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Abstract 

Background: Traditional medicine (TM) is the ancient and culture bound medical practice 

which existed in human societies before the application of modern science to health. Around 

80% of Ethiopians relies on traditional medicines. Although some traditional medical practices 

in children are useful and contributing positively and need to be strengthen, some are harmful 

from the perspective of health.  In Ethiopia, studies conducted so far are very limited and 

focused on adult TMPs. As a result, this study was conducted to assess the prevalence and 

factors associated with parental TM practice for children. 

Objective: The aim of this study was to assess prevalence and factors associated with parental 

traditional medicine use for children in Motta Town. 

Methods: Community based cross sectional study design was used. Data was collected using 

structured interviewer administered questionnaire. The study was conducted among 423 

households selected using systematic random sampling method. Both descriptive and inferential 

statistics were used to present the data. Odds ratio, binary and multiple logistic regression were 

used to assess the relationship between dependent and independent variables. 

Result: It was found that 88.2% of parents had used TM for their children. The top therapies 

used were herbs 255(66.9%), religious therapies 201(52.8%), massage 87(22.8%), bone settler 

83(21.8%) and TBA 50(13.1). Female sex [AOR= 2.66(1.11- 6.400)], educational level, easily 

accessibility of TM [AOR=2.97(1.42-6.18)], cheap price [AOR= 2.41(1.10-5.43)] and 

perceived effectiveness of TM [AOR= 2.48(1.21-5.08)] were associated with parental TM use 

for children. 

Conclusion and recommendation:  There was high parental TM practice for children in this 

study (88.2%). Sex of the parents, educational status of parents, easily accessibility of TM, 

cheap in price and perceived effectiveness were associated with parental TM use.  The 

integration of TM as part of modern medicine and controlling mechanism should be strengthen. 

Community education and further research on efficacy and safety of TM should also be done. 
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Chapter 1:  Introduction 

1.1 Background  
 
World Health Organization (WHO) defines traditional medicine as diverse health practices, 

approaches, knowledge and beliefs incorporating plant, animal, and/or mineral based 

medicines, spiritual therapies, manual techniques and exercises applied singularly or in 

combination to maintain well-being, prevent illness as well as to diagnose and treat illness (1). 

Traditional medicine (TM) is the ancient and culture bound medical practice which existed in 

human societies before the application of modern science to health. Although it has been 

practiced to some degree almost in all cultures, the practice varies widely in keeping with the 

societal and cultural heritage of different countries (2) 

 

 In Asia and Latin America, for example, population continues to use traditional medicine.  In 

China, traditional medicine accounts for around 40% of all health care delivered. On the other 

hand, up to 80% of people in Africa use traditional medicine to meet their health care needs (1). 

Ethiopian people have been using traditional medicine since time immemorial. Around 80% of 

its population relies on traditional medicines (3). 

 

Traditional, complementary and alternative medicine especially herbs are commonly in use in 

the general population and parents use this method of medicine utilization not only for 

themselves but for their children as well (4).  Many parents are considering the use of 

traditional medicine or herbal remedies to maintain their children’s good health and to treat 

their illnesses (5). Although some traditional medical practices in children are useful and 

contributing positively and need to be strengthen, some TM are harmful from the perspective of 

health science (6). 

 

In Ethiopia, Traditional medical practices and remedies are recorded in oral tradition, early 

medico religious manuscripts and traditional pharmacopoeias. Some of the medicines include 

medicinal preparations from plant, animal, and mineral substances, as well as spiritual healing, 

traditional midwifery, hydrotherapy, massage, cupping, counter irritation, surgery, and bone 
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setting. It is largely practiced by traditional medicine practioners and sometimes practiced at 

home level by the elderly and mothers (7).  

 

 There are many factors that push people to rely on traditional, complementary and alternative 

medicine all over the world in recent times. Because it is easily accessible, more affordable, 

closely corresponds to the patients ideology and less paternalistic than modern medicine, the 

appeal of traditional, complementary and alternative medicine increases (7).  

