
 
;’ 

i 
 

 

 

DEBRE BERIHAN UNIVERSITY 

COLLEGE OF HEALTH SCIENCE 

DEPARTMENT OF PUBLIC HEALTH 

DETERMINANTS OF ACUTE DIARRHEA AMONG CHILDREN AGED 6-

59 MONTHS IN PUBLIC HEALTH FACILITIES IN SEYADEBRINA 

WAYU DISTRICT, NORTH SHOA ZONE, AMHARA REGIONAL STATE, 

ETHIOPIA. 

BY 

NATNAEL MULUSHEWA 

A THESIS SUBMITTED TO THE DEPARTMENT OF PUBLIC HEALTH, 

COLLEGE OF HEALTH SCIENCES,   DEBRE BERHAN UNIVERSITY 

FOR PARTIAL FULFILMENT OF THE DEGREE OF MASTER OF 

PUBLIC HEALTH IN EPIDEMIOLOGY. 

                                                                                                 JUNE, 2019 

DEBRE BERHAN, ETHIOPIA 

 



 
;’ 

ii 
 

DEBRE BERIHAN UNIVERSITY 

COLLEGE OF HEALTH SCIENCE 

DEPARTMENT OF PUBLIC HEALTH 

Determinants of acute diarrhea among children aged 6-59 months in Public 

Health Facilities in Seyadebrina Wayu District, North Shoa Zone, Amhara 

Regional State, Ethiopia. 

To Be Approved By The Examining Board:                     Signature  

Advisor: Mr. Behailu Tariku (MSc, Assistant Professor)  _________________ 

Internal Examiner: Mr. Wassai Negash ( MPH, Assistant Professor) _______           

 

 

 

 

 

 

  



 
;’ 

iii 
 

 

  



 
;’ 

i 
 

Acknowledgments 

First and for most, my deepest gratitude goes to my advisor  Mr. Behailu Tariku for his 

continuous, unreserved, and valuable advice throughout the developing of the thesis. I would like 

to thank Department of Public Health, Collage of Health   Sciences, Debre Berhan University for 

giving the chance of preparing this thesis.  I would like to thanks instructors of public health 

department for their constructive advice throughout my thesis work.  I am also very glad to 

forward my special thanks for unlimited assistance of Seyadebrina Wayu District Health Offices 

for their cooperation and provision of necessary information for this study. My 

acknowledgement goes to study participants for their willingness to participate in the study; I 

also want to extend my gratitude to supervisor and data collectors. 

 

 

 

 

 

 

 

 

 

 

 



 
;’ 

ii 
 

Acronyms 

CDC   Communicable Disease Control 

CSA   Central Statistical Agency  

DBU-  Debre Berhan University 

EDHS  Ethiopian Demographic Health Survey 

IPD  In patient Department 

OPD   Out Patient Department 

OR  Odd Ratio  

SPSS  Statistical Package for Social Science 

USAID United States Aid for International Development  

WHO   World Health Organization 

 

 

 

 

 

 

 



 
;’ 

iii 
 

Table of content 

Acknowledgments .......................................................................................................................... i 

Acronyms ....................................................................................................................................... ii 

Table of content ............................................................................................................................ iii 

List of Tables ................................................................................................................................. v 

List of Figures ............................................................................................................................... vi 

Abstract ........................................................................................................................................ vii 

1. Introduction ........................................................................................................................... 1 

1.1. Background ........................................................................................................................ 1 

1.2. Statement of the problem .................................................................................................. 3 

1.3. Significance of the study .................................................................................................... 5 

2. Literature Review .................................................................................................................. 6 

3. Objectives................................................................................................................................. 14 

4. Materials and Methods ....................................................................................................... 15 

4.1. Study Area ........................................................................................................................ 15 

4.2. Study design and study period ........................................................................................ 17 

4.3. Population ......................................................................................................................... 17 

4.3.1. Source populations ............................................................................................................ 17 

4.4. Selection of Cases ............................................................................................................. 17 

4.5. Selection of controls ......................................................................................................... 18 

4.6. Inclusion and Exclusion Criteria .................................................................................... 18 

4.7. Sample size determination .............................................................................................. 18 

4.8. Sampling techniques ........................................................................................................ 19 

4.9. Variables ........................................................................................................................... 21 

4.10. Operational Definitions................................................................................................ 22 



 
;’ 

iv 
 

4.11. Data collection tools and methods .............................................................................. 23 

4.12. Data quality management ............................................................................................ 23 

4.13. Data Processing and Analysis ..................................................................................... 24 

4.14. Ethical Considerations ................................................................................................. 26 

5. Results ................................................................................................................................... 27 

6. Discussion ............................................................................................................................. 40 

7. Conclusion ............................................................................................................................ 45 

8. Recommendations ................................................................................................................ 46 

9. References ............................................................................................................................. 47 

10. Lists of Annex’s ................................................................................................................ 53 

 

 

 

 

 

 

 

 

 

 

 

 



 
;’ 

v 
 

List of Tables 

Tables                                                                                                                                     page 

Table1: Model describing the hierarchical logistic regression analysis on the determinants of 

acute diarrheal disease among children aged 6-59 months in Public health facility in Seyadebrina 

Wayu district, Ethiopia, 2019. ...................................................................................................... 25 

Table2: Distribution of study participants by socio-demographic characteristics, Seyadebrina 

Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. .............................................. 28 

Table3: Environmental conditions of study participant’s by cases and controls, Seyadebrina 

Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. .............................................. 30 

Table 4: Behavioral factors of study participants in relation with acute diarrhea, Seyadebrina 

Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. .............................................. 33 

Table 5: Summary of the Multivariable logistic regression analysis of the relative effect of 

determinants on acute diarrhea among children aged 6-59 months who visited selected Public 

Health facilities   in Seyadebrina Wayu District, Ethiopia, 2019. ................................................ 37 

 

 

 

 

 

 

 

 

 



 
;’ 

vi 
 

List of Figures 

Figures                                                                                                                                    page                         

Figure1: Conceptual framework potential determinants of acute diarrhea in 6-59 months children 

in Seyadebrina Wayu district, 2019. ............................................................................................. 13 

Figure2: map of study area: Geographical location of Seyadebrina Wayu district, North Shoa, 

Amhara Region, Ethiopia, 2019. ................................................................................................... 16 

Figure3; Sampling procedures of cases and controls in Seyadebrina Wayu district, North Shoa  

Zone,  Amhara region, Ethiopia, 2019. ......................................................................................... 20 

Figure 4: Place of solid waste disposal in cases   and controls of mothers’/caretakers Seyadebrina 

Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. .............................................. 31 

Figure 5: Current breast feeding status of respondents among cases and controls in Seyadebrina 

Wayu District, North Shoa Zone, Amhara Region, Ethiopia, 2019. ............................................ 34 

Figure 6: Child feeding methods of the respondents among cases and controls in Seyadebrina 

Wayu District, North Shoa Zone, Amhara Region, Ethiopia, 2019. ............................................ 34 

Figure7:Age of children (cases and controls) at which supplementary feeding was started in 

Seyadebrina Wayu District, North Shoa Zone, Amhara Region, Ethiopia, 2019. ........................ 35 

 

 

 

 

 

 

 

 

 

 

file:///C:/Users/DELL/Desktop/Natnael%20Mulushewa%20%20Thesis.docx%23_Toc12878894
file:///C:/Users/DELL/Desktop/Natnael%20Mulushewa%20%20Thesis.docx%23_Toc12878894


 
;’ 

vii 
 

Abstract 

Background: Acute diarrhea is a major common cause of morbidity and second leading cause of 

child death in the world. The disease accounts for 1.3 million deaths in resource-limited 

countries including Ethiopia. Even though there were studies that were done on childhood 

diarrhea in our country, they were limited analytical studies design to determine associated 

factors of acute diarrhea.  

Objectives: This study was intended to asses potential factors associated with acute diarrhea in 

younger children aged 6-59 months in public health facility in Seyadebrina Wayu District, North 

Shoa, Amhara Regional State, Ethiopia, 2019. 

Methods: Facility based unmatched case control study design on sample population of 105 cases 

and 210 controls were conducted from March 12
th

 2019 to May 12
th

 2019. Systematic random 

sampling technique was used to select study subjects. Standardized structured questionnaire for 

data collection, Epi-data V 3.1 for data entry and SPSS version 20.0 for data analysis were used. 

Odd ratio with 95% CI was employed to test the significant association. Multiple logistic 

regression analysis was employed to evaluate independent effect of covariates on the acute 

diarrhea. 

Results: The odds of experiencing acute diarrhea was significantly higher among children: 

mothers/caregivers hand washing practices with water only [AOR: 3.75, 95% CI: (1.16- 12.13)], 

inappropriate disposal of infant feces [AOR: 11.01, 95% CI: (3.37-35.96)], drinking water not 

treatment at home [AOR: 9.36, 95% CI: (2.73-32.08)], consume leftover food [AOR: 5.52, 95% 

CI: (1.60-19.03)], average monthly family income 501-1000 ETB [AOR: 6, 22, 95% CI:(1.30-

29.64)], and having mothers’/caregivers poor knowledge of major risk factors were the  

independent predictors of acute diarrhea.  

Conclusion: Majority of identified finding have strong associations with maternal or caretaker’s 

behavior. Letting the community giving multi level interventions are recommended to alleviate 

the problem of children aged 6-59 months acute diarrhea. 

Keywords: Acute Diarrhea, Children Aged 6-59 Months, Seyadebrina Wayu District, Determinants  
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1. Introduction 

1.1. Background 

The World Health Organization defines as “Diarrhea is defined as the passage of three or more 

loose or liquid stools per day (or more frequent passage than is normal for the individual). 

Frequent passing of formed stools is not diarrhea, nor is the passing of loose, "pasty" stools by 

breastfed babies”. It is caused by bacterial, viral, and parasitic organisms and is usually a 

symptom of gastrointestinal infection which can be caused by a variety of bacterial, viral and 

parasitic organisms. transmitted through the fecal- oral route and is spread through contaminated 

food and drinking water or from person to person as a result of poor hygiene and sanitation(1). 

Acute diarrhea is a diarrhea characterized by abrupt onset of frequent, watery, loose stools with 

blood or without blood, and mucus in feces lasting less than two weeks. Usually, acute watery 

diarrhea episodes subside within 72 hours of onset. It may be accompanied by flatulence, malaise 

and abdominal pain. Nausea, vomiting may occur and also fever may be present(2).  

Acute diarrhea is a major public health problem in the world. Next to pneumonia, it is the 

leading cause of death in children under five years old. Globally, there are nearly 1.7 billion 

cases of childhood diarrheal disease every year(1). More than half of under-five child deaths are 

attributable to diseases that are easily preventable and treatable through simple, cost effective, 

and affordable interventions. Strengthening health systems to provide such interventions to all 

children will potentially save children (1).In the developing countries, acute gastroenteritis is one 

of the most common causes of consultation in the emergency room and admission among the 

pediatric age group(3). Morbidity in young children is a serious problem because early childhood 

is a critical period in terms of development. Physical growth and cognitive pathways during this 

period is faster than during any other time. Disruption of these processes by acute diarrhea in the 

short term can lead  to mortality and have long term consequences (4). 

Annually, it is estimated that, 1.3 million deaths associated with diarrheal diseases with most 

occurring in resource-limited countries. Young children living in Africa and south-east Asia dies 

due to acute diarrheal diseases secondary to acute gastroenteritis. The youngest children are most 

vulnerable with the incidence of severe gastroenteritis being highest in the first 2 years of life. 
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Morbidity due to diarrhea is further concentrated in marginalized communities within resource 

limited countries. Despite improvements in standard of living, advances in sanitation, water 

treatment and food safety awareness, diarrheal disease still accounts for significant economic and 

societal losses (4). In Ethiopia, diarrheal diseases are major contributors to under-five mortality. 

According to the 2016 Ethiopia Demographic and Health Survey report,12% of under-five 

children had a diarrheal episode and among sick children under 5, about 56 percent for whom 

advice or treatment was not  sought in the 2 weeks before the survey(5). Studies conducted in 

Amhara Regional States, Ethiopia revealed that diarrhea is one of the common causes of under-

five mortality; the prevalence’s ranges from 8% to 32 % that is in Mecha district 8%, Farta 

Woreda 17%, Dejen District 24%, Jabithennan District 25%, Bahir Dar Town 27%, and Debre 

Birehan Town 32% (6, 7, 8, 9, 10).  

Children’s health is affected by environmental conditions as well as by their family's 

socioeconomic status. Socioeconomic factors do not directly affect the risk of diarrhea. Many of 

the risk factors for contracting diarrheal illness are associated with poor socioeconomic 

conditions, such as lacking access to safe water and sanitation, poor hygiene practices and unsafe 

human waste disposal. 

