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A B S T R A C T

Stunting, decidedly prevalent in Ethiopia, is a reduction of linear growth associated with a series of adverse
consequences. However, little is known about its determinants and factors associated in Ethiopia and elsewhere.
Therefore, this study aimed to determine major undelying factors associated with risk of stunting among under-
five children in Ethiopia. We used the 2016 Ethiopian Demographic and Heath Survey (EDHS) data and analysed
a total of 11,023 children aged 0–59 months' data. Bivariate and multivariate logistic regression were fitted to
identify key predictors and factors associated with stunting. Results show that, household and demographic
factors such as maternal education (AOR: 0.67, 95% CI: 0.51, 0.89), wealth index (AOR: 0.65 (0.54, 0.78), sex of
child (AOR: 0.78 (0.72, 0.85), possession of refrigerator (AOR: 0.57 (0.36, 0.89), possession of television and
others like twin birth, house main floor material, types of cooking fuel were significantly association with
stunting. Among dietary factors, early initiation of breast feeding; feeding powdered or fresh milk (AOR: 0.63
(0.52, 0.76); formula feeding (AOR: 0.41 (0.21, 0.81); consumption of organ meat(s) (AOR: 0.52 (0.32, 0.85) and
beta-carotene rich fruits and vegetables were significantly associated lower odds of stunting. Antenatal care (ANC)
follow-up, deworming during pregnancy (AOR : 0.11 (0.02, 0.74), institutional delivery (AOR : 0.64 (0.58, 0.71)
and birth size (AOR: 5.1 (1.64, 15.88) were among the health care factors associated with stunting of under-five
children. In conclusion, stunting is modulated by several household, dietary and healthcare factors, both at
household and community-level. Likewise; improving household income, women empowerment, dietary diversity
among mothers and children and improving maternal health care system are critical to mitigate under-five
stunting more rapidly.
1. Introduction

Globally, 149 million and in Africa, 59 million children under-five
years of age are stunted (UNICEF/WHO/WB, 2019). Unlike progressive
improvement in many parts of the world, Africa has left behind where the
number of stunted children is rising. More than a third of stunted chil-
dren live in Africa (UNICEF/WHO/WB, 2019). In Ethiopia, four in every
five (38%) children younger than five years are stunted, making the
country to have the highest burden of under nutrition (CSA, 2016).

Stunting, a major predictor of impaired cognitive ability and reduced
school and work performance, has been linked to multiple adverse health
outcomes that extend beyond childhood into adult life (Black et al.,
2008). The functional impairments associated with stunting are
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irreversible past the age of two years. Hence, timely and effective
intervention needs to be in place to improve the situation.

Generally, unlike substantial burden of the problem, little is known
about factors associated with stunting in many of the low-income settings
including Ethiopia. According to few of the available studies in Ethiopia,
stunting was associated with maternal education, short maternal stature,
maternal body mass index (MBI), child birth weight, diet and diarrheal
episodes (Berhe et al., 2019). A study in Afar, a pastoralist region in
Ethiopia, reported that preceding birth interval (less than 24 months),
antenatal care (ANC) follow up, access to latrine, colostrum feeding, and
duration of breast feeding were key predictors of stunting (Kahssay et al.,
2020). Other studies have also reported family size, maternal occupation,
duration of exclusive breastfeeding, fruit and vegetable production, land
n).
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Figure 1. Prevalence (%) of under-five stunting across regions in Ethiopia (CSA, 2016).
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ownership and complementary feeding practices predicting risk of
stunting in the country (Fikadu et al., 2014).

However, none of these studies were nationally representative and
used multi-dimensional data with large sample size. Likewise, more ev-
idence is needed from a nationally representative data and rigorous
analysis to inform policymakers and practitioners to implement more
effective interventions and programs addressing the persistent challenge
over long years. In this study, we conducted an in-depth analysis of the
2016 Ethiopian Demographic Health Survey (EDHS) data, to determine
household, dietary and healthcare factors associated with stunting.