 

Majority of the Ethiopian population, especially in rural areas, depend on medicinal plants as 

their only source of health care where access to modern health care is lacking due to the 

absence of vehicular roads. Modern health care provision through construction and upgrading 

of different health institutions, training of health professionals and importing drug supplies has 

little value to the majority of Ethiopian rural communities at present time. Rather medicinal 

plants and knowledge of their use provide a vital contribution to human health care needs 

throughout the country as the plants are readily available, free and affordable and have minimal 

side effects (8). 

  

Culture, availability of practitioners, relief response, cost and distance are main reasons that 

push Ethiopian parents to practice traditional medicine (6). Whatever the reason to use it, TM 

and complementary medicine provides health care service for people with or without financial 

and geographic access to modern medicine (7). Even modern health care professionals believed 

the importance of TM. For example, Ethiopian studies showed that 60.9% modern health 

practitioners believed in the importance of TM for maintaining sufficient healthcare service to 

the community (9) . 

 

Therefore, describing prevalence and factors associated with childhood TM utilization helps to 

improve child health practice, identify the possibilities of integrating TM to modern practice, 

and to achieve the MDG 4 (to reduce child mortality). 
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1.2 Statement of the Problem  
 
Irrational use of medicine is a major problem worldwide. It is estimated that more than half of 

all medicines are prescribed, dispensed or sold inappropriately and that half of all patients fail 

to take them correctly. This contributes to enormous health and economic impacts both at a 

personal and national level (10). As a result, pediatric use of complementary and alternative 

medicine (CAM) therapies raises legal as well as clinical concerns (11). 

 

Traditional medicine is an ancient medical practice that is still widely used in Ethiopia. 

Unfortunately, healers are non trained and the knowledge surrounding traditional medicine is 

mainly conveyed verbally which may result in alteration of original information and expansion 

of a number of harmful practices. For example, healers approve they employed harmful 

practices such as uvulectomy, tooth extraction and female circumcision (12).  Ethiopian study 

showed that among the five most commonly used TMPs three of them were invasive practices 

(6).  

 

 TM sometimes causes delay of treatment of diseases especially communicable diseases in the 

modern health care facility. This may result mortality and prolonged community infectivity. For 

example, the major factors associated with TB patients' delay were related to prior attendance to 

non formal health care providers, self treatment and lower access to medical providers (13). In 

addition, concurrent use of herbs may mimic, magnify, or oppose the effect of pharmaceutical 

drugs and it may result potential adverse effects or interactions(14).  

 

Study conducted in Addis Ababa showed that all healers did not get help from modern health 

professionals and did not initiate cooperation with modern health professionals due to lack of 

motivation to collaborate and communicate with modern health service workers (3). This 

creates obstacle to treat and prevent complication of fatal diseases. 

 

Children are dependent on their parents. They cannot fight for their health rights. And some 

traditional practices like harmful traditional health practices were found to be killing practices 

for children. These practices are violating the children’s health rights and hindering the country 

from achieving millennium development goal (MDG 4) (6). 
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1.3 Significance of the Study  
Every human community has responded to the challenge of maintaining health and treating 

diseases by developing a medical system. People now are more prepared to look for alternative 

approaches/Traditional medicine to maintain their health. Hence, interest in traditional medicine 

has increased over the last decade and seems likely to continue (2). Particularly in developing 

countries like Africa, TM is highly popular (1). 

 

Despite of availability and accessibility of modern health facility and professionals, people are 

still continuing to use traditional medicine not only for themselves but also for their children as 

well. Understanding regarding this issue is limited. Furthermore, it is common to find 

inconsistencies among researches findings related to what causes increased utilization of 

childhood traditional medicine.   