 Low socioeconomic status can limit access to health care and education, and can affect diet, 

housing conditions and other factors that increase likeliness of exposure to infectious organisms 

or reduce resistance to infectious diseases. Children in households with lower socioeconomic 

status receive oral rehydration therapy (fluids taken by mouth to prevent or treat dehydration) 

less often than children in households with higher socioeconomic status (11,12). The same is true 

in 9Seyadebrina Wayu district, North Shoa, Amhara Regional States Ethiopia in which acute 

diarrhea is the common problem of children aged 6-59 months. As of 2017/18 annual 

performance report of health office, it was the top leading causes of under-five morbidity in the 

district. However, there was no scientific evidence of causative factors.  
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1.2. Statement of the problem 

Today, even with the dramatic gains made earlier in the fight against diarrhea, it is still the 

second-leading killer of children around the world. Every year, more than 1.4 million children 

die from diarrhea and pneumonia, particularly in settings with limited access to health services, 

nutritious foods, basic sanitation and hygiene(13). Children younger than 5 years accounted for 

40% of the diarrheal deaths even though they represent less than10% of the world’s population. 

One in eight deaths in this age group, or a total of approximately 499,000 annually, is attributed 

to diarrheal disease, 90% of which occurs in Sub-Saharan Africa and South Asia (14). 

Low and lower-middle income countries are home to 62% of the worlds under 5 populations, but 

account for more than 90 % of global pneumonia and diarrhea deaths. The very poorest countries 

carry a disproportionate share of the burden of death: more than 30% of all pneumonia and 

diarrhea deaths are concentrated in low-income countries, yet these countries are home to only 

15% of the world’s under 5 populations(13). Given the present importance and high priority of 

under-five mortality in the globe in general & in Ethiopia, in particular, a thorough 

understanding of the differentials and determinants of under-five mortality because of diarrhea is 

needed. 

Different factors are associated with the occurrence and distribution of acute diarrhea throughout 

world. Major determinants include socio-demographic factors, cultural factors, sub-optimal 

feeding, environmental factors, personal hygiene, contaminated complementary food feeding, 

treatment and feeding practice during illness, malnutrition, lack of vaccination services and 

micro-nutrient deficiency (12, 15, 17). All of these can be addressed by highly effective and low 

cost preventive and therapeutic interventions, such as breastfeeding promotion, improved water 

and sanitation, hand washing with the soap, rotavirus vaccine, zinc supplementation, vitamin A 

supplementation, oral rehydration solutions, and community case management for diarrhea, 

targeted antibiotic treatment of dysentery and suspected cholera.(14, 15). 

Although diarrheal disease mortality has decreased substantially in the past three decades and the 

occurrence and transmission of diarrheal diseases among under five all over Ethiopia have been 

extensively studied, much work is still needed to accelerate the reduction in burden in the most 
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vulnerable populations including undernourished children, people without reliable access to safe 

water and sanitation, and those without access to appropriate health care. The UN Inter Agency 

Group’s 2013 mortality estimate reported that Ethiopia’s under-five mortality rates were 68 per 

1000 live births respectively. Among  major causes of under-five mortality, based on the 2014 

WHO/CHERG estimates for Ethiopia,  next to  acute respiratory infection (ARI) (18%) 

diarrheal(9%)  is the second leading causes of under-five mortality(18). 

Most of studies conducted in Ethiopia being cross-sectional surveys, they may not have adequate 

power to ascertain the association of diarrheal disease with socio-demographic, environmental 

and behavioral conditions. Similarly, acute diarrhea was the common problem of Seyadebrina 

Wayu district in North Shoa, Amhara Regional States Ethiopia. As of 2017/18 annual 

performance report of health office, it was the top leading causes of under-five morbidity in the 

district.  Out of 9825 under five children,1440 (14.66%)  under five children sought the treatment 

at health institutions (19). Thus, the aim of this study to identify the potential determinants 

associated with the acute diarrhea in children aged 6-59 months in this district. 
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1.3. Significance of the study 

The rationale for selecting this problem area is due to the fact that identification of determinants 

of acute diarrhea helps local health care services to reduce morbidity and mortality due to acute 

diarrhea among young children through simple, immediate, and effective risk-reduction 

measures. The results of this study will be highlighted the current diarrhea risk factors among 

children aged 6-59 months living in Seyadebrina Wayu district. The findings will assist policy 

makers, planners and implementers of child health programs in the development of strategies and 

interventions to address morbidity burden of acute diarrhea. In addition, the study would 

contribute to the field of knowledge in diarrheal diseases and serve as an input for future research 

in this area.  
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2. Literature Review 

2.1. Magnitude of Diarrheal Morbidity  

Diarrhea is an infectious disease in which it refers to the passage of loose or watery stools or an 

increased frequency of stools for the child and occurs at some point in the life of nearly every 

child. It should not be confused with continuous passing of stools of normal consistency as 

breastfed babies often pass loose pasty stools that can be considered normal.  Diarrhea can lead 

to dehydration, which alters the child's natural balance of water, and to electrolyte (sodium, 

potassium, chloride) imbalance. It can be serious if not treated promptly(20). 

All children's stools can vary as a result of their diet. Development of stools that are runny, 

watery, or contain mucus is a significant change that should be monitored. The presence of 

visible blood or black stools is never normal and always requires medical attention. The most 

common cause of acute diarrhea is viral, bacterial, and parasitic infections in which all are 

contagious and parents/caretakers can assist in preventing spread of the infection. 

Microorganisms causing diarrhea are spread from hand to mouth; hand washing and separating 

food-handling and feces disposal (e.g., not changing diapers in the kitchen) are very important to 

preventing infection in family and other contacts.  

An estimated number of diarrheal cases is two billion across the world each year whereas 1.9 

million children aged below five years die of this disease in developing countries (21).Rotavirus 

is the leading cause of acute diarrhea and causes about 40% of hospitalizations for diarrhea in 

children aged  under 5 years old (20). 

Globally, diarrheal diseases are one of the leading causes of morbidity and mortality and 

accounts for more deaths in early childhood after the neonatal period. Diarrheal diseases are 

associated with an estimated 1.3 million deaths annually with most occurring in resource –

limited countries (4).In 2016, diarrhea was the 8
th

 leading causes of death among all ages and the 

5
th

leading causes of death among children younger than 5 years(22). 

A systematic analysis for the Global Burden of Disease Study  on diarrhea morbidity found an 

estimates 2·1 episodes  per child-year in 1990, and 1·9 episodes in 2016 (22). The highest rates 
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of child mortality are still in Sub-Saharan Africa where 1 in 9 children dies before age five, more 

than 16 times the average for developed regions (1 in 152 and Southern Asia (1 in 16). As under-

five mortality rates have fallen more sharply elsewhere, the disparity between these two regions 

and the rest of the world has grown(23). Research conducted in East Africa showed that 

prevalence of  diarrhea  in under five children was 24.8% in Burundian, 13.2%  in Rwandan, and 

13.91%  in Tanzanian(24). 

2.2. Determinants of Acute Diarrhea 

2.2.1. Socio demographic determinants 

In developing countries child health is determined by different factors. Childhood mortality and 

morbidity from different causes are significantly related to socioeconomic status of the child’s 

parent, which forms the immediate environment to the child. Support the importance of healthy 

environments on child health, even if these environments seem distant to the child health is 

crucial (25). 

Socioeconomic factors may affect, directly and indirectly, environmental, behavioral, nutritional, 

demographic risk factors with the exception of age and sex (26).  Different studies have assessed 

the relationship of parental education and family income/wealth with the occurrence of 

childhood diarrhea, more than any other socioeconomic status variables. And, many studies have 

shown a negative and significant relationship between the levels of parental education as well as 

family income and diarrheal morbidity in children (13, 23, 24).  

A studies  conducted at Gaza Strip pointed out that family monthly  income was significantly 

associated with acute diarrhea (24, 29)   but in other study  income is not significant (11).  

Mother’s educational level was found to have a strong association with diarrhea. Mothers can 

understand better the importance of child health if they are exposed to health promotion 

messages. Several studies on determinants of child health revealed that child survival in 

developing countries is highly associated with maternal education, more than with any other 

socioeconomic variables (12,26, 27, 28,29, 30) but contradict study done in Zambia (35). This is 
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so because the practices of educated women are quite different from those of uneducated women 

with regard to Pregnancy, childbirth, healthcare services utilization and childcare.  

There are also other factors that influence diarrheal morbidity in under-five children. These 

factors include family size or number of children in a family, maternal age and place of 

residence. Family size has been suggested as an important risk factor (17). When many people 

live together, the chance of contact with pathogens increases, and hygiene may deteriorate 

(27,28). A large number of children in a household may be more likely of having diarrhea 

because of crowding and competition for mother’s time and attention and other resources. A 

study revealed that mothers having children living in household three and above under five 

children were  more likely to experience diarrheal disease compared to children living in 

households with two under five children(27 ,32 ,24). 

The place of residence is one of the predictors of child health in general, diarrheal disease in 

particular. Children in urban areas where proper sanitation and water are available, and where 

modern treatment is more frequent will have a lower prevalence of diarrhea. Studies indicated 

that children living in rural areas were more likely to report diarrheal disease compared to 

children from urban areas(24, 26). The age of under-five child is one of the predictors of child 

health. A study revealed that the odds of getting acute diarrhea among children in age group of 6-

11 months were 2.4 times more compared to those found in age group of 36 and above months 

(17).  

2.2.2. Environmental determinants’  

The relationship between environmental factors and the occurrence of diarrhea in children has 

been addressed in a number of studies. Environmental factors include water quality and quantity, 

access to improved water sources, availability of toilet facilities, compound hygiene, housing 

condition, and refuse disposal. 

It is well documented that poor environmental situation is a major risk factor for diarrheal 

disease, as young children are often exposed to the ground, the dirt, and the contamination in the 

environment. Studies pointed out that children in the households who open dumped refuse 
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around the house had 2.22 times higher odds of having diarrhea compared to children in the 

households who used a waste disposal pit (33, 34). 

A Study conducted in Zambia  showed that those who had shared toilet facilities had an 

increased chance of having diarrhea than those who did not share (35). Research shows children 

living in household with non-improved toilet facility had 3.36 times higher odds of developing 

acute diarrhea than their counter parts (38). The quality and the quantity of water as well as the 

possibility of contamination by the time the water is ingested have impact on diarrhea morbidity. 

In terms of water access, sub-Saharan African cities are some of the worst off in the world, with 

20% of populations supplied by an untreated water source especially in informal settlement areas 

(4). A study that assessed determinants of childhood diarrhea in Zambia and Nigeria,  West 

Gojjam, Northwest Ethiopia, and Babile District revealed that children coming from households 

that obtain water from protected sources were less likely to have diarrhea as compared to those 

who get their water supply from unprotected sources(28, 31, 34, 35, 36).  

A study conducted in Pawi hospital ,Benishangul Gumeze showed that  broad necked equipment 

for water storage were more than 19 times greater risk of diarrhea, compared to children from 

households using jerry cans (narrow-necked water container) (9). 

A study indicated that children using main toilet and other types of toilet facilities such as 

bushes, diaper, and streams less likely to suffer from diarrhea (40). Whereas another study 

showed that the odds of having diarrhea in children disposed their stool improperly were more 

than two times higher to children disposed their stool in a latrine (30). Hand washing facility is 

the main determinate of child hood diarrhea. A study showed that children in the households 

without hand washing facilities had 1.92 times higher odds of having diarrhea(37). However, 

study done in Debre Berhan town showed  that the presence of hand washing facilities near 

toilet, availability of latrine, location of latrines and the presence of cover for latrine opening 

were not significantly associated with incidence of diarrhea (33). 

2.2.3. Behavioral Determinants 

Human behaviors and beliefs are significant components of the epidemiologic model of host 

agent environment. Behavioral factors play a primary role in the epidemiology of diarrheal 
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diseases. Risk of exposure to diarrhea causing organisms may be affected by behavior patterns 

common to the population, such as, defecation habits and personal hygiene; and by patterns of 

food preparation, storage and consumption of water.  

 Among these behavioral factors mother’s hygiene practices of disposal method of infant or child 

faeces is important predictors of acute diarrhea. Studies conducted in Tiko-Cameroon in Sub-

Saharan Africa, Nigeria,  Dejen district, chire district and West Gojjam showed that children 

whose disposal system of faeces of children used throwing faeces out of houses more likely to 

develop diarrhea compared with the children who used pit latrine disposal(13, 28, 36, 38, 39,  40, 

41) but in other studies  proper disposal of child feces is not significant(33, 42). 

A study  showed that children whose households consumed unprotected drinking water were two 

times more likely to develop diarrhea (31). Mohammed et al 2014 pointed out the risk of 

developing diarrhea was about 2 times higher among children whose mothers had poor hand 

washing practice compared to children whose mothers had good hand washing practice(34).  