2. Methods

2.1. Data source

Data for this study was obtained from the EDHS 2016 up on
permission from ICF-DHS program to use the EDHS data. The EDHS is a
population-based household survey designed to provide representative
data for the country as a whole; the nine regional states and the two city
administrations. The study was conducted from January 18 to 27 June,
2016. Children age 0–59 months with anthropometry data (height-for-
age-z-scores) were considered in the analyses of risk factors of stunting
among under-five children. Missing values in the EDHS dataset were not
included in the analyses.
2.2. Variables

2.2.1. Outcome variable
Stunting (height-for- age-z- scores), the most common anthropo-

metric indicators used for monitoring undernutrition in children was
used as an outcome variable. Stunting was defined as children with their
length/height below 2 standard deviations from the WHO child growth
standards median for same age and sex (WHO, 2006).

2.2.2. Predicting variables
To analyze the risk factors of stunting among under-five children, the

study considered the following as predicting variables:

1) Household factors: Mother's level of education (no education, pri-
mary education, secondary education and higher education); wealth
index (poorest, poorer, middle, richer and richest); sex of child (male,
female); child in twin (single birth, 1st of multiple and 2nd of multi-
ple); house main floor material (cement/ceramic or wood, natural/
earth/sand and polishedwith dung); types of cooking fuel (electricity,
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kerosene/biogas/charcoal, wood/straws/grass and animal dung);
possession of household electricity (no, yes); possession of household
refrigerator (no, yes); possession of household television (no, yes) and
possession of mobile telephone (no, yes).

2) Dietary factors: Initiation of breast feeding (immediately, after 1 h
and hours missing); gave child tinned, powdered or fresh milk (no,
yes); gave child baby formula (no, yes); gave child meat, organ meats
and fish (no, yes); gave child beta-carotene rich vegetables (pumpkin,
carrots, etc.) (no, yes); gave child mangoes, papayas, other beta-
carotene rich fruits (no, yes) and gave child any dark green leafy
vegetables (no, yes).

3) Healthcare factors: Prenatal doctor or health officer (HO) (no, yes);
prenatal nurse or midwife (no, yes); deworming during pregnancy
(no, yes); place of delivery (home, health facility; delivery by
caesarean section (no, yes); child size at birth (larger than average,
average and smaller than average) and recent diarrhea (no, yes).
2.3. Ethical statement

The data were analyzed after the purpose of the analysis was
communicated and approved by ICF-DHS program. Ethical clearance for
the survey was provided by the Ethiopian Public Health Institute (EPHI)
review board, the National Research Ethics Review Committee (NRERC)
at the Ministry of Science and Technology, and the Institutional Review
Board of ICF Macro International.
2.4. Statistical analysis

The data analysis was done using SPSS version 20. Both bivariate and
multivariate logistic regression analysis was used to determine factors
associatedwith understanding. For all analyses, p-values less than 0.05 (P
< 0.05) were considered to be statistically significant. The resulting odds
ratios with their corresponding 95% CI were presented in all the tables.

3. Results

3.1. Sociodemographic characteristics

A total of 11,023 children were included in the analysis, of which
9,494 (86%) were male and 1529 (14%) were female. The analysis
showed that the majority (89%) of the study participants were from the
rural setup, about two third (66%) of the mothers and nearly half of
(46%) of their husbands had no education and almost all (94%) of the
mothers were married. In terms of household index, about a quarter



Table 1. Household factors associated with stunting in Ethiopia.

Predicting variables N (%) Outcome variable P-value

Stunting

COR (95%CI) AOR (95% CI)