 

Even though the use of traditional complementary and alternative therapies in children has 

recently shown explosive growth, there is little scientific evidence of benefit, a need for better 

regulatory oversight, and continuing gaps in the knowledge and attitudes of pediatric health 

professionals (15). So determining the rational of increased childhood traditional medicine 

utilization has paramount importance and it will fill the gap in this regards. 

 

The health and drug policies of the Ethiopian ministry of health (EMOH) recognize the 

important role medicinal plants and traditional health systems play in health care. However, 

little effort has been done to improve the valuable contribution of TM including the relevant 

research possibilities of integration to the modern medical practice [(8),(16)]. In Ethiopia, 

studies conducted so far are very limited and focused on adult TMP. The use of TM has not 

been widely studied among children. Therefore, this cross sectional study was conducted to 

assess prevalence and predictors of parental TM use for children.  

 

 Thus, the study can be used as a reference for nurse educators, health care professionals 

especially pediatrics nurses, policy makers, leaders and future researchers in this field and/or 

related fields. 
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Chapter 2: Literature Review 

2.1   Prevalence of traditional medicine practice   
Traditional medicine is a comprehensive term used to refer both to TM systems and various 

forms of indigenous medicine. TM therapies include medication therapies if they involve use of 

herbal medicines, animal parts and/or minerals and non medication therapies if they are carried 

out primarily without the use of medication, as in the case of acupuncture, manual therapies and 

spiritual therapies. In countries where the dominant health care system is based on allopathic 

medicine, or where TM has not been incorporated into the national health care system, TM is 

often termed “complementary”, “alternative” or “non conventional” medicine (1). 

 

Patients’ choices of health care providers are determined by a complex interplay between 

patient and provider characteristics. A variety of patient characteristics determines whether 

patients make choices, are willing and able to choose, and how they choose. Patients take 

account of a variety of structural, process and outcome characteristics of providers, differing in 

the relative importance they attach to these characteristics (17).  

 

Complementary and alternative medicine has gained increasing popularity among parents for 

children. In a cross-sectional study performed at a pediatric oncology center in Kuala Lumpur, 

Malaysia, (84.5%) patients reported using at least one form of CAM for children and the most 

frequently used CAM was water therapy (78%) (18). Similarly in a research done Southern 

Arizona, 64% of families reported using CAM for their child and the most common CAM 

therapies were spiritual healing (19). In research conducted in Eastern-Harargie district of 

Oromya region, Ethiopia, Uvulectomy, tonsillectomy, cauterization, milk tooth extraction, 

spiritual healing and herbal medicine provision are most commonly used as a therapeutic 

purpose for under five children (6). 

 

 This chapter focuses on the prevalence and factors associated with parental use of traditional 

medicine in children. For the purpose of generalization, the study variables are categorized in to 

four groups:  predisposing factors, enabling factors, need factors and health care experience.  
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2.1    Predisposing Factors 

   2.2.1 Demographic factors  

Demographic characteristics (age, gender, education and marital status) of CAM users provide 

insights into not only who is likely to use CAM but also some of the factors that may influence 

the choice to use CAM. Demographic characteristics and factors related to an individual’s 

health status are associated with CAM use. A Systemic review conducted in England reported 

that there is a significant association between CAM use and gender, education, and age (20).  

Opposite to this, in Malaysian study, there is no association between CAM use and parental 

age, parental education level, family income, and type or stage of disease (18). 

 

Study conducted among Calabrian children from 2009 to 2011 showed that parents who used 

CAM for their children were more aged and more educated than non users (21). Another study 

conducted also support this, CAM was used significantly more by children whose parents had a 

higher educational level [(22) (23)].  In a population done among Finland Finnish parents, 

CAM was frequently used by parents over 30 years (33%), female parents (32%), highly 

educated parents (35%), and parents with high monthly net income (34%) (24). It was also 

found that older caregivers were more likely to use remedies to treat fever and colic, compared 

with younger caregivers, and they were more familiar with remedies for colic. But there was 

little difference in the use of home remedies among different educational levels of caregivers 

(25). 