Studies done in rural Community of Dejen District, Northwest Ethiopia and Adama District, 

Eastern Ethiopia, Farta Woreda, North west Ethiopia and Hadaleala District, Afar Region, 

Northeast Ethiopia showed that developing diarrhea was higher among children whose mother’s 

used hand washing with practice water only compared with the mother who used soap/ash with 

practice(36, 42, 43, 44, 45) but other study conducted in Yaya Gulele showed that hand washing 

with water only was  not significant(47). 

A Study showed that the odds of practicing a deepening method to take water from a water 

storage container had 2 times risk of diarrhea than practicing not deepening methods to take 

water from a water storage container (36). Studies indicated that maternal history of diarrhea had 

strong association with occurrences of acute diarrhea in children(13,26, 27, 46). 

Poor feeding practice for infants and young children is the main predictors of acute diarrhea. A 

study conducted on determinants of acute diarrheal disease among under-five children in Pawi 

hospital, Northwest Ethiopia showed that the odds of having diarrhea in children on bottle 

feeding were ten times higher to children who were not used bottle feeding (30). Vitamin A is an 

essential micronutrient for the immune system that plays an important role in maintaining the 
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epithelial tissue in the body. A study showed that developing diarrhea was 1.92 times higher 

among children who was not supplemented Vitamin A  compared with children supplemented 

with Vitamin A (8). A study on diarrhea management in children under five in sub-Saharan 

Africa showed that children with diarrhea for whom care was sought from health facilities or 

community health providers were more likely to receive good management than those for whom 

care was sought from traditional or informal sources or those for whom no care was sought (49). 

A study done in Derashe district showed that consumption of leftover food stored at room 

temperature is  an independent predictor of acute childhood diarrhoea in which  children who 

consumed left-over food stored at room temperature were 1.65 times more likely to have 

diarrhoea compared with children who did not consume left-over food stored at room 

temperature (45).  

A studies showed that  non-model households were more likely to have diarrhea than children 

who are from model households (48, 49). Water stored in an uncovered container may be 

contaminated easily by pets, dirt, or other debris. Dirty utensils used to draw water from a 

storage container may also contaminate the water obtained from protected sources. A study 

conducted in Pawi Hospital,  North West Ethiopia  revealed that the prevalence of diarrhea was 

significantly higher in children from households where water is obtained from storage container 

by dipping than in those where water is obtained by pouring(30). 

A studies conducted in Pawi Hospital(30), Derashe district, southern Ethiopia(45), Wolaita 

Soddo town (48) and Keresa district (52) showed  that water treatment at home was significantly 

reduce acute diarrhea in under five children but  in other studies done in Northern Gondar (53) 

and Yaya Gulele (47)  household water treatment were not significant variables. 

Studies showed that good maternal knowledge reduced the risk of diarrhea in children under five 

diarrhea(3, 13 ,52) but a study done in Arba Minch Zuria District knowledge is not significant 

variable(27) .  

In general, findings of some of the studies reviewed showed that some of the variables in the 

three categories (socio-demographic, environmental and behavioral variables) were risk factors 

of acute diarrhea. However, findings of other studies reported controversies. From the socio-
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demographic variables, economic status  was shown to be a risk factor in Gaza strip (29), but it 

was not in another studies (7, 26);  mothers’ education was reported to be a factor in some 

studies  done in Pawi hospital(30) and Hadaleala District(16) but it was not in other studies  (35). 

From environmental variables, source of water was reported to be a factor in some studies(27, 

34, 42), but it was not in other study (12). Similarly, one of the behavioral variable, bottle 

feeding, was shown to be a factor in Chire district(17), but it was not in other study (42). These 

controversies might be due to methodological issues. Most of the studies were conducted using 

cross sectional study design. The scarcity of studies using analytical study designs to identify 

potential factors of acute diarrhea   initiated the present study to be conducted using case control 

study design. 

Case control study is less expensive and quicker to conduct in identifying possible multiple risk 

factors of an outcome. The challenge, however, in this type of study is recall bias and the 

preceding of the outcome before information of the factor has been collected. Considering its 

advantage over its challenge, this method of study design has been selected to test the hypothesis 

in which three categories of variables are associated with diarrheal morbidity against the null 

hypothesis that these variables are not associated with acute diarrhea among under-five children 

in Seyadebrina wayu district. 
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2.3. Conceptual frame work 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sources (Tarekegn, M. and Enquselassie, F. (2010))  

Figure1: Conceptual framework potential determinants of acute diarrhea in 6-59 months children 

in Seyadebrina Wayu district, 2019. 
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3. Objectives 

     3.1. General objective 

To assess factors associated with acute diarrhea among children aged 6-59 months in public 

health institutions in Seyadebrina Wayu district, 2019. 

   3.2. Specific objectives 

To determine socio-demographic factors association with acute diarrhea among children aged 6-

59 months  

To determine environmental factors association with acute diarrhea among children aged 6-59 

months  

To determine behavioral factors association with diarrheal morbidity among children aged 6-59 

months  

  3.3. Proposed Hypotheses 

1). HA: Probability of acute diarrhea among children who are exposed with socio-demographic 

factors is different from probability of acute diarrhea among children who are non -exposed with 

socio-demographic factors. 

2).HA: Probability of acute diarrhea among children who are exposed with environmental factors 

is different from probability of acute diarrhea among children who are non-exposed with 

environmental factors. 

3). HA: Probability of acute diarrhea among children who are exposed with behavioral factors is 

different from probability of acute diarrhea among children who are non- exposed with 

behavioral factors. 
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4. Materials and Methods 

4.1. Study Area 

The study was conducted in Seyadebrina Wayu district public health institutions. Seyadebrina 

Wayu district is one of the 24 districts in North Shoa Zone of Amhara Region. The total 

population of the district was estimated to be 73471 in which 40215 are males and 9948 are 

under five children in 2011E.C. The district consists of one urban Kebele (Deneba town) and 13 

rural Kebeles. Deneba, the capital town of the district, is located at about 129 Km from Addis 

Ababa, 560 km from Bahir-Dar and 47 km from Debre Berhan. The district has 14 health posts, 

3 governmental health centers, 1 primary hospital, 4 private clinics and 1 private pharmacy (19). 

The major ethnic group of the district is Amhara. The population is predominantly Orthodox 

Christian by religion. Agriculture is the main livelihood of the population. Teff, millet, barley 

and legumes are the main crops cultivated in the district. The district consists of both highland 

and lowland areas, with an altitude ranging from 1,750 to 3,400 meters above sea level. Annual 

rainfall ranges from 900 to 1,400 millimeter. 

Rivers and hand-dug wells are the main source of water for rural areas. The majority of the town 

population obtains piped water from deep wells. The most common health problems of children 

in Seyadebrina Wayu district are communicable diseases like pneumonia and diarrhea (19). 
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Figure2: map of study area: Geographical location of Seyadebrina Wayu district, North Shoa, 

Amhara Region, Ethiopia, 2019. 
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4.2. Study design and study period 

Institution based unmatched case-control study was used  from March 12
th

  to May12
th

, 2019 in 

Seyadebrina Wayu district, North Shoa, Amhara regional state, Ethiopia. 

4.3. Population 

                                4.3.1. Source populations 

All children aged 6-59 months with their mothers’/care givers who were attended public health 

institutions in Seyadebrina Wayu district. 

4.3.2. Study populations 

All selected children aged 6-59 months with acute diarrhea for cases and without acute diarrhea 

for controls with their mothers’/care givers who were visited public health institutions in 

Seyadebrina Wayu district.  

4.4. Selection of Cases 

The cases were selected where children with acute diarrhea on the pediatric outpatient 

department (OPD) at health center or OPD and pediatric ward in case of Deneba primary 

hospital coming for treatment from March 12
th

 to May12
th

, 2019. There is no specific sampling 

frame for selecting cases using systematic sampling techniques because daily fluctuations in 

specific cases of acute diarrhea would make the exact number of cases in the Health center and 

Hospital during the two months of data collection period. From previous 2 months performances 

of health facilities registered at under five IMNCI register expected number of under-five 

children with acute diarrhea was taken. Then, sample size for cases was proportionally allocated 

for each health institutions. Finally, during the data collection period, data collector gathered 

information from the cases in each public health institutions until the proportionally allocated 

sample size achieved. During the selection of cases, diarrhea was identified using WHO signs 

and symptoms for diarrhea(1).. World Health Organization defines diarrhea as the passage of 

three or more abnormally loose, watery or liquid stools per day. However, the WHO definition 
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does not specify the recall period and the types of diarrhea. In this study, cases were considered 

to be only acute diarrhea which is confirmed by physician. 

4.5. Selection of controls 

The controls were recruited from children on the same OPD/ ward from health center and 

hospital during the same period Individual selection was carried out one case at a time by 

selecting controls from the immediate public health institutions.    

4.6. Inclusion and Exclusion Criteria 

4.6.2. Inclusion Criteria 

Inclusion criteria for cases: Children aged 6-59 months, who had three loose and watery stools 

within 24hrs period for last consecutive 3 days with determination of physician as an acute 

diarrhea, was enrolled as cases. 

Inclusion criteria for controls: Children aged 6-59 months without acute diarrhea was enrolled 

as controls. 

4.6.3. Exclusion Criteria 

Exclusion criteria for cases and controls: Children aged 6-59 months whose mothers or care-

takers could not respond to questionnaire due to health related problems at times of data 

collection. 

4.7. Sample size determination 

The sample size was determined using Epi Info Version 7 statistical software by considering the 

following assumptions: 95% significance level, 80% power, P1= proportion of diarrheic children 

with disposes infant faces in the latrine, P2 = proportion of children non-diarrheic with disposes 

infant faces in the latrine as main predictors of the outcome (diarrhea) from studies conducted in 

the Chire district, Sidma zone, which was 44.5 % for cases and 27.1 % for controls (17). The 

proportion of case and control was assumed to be 1:2 Therefore, P1=0.445 Zα / 2=1.96 (95% CI) 
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and P2=0.271, power of 80%. By considering a 10 % non-response rate, the final sample size 

was 315 in which 105 cases and 210 controls from Public Health institutions. 

4.8. Sampling techniques 

Seyadebrina Wayu district has 3 health centers and 1 primary hospital. One health center 

(Deneba Health center) and one hospital (Deneba hospital) were selected based on the 

accessibility and feasibility to study. Systematic random sampling technique was used to select 

315 study cases and controls. Cases were proportionally allocating to health center and primary 

hospital based on previous 2 months experience (Figure 3). By considering the last two months 

performances of under five children who visited health institutions to select 105 cases and 210 

controls who were taken from Deneba Health centers and Deneba Hospital. Finally, K was 2 for 

cases and 3 for controls. The first cases and controls  to be included in the sample is chosen 

randomly, then  every other case select case and every 3 controls to select controls from Deneba 

HC and Deneba primary Hospital until 105 cases and 210 controls were selected, respectively. 



 
;’ 

20 
 

 

Figure3; Sampling procedures of cases and controls in Seyadebrina Wayu district, North Shoa  

Zone,  Amhara region, Ethiopia, 2019. 

 

 

 

 

 

 

Seyadbirna 
Wayu 

District 

Health 
Center 

Wayu 
HC 

Denba HC 
estimated 
under five 
children 

4165 

privious 2 
months 

performanc
e from 
IMNCI 

registor 83 
cases   

44 

privious 2 
months 

performance 
from IMNCI 
registor 250 

without acute 
diarrhea  

88 

Seyadbi
r HC 

Hospital 

 Denba 
Hospital 
estimated  
under five 

children 5782  

privious 2 
months 

performance 
from IMNCI 
registor 116 

cases 

61 cases 

privious 2 
months 

performanc
e from 
IMNCI 

register 360  
without 
acute 

diarrhea  

122 controls  

 Selected 

purposely 

Syste

matic 

rando

m 

sampli

ng 



 
;’ 

21 
 

4.9. Variables 

    Dependent variable 

    Acute diarrhea  

Independent variables 

Socio-demographic status: include family economic status, place of residence, household size, 

maternal age, education, ethnicity, number of children, occupation, marital status, religion, child 

age, birth order, and sex of child. 

Environmental sanitation: include type of water source, distance to the water source, amount 

of daily water consumption, availability of latrine, number of rooms, livestock in house, refuse 

disposal, housing conditions. 

Behavioral factors: include method of water drawing and storage, feeding practices, action for 

diarrhea, duration of breast-feeding, time of introducing supplementary feeding, knowledge 

about major risk factors, management of leftover food, recent maternal history of diarrhea, hand 

washing practice, hand washing material, Rota virus vaccination, measles vaccination, vitamin A 

supplementation. 
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4.10. Operational Definitions 

Acute diarrhea: Is defined as a diarrhoea disease that causes three or more loose or watery 

stools in twenty four hours and diagnosed by health workers, and recorded on integrated 

community case management registration book in the health facility (17). 

Cases: children aged 6-59 months who visited public health facilities and diagnosed with acute 

diarrhoea by health workers, and registered on integrated community case management books 

with in study period. 

