(2.85–18.67)** 10.2(3.85–16.22)**

No 0 0

Perceived community support of BF Not supportive 5.58(0.02–11.15)* 5.5(0.06–8.15)**

Supportive 0 0

Notes: Intercept for empty model (0): 85.75, Model 1: 56.3, Model 2: 87.79, Model 3: 49.17, while *P<0.05, ** P<0.001.
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indicated that end-user satisfaction was predicted by multi-level factors such as individual-level, community-level and
mixed-effect factors. The mixed-effect model revealed that age, occupation, experience of BF/support, knowledge,
attitude, self-efficacy, main source of BF information, previous home visit/support received from HEPs, participation
in any social activities, and perceived community-level support to practice BF were independent predictors of satisfaction
with the PDA intervention.

Our findings are consistent with those of earlier reports.16,34,35 Those studies revealed as community-based interven-
tion modified the dietary practices through identifying community-level factors, community factors influence the
intervention effect, and psycho-social variables were associated with healthy infant growth. Also a study conducted in
Norway shows the intervention participants were well satisfied due to integrated intervention with community-level
structure.33 Hence, satisfaction with PDA as an intervention to promote EBF is highly context-specific being influenced
by community-level factors in addition to the individual variations. This was further supported by the results of measure
of the variations of satisfaction in our study. The empty model showed that there was a significant variation in the grand
mean score of satisfaction among the three clusters, the standard error indicated significant variation before adjustment
for multi-level factors, and 16.1% of the variations in satisfaction could be attributed to community characteristics
without controlling other factors. This finding implied that community characteristics are very relevant for a better
understanding of individual variation in satisfaction which is consistent with what others reported.33,36 About 57.4%
(Adjusted R2) of the satisfaction score was explained by the empty model considering clusters as an explanatory variable.
This shows there was still unexplained variation (42.6%) among the clusters that could be attributed to other factors.

The estimated value showed that when users’ age increases, their satisfaction with the PDA intervention decreased
significantly. This might be due to having ample experience related to infant care and EBF, in that case, they may not
need additional support or could be unhappy about the informational and social support provided. In fact, “I know all
type” and “nothing new” biases might affect the supporting process37 and their satisfaction. In addition, government
employees were highly satisfied as compared to housewives. While this is not straightforward to reason out, one of the
service packs (breast milk expression) may be attractive for those who are working, and those on maternity leave might
have time to receive the support. Likewise, those who have no experience of BF or supporting lactating mothers were
more satisfied than their counterparts. This result supports the aging-related dissatisfaction, and it might be due to seeking
help and support is the concern of those with less or no experience leading to a higher level of satisfaction. Such socio-
demographic variables were also reported as a predictor elsewhere.38 This explains why those with poor knowledge,
unfavorable attitude, and poor self-efficacy were highly satisfied compared to their counterparts.

The community-level factors implied that those who previously received support from HEPs, and who were informed
about BF by HEPs were highly satisfied with PDA compared to their counterparts. This indicates that the new approach
could supplement and synergize the existing strategies of promoting EBF by HEPs.39 Participating in any social activity
was also a positive driver of satisfaction with the new approach. This nature of the intervention promotes social support,
information exchange, and break urban social distancing which is all easier for those who participate in social activities.
This finding supports the sustainability (scale-up) of the PDAwhich could minimize the negative perceptions about EBF
prevailing in the community. This means, through this approach, those who feel as EBF is impossible, non-beneficial,
and not supported by the community, could be encouraged to practice and get satisfied by the support.5,39 Without
improving end-users’ satisfaction, achieving the desired outcome such as EBF may not be possible.15,17–19 The observed
level of satisfaction with PDA might be one of the reasons for the reported effectiveness in the earlier study.5

Implications and Limitations of the Study
The observed level of satisfaction and identified predictors imply that although all respondents are living in the same city,
community/cluster level variation can differently influence end-users satisfaction beyond their individual differences.
Hence, community-based interventions such as the one used in the earlier trial should be well-informed by contextual
factors with special due attention to the community-level factors as emphasized by other evidences.33,35 This means,
PDA as an intervention to promote EBF can satisfy end-users if its multi-level predictors are considered during
intervention regardless of the positive deviants’ educational status, common living area with the mother to be supported,
and existence of functional HDA. The measures of variation confirm that factors influence satisfaction should be
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considered while designing PDA to promote EBF in similar settings. Although some variation is inevitable, it could be
minimized to ensure that majority of the clients/users are satisfied by considering the two-level factors that explained part
of the unexplained variations (42.6%).

Our study had some limitations, such as self-report bias, recall bias, social desirability bias, and misclassification bias
while dichotomizing at analysis. To minimize reporting bias, participants were assured about the study objectives and
anonymity. Recall bias is a possibility since this survey was conducted as a follow-up study after 18 months of the actual
intervention. However, this may not be much of a problem since the intervention period was 7 months with intensive and
active involvement of the users. To minimize misclassification bias during analysis, the standardized mean score was
used30,31 and the data were normally distributed. In fact, this is more relevant for only cluster-level analysis, unlike ours
which was both at individual and clusters level. Multi-level factors might not be restricted only to those variables
included in this study; rather other factors could be there to explain the unexplained variations in satisfaction.

Conclusion
Overall, more than half of the end-users of the PDA intervention were satisfied. The total variability in users’ satisfaction
with PDA was well explained by the five satisfaction measurement scales for which the user empowerment contributed
the highest. A higher satisfaction implies the higher responsiveness of the approach to the need of the mothers and their
relevant others in practicing and promoting EBF. End-users satisfaction was predicted by two-levels such as individual
and community factors. The final mixed-effect model revealed that participants’ age, occupation, experience of BF/
support, knowledge of BF, attitude toward EBF, self-efficacy to BF, main source of BF information, previous home visit/
support received from HEPs, participation in any social activities and perceived community-level support for BF were
independent predictors. These confirm the context-based nature of the approach that is sensitive to such variability.
Therefore, to use PDA as an intervention to promote EBF, the two-level factors should be considered to satisfy mothers
and their relevant others.
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