 

The relationship between sex and traditional medicine use is controversial in different studies. 

In a research done in India, the prevalence of self medication was significantly more in the 

sampled females (59.8%), than in males (48.9%) and was statistically significant (26). This was 

in agreement with a study done in Ireland and USA, where female gender was an independent 

predictive factor of CAM use (27) and  female gender (OR=1.7, 95%CI=1.1-2.7) (28) 

respectively. On the other hand, in a study done at Addis Ababa, although females visited 

traditional healers’ clinics more frequently than the rest of informants, there was no significant 

difference between sexes (3).  
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Like sex the relation between marital status and CAM use is also in doubt. In a research done 

on parents' decisions to treat their child with ASD with  CAM  treatment, it was found that 

parents who were married were significantly more likely to use CAMs  than those who were 

divorced (23). In converse, another finding stated that the presence of intimate social support (a 

marital or cohabiting partner) reduces CAM use (29). 

 

Additionally, although it is not well researched, family size emerged as a significant predictor 

of CAM use. A survey done in USA showed that those with a smaller family size are more 

likely to use complementary and alternative medicine (without prayer) (AOR 0.90, p<0.016) 

(30). On the other hand, study done in Chicago, USA showed as there is no significant 

relationship between child CAM use and .household size (31). 

 

In some researches statistically significant differences between sites were noted.  For instance, 

study in Canada reported patient use of CAM was significantly higher in Edmonton than in 

Ottawa, reporting rates of 71.4% and 42.3% respectively (32). In the same way, in a research 

done in Michigan, there was a significant relationship between the use of CAM therapies and 

community type with 82% of suburban, 77% of urban, and 58% of rural respondents reporting 

the use of CAM therapies (33).  

2.2 Enabling Factors  
Enabling characteristics includes resources found within the family and the community. Family 

resources comprise economic status and the location of residence. Community resources 

incorporate access to health care facilities and the availability of persons for assistance (34). For 

example, availability of practitioners, cost and distance were reported as some of the main 

reason for the use of traditional medical practices (6). In Ethiopia, medicinal plants are readily 

available, free and/or affordable and they provide vital contribution for human health (8). 

 

A survey conducted in Ireland involving cancer patients and non-cancer volunteers showed that, 

higher annual household income (p = 0.001) as more likely associated with CAM use (27). 

Conversely, study carried out in Mumbai, India reported that majority of respondents practicing 

self medication cited monetary constraints (40.5%) as the main reason. The prevalence of self 

medication in the community was significantly higher in low economic population (26). On the 
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other hand, in a study done at Addis Ababa, only 6(2%) of patients visited traditional healers’ 

clinics due to cost. And individuals with middle income level visited traditional healers’ clinics 

more frequently than the rest of informants (6). 

 

Accessibility and acceptance of treatments were predictive of parental CAM use for ASD (23).  

Study done at city of Çanakkale, Turkey, on the reasons to apply TM stated that (53 %) of the 

respondents perceive as it is being easily accessible (3). USA study showed that greater number 

of conventional medical office visits in the last year (4.4, 2.1-9.0 for 6 visits) was significant 

factor independently associated with a greater likelihood of CAM use (28). Similarly a study 

done in Ghana   indicates that 58.6% users of traditional health care services claimed that 

traditional medical services are “cheap” in comparable with the orthodox medical services (35). 

A research done in Dembia district shows 94.7% of THPs testified the acceptance of TM by the 

community. Of these 57.9% indicated the acceptance is due to efficacy, 15.8% due to cheap 

price and 26.3% reported both factors (9). 