Controls: children aged 6-59 months who visited the public health facilities for treatment other 

than acute diarrhoea and those who came for immunization service 

Improved water sources: Includes Piped water into dwelling, Piped water to yard/plot, Tube 

well or borehole, Public standpipes, protected dug wells, protected springs and Rainwater(7).  

Unimproved water sources: Includes unprotected dug wells, unprotected springs, Cart with 

small tank/drum, Tanker- truck, Surface water (rivers, dams, lakes, ponds, streams, canals, and 

irrigation channels(7). 

Hand washing at critical times: Hand washing practices of mothers or care-takers of children 

aged 6-59 months before food preparation, before child feeding, after cleaning child’s bottom 

and visiting latrine(17). 

Good knowledge of respondents about major risk factors: Respondents who mentioned at 

least three major risk factors such as none vaccinated for Rota virus and measles, lack of early 

initiation and exclusive breast feeding, using unsafe water for drinking and food preparation, 

lack of hand washing practice with soap at critical times, eating un properly handled food and 

lack of latrine facility(17). 

Poor knowledge of respondents about major risk factors: Refers to respondents who 

mentioned at most two risk factors stated above(17). 

Good practices : Respondents who mentioned at least three action taken during acute diarrhea  

such as take him/her to health institution, take him/her to traditional healer, increasing feeding, 

give him/her ORS, give him/her cereal based food, not stop/decrease feeding, homemade 

treatment 

Poor Practices: Refers to respondents who mentioned at most two actions taken during acute 

diarrhea stated above. 
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4.11. Data collection tools and methods 

Data were collected using a pre-tested structured interviewer administered questionnaire 

prepared by reviewing previously done similar studies and other materials. The questionnaire 

contains three sections such as socio-demographic, environmental sanitation and child care 

behavioral related variables. The questionnaire was translated into Amharic and back to English 

to ensure its consistency. It was pre-tested on 10 % of sample size in similar population in the 

community that was not included in the study. The finding of pretest was discussed among data 

collectors, supervisors and researchers in order to ensure better understanding of tools and 

procedures so that it was modified to final accordingly. Data was collected by a nurse who works 

at the under-five OPD/inpatient pediatrics ward of the health center and hospital. Both data 

collectors and supervisors were trained for two days on data collection tool. One  supervisor and 

a principal investigator of the study was checked the collected data for completeness, and 

consistency on a daily basis. 

4.12. Data quality management 

The questionnaire was developed by the principal investigator after reviewing different 

literatures. To keep its consistency, a questionnaire first prepared in English was translated to 

Amharic and then back to English. Objective based, logically sequenced, free of scientific terms 

and non- leading structured questionnaire was prepared. Pre-test was undertaken on the 

questionnaire before the actual data collection started. It was undertaken on 30 individuals and 

amendment was taken on the questionnaire. 

The data collectors and supervisor were provided with intensive training for two days on the 

objective of the study, contents of the questionnaires and how to maintain confidentiality and 

privacy of the study subjects. The principal investigator was made a day to day on site 

supervision during the whole period of data collection and checked the collected data for 

completeness, clarity and consistency on a daily basis. 

The collected information was rechecked for its completeness and consistency before entering 

the data into a computer. The data entry was made by principal investigator and 10% of the data 
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were re-entered to see its validation. At the end of data entry data cleaning were made. 

Frequencies, cross tabulations, sorting and filters were used to check missed values and 

variables. Errors identified were corrected after revising the original questionnaire.  

4.13. Data Processing and Analysis 

The data were entered into Epi-data version 3.1 for windows and exported to SPSS 20 for 

windows for analysis. The first step before analysis was data exploration to visualize the general 

feature of the data to be analyzed. After exploration, bivariate analysis and multivariable analysis 

were performed step by step. 

Bivariate analysis using cross tabulation and bivariate logistic regression were done. Bivariate 

analysis using cross tabulation was done to determine distribution of study subjects by 

independent variables of interest. Bivariate logistic regression technique was done to see the 

crude association between the independent variables and the dependent variable. 

 

The final step of analysis was multivariable analysis using hierarchical logistic regression 

technique to assess the relative effect of the explanatory variable on the outcome variable. To 

avoid an excessive number of variables and unstable estimates in the subsequent model, only 

variables with a p-value <0.20 were kept in the analyses. Independent variables which results in 

a p-value less than 0.20  (56) in an unadjusted model are candidates to be considered for the final 

multivariable model. Multivariable logistic regression was fitted to obtain adjusted odds ratios 

(AOR) after controlling the confounding effects of different variables and to determine factors 

associated with the outcome variable. Odds ratios from multivariable analysis are adjusted ratios 

since they are controlled for confounders. Significance level of p value < 0.05(56) was taken as a 

cut point for significance tests, and P- value less than 0.05 or 95% CI containing no 1 was taken 

to decide that there is a significant association.  
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Table1: Model describing the hierarchical logistic regression analysis on the determinants of 

acute diarrheal disease among children aged 6-59 months in Public health facility in Seyadebrina 

Wayu district, Ethiopia, 2019. 

 

Model  Block ×
2
(P-value) Hosmer- Lemeshow’s 

goodness of-fit-test (p-

value) 

Model 1  61.05(p<0.0001) 0.263 

Model 2 149.64 (p<0.0001) 0.792 

Model 3 233.17(p<0.0001) 0.986 

 

 

Model 1: examined the joint effects of socio-demographic factors 

Model 2: used socio-demographic factors with p-value <0.20 in Model 1, and environmental 

factors 

Model 3: built on variables with p-value <0.20 in Model 2 and included behavioral factors. 

From the 14 variables entered in the multivariable regression, seven were found to have 

significant independent association with the diarrhoea. 
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4.14. Ethical Considerations 

The ethical clearance was obtained from the ethical clearance committee of Debre Berhan 

University; Health Sciences college. Permission was obtained from Seyadebrina Wayu district 

Administration and also from health offices and from each respective Health center and hospital. 

The purpose of the study was explained to the participants, and written consent was obtained 

from mothers or caretakers participating in the study. Confidentiality was maintained during the 

interview process by avoiding mentioning names and other personal identification information. 

Moreover, information about the purpose of the study, the procedures, the risks and benefits of 

this research was provided for all participants. 
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5. Results 

5.1. Socio-demographic Characteristics of Respondents’ 

A total of 309 respondents, at age range of 6-59 months were included in the study providing a 

response rate of 98 %. Among these, 99(96.1%) of cases and 200(97.1%) were biological 

mothers and the rest were care-takers. Out of the total respondents, mothers of 49 (47.6 %) cases 

and 108 (52.4 %) controls were found in the age group of 25-34 years. The mean (±S. D) age of 

respondents of both cases and controls was 32.31 (±5.6) years in which for cases 32.18(±5.6) 

years and for controls 32.31 (±5.6) years; 285 (92.2 %) of them were married. Mothers or care-

takers of 39 (37.9 %) cases and 59 (28.6%) controls were unable to read and write and mothers 

of 7 (6.8%) cases and 21 (10.2 %) controls had completed secondary school. Mothers or 

caretakers of 88(85.4 %) cases and 185 (89.8%) controls were housewives. Fathers of 28(27.2%) 

cases and 38 (18.4 %) controls were uneducated and father of cases 74 (71.8%) and 143 (69.4%) 

controls were farmers. 

The mean (±S. D) family size of both cases and controls was 5.25 (±1.6) persons in which  for 

cases 5.16 (±1.46) and for controls 5.29 (±1.67) persons. House-holds with family size of 5 or 

above constituted 38 (36.9) % among cases and 78 (37.9% among controls whereas there were 

two under-five children in the house-holds of 21 (20.4%) cases and 52(25.2%) controls. 

Mothers/care-takers of 46(44.7 %) cases and 62 (30.1%) controls had earned less than 500   ETB 

per month. The median (IQR) monthly income of house-holds of both cases and controls were 

1000(1550) ETB. 

Among 309 children, 178 (57.6%) were male, 14 (13.6%) cases and 29 (14.1 %) controls were 

born first and 32 (31.1%) cases and 70 (34 %) controls were born either fourth or above. The 

median (IQR) age both cases and controls of index children was 23 (23) months. In addition, out 

of all index children, about 26(25.2%) cases and 34 (16.5 %) controls were at age range of 6-11 

months and 22 (21.4 %) cases and 74 (35.9 %) controls were at age of 36 and above months 

(Table 2). 
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Table2: Distribution of study participants by socio-demographic characteristics, Seyadebrina 

Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. 

Characteristic Category Participants  

Cases (%) Controls (%) 

Maternal Age (year) 15-24 12 (11.7) 17 (8.3) 

25-34 49 (47.5) 108(52.4) 

35 42 (40.8) 81 (39.3) 

Maternal education 

 

Illiterate 68(66) 131(63.6) 

Primary school 28(27.2) 54(26.2) 

Secondary school 

&above 

7(6.8) 21(10.2) 

Occupation of respondent Housewife 86(83.5) 159(77.2) 

Civil servant 6 (5.8) 22(10.7) 

Private workers 11(10.7) 25(12.1) 

 Occupation of father  Civil servant 11 (10.7) 34 (16.5)  

Merchant  16 (15.5) 23 (11.2 ) 

Farmer 74 (71.8) 143 (69.4) 

Other 2(2) 6 ( 2.9) 

Birth order of index child 

 

First 14 (13. 6) 29 (14.1) 

Second 33 (32) 66 (32) 

Third  24(23.3) 41 (19.9) 

Fourth & above 32(31.1) 70( 34.0) 

Number of family size in 

house hold 

<5 65 (63.1) 128(62.1) 

≥5 38 (36.9) 78 (37.9) 

Number of under 5 

children In house hold 

 

Age of index child 

1 75 (72.8) 152 (73.8) 

2 21(20.4) 52 (25.2) 

3 and above 

6-11 months 

12-23 months 

24-35 months 

≥36 months 

7(6.8) 

26(25.2) 

38(36.9) 

17(16.5) 

22(21.4) 

2(1) 

34(16.5) 

57(27.7) 

41(19.9) 

74(35.9) 

Monthly income of house 

holds  

≤500 46(44.7) 62(30.1) 

501-1000 32(31.1) 20(3.7) 

≥1001 25(24.2) 124(60.2) 

 

. 
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5.2. Environmental   Characteristics of Respondents’ House 

According to 309 participants, 90 (87.4%) of cases and 202 (98.1%) of controls have been using 

improved water sources. Sixty of cases and one hundred nineteen controls spent less than 15 

minutes (round trip) to fetch drinking water but 87(84.5%) of cases and 43(20.9%) of controls, 

did not treat drinking water at home. In addition, house-holds of 25 (24.3%) of cases and 40 

(19.4 %) of controls did not have latrines. 

 From 309 respondents 89(86.4%) of cases and 199(96.6%) of controls have separate house for 

domestic animals such as hens, dogs, calves, and sheep while the rest kept  in the same rooms. 

The young children faeces disposal method was assessed. One hundred fifty three of controls and 

seventeen of cases mothers’/caretakers disposed their children’s faeces properly by throwing into 

latrine but the rest 53(25.7%) of controls 86(83.5%) of cases dispose improperly by throwing out 

of houses somewhere either in the garden or in the bush. Among 244 respondents, 40(51.3%) of 

cases and 40(24.1%) of controls were faeces seen in their compound. In forty one (52.6%) of 

cases and 28(16.9%) of controls mothers’/caretakers were respond that there were fresh faeces in 

the pit of the latrine hole (Table 3).  
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Table3: Environmental conditions of study participant’s by cases and controls, Seyadebrina Wayu 

District, North Shoa Zone, Amhara region, Ethiopia, 2019. 

Characteristic Category Participants   

Cases (%) 

(n=103) 

Controls (%) 

(n=206) 

Water source Unimproved 13(12.6) 4(1.9) 

Improved 90(87.4) 202(98.1) 

Treat drinking water at 

home 

Yes 

 No 

17(16.5) 

86(83.5) 

150(72.8) 

56(27.2) 

   

Availability of latrine  Yes  

No 

78(75.7) 

25(24.3) 

166(80.6) 

40(19.4) 

   

Separate house for 

domestic animals 

Yes 

No 

89(86.4) 

14(13.6) 

199(96.6) 

7(3.4) 

   

Time to fetch drinking 

water (round trip) 

 

Disposes infant feces 

 

 

Faeces seen around house 

(n=244) 

Faces seen around  

Pit hole(n=244) 

<15 minute 60(58.3) 119(57.8) 

15-30 minute 42(40.8) 81(39.3) 

>30 minute 

In latrine 

Not in latrine 

Yes 

No  

Yes  

No  

 

1(0.9) 

17(16.5) 

86(83.5) 

40(51.3) 

38(48.7) 

41(52.6) 

37(47.4) 

 

6(2.9) 

153(74.3) 

53(25.7) 

40(24.1) 

126(75.9) 

28(16.9) 

138(83.1) 

 

n: refers to total number of index children for a variable about which data has been collected. 
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Out of 309 respondents 34(33%) of cases and 75(36.4%) of controls were disposed their refuse 

in open field and the rest used prepared pit for burnt or buried methods (Figure 4). 