Mother's level of education

� No education 7284 (66.1) 1

� Primary education 2951 (26.8) 0.77 (0.69, 0.84) ** 0.92 (0.83, 1.03) 0.155

� Secondary education 514 (4.7) 0.38 (0.30, 0.48) ** 0.67 (0.51, 0.89) ** 0.006

� Higher education 274 (2.5) 0.29 (0.21, 0.42) ** 0.69 (0.42, 1.16) 0.164

Wealth index

� Poorest 2636 (23.9) 1

� Poorer 2520 (22.9) 0.92 (0.82, 1.04) 0.91 (0.79, 1.04) 0.181

� Middle 2280 (20.7) 0.74 (0.65, 0.84) ** 0.73 (0.63, 0.86) ** 0.00

� Richer 1999 (18.1) 0.65 (0.57, 0.74) ** 0.65 (0.54, 0.78) ** 0.00

� Richest 1588 (14.4) 0.42 (0.36, 0.48) ** 0.82 (0.62, 1.08) 0.155

Sex of child

� Male 5725 (51.9) 1

� Female 5298 (48.1) 0.78 (0.72. 0.85) ** 0.78 (0.72, 0.85) ** 0.00

Child in twin

� Single birth 10730 (97.3) 1

� 1st of multiple 146 (1.3) 1.80 (1.26, 2.58) ** 2.16 (1.47, 3.19) ** 0.00

� 2nd of multiple 146 (1.3) 2.34 (1.58, 3.46) ** 2.43 (1.61, 3.65) ** 0.00

House main floor material

� Cement/ceramic or wood 1466 (13.3) 1

� Natural/earth/sand 5975 (54.2) 2.09 (1.81, 2.41) ** 1.33 (1.08, 1.64) ** 0.007

� Polished with dung 3582 (32.5) 2.37 (2.05, 2.75) ** 1.57 (1.27, 1.93) ** 0.00

Types of cooking fuel

� Electricity 305 (2.8) 1

� Kerosene/biogas/charcoal 542 (4.9) 1.06 (0.74, 1.52) 0.62 (0.41, 0.93) ** 0.019

� Wood/straws/grass 9372 (85.0) 2.22 (1.65, 2.99) ** 0.64 (0.43, 0.93) ** 0.02

� Animal dung 804 (7.3) 3.03 (2.18, 4.21) ** 1.04 (0.68, 1.57) 0.87

Possession of household electricity

� No 9316 (84.5) 1

� Yes 1706 (15.5) 0.53 (0.47, 0.60) ** 0.93 (0.75, 1.15) 0.489

Possession of household refrigerator

� No 10682 (96.9) 1

� Yes 340 (3.1) 0.22 (0.15, 0.31) ** 0.57 (0.36, 0.89) ** 0.014

Possession of household television (TV)

� No 10072 (91.4) 1

� Yes 950 (8.6) 0.34 (0.28, 0.41) ** 0.59 (0.44, 0.80) ** 0.001

Possession of mobile telephone

� No 9227 (83.7) 1

� Yes 1795 (16.3) 0.51 (0.45, 0.58) ** 0.87 (0.74, 1.02) 0.075

**P < 0.05, COR: Crude odd ratio, AOR: Adjusted odd ratio, CI: Confidence interval.
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(24% and 23%) of the households were in the poorest and poorer wealth
quintiles, respectively.

3.2. Magnitude and burden of stunting

The overall prevalence of childhood stunting in Ethiopia was 38%.
There were regional variations, with Amhara, Benishangul-Gumuz, Afar
and Dire Dawa regions having a higher prevalence of stunting, while the
lowest prevalence of stunting was found in Addis Ababa (Figure 1). Rural
areas had a higher prevalence of stunting than urban areas.

3.3. Factors associated with stunting

3.3.1. Household factors
The bivariate and multivariate logistic regression analysis results for

household factors associated with stunting are indicated in (Table 1). The
3

risks of stunting were inversely related to mother's education level; the
more schooling a mother had, the less likely her child was to be stunted
(AOR: 0.67, 95% CI: 0.51, 0.89) than whose mothers who had never
attended formal education. Lower economic status was associated with
childhood stunting, the poorest households (lowest wealth index) had
significantly higher odds of stunting relative to those in the richer (AOR:
0.65, 95% CI: 0.54, 0.78) households (Table 1). Male child, child in twin
(both 1st and 2nd multiple), house main floor material made from natu-
ral/earth/sand or polished with dung, households that do not possess
refrigerator and television were significantly associated with under-five
stunting.

3.3.2. Dietary factors
The results of our bivariate and multivariate logistic regression

analysis to examine dietary factors associated with under-five stunting
are presented in (Table 2). Children who had delayed (by 1 h) initiation



Table 2. Dietary factors associated with stunting in Ethiopia.

Predicting variables N (%) Outcome variable P-value

Stunting

COR (95%CI) AOR (95% CI)

Initiation of breast feeding

� Immediately (within 1 h) 7703 (84.9) 1

� After 1 h 305 (3.4) 1.12 (0.88, 1.44) 1.56 (1.14, 2.14) ** 0.005

� Hours missing 1060 (11.7) 1.08 (0.94, 1.24) 1.00 (0.84, 1.20) 0.984

Gave child tinned, powdered or fresh milk

� No 5914 (86.2) 1

� Yes 950 (13.8) 0.63 (0.54, 0.75) ** 0.63 (0.52, 0.76) ** 0.00

Gave child baby formula

� No 6772 (98.7) 1

� Yes 93 (1.3) 0.29 (0.15, 0.55) ** 0.41 (0.21, 0.81) ** 0.011

Gave child meat (beef, pork, lamb, chicken, etc.)