 

Another pushing factor to use CAM is referral by someone else. A survey done in USA 

reported  families were referred to CAM by a number of sources, including their friends and 

family (25%), therapists (16%), and/or physician (14%) for  the child with cerebral palsy(CP) 

(36). Likewise, in a research conducted   at the Children’s Clinic for Rehabilitative Services 

(CCRS) in Tucson, Arizona proved that advice by a medical practitioner (37%) and family 

member (33%) were the most frequent reasons to choose CAM for children with especial health 

care needs (19). In addition, in a study done Legos, Nigeria, relatives, friends and neighbors 

influenced 79% of the parents to use CAM for their children, media 13%, CAM practitioners 

5%, churches 2% and hospital staff 1% (37).  In research done at Addis Ababa, 38.9%) patients 

got information about traditional healers clinics from friends, 26.1% from family, 19.9% from 

previously treated individuals and 15.0% from multiple sources (3). 

2.3 Need Factors  
Many parents are considering the use of traditional medicine or herbal remedies to maintain 

their children’s good health and to treat their illnesses (5).  Previous research in Newfoundland 

and Labrador, Canada  reported that parents gave their children NHPs to improve or maintain 

their general health (50.6%) (38).  Another  study conducted among parents of children in 
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Netherland showed that alternative treatment was used by 32% of the CAM patients for 

promoting general wellbeing, by 40% for the same disorder for which the pediatricians was 

visited and by 28% for another medical disorder . But no relation was seen between duration of 

the disease and/ or treatment and concerns that parents had regarding their child’s health. Rather 

children with headache (53%, P<0.01) or chronic fatigue syndrome (47%, P<0.05) had the 

highest prevalence of CAM use, while children with endocrine diseases (especially diabetes) 

had the lowest prevalence 18% (22). Similar study in Netherland also showed that duration of 

symptoms, duration of treatment, and use of medication were not associated with CAM use 

(39). 

 

Contrary to Netherland’s study, Hospital study in Canada indicated that use of CAM was 

significantly associated with child’s health. Adjusting for other factors, Edmonton children who 

had poor or fair health were 2.1 times (P = .039, 95% CI 1.01–4.1) more likely to use CAM 

(32). Another study in Canada also stated the most frequent health problems that justified CAM 

use were musculoskeletal problems (27%), psychological problems (24%), infections (20%), 

asthma/ allergies (15%), pain (8%), skin problems (8%), and colic 8% (40). On the other hand, 

study among Calabrian children revealed that the most common illness treated with CAM were 

gastrointestinal diseases, upper respiratory tract diseases and dermatological disease (21). 

2.4 Health Care Experience 
It is well researched that parents who use CAM for themselves are more prone to use CAM for 

their children. A study in Canada indicated that Edmonton patients, use of CAM was 

significantly associated with parent use of CAM. Adjusting for other factors, children whose 

parents used CAM were 9.4 times (P, .0001, 95% CI 6.1–14.4) more likely to use CAM (32). 

Similarly research done in USA showed that parental CAM use is significant factor 

independently associated with a greater likelihood of CAM use. Parental CAM use (47.2, 23.7-

94.0 by both parents; 8.8, 4.5-16.9 by mother only)(28). Another USA survey revealed that 

Parental use of CAM was the only factor that was predictive of parental satisfaction with the 

child’s CAM therapies. (Odds ratio 3.3, 95% confidence interval 1.5 to 7.0) (36). Furthermore, 

in another study it was observed that those who have used it for themselves more frequently 

also used them for their child (P <.01) (19). 
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The other reason patients visit traditional healers clinic is dissatisfaction with modern medicine. 

In Southern Arizonian study among children with especial health care needs, 22% indicated that 

they were willing to try CAM because their child had an illness that was not improving with 

more conventional therapies and 8% were afraid of the side effects of medical drugs (19). A 

study among Calabrian children showed perception of the efficacy of CAM was high in all 

interviewed and the satisfaction’s level of the results which were achieved with CAM is high 

(21).  In the same way,  research conducted in Addis Ababa showed that 57.2% of patients visit 

traditional healer due to its efficacy, 35.6% visit due  to dissatisfaction with modern medicine,  

3.3% dissatisfaction with modern medicine and efficacy, 2.0% cost and 2.0% dissatisfaction 

and cost (3). 