 

 
 

 

Figure 4:  Place of solid waste disposal in cases   and controls of mothers’/caretakers 

Seyadebrina Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. 

 

5.3. Behavioral characteristics of respondents of Children Aged 6-

59 Months 

Out of 309 respondents 79(76.7%) of cases and 201(97.6%) controls mothers’/caretakers were 

practices hand washing. Among these mothers’/caretakers, 82(79.6%) of cases and 120(58.3%) 

of controls had poor practices of hand washing but the rest had good practices of hand washing. 

From 280 participants who practices hand washing 54(68.4%) of cases and 37(18.4%) of 

controls were washed their hands with water only and the rest were used soap to wash their 

hands. 

Regarding withdrawing water from the storage, 77(74.8%) of cases and 191(92.7%) of controls 

used drew by pouring methods.  
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Among the 309 index children in the age group of 6-59 months, 34(33%) of cases and 28(13.6%) 

of controls were not vaccinated for measles, 27(26.2%) of cases 15(7.3%) of controls did not 

vaccinated for Rota and 41(39.8%) of cases and 33(16%) of controls did not receive vitamin-A.  

Mothers or care-takers of 90(87.4%) of cases and 77 (37.4%) of controls have poor knowledge 

about major risk factors of acute diarrhea. 

In a study area, 29(28.2%) of cases and 25(12.1%) of controls mothers’/caretakers had recent 

history of diarrhea but the rest were not had recent history of diarrhea. Fifty eight (56.3%) of 

cases and 49(23.8%) of controls mothers’/caretakers were consume leftover food to their 

children but the rest were not given leftover food to their children (Table 4).  

Out of 309 respondents 69(67%) of cases and 36(17.5%) had poor practices about action taken to 

children aged 6-59 months with acute diarrhea and 34(33%) of cases and 170 (82.5%) of controls 

had good practices  about action taken to children aged 6-59 months with acute diarrhea. 
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Table 4: Behavioral factors of study participants in relation with acute diarrhea, Seyadebrina 

Wayu District, North Shoa Zone, Amhara region, Ethiopia, 2019. 

Characteristic Category Participants   

Cases (%) 

(n=103) 

Controls (%) 

(n=206) 

Hand-washing Yes  

No 

79(76.7) 

24(23.3) 

201(97.6 ) 

5(2.4) 

   

Hand-washing materials 

(n=280) 

Water only 54(68.4) 37(18.4) 

Soap  25(31.6) 164(81..6) 

Use left-over food Yes 58(56.3) 49(23.8) 

No 45(43.7) 157(76.2) 

Used covered water 

storage 

Yes 97(94.2) 192(93.2) 

No 6(5.8) 14(6.8) 

Means of drawing drinking 

water  

Pouring 77(74.8) 191(92.7) 

Dipping 26(25.2) 15(7.3) 

Prepared child food 

separately  

Maternal history of recent  

diarrhea 

Measles immunization 

 

Rota immunization 

 

Hand washing practices 

 

Knowledge of major risk 

factors 

Yes 

No  

Yes 

No 

Yes 

No 

Yes 

No 

Poor 

Good 

Good 

 Poor 

 

86(83.5) 

17(16.5) 

29(28.2) 

74(71.8) 

69(67)  

34(33) 

76(73.8) 

27(26.2)  

82(79.6) 

21(20.4) 

13(12.6) 

90(87.4) 

 

193(93.7) 

13(6.3) 

25(12.1) 

181(87.9) 

178(86.4) 

28(13.6) 

191 (92.7) 

15(7.3)  

120(58.3) 

86(41.7) 

129(62.6) 

77(37.4) 

n: refers to total number of index children for a variable about which data has been collected. 
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Of the total 309 mothers’/caretakers current breast feeding status, 82 (79.5%) of cases and 

129(62.6%) of controls partially breastfed their children currently (Figure 5). 

 

 
 

Figure 5: Current breast feeding status of respondents among cases and controls in Seyadebrina 

Wayu District, North Shoa Zone, Amhara Region, Ethiopia, 2019. 

Seventeen percent of controls and 52(50.5%) of cases of mothers’/care takers   bottle-fed their 

children. More mothers’/care takers 69(33.5%) of controls fed their children using their hands 

than mothers’/caretakers 29(28.2%) of cases (Figure 6). 

 

 
 

Figure 6: Child feeding methods of the respondents among cases and controls in Seyadebrina 

Wayu District, North Shoa Zone, Amhara Region, Ethiopia, 2019. 
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Out of the total 309 mothers/caretakers who started supplementary feeding for their children 29 

(28.2%) of cases and 108(52.4%) of controls started at the age of 6 months.  Sixty five percent of 

the cases and 45.6 % of controls mothers started supplementary feeding after the age of 6 months 

(Figure 7).  

 

 

 
 

 

Figure7:Age of children (cases and controls) at which supplementary feeding was started in 

Seyadebrina Wayu District, North Shoa Zone, Amhara Region, Ethiopia, 2019. 
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5.4. Determinants of Acute Diarrhea among Children Aged 6-59 

Months 

After controlling the confounding effects of independent variables, the following variables were 

statistically significant in multivariable analysis at p value <0.05. The odds of developing acute 

diarrhea was 6.22 times higher among children whose families average monthly income was 

501-1000 ETB, compared with children whose families average monthly income was ≥ 1001 

ETB (AOR:6.22 ,CI (1.30, 29.64). Accordingly the odds of developing acute diarrhoea was 3.75 

times higher among children whose family washed their hand by water only than whose family 

washed their hand by soap and constitute (AOR: 3.75, 95% CI [1.16- 12.13]). 

The odds of developing diarrhoea was 9.36 times higher among children whose families did not 

treat drinking water, compared with children whose families treated water for drinking (AOR: 

9.36, 95% CI [(2.73, 32.08)]). The odds of developing diarrhea 11 times higher among children 

of families who did not disposes infant feces in latrines, compared with the children of families 

who did dispose infant feces in latrines (AOR: 11.01, 95% CI [(3.37, 35.96)]).  

Knowledge about major risk factors and managed leftover food also significant in multivariate 

regression. The odds of developing diarrhoea was 15.3 times higher among children of families 

who had poor knowledge about major risk factors of acute diarrhea, compared with the children 

of families who had good knowledge about major risk factors of acute diarrhea(AOR: 15.3, 95% 

CI [(4.18, 55.88)]). children who consumed left-over food stored at room temperature were 5.5 

times more likely to have diarrhoea compared with children who did not consume left-over food 

stored at room temperature (AOR: 5.52, 95% CI [(1.60,  19.03)]) (Table 7). 

The odds of developing diarrhoea was 14 times higher among children of families who had poor 

knowledge about action taken to  acute diarrhea, compared with the children of families who had 

good knowledge about action taken to acute diarrhea (AOR: 14.09, 95% CI [(4.08,  48.62)]).  
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Table 5: Summary of the Multivariable logistic regression analysis of the relative effect of 

determinants on acute diarrhea among children aged 6-59 months who visited selected Public 

Health facilities   in Seyadebrina Wayu District, Ethiopia, 2019. 

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

Model 1 Model 2 Final Model  

Model 1 (Socio-demographic Variables) 

Income 

<500ETB 

501-1000ETB Vs 

>1001ETB* 

7.94**** 

 (3.92, 16.06) 

3.68**** 

 (2.07, 6.54) 

 

3.4****  

(1.85,6.27) 

7.68**** 

(3.66,16.11) 

3.17**** 

(1.68,5.85 ) 

8.42**** 

(3.98, 17.87) 

3.42 

(0.92, 12.64) 

6.22** 

(1.30, 29.64) 

 

Age of child 

6-11 months 

12-23 months 

24-35 months 

≥36 months* 

2.57*** 

(1.28, 5.17) 

2.24** 

(1.20, 4.20) 

1.39(0.67, 2.92) 

 

 

2.08(0.95, 4.47) 

2.48** 

(1.25, 4.94) 

1.43(0.63, 3.27) 

 

1.78(0.80, 3.99) 

2.39(0.18, 4.86) 

1.31(0.57, 3.03) 

 

Numbers of child  

(1*, 2 Vs 3& above) 

0.82(0.46, 1.46) 

7.09** 

(1.44, 34.98) 

0.89(0.46, 1.71) 

11.46** 

(1.64, 80.12) 

0.79(0.40, 1.56) 

6.22(0.96, 40.31) 

 

 

Model 2(Socio-demographic + Environmental Variables) 

Separate house for 

animals 

(Yes* Vs No) 

4.47*** 

(1.75, 11.46) 

0.33(0.11, 1.02)   

Refuse disposal 

(Pit/burning* Vs Open 

field) 

2.90** 

(1.17, 7.23) 

 2.56(0.91, 7.18)   

Water sources 

(Improved* Vs 

Unimproved) 

7.29*** 

(2.31, 22.98) 

 

 5.00** 

(1.37, 18.19) 

2.85 

(0.26, 31.12) 
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Table 5 continued 

Final Model(Socio-demographic + Environmental + Behavioral Variables) 

     

Separately prepare 

food (Yes  Vs No) 

 

2.94*** 

(1.37, 6.31) 

  3.72  

(0.62,  22.33) 

 

Consume        

leftover food   

(Yes Vs No*) 

 

4.13**** 

(2.49, 6.83) 

 

   

5.52*** 

(1.60,  19.03) 

 

Treatment of water at 

home 

 (Yes* Vs No) 

13.55**** 

(7.41, 24.79) 

 

  9.36**** 

(2.73, 32.08) 

 

Hand washing 

materials (Water only 

Vs Soap*) 

 

9.57**** 

(5.29, 17.33) 

 

     

3.75** 

 (1.16, 12.13) 

 

Dispose child feces 

(In latrine* vs Not in 

latrine) 

 

 

14.64**** 

(7.96, 26.79) 

 

   

11.01**** 

(3.37,  35.96) 

 

Measles vaccination 

(Yes* Vs No)  

3.13**** 

(1.77, 5.55) 

  1.24(0.13, 

11.36) 

Rota vaccination 

       (Yes* Vs No) 

 

4.52**** 

(2.28, 8.97) 

 

  0.79 

(0.12,  4.94) 

 

 

 

Table 5 continued  

 

 

 

 

 

   

 

 

 



 
;’ 

39 
 

VitA  supplementation 

   (Yes* Vs No) 

3.47**** 

(2.01, 5.96)       

3.54 

(0.47, 26.79) 

 

Mother recent history 

of diarrhea (Yes* Vs 

No) 

 

2.84*** 

(1.56, 5.17) 

 

 

 

  

0.49 

(0.12, 2.02) 

 

Hand washing 

practices     

 (Poor Vs Good*) 

 

2.80**** 

(1.61, 4.87) 

 

   

1.49 

(0.36, 5.84 ) 

 

Knowledge  

major risk factors 

(Poor Vs Good*) 

 

11.60**** 

(6.08, 22.14) 

 

   

15.30**** 

(4.18, 55.88) 

Practices for acute 

diarrhea                  

(Poor Vs Good*) 

 

9.58**** 

(5.55, 16.54) 

  14.09**** 

(4.08,  48.62) 

 

Note*=Reference group; Significant at**p<0.05,        ***p<0.01   ****p<0.001 
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6. Discussion 

Childhood diarrheal diseases have been hypothesized by different studies to be associated with 

socio-demographic, environmental, and behavioral factors. This study tried to assess potential 

amenable factors of acute diarrhea among children aged 6-59 months at population level. 

A child whose family average monthly income between 501 – 1000 ETB was about 6 times more 

likely to contract acute diarrhea than a child whose income was more than 1001 ETB. This 

finding is similar with studies conducted at Gaza strip (29). However, monthly income of family 

was not significant in other studies (7, 26). Possible explanation for difference might be 

explained by socio-demographic variations between study subjects. 

 These studies states that children living in poor households have higher rates of infection with 

acute diarrhea than their wealthier counterparts. The reasons probably could be because of 

inadequate access to sanitary facilities, unsanitary environments in the home, and poor hygiene 

of the child and children aged 6-59 months suffering from this disease because they could not 

afford these facilities and not given clean and safe food to their children.  