� No 6590 (96.0) 1

� Yes 274 (4.0) 0.59 (0.44, 0.81) ** 0.79 (0.55, 1.13) 0.191

Gave child liver, heart, other organs meat

� No 6695 (97.5) 1

� Yes 169 (2.5) 0.41 (0.27, 0.63) ** 0.52 (0.32, 0.85) ** 0.008

Gave child fish or shellfish

� No 6803 (99.1) 1

� Yes 61 (0.9) 0.44 (0.23, 0.84) ** 0.69 (0.34, 1.43) 0.327

Gave child eggs

� No 6056 (88.2) 1

� Yes 808 (11.8) 0.86 (0.73, 1.02) 1.05 (0.86, 1.28) 0.66

Gave child beta carotene rich vegetables like pumpkin, carrots, etc.

� No 6292 (91.7) 1

� Yes 572 (8.3) 0.68 (0.56, 0.84) ** 0.72 (0.56, 0.91) ** 0.006

Gave child mangoes, papayas, other beta carotene rich fruits

� No 6248 (91.0) 1

� Yes 616 (9.0) 0.65 (0.54, 0.79) ** 0.77 (0.61, 0.98) ** 0.031

Gave child any dark green leafy vegetables

� No 6207 (90.4) 1

� Yes 657 (9.6) 1.09 (0.92, 1.30) 1.28 (1.03, 1.60) ** 0.03

**P < 0.05, COR: Crude odd ratio, AOR: Adjusted odd ratio, CI: Confidence interval.
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of breast feeding had a 56%, (AOR: 1.56, 95% CI: 1.14, 2.14) more risk of
stunting than those who had immediately breastfeeding after birth.
Under-five children who were fed with tinned, powdered, or fresh milk
had a 37% (AOR: 0.63, 95% CI: 0.52, 0.76) less risk of stunting compared
to those who didn't. Similarly, under-five children who were fed with
baby formula had 59% (AOR: 0.41, 95% CI: 0.21, 0.81) less risk of
stunting compared to those children who did not had baby formula.

With regards to the consumption of meat and other meat related
items, our study showed that, under-five children who were fed with
flesh foods (meat, fish, poultry, organ meats) had close to half (52%)
(AOR: 0.52, 95% CI: 0.32, 0.85) lower risk of stunting compared to those
who were not fed with either. Similarly, children who were fed with beta-
carotene rich vegetables such as pumpkin, carrots and mangoes, papayas,
other beta carotene rich fruits had a 28% and 23% (AOR: 0.72, 95% CI:
0.56, 0.91) and (AOR: 0.77, 95% CI: 0.61, 0.98) lower risk of stunting
respectively.

3.3.3. Healthcare factors
The findings from the analysis of logistic regression of healthcare

factors associated with under-five stunting is presented in (Table 3).
Women who obtained deworming services during pregnancy had an 89%
(AOR: 0.11, 95% CI: 0.02, 0.74) lower risk of stunting than those who
didn't get deworming. In the same way, children born at health facility
had a 36% (AOR: 0.64, 95% CI: 0.58, 0.71) less risk of stunting compared
4

to those who were born at home. Child birth size was also the other
health related predictor of child stunting; as such babies who had small
(less than average) birth size had a fivefold (AOR: 5.1, 95% CI: 1.64,
15.88) increased risk of stunting (Table 3).

4. Discussion

This study, aimed to determine household, dietary and healthcare
factors associated with stunting in Ethiopia. Among household factors,
mother's education was identified as an important predictor of stunting.
As the mother is more educated, the odds of stunting reduced. Educated
mothers are believed to provide better childcare, nutritional and health
issues for their children. This is consisitent with previous studies from
Bangladesh (Mistry et al., 2019), Democratic Republic of Congo (Kismul
et al., 2018), Ethiopia (Berhe et al., 2019; Kahssay et al., 2020), Kenya
(Abuya et al., 2012), and Rwanda (Binagwaho et al., 2020). Another
significant factor attributed to stunting was wealth index. Children born
from poor family were at higher risk of stunting. Our findings are in lined
with previous studies (Apio et al., 2019; Beal et al., 2018; Binagwaho
et al., 2020; Bogale et al., 2020; Kismul et al., 2018; Karlsson et al., 2020;
Tusting et al., 2020).