 

Patients’ choices of health care providers are determined by a complex interplay between 

patient and provider characteristics (17). CAM is commonly used for children and the decision-

making process in parental choice of CAM is affected by numerous factors. The 

Sociobehavioral Model (SBM) modified for CAM use which is identified as the best conceptual 

model, provides valuable framework for future  research and could be used to explain child 

CAM use (41). 
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2.5 Conceptual Framework 

 
 
Figure 1: Conceptual Framework of parental TM use for children: Adapted and modified from  
Anderson’s 1995 Socio behavioral model. 
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Chapter 3: Objectives 

3.1 General Objective 
 To assess the prevalence and factors associated with parental traditional medicine use 

for children in Motta town, Amhara Regional State, Ethiopia, 2014. 

3.2 Specific Objectives 
 To determine the prevalence of parental traditional medicine use for children. 

 To identify factors associated with parental traditional medicine use for children.  
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Chapter 4: Methods and Materials 

4.1 Study Area 
The study was conducted in Motta town which is found in East Gojjam Zone, Amhara region of 

Ethiopia. It is bordered in all dimensions by Hulet Ejju Enesse Woreda. It is 202km away from 

capital of East Gojjam, Debre Markos , 120 km away from capital of Amhara Region, Bahr Dar 

and 370 km away from capital city of Ethiopia, Addis Ababa. The Town has a total of 4 

kebeles. It has around 33,679 populations from which 17,152 are male and 16,528 female and 

10,044 are children under 18 years old. Majority of the people (56.87%) are orthodox 

Christians. The district has a total of 17 governmental and nongovernmental health care 

institutions on work. These are 1 District Hospital, 1 health center, 5 clinics and 1 pharmacy 

and 9 drug store.  

4.2 Study Design 
Community based cross sectional study design was used.   

4.3 Study Period 
The data was collected from March to April /2014. 

4.4 Population 

4.4.1 Source Population 

All parents having under eighteen years of age children who live in Motta Town. 

4.4.2 Study Population 

All randomly selected parents having under eighteen years of old children who fulfill the 

inclusion criteria were included. 

4.5 Inclusion and Exclusion Criteria 
4.5.1 Inclusion Criteria. 

  Parents who were permanent residents at least for six months  

  Have  under eighteen years old children who live with them at least for six months  

 Available at the time of data collection were included. 
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4.5.2 Exclusion criteria 

 Parents who were seriously ill or unable to give the required information during data 

collection period were excluded. 

4.6 Sample Size and Sampling Procedure 

4.6.1 Sample Size Determination 

The sample size of the households were determined by the expectancy that 50% of households 

use traditional medicine for children with 5% marginal error, 95% CI (α =0.05) and none 

response rate of 10%. Based on this assumption, the actual sample size for this study was 

determined by using single proportion formula as follow; 

                            N =  (𝑍 𝛼/2 )² ∗ 𝑝  ∗ 𝑞  

d2
 , N =    (1.96)2 ∗0.5∗0.5

(0.05)2
  = 384        Where: 

N= the required sample size  

Z= standard score corresponding to 95% CI 

P= expected prevalence of parental traditional medicine use for children 

Q= 1-P 

D= the margin of error 5% 

But by assuming that there may be non response rate of 10%, this gives 39. So the total sample 

size is 384 + 39 = 423. 

4.6.2 Sampling Procedure 

In Motta town, there are 4 kebeles.  These are (kebele 01, 02, 03 and 04). All the four kebeles 

were included in the study. Study populations (parents having under eighteen years old 

children) were selected using systematic sampling from each kebeles (K = 
𝑁

𝑛
 = 6850

423
 = 16.19 

=~16, where k is sampling interval, N= total number of households having under 18 years old 

children and n is the  required sample size). So after random selection of the first household, 

every 16th households were selected. When this was not possible, the immediate next was 

considered.  
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                                    Figure 2:  Schematic presentation of sampling procedure 

4.7 Data Collection Procedure 

4.7.1 Instrument and measurement 
The data collection tool was a structured interviewer administered questionnaire. Either the 

father or mother of the children was interviewed. But priority was given for the mother because 

mothers are close to their children than fathers. When the mother was not available by any 

means, the father was interviewed.  