The current study in finding shows that those children aged 6-59 months from mothers who 

washed their hands with water only were nearly 4 times more likely to develop acute diarrhea 

when compared to those children whose mothers who had hand washing practices with water, 

soap and constitute. In a parallel way to the study done on diarrhoea among under five children and 

household water treatment in  Jabithennan District reported that being from mothers of poor hand 

washing practice was significantly associated with childhood diarrheal disease(AOR = 5.53; 95% CI: 

(2.19-13.99)) (9).Similarly a study at Dejen district, Northwest Ethiopia (AOR = 1.61; 95% CI: 

(1.04,2.84)) (8),Hadaleala District, Afar Region, Northeast Ethiopia(AOR = 24.94; 95% CI: 

(6.68, 93.12)) (46), and Farta Woreda, North West Ethiopia (AOR =1.59; 95% CI: (1.11, 2.27)) 

(7)found out that mothers hand washing practices with water were associated with increased risk 

of acute diarrhea in their children. Study done in Philippines strengthen these idea with  hand 

washing with soap is most effective reducing acute gastroenteritis by 42-47%.(3). Study at 

Keresa district(52) supported these idea but available of soap at home is insignificant variables 

(AOR=0.88; 95% CI :( 0.68–1.14)). But , washing with water only was not significant in studies 

done in Yaya Gulele(47). This inconsistency might be explained by design difference since other 

studies, unlike the present study, used cross sectional study designs. 
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 In this study, it was found that children aged 6-59 months whose families not treat drinking 

water were 9 times more likely to develop acute diarrhea compared with children aged 6-59 

months whose families treated water for drinking. This finding is in agreement with study from 

Pawi Hospital (AOR =2.46; 95% CI:  (1.32, 4.57)) (30), Derashe district, southern Ethiopia 

(AOR = 2.25, 95% CI: (1.43-3.56)(45), Wolaita Soddo town(AOR = 2.34; 95% CI:(1.33, 

4.14)(48), but contradicts previous studies in Northern Gondar and Yaya Gulele in which 

household water treatment were not significant variables(AOR = 0.67, 95% CI(0.37–1.21)) 

(46,52 ). This can be justified by the fact that collect water is liable for contamination during 

collection, transportation and storage which may in turn increase risk of diarrheal diseases. This 

inconsistency might be explained by design difference since other studies, unlike the present 

study, used cross sectional study designs. 

 

The proper disposal of children’s faeces is extremely important in preventing the spread of 

disease. Contact with human faeces directly, or indirectly by animal contact with the faeces, can 

lead to diarrheal diseases. In this study, families who did not dispose infant feces in latrines were 

11 times more likely to develop acute diarrhea compared with the children of families who did 

dispose infant feces in latrines. This was in line with study conducted in Dejen district 

1.53(1.05,2.24)(8), chire district3.69 (1.13, 5.93) (17), Pawi hospital  AOR =2.72,95% CI: (1.54, 

4.81)(30),West Gojjam (AOR =1.90, 95% CI: (1.12-3.22)(32) and Benishangul Gumuz Regional 

State (AOR =0.49,  95% CI: (0.34,0.78)) (36). Studies done in Nigeria also supported that  safe 

and proper disposal of children’s feces is highly important in preventing the spread of disease, as 

direct contact with human feces can cause diarrhea and/or other related infectious 

diseases(41).The odds of diarrhea is significantly greater in households practicing unsafe 

disposal of child feces than those practicing safe disposal (42). 

Therefore, the safe disposal of feces can eliminate direct contamination of farmed crops, indirect 

contamination of water supplies, a breeding place for flies and a source of the fecal pathogens 

that flies can spread. But in other studies  proper disposal of child feces is not significant(33, 42). 

This difference might be attributed to methodological variation and socio-demographic 

variations of study subjects. 
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The result of current study showed that children who consumed left-over food stored at room 

temperature were 5.52 times more likely to have diarrhoea compared with children who did not 

consume left-over food stored at room temperature. This pattern was consistent with studies 

conducted in Derashe district in which children who consumed left-over food stored at room 

temperature were 1.65 times more likely to have diarrhoea compared with children who did not 

consume left-over food stored at room temperature{AOR =1.65,95% CI: (1.01-2.71)}(45). 

Similar studies conducted in Hadaleala District , Afar Region , Northeast Ethiopia strengthen 

that diarrheal disease was highly prevalent among children who didn’t eat foods immediately 

after cooking (AOR =3.74, 95% CI: (1.48, 9.45)) (46). 

The results of this study indicate that good maternal knowledge reduced the risk of diarrhea in 

children under five. The odds of developing acute diarrhoea was 15 times higher among children 

aged 6-59 months of families who had poor knowledge about major risk factors of acute 

diarrhea, compared with the children of families who had good  knowledge about major risk 

factors of acute diarrhea. Similarly, different studies have reported that the maternal or 

caretakers’ knowledge has a significant preventive and control effect on diarrhoea disease AOR 

=4.00, 95% CI: (2.52, 6.35) (17).The more the respondents are knowledgeable and have a 

positive attitude toward acute gastroenteritis, the more they practice the different preventive 

measures(3).Lack of knowledge of mothers about healthy life is a risk factor that causes diarrhea 

in infants in Surakarta (AOR =2.30, 95% CI: (3.46, 1.14))(54).Lack of knowledge on risk factors 

of diarrhoea showed the significant association with occurrence of acute diarrhoea. Similarly, the 

odds of developing diarrheal morbidity were higher among children whose mothers/caretakers 

had better knowledge about the causes of diarrhea and had hand washing practice (AOR =2.46, 

95% CI (1.07, 5.63)) (48) but a study done in Arba Minch Zuria District  knowledge is not 

significant variable(27). This disagreement might be attributed to methodological difference as 

the study done in Arba Minch District used cross sectional study design. 

Mothers/caretakers knowledge of action taken to their children when develop acute diarrhea was 

independently associated factor of acute diarrhea in this study. The odds of developing diarrhoea 

was 14 times higher among children of families who had poor knowledge about action taken to 

acute diarrhea. This result implies that it is possible to reduce acute diarrhea by increasing 

awareness of mothers about actions taken to acute diarrhea.  
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Generally, the findings of the study have paramount implications for control of diarrheal 

morbidity of children aged 6-59 months. It would provide helpful insights for policy makers and 

program implementers in to the potential risk factors of acute diarrhea to take priority 

interventions to prevent and control the disease. 
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            Strengths and Limitations of Study 

                 Strengths of the study 

One of the strengths of this study design being case control, and cases and controls confirmation 

was done by a physician. The other strength   was it had a high response rate.  

                 Limitations of the study 

One of the limitations was the use of case control study design with known drawbacks. The 

results might have been biased because of potential recall bias; however, this was minimized by 

using reported-incident cases within a two-week period. Some behavioral practices including 

hand washing practices used in the analysis were self-reported by the respondents; self- reported 

data have been found to introduce inaccuracy and bias into estimates of behavior. 
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7. Conclusion 

This study came up with the conclusion that potential factors of diarrheal morbidity among 

children aged 6-59 months in Seyadebrina wayu district were hand washing with water only, not 

treat drinking water, unsafe disposal of child feces, consume leftover food, poor knowledge 

about major risk factors, poor practices to children who develop acute diarrhea, and low monthly 

income of family. Since determinate factors were multi-factorial, multi level interventions were 

needed to prevent and control   acute diarrhea. 
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8. Recommendations 

The following recommendations are forwarded based on the findings of the study. 

Woreda Health Office highly required to provide simple and "easy to understand" information to 

the mothers/caretakers on major risk factors of acute diarrhea.  

Woreda Health Office should improve the environmental condition at the household level by 

providing continuous information and minimal material support especially on safe disposal of 

child feces. 

Health professionals at health center and hospital highly required to educate mother/caretakers 

on the potential risk and management of leftover food. 

Health extension workers highly required to educate on using water and soap or ash during 

critical point of   hand washing practices of mothers/caretakers. 

Moreover, all mothers should be informed that hand washing with soap is most effective in 

reducing acute diarrhea and concerned bodies must work to create awareness about how mothers 

use and access hand washing detergents during critical times. 
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10. Lists of Annex’s 

ANNEX 1.   QUESTIONNAIRE- ENGLISH VERSION 

INSTITUTE OF MEDICINE AND HEALTH SCIENCE 

COLLEGE OF HEALTH SCIENCE 

DEPARTMENT OF PUBLIC HEALTH 

QUESTIONNAIRE PREPAR TO ASSESS DETERMINANTS OF ACUTE DIARRHOEA IN 

6-59 MONTHS OLD CHILDREN IN PUBLIC HEALTH FACILITIES SEYADEBERNA 

WAYU WOREDA, 2019 

HOW TO APPROACH and INTERVIEW 

You will be given the name of the care taker that is going to interviewed. 

Once you get the care taker, you should get permission. Do not ask without the permission of 

care taker. 

 Introduce yourself by name, and explain the purpose of your interview. 

Tell the care takers “WHY” and “HOW” the child is selected for the study. 

 If the mother/caretaker is there, briefly explaining the purpose of the study by reading what is 

written on the questionnaire, and asks for her consent. 

 If the mother/caretaker is not around, take an appointment for another visit. 

At the end of the interview, tell the respondent that it is the end of the interview, and thank the 

Individual for giving her/his time. 
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CONSENT 

My name is ___________________. I am working for Deneba Health Center /Deneba Primary 

Hospital. I am going to collect information for a study on acute childhood diarrhea. The study is 

designed by Debre Berhan University to assess the determinants of acute diarrhea of 6-59 

months old.  I assure you that the information that you are going to give 

Will be kept in secrete. Therefore, you are free to respond or not to respond the questions. Your 

support and willingness in responding the questions will be very important for the success of this 

study. 

Do you agree to participate in this study? Yes________ No________ 

If no, go to the next selected participants 

THANK YOU FOR YOUR COOPERATION. 
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IDENTIFICATION 

001. ID numbers of Questionnaire: _______________ 

002. Address: Rural: -----------Urban: ---------------------- 

003. Kebele: ______ 

PART I. SOCIODEMOGRAPHC CONDITIONS 

No    

Q101 Number of persons in the house -----------------------in number  

Q102 Number of under-five children in house ----------------------.in number  

Q103 Age of the index child -------------------in months  

Q104 Sex of the index child 1. Male 2. Female  

Q105 Where was your child born? 1. Health institution 2. Home  

Q106 Birth order of the child 1. First 3. Third 

2. Second 4. Fourth &above 

 

Q107 Relation of the respondent to the child 1. Mother 2. Caretaker  

Q108 Age of the mother/caretaker __________ Years  

Q109 Marital status of the mother/caretaker 1. Married 

2. Divorced 

3. Single 

4. Widowed 

 

Q110 Religion of parents/caretaker 1. Orthodox 

2.Protestant 

3. Muslim 

4. Catholic  

5. Other (specify) 

 

To be filled by PI only 

Control :……………..00 

Case:…………………01 
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Q111 Ethnic group of parents/caretakers 1. Amhara 

2. Oromo 

3.Tigrai 

4.Others 

 

Q112 Educational level of mother/caretaker 1. unable to read and write 

2. able to read and write 

3. Primary school 

4. secondary school and above 

 

Q113 Occupation of the mother/caretaker 1 Housewife 

2. Government employee 

3. Private worker 

4. Other (specify) 

 

Q114 Age of the child's father __________Years  

Q115 Educational level of the father 1. unable to read and write 

2. able to read and write 

3. Primary school 

4. secondary school and above 

Q116 Occupation of the father 1. Government employee 

2. Merchant 

3. Farmer 

4. Other (specify 

 

Q117 Income of the family --------------------in birr  

Q118 Does the family own farmland 1. Yes 

2. No 
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Q119 Does the family have TV 1. Yes 

2. No 

 

Q120 Does the family have mobile phone 1. Yes 

2. No 

 

Q121 Does the family have bank account 1. Yes 

2. No 

 

Q122 Does the family have radio 1. Yes 

2. No 

 

Q123 Does the family have   electric light 1. Yes 

2. No 

 

Q124 Does the family have oxen 1. Yes 

2. No 

 

Q125 Does the family have cow 1. Yes 

2. No 

 

Q126 Does the family have sheep 1. Yes 

2. No 

 

Q127 Does the family have   goat 1. Yes 

2. No 

 

Q128 Does the family have hens 1. Yes 

2. No 

 

Q129 Does the family have donkey 1. Yes 

2. No 

 

Q130 Does the family mule/horse 1. Yes 

2. No 

 

Q131 Does the family have a house 1. Yes 

2. No 

 



 
;’ 

58 
 

Q132 Does the family produce cash crop  1.Teff  

2.wheat 

 3. barley  

4. other cereals 

 

 

PART II. ENVIRONMENTAL HEALTH CONDITIONS 

Q201 Type of floor material of the living 

house 

1. Mud 3. Cement 

2. Wood 4. Other (specify) 

 

Q202 Type of roof material of the living 

house 

1. Thatched 

2. Corrugated iron sheet 

3. Other (specify) 

 

Q203 Do animals live in the same house 

where the members of 

the family live?  

1. Yes 

2. No 

 

Q204 Number of rooms in the house ________  

Q205 Is latrine available? 1. Yes 

2. No (If No, skip to Q209) 

 

Q206 Ownership of the latrine 1. Privately owned 

2. Shared with neighbors 

 

Q207 Is feces seen around the pit-hole (or on 

the floor)? 

 

1. Yes 

2. No 
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Q208 Is feces seen around the house (or in 

the compound)? 