In this study male children were more likely to be stunted. This is
inline with the findings of previous studies (Beal et al., 2018; Binagwaho
et al., 2020; Haile et al., 2016; Mistry et al., 2019; Wamani et al., 2007).



Table 3. Healthcare factors associated with stunting in Ethiopia.

Predicting variables N (%) Outcome variable P-value

Stunting

COR (95% CI) AOR (95% CI)

Prenatal doctor or health officer (HO) follow-ups

� No 7007 (92.3) 1

� Yes 583 (7.7) 0.65 (0.53, 0.79) ** 0.39 (0.06, 2.35) 0.302

Prenatal nurse or midwife follow-ups

� No 4281 (54.7) 1

� Yes 3308 (43.6) 0.85 (0.76, 0.93) ** 1.76 (0.43, 7.14) 0.432

Deworming during pregnancy

� No 7158 (94.3) 1

� Yes 432 (5.7) 0.86 (0.69, 1.06) 0.11 (0.02, 0.74) ** 0.023

Place of delivery

� Home 7997 (72.6) 1

� Health facility (health post, hospital, etc.) 3026 (27.4) 0.64 (0.58, 0.71) ** 0.64 (0.58, 0.71) ** 0.009

Delivery by caesarean section

� No 10810 (98.1) 1

� Yes 213 (1.9) 0.46 (0.32, 0.65) ** 1.14 (0.10, 12.93) 0.914

Child size at birth

� Larger than average 3485 (31.6) 1

� Average 4580 (41.6) 1.11 (1.01, 1.23) ** 0.51 (0.16, 1.59) 0.247

� Smaller than average 2958 (26.8) 1.49 (1.34, 1.66) ** 5.1 (1.64, 15.88) ** 0.005

Recent diarrhea

� No 9190 (88.2) 1

� Yes 1227 (11.8) 1.12 (0.99, 1.27) 0.09 (0.01, 0.63) ** 0.015

**P < 0.05, COR: Crude odd ratio, AOR: Adjusted odd ratio, CI: Confidence interval.
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Gender variation in stunting is still unclear, although some researchers
have argued that this disparity is more prevalent among poor households.
However, the biological factors, living conditions, and differences in
maternal feeding patterns that likely cause growth differences among sex
needs further investigation. Similarly, our study showed that twin chil-
dren were more stunted than a single child. This result is in agreement
with previous study by Yaya et al. (2020) who reported, multiple-birth
children were 2.09 times more likely to be stunted compared with a
singleton. This is due to the fact that, managing twins is more difficult
thanmanaging single child, there by it requires twofold the resources and
efforts.

Our study also shows that house main floor material, types of cooking
fuel, possession of refrigerator, and television were a significant impact
on under-five stunting. This is in line with a previous study by Tusting
et al. (2020) who reported that, improved housing made from
cement/ceramic was strongly associatedwith reductions in stunting. This
might be explained that improved housing is associated with lower
chances of infectious and diarrhoeal diseases as a result, stunting is
reduced.

Interestingly, our study also shows that households with refrigerator
reduces stunting significantly. This result is inline with a previous study
(Karlsson et al., 2020). This might be, refrigerators can reduce food
spoilage and extend shelf life, there by improving food and nutrition
security. Owning television also reduces the odds of stunting, which
supports the importance of mass media for nutrition and health in-
terventions. A previous study in Tanzania by Alexander et al. (2019) also
reported, media access is associated with improved knowledge towards
hygienic practices, which has a positive health outcome. Another study
by LeFevre et al. (2019) reported that having mobile phone may affect
child health positively by providing information through mhealth
applications.

However, having refrigerator, television and improved housing are
deepened on the household income. But, having good income is not a
grantee to have refrigerator, television and built improved houses in
5

rural areas in Ethiopia. Most people are resistant to change, preferred to
lead traditional life.