 

03 kebele 

2102 households 

04 kebele 

965households 

02 kebele 

1661 households 

01 kebele 

2122 households  

Systematic sampling 

131 59 130 103 

423 households 

           Motta Town 

           4 Kebeles 
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 Structured interviewer administered questionnaires were adapted from previous researches 

done on similar topics [(42), (37), (43), (44)] and was translated in to the local language 

(Amharic). The questionnaire consists of five parts. The first part consisted of predisposing 

factors. Under this part, the questionnaire dealt about parental socio demographic characteristics 

and value - believe systems. The second part comprised of prevalence of utilization of TM. The 

third part of the questionnaire comprised enabling factors. The fourth part of the questionnaire 

was about need factors and the last section was regarding health care experience. 

4.7.2 Personnel 

Eight health extension workers (HEWs) for data collection and four supervisors were trained 

for two days before data collection time. Data collectors were responsible to interview either 

parent of children (primarily the mother), record the result in a consistent manner and finally 

submit the result to the investigator as scheduled.  

4.7.3 Data Quality control 

Data collectors (HEWs) were trained on how to interview and record and assigned out of their 

respective kebeles to minimize information bias. In order to assess the validity and reliability of 

the instrument, clarity of the questions and respondent reaction to the question and interviewer, 

pre- test was done in another kebeles at 5% of actual respondents. After the pre- test unclear 

questions were collected and interviewers adjusted themselves as required. But the data from 

the pre-test was not included in the analysis. When the head of household (mother/father) was 

unavailable during data collection period, repeated trials until three times were done. During the 

data collection time, regular monitoring and supervision of the overall activity was done by the 

supervisors and principal investigator to ensure the quality of data. 

4.8 Data Processing and Analysis 
The data was cleaned, coded and entered in Epi data version 3.1 and transferred to SPSS 

version 20.0 for analysis. Descriptive and inferential statistics were used to present the data. 

Descriptive statistics like frequency and percentage were used to summarize the socio-

demographic characteristics’ of the study participants. And inferential statistics like odds ratio, 

binary logistic regression and multiple logistic regression were used to determine if there is 

association between dependent variable (parental traditional medicine use for children) and 
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different independent factors (predisposing factors, enabling factors, need factors and health 

care experience). Variables showed statistical significant in binary regression analysis i.e. (p-

value <0.05), were entered for multivariate analysis. And P value of less than 0.05 was 

considered as significant at 95% CI. 

4.9 Variables 

4.9.1 Dependent Variable 

 Parental traditional medicine use for children(Yes, No) 

4.9.2 Independent Variables 

 Predisposing Factors such as socio demographic characteristics of parents (age, sex, 

religion, marital status, economic level, education, family size and resident  ) 

 Enabling Factors (cost, accessibility and source of referral) 

 Need Factors (conditions such as promotion, prevention and treatment, type of illness, 

perception of illness and parental rating of child health) 

 Health Care Experience (parental CAM use, dissatisfaction with modern medicine, 

efficacy of CAM, fear of side effect of modern medicine and cost of modern medicine) 

4.10 Operational Definitions 
Children: are those who are less than eighteen years old 

High income: more than 1500 Ethiopian Birr/month. 

Low income: less than 500 Ethiopian/month 

Medium income: between 500 -1500 Ethiopian birr/month 

Parent: father, mother or/and guardian who nurtures and raises child 

Sub urban: parents live in town less than one year. 

Traditional healers/practioners:  health care providers who are not trained in modern 

medicine science. 



18 
 

Traditional medicine: anything used in the promotion of health, prevention of illness and 

treatment of diseases that are not prescribed by