 

1. Yes 

2. No 

 

Q209 If the family has no latrine, where do 

you dispose human waste? 

1. Open field 

2. Other (specify) 

 

Q210 Where dispose child feces  1.in latrine 2.not in latrine  

Q211 How do you dispose refuse? 1. Pit 3. Open field 

2. Burning 4. Garbage can 

5.Other 

 

Q212 From where do you get water for 

drinking? 

 

1. Pipe 

2. Protected well/spring 

3. Unprotected well/spring 

4. River 

5. Other (specify) 

 

Q213 Distance from the house to the water 

source 

__________ Minutes  

Q214 Type of collection container 1. Pot 4. Jerry can 

2. Plastic bucket 5. Other 

3. Iron bucket 

 

Q215 How did you transport the collected 

drinking water to the house yesterday? 

1. In a covered container 

2. In an uncovered container 

3. Other (specify) 
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Q216 Capacity of the container, which you 

used to collect drinking water 

yesterday? 

_______ Liters  

Q217 How many times did you collect water 

for drinking Yesterday? 

---------------times  

Q218 Does the drinking-water storage 

container have a cover? 

 

1. Yes 

2. No 

 

Q219 Is there a separate can for taking 

drinking water from the storage 

container?  

 

1. Yes 

2. No 

 

Q220 How do you take water from the 

drinking water storage container? 

1. Pouring 

2. Dipping 

 

PART III. BEHAVIORAL ASPECTS 

Q301 Does the child take other food than breast milk? 1. Yes 2. No  

Q302 Do you separately prepare food for the child, using a 

separate material? 

1. Yes 

2. No 

 

Q303 What food/fluid is the child mostly receiving (if the 

child is not on exclusive breastfeeding)? 

1. Cow's milk 4. Adults' food 

2. Powder milk 5. Other 
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Q304 What do you use to feed the child? 1. Hand 4. Bottle 

2. Cup and spoon 5. Other 

3. Cup 

 

Q305 Are you give leftover food to your child 1. Yes  

2. No 

 

Q306   Mother/caretaker have history ofdiarrhea in the 

past two weeks? 

1. Yes 

2. No 

 

Q307 Have you ever breast-fed your child? 1. Yes 2. No   

Q308 For how long did you breastfed your child? __________Months  

Q309 What is his/her current breastfeeding status? 1. Exclusive breastfeeding 

2. Partial breastfeeding 

3. Not breastfeeding 

 

Q310 At what age the child started supplementary 

/weaningfood? 

________ Months  

Q311 Did the child receive Rota  vaccination 1. Yes, (by the response of 

the 

respondent) 

2. Yes, (by checking the 

card) 

3. No 
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Q312 Did the child receive measles vaccination? 

 

1. Yes, (by the response of 

the 

respondent) 

2. Yes, (by checking the 

card) 

3. No 

 

Q313 Did the child receive Vit A supplementation 1.Yes 

2.No 

 

Q314 Do you wash your hand 1. Yes 2. No  

Q315 When do you wash your hands? (more than 

 

1.Before eating 

2.After eating 

3.After toilet visit 

4.After cleaning the 

child5.Before preparing food 

 

Q316 Cleansing material for hand washing? 1.Soap  

2. Water only 

 

Q317 Do your child have diarrhea today? 1. Yes 

2. No 

 

Q318 For how long the diarrhea last? -----------------days   

Q319 If the child has diarrhea today, how many times a 

day 

he/she passes stool? 

1. Three times 

2. More than three times 

3. Don't know 
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Q320 The type of diarrhea that the child had 1. Watery 

2. Blood and mucus 

 

Q321 What actions do you take to treat/stop the diarrhea? 1. Take him/her to health 

institution 

2. Take him/her to traditional 

healer 

3. Increase feeding 

4. Give him/her ORS 

5. Give him/her cereal based 

fluids 

6. Stop/decrease feeding 

7. Homemade treatment 

8. Other (specify) 

 

Q322 Do you know that flies can transmit diseases? 1. Yes 

2. No 

 

Q323 If “Yes”, can you tell me the name of the diseases? 1. Diarrhea 

2. Typhoid fever 

3. Cholera 

4. Trachoma 

5. Do not know the names 
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6. Other (specify 

Q324 Do you know that excreta of children can be a cause 

of diseases? 

1. Yes 

2. No 

 

Q325 Do you know the list major risk factor of acute 

diarrhea 

1. Non vaccinated for Rota 

virus 

2.Lack of early initiation and 

exclusive Breast feeding 

3.Using unsafe water for 

drinking 

4.Lack of hand washing 

practice 

5.Eating improperly handled 

food 

6.lack of latrines facility 

 

 

    

 

 

Date of interview------------------- 

Name of the interviewer------------------------------ Signature--------------- 
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ANNEX 2. QUESTIONNAIRE- AMHARIC VERSION 

በደብረብርሃ ን  ዩ ንቨር ስቲ ጤና  ሳይንስ  ኮሌጅ የ ህብረተሰብ ጤና  ት/ክፍል  

ከ 6-59 ወር  እድሜ ባሉ ህፃ ና ት ላይ የ ሚከተለውን  ድን ገ ተኛ  የ ተቅማጥ በሽታ ወሳኝ  ምክኒ ያቶችን  ለማወቅ  

የ ተዘ ጋጀ  መጠይቅ  

ቃለመጠይቅን  ከመጀመርህ  በፊት የ ሚከተሉትን  ነ ጥቦች  አ ስታውስ  

ለጥናቱ የ ተመረጠው ህ ፃ ን  እ ና ት መሆኑዋን  ቃለ  መጠይቅ  ከመጀመርህ  በፊት አ ረ ጋግጥ፡ ፡ ለቃለ  መጠይቅ  

ፈቃድ መጠየ ቅ  ይኖርብሃ ል ፡ ፡ ፈቃድ ሳታገ ኝ  በፍፁም መጠየ ቅ  የ ለብህም፡ ፡  

ስምህን  በመና ገ ር  ራስህን  አ ስተዋውቅ  ፡ የ ጥናቱን  አ ላማና  ለጥናቱ ለምን  ና  እ ንዴት እ ን ደተመረጡ 

ለተሳታፊው አ ስረ ዳ  

የ ህ ፃ ኑ ን  እ ና ት /አ ሳዳጊ  የ ጥናቱን  አ ላማ “ የ ስምምነ ት መጠየ ቂያ ” ከሚለው በታች  የ ተፃ ፈውን  በማንበብ 

ለቃለመጠይቅ  ፈቃደኛ  መሆኑን  ጠይቅ : ቃለምልልሱን  ከጨረስክ  በኃላ  ቃለምልልሱን  እ ንደጨረስክ  

ተናግረ ህ  ግለሰቡን  አመስግነ ህ  ወደሚቀጥለው እ ለፍ 

የ ስምምነ ት መጠየ ቂያ  

ስሜ -------------------ይባላ ል ፡ ፡  የ ምሰራው ደነ ባ  ጤና  ጣቢያ /ደነ ባ  ሆስፒታል  ነ ው፡ ፡ ይህ   መጠይቅ  

በህፃ ና ት ላይ የ ሚከሰተውን  ድን ገ ተኛ  ተቅማጥ የ ሚያመጡ ዋና  ዋና  ምክንያቶች  ለማወቅ  የ ተዘ ጋጀ  መጠይቅ  

ነ ው፡ ፡ መጠይቁ  የ ሚሞላው  በቃለ   ምልልሱ ሲሆን  የ ሚሰጡት ምላሽ  ለማንም ግለሰብ ወይም ድርጅት ተላ ልፎ 

የ ማይሰጥና  ሚስጥራዊነ ቱም የ ተጠበቀ  ይሆና ል ፡ ፡ ጥናቱ ዉጤታማ ሊሆን  የ ሚችለው እ ር ስዎ በሚሰጡት 

ትክክለኛ  መልስ  በመሆኑ  ጥያቄዎቹን  በትክክል  እ ንዲመልሱልን  ፈቃደኝነ ትዎትን   በትህትና  

እ ንጠይቃለን ፡ ፡  

ቃለምልልሱን  ለማድረግ  ተስማምተዋል  ? አ ዎ ተስማምቻለሁ-----አ ልተስማማሁም----------(ወደሚቀጥለው 

እ ለፍ) 

መለያ  

001፡  የ መጠየ ቂያ  

 መለያ  ቁጥር  

002፡  አድራሻ  ፡ ገ ጠር -------ከተማ:----------- 

003፡  ቀበሌ: ______ 

ማህበራዊ ና  ኢኮኖሚያዊ ሁኔ ታዎች 

ተ .ቁ  ጥያቄዎች ና  ማጣሪያዎች  አማራጭ መልሶች  

Q101 የ ቤተሰብ ብዛ ት -------------------በቁጥር   

Q102 እ ድሜያቸው ከአምስት አመት በታች  

ያሉ ህፃ ና ት ብዛ ት  

------------------በቁጥር   

Q103 የ ተመረጥው ህፃ ኑ  እድሜ ------------------በወር   

Q104 የ ተመረጠው ህፃ ኑ  ፆ ታ 1.ወንድ 2. ሴት  

Q105 ህ ፃ ኑ  የ ተወለደበት ቦታ 1.በጤና  ተቋም 2. በቤት ዉስጥ  

Q106 ህ ፃ ኑ  ለእ ና ትየ ው ስንተኛ  ልጅ ነ ው 1.አ ን ደኛ   2. ሁለተኛ   3. ሶስተኛ   4. አ ራተኛ   ና   

በተማራማሪው ብቻ የሚሞላ  
 

ማነ ፃ ፀ ሪያ ---------------------------

.--01 

ህመምኛ -------------------------------

02 
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ከዚያ  በላይ 

Q107 መላሹ ከ  ህ ፃ ኑ  ጋ  ያለው ግንኙነ ት  1.እ ና ት 2.ሌላ  አ ሳዳጊ   

Q108 የ ህ ፃ ኑ  እ ና ት/አ ሳዳጊ  እድሜ --------አመት  

Q109 የ ህ ፃ ኑ  እ ና ት/አ ሳዳጊ  የ ጋብቻ ሁኔ ታ 1.ያ ገ ባች  2. የ ተፋታች    3. ያላ ገ ባች 4. ባል  በሞት 

የ ተለያት 

 

Q110 የ ህ ፃ ኑ  ወላጆች/ አ ሳዳጊ ዎቸ  

ሃ ይማኖት ሁኔ ታ  

1.ክር ስቲያን  2. ሙስሊም 

3.ፕሮቴስታንት 4. ሌላ  ካለ  ይገ ለፅ  

 

Q111 የ ህ ፃ ኑ  ወላጆች/ አ ሳዳጊ ዎቸ  ዘ ር /ጎ ሳ  1.አማራ   2.ኦ ሮሞ   3.ትግሬ    4.ሌላ  ካለ  ይገ ለፅ   

Q112 የ ህ ፃ ኑ  እ ና ት/አ ሳዳጊ  የ ትምህርት 

ደረጃ  

1.መደበኛ  ትምህርት 2. መጻፍና  ማንበብ 3.ማንበብ 

ብቻ 4. ምንም ያልተማረ  

 

Q113 የ ህ ፃ ኑ  እ ና ት/አ ሳዳጊ  የ ስራ ሁኔ ታ 1.የ ቤት እመቤት 2. የ መንግስት ሰራተኛ  3. ገ ቢ 

የ ሚያስገ ኝ  የ ግል  ስራ 4. ሌላ  ይገ ለፅ  

 

Q114 የ ህ ፃ ኑ  አ ባት እ ድሜ  --------አመት  

Q115 የ ህ ፃ ኑ  አ ባት የ ትምህርት ደረጃ  1.መደበኛ  ትምህርት 2. መጻፍና  ማንበብ 3.ማንበብ 

ብቻ 4. ምንም ያልተማረ  

 

Q116 የ ህ ፃ ኑ  አ ባት የ ስራ ሁኔ ታ 1. የ መንግስት ሰራተኛ  2. ገ በሬ4. ነ ጋዴ 3. ሰራ 

የ ለውም 4. ሌላ  ይገ ለ ፅ  

 

   የ ቤተሰብ ገ ቢ ደረ ጃ   --------------------ብር   

Q117 

Q118 ቤተሰቡ የ እ ር ሻ  መሬት አ ለው 1.አ ለው 2. የ ለውም  

Q119 ቤተሰቡ ቲቪ አ ለው 1.አ ለው 2. የ ለውም  

Q120 በቤተሰቡ ሞባይል  አ ለው 1.አ ለው 2. የ ለውም  

Q121 ቤተሰቡ ባንክ  አ ካዉንት  አ ለው 1.አ ለው 2. የ ለውም  

Q122 ቤተሰቡ ሬድዎ አ ለው 1.አ ለው 2. የ ለውም  

Q123 ቤተሰቡ ኤሌክትሪክ  መብራት አ ለው 1.አ ለው 2. የ ለውም  

Q124 ቤተሰቡ በሬዎች   አ ሉት 1.አ ለው 2. የ ለውም  

Q125 ቤተሰቡ ላምች  አ ሉት 1.አ ለው 2. የ ለውም  

Q126 ቤተሰቡ በ ጎ ች   አ ሉት 1.አ ለው 2. የ ለውም  

Q127 ቤተሰቡ ፍየ ሎች  አ ሉት 1.አ ለው 2. የ ለውም  

Q128 ቤተሰቡ ዶሮዎች   አ ሉት 1.አ ለው 2. የ ለውም  

Q129 ቤተሰቡ አ ህያ  አ ለው 1.አ ለው 2. የ ለውም  

Q130 ቤተሰቡ ፈረ ስ   አ ለው 1.አ ለው 2. የ ለውም  

Q131 ቤተሰቡ መኖሪያ  ቤት  አ ለው 1.አ ለው 2. የ ለውም  

Q132 ቤተሰቡ በዚህ  አመት ለሽያጭ የ ሚዉሉ 

አ ትክልቶችን  ያበቅላ ል (ጤፍ ገ ብስ  

ስንዴ ና  ሌሎች)   ይጨምራል  

1. ጤፍ 2. ገ ብስ  3. ስንዴ  4. ሌሎች  

ክፍል  ሁለት፡  የ አ ካባቢ ጤና  ሁኔ ታ 

Q201 የ መኖሪያ  ቤት ወለሉ ሁኔ ታ 1.አ ፈር  2.እ ንጨት (ጣዉላ )  3.ሲሚንቶ    4. ሌላ  ይገ ለፅ   

Q202 የ መኖሪያ  ቤት ጣሪያ  የ ተሰራበት 

ሁኔ ታ 

1.የ ሳር  ክዳን   2. የ ቆርቆሮ ክዳን   3. ሌላ  ይገ ለፅ   

Q203 እ ንሰሳት በቤተ  ዉስጥ ከሰዎች  ጋር  

አ ብረው ይኖራሉ 

1.አ ዎ 2. አ ይኖሩም  

Q204 በቤተ  ዉስጥ ያሉት ክፍሎች  ብዛ ት  ----- ----------------------------  

Q205 ቤተሰቡ መፀዳጃ  ቤት 1.አ ለው 2.የ ለውም ((መልሱ የ ለዉም ከሆነ  ወደቀ208 

እ ለፍ) 

 

Q206 የ  መፀዳጃ  ቤት የ ባለቤትነ ት  ሁኔ ታ 1.የ ግል  2. የ ጋራ  
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Q207 በ  መፀዳጃ  ቤት አ ካባቢ የ ሰው 

አ ይነ ምድር  ይታያል  

1.አ ዎ 2. አ ይታይም  

Q208 መፀዳጃ  ቤት ከሌለ  ቤተሰቡ የ ት 

ይጠቀማል  

1.በየ ሜዳው 2.ሌላ  ይገ ለ ፅ   

Q209 የ ህ ፃ ኑ  አ ይነ  -ምድር   የ ት 

ያስወግዱታል  

1.ሽንት ቤት 2. ከሽንት ቤት ዉጭ  

Q210 ደረቅ  ቆሻሻ  እ ንዴት ያስወግዳሉ 1.በጉድገ ዋድ ዉስጥ 2.በማቃጠል  3. በየ ሜዳው 4.በእ ቃ 

አጠራቅመው ሌላ  ቦታ ይደፋሉ 5. ሌላ  ይገ ለ ፅ   

 

Q211 የ መጠጥ ዉሃ  ከየ ት ያ ገ ኛሉ 1.ከቧንቧ 2.ከተጠበቀ  የ ዉሃ  ጉድጓድ/ምንጭ 3. 

.ካልተጠበቀ  የ ዉሃ  ጉድጓ ድ/ምንጭ 4.ከወንዝ 5. ሌላ  

ካለ  ይገ ለ ፅ  

 

Q212 ዉሃ  በሚቀዳበት ና  በቤቱ መካከል  

ያለው የ ደር ሶ  መልስ  ርቀት 

---------ደቂቃ  

Q213 በትናትናው እ ለት ለመጠጥ 

የ ሚሆነ ውን  ውሃ  የ ቀዱበት እ ቃ ምን  

አ ይነ ት ነ በር  

1.እ ን ስራ 2.ባልዲ ፕላስቲክ  3.ባልዲ ብረት 4.ጀሪካን  

5. ሌላ  ይገ ለፅ  

 

Q214 በትናትናው እ ለት ለመጠጥ 

የ ሚሆነ ውን  ውሃ  ከቀዱ በኋላ  ወደቤት 

የ ወሰዱበት እ ንዴት ነ በር  

1.ክዳን  ባለው ዕቃ 2. ክዳን  በሌለው እ ቃ 3. በቅጠል  

በተከደነ  እ ንስራ 4. ሌላ  ካለ  ይገ ለፅ  

 

Q215 በትናትናው እ ለት ለመጠጥ 

የ ሚሆነ ውን  ውሃ  ቀዱበት ዕቃ 

የ ሚይዘው የ ውሃ  መጠን   

--------------ሊትር   

Q216 በትናትናው እ ለት ስንት ጊ ዜ ውሃ  

ቀዱ/አመላለሱ 

-----------ጊ ዜ   

Q217 የ መጠጥ ውሃ  ማጠራቀሚያው/ ማምጫው 

እ ቃ ክዳን  አ ለው 

1.አ ለው      2. የ ለውም  

Q218 ተለይቶ  የ ተቀመጠ የ ውሃ  መቅጃ  እ ቃ 

አ ለ  

1.አ ለ          2. የ ለም  

Q219 የ መጠጥ ውሃ  ማጠራቀሚያው/ ማምጫው 

እ ቃ ክዳን  አ ለው 

1.አ ለው      2. የ ለውም  

ክፍል  3 ፡ የ ህ ፃ ና ት አ ያያዝ ልምድ ና  እውቀት 

 

Q301 ህ ፃ ኑ  ከእ ናት ጡት ሌላ  ምግብ ይወስዳል  1.አ ዎ  

   2. የ ጡት ወተት ብቻ ነ ው  የ ሚመገ በው 306 እ ለፍ 

 

Q302 ህ ፃ ኑ  ለብቻው ምግብ ያዘ ጋጁለታል  1.አ ዎ  

2. አ ላ ዘ ጋጅም 

 

Q303 ህ ፃ ኑ  ከጡት ወተት ሌላ  ምግብ የ ሚወስድ 

ከሆነ  ምን  አ ይነ ት ምግብ 

ይወስዳል (ከአ ንድ በላይ መልስ  ሊኖረው 

ይችላል ) 

1.የ ላማ ወተት   

 2. የ ዱቄት ወተት   

 3. ከተፈጨ ጥራጥሬ  የ ተዘ ጋጀ  ምግብ   

   4.ለኣ ዋቂ  የ ተዘ ጋጀ  ምግብ      

 5. ሌላ  ይገ ለፅ  

 

Q304 ህ ፃ ኑ ን  በምን  ይመግቡታል  1.በእጄ  

2. በስኒ ና  በማንኪያ  

 3. በኩባያ  4. በጡጦ 

 4. ሌላ  ካለ  ይገ ለፅ  

 

Q305 የ ተረፈ  ምግብ ለ ልጅዎ ይሰጡታል  1. አ ዎ    

2.    2. አ ልሰጥም 

 

Q306 እ ና ትየ ዋ/ አ ሳዳጊ ዋ ባለፈው ሁለት 

ሳምንት ዉስጥ ተቅማጥ  ይዟቸው ነ በር  

1.አ ዎ  

2. አ ልያዘ ኝም 
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Q307 ህ ፃ ኑ  ለምን  ያክል  ወር  ጠባ  -----ወር   

Q308 ህ ፃ ኑ  ተጨማሪ  ምግብ የ ጀመረ በት ጊ ዜ ----ወር   

Q309 ህ ፃ ኑ   ሮታ ክትባት ተከትቧል  1.አ ዎ ከመላሹ የ ተገ ኘ    

2.አ ዎ ከመዝገ ብ የ ተገ ኘ   

3.አ ልተከተበም 

 

Q310 ህ ፃ ኑ    ሚዝል   ክትባት ተከትቧል  1.አ ዎ ከመላሹ የ ተገ ኘ    

2.አ ዎ ከመዝገ ብ የ ተገ ኘ  

 3.አ ልተከተበም 

 

Q311 ህ ፃ ኑ   ቫይታሚን  ኤእ ንክብል  ወስደዋል   1.አ ዎ 2. አ ልወሰደም  

Q312 እ ጅዎን  ይታጠባሉ 1.አ ዎ 2. አ ልታጠብም  

Q313 እ ጅዎን  የ ሚታጠቡት ምቼ ነ ው 1 ከምግብ በፊት 

2.ከምግብ በኃላ  

3.ከመፀዳጃ  ቤት መልስ  

4. ህፃ ኑ ን  ካፀ ዳዳሁ በኃላ  

5. ምግብ ክመዘ ጋጀቱ በፊት 

 

Q314 እ ጅዎን  ለመታጠብ ምን  ይጠቀማሉ 1. ዉሃ  ብቻ 

2.ሳሙና  ወይም አመድ  

 

Q315 በአሁኑ  ጊ ዜ  ህፃ ኑ   ተቅማጥ  አ ለው 1.አ ዎ መላሹ የ ተገ ኘ    

2. በባለሙያ  የ ተረ ጋ ገ ጠ  

3. የ ለ በትም 

 

Q316 ህ ፃ ኑ   ተቅማጡ   ስንት  ጊ ዜ  ቆየ በት ---------------------------ቀን   

Q317 በቀን  ዉስጥ ስንት  ጊ ዜ   ያስቀምጠዋል  1. ሶስትጊ ዜ 

 2. ከሶስትጊ ዜበላይ  

3. አ ላውቅም 

 

Q318 ምን  አ ይነ ት ተቅማጥ ነ ው ፡ ፡  1.እ ን ደዉሃ  የ ቀጠነ  

 2. ደም ና  ዉሃ  የ ተቀለቀለበት  

3. ሌላ  ይገ ለፅ  

 

Q319 ህ ፃ ኑ  ተዛማጅ  በሽታ  አ ለው ፡ ፡  1.የ ሳምባ  ምች/pnumonia/   

2. የ ምግብ እጥረት/SAM/   

3. ሌላ  ይገ ለፅ  

 

Q320 ዝንብ በሽታ ልታሰተላ ልፍ  

እ ንደምትችል  ያውቃሉ  

1.አውቃለሁ     

2. አ ላውቅም መልሱ አ ላዉቅም ከሆን  ወደ  ቀ310 

እ ለፍ 

 

Q321 የ 319 መልሱ አውቃለሁ  ከሆነ  

ልታስተላልፍ ይምትችለውን  የ በሽታ 

ስም  ሊነ ግሩኝ   ይችላሉ 

1.ተቅማት  

2. ታይፎይድ 

 3. ኮሌራ  

4.አ ይነ  ማዝ/ትራኮማ 

 5. ስማቸውን  አ ላዉቅም 6. ሌላ  (ይገ ለፅ ) 
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Q322 ተቅማጡን  ለማቆም ለህ ፃ ኑ  ምን  

አ ድር ገ ዉለታል ; 

 

ወደጤናድርጅትወስጀዋሁ 

ወደባህል  ህክምና   ወስጀዋለሁ 

ወትሮ ከሚበላው ምግብ ተጨማሪምግብ እ ሰጠዋለሁ 

ኦ አ ርኤስ /ORS/ እ ሰጠዋለሁ 

ከተፈጨ  ጥራጥሬ   የ ተዘ ጋጀ   ፈሳሽ   እ ሰጠዋለሁ 

ወትሮ ከምሰጠው ምግብ ያ ነ ሰ   እ ሰጠዋለሁሁ 

በግል  መድሃ ኒ ት  ገ ዝቼ  ሰጥቼዋለሁ 

ሌላ  ይገ ለ ፅ  

 

Q323 የ ተቅማጥ ዋና  ዋና  መንስኤዎች  ያዉቃሉ 1.ሮት ክትባት አ ለመከተብ 

2. የ እ ና ት ጡት ዘ ግይቶ ማስጀመር  እ ና  ለ  6 ወር  ጡት 

ብቻ አ ለመስጠት 

3.የ ተበከለ  ዉሃ  ለመጠጥ መጠቀም 

4. እ ጅ ዉሃ  መታጠብ ልምድ አ ለመኖር  

5. በአ ግባቡ ን ፅ ህናው ያልተጠበቀ  ምግብ መጠቀም 

6. ሸንት ቤት አ ለመኖር  እ ና  አ ለመጠቀም 

 

  

መጠይቁ  የ ተደረ ገ በት ቀን   -------------------------መጠይቁን  የ ሞላው ባለሙያ  ---------------------ፊርማ--------

--- 
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