Concerning the dietary factors, early initiation of breast feeding had
lower odds of stunting. This is in agreement with a previous study by
Muldiasman et al. (2018), who reported that early initiation of breast-
feeding reduces the odds of stunting among young children. Early initi-
ation to breastfeeding ensures that the baby gets colostrum that increases
the child's immunity to infection. Further, early breastfeeding initiation
is one of the entrances to successful breastfeeding at a later time and
ensures children receive appropriate nutritional intake, that can reduce
the risk of stunting (Black et al., 2008; WHO, 2014).

Generally, consumption of animal source foods (especially milk and
milk products and flesh foods (organ meats) appeared to be associated
with a decreased risk of stunting in our study. This finding is inline with
previous studies by (Darapheak et al., 2013; Herber et al., 2020; Krasevec
et al., 2017; Krebs et al., 2011). The possible explanation might be, milk
contains calcium and insulin like growth factor-1, in addition to the
macronutrients, that are of major relevance for children's development
and growth. Similarly, meat contains better amino acid and iron profiles
which is very important in child growth and development (Esfarjani
et al., 2013). Similarly, consumption of baby formula is associated with a
decreased risk of stunting. Baby formula is given to infants (up to the age
of six months) if the mother does not produce enough breast milk, that is
the breast milk is unable to satisfy the infants requirements. Baby formula
is also given to infants if the breast milk is assumed to be low quality, the
mother has low economic status (Bosch et al., 2009). However, this does
not mean it is better than breast milk.

Our study also shows that consuming beta-carotene rich fruits and
vegetables are significantly reduces the risks of stunting. This is inline
with a previous study in Ethiopia by Mohammed et al. (2019) who re-
ported that, consumption of beta-carotene rich fruits and vegetables were
associated with lower chances of co-occurrence of anemia and stunting.
This might be due to the role of vitamin A in promoting growth, thereby
reducing stunting (Semba et al., 2010).
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The healthcare factors, such as ANC follow-ups, especially with
doctors/HO (bivariate analysis result) were associated with under-
five stunting. A previous study in Ethiopia by (Kahssay et al.,
2020) also reported that, children whose mother had no ANC
follow-up were 2.81 times more stunted than those mothers that had
ANC follow up. This is might be, access to ANC visit during preg-
nancy is important for the mother to be aware of healthy eating
during pregnancy and the importance of breastfeeding as well as
complementary feeding practices. However, in this study the multi-
variate analysis was not significant. This might be, the ANC would
not be able to enhance mothers' knowledge and attitude about
healthy eating during pregnancy and proper breastfeeding and
complementary feeding practices after delivery. Lack of proper
monitoring by health extension workers (HEWs) and the economical
status of the mothers’ might also be the reason why ANC follow ups
was not decreased the odds of stunting.

Deworming was a risk factor for under-five stunting in this study.
However, a previous study by Thayer et al. (2017) reported that
deworming did not show consistent benefits for pregnant women and
growth in children. Another risk factor attributed to stunting was place of
delivery. Our results show that babies born at health facilities had less
risk of stunting than those born at home. This is in line with a previous
study (Budhathoki et al., 2020; Mtoi and Nyaruhucha, 2019). This might
be due to the fact that, delivery at health facilities is a good opportunity
for the mothers as well as the child, for early initiation of breast feeding
and to get access to vaccinations. Child birth size was also found to be
associated with stunting. Our result is in agreement with previous studies
(Berhe et al., 2019; Binagwaho et al., 2020; Budhathoki et al., 2020;
McGovern, 2019; Mistry et al., 2019; Singh et al., 2017; Woldeamanuel
and Tesfaye, 2019), who reported that low birth weight babies were at
higher risk of stunting.

Overall, this study has several strengths. One of its strengths is that,
nationally representative data collected by the CSA, MOH, and EPHI with
a large sample size was used, that is adequate to analyze the risk factors
for under-five stunting. However, the study has some limitations. The
study was cross-sectional, it was unable to examine causation or seasonal
variation of nutritional outcomes. Further, the information examined in
this study depended on the mother's recall ability.

5. Conclusion

Our study identified a series of risk factors, such as no formal edu-
cation in mother, wealth index, sex of child, child in twin, house main
floor material, absence of refrigerator and television, consumption of
(baby formula, flesh foods, beta-carotene rich fruits and vegetables), ANC
follow-ups, deworming, place of delivery and size of child at birth were
the factors associated with stunting. Therefore, the influence of these
factors should be considered to tailor strategies for reducing under-five
stunting in Ethiopia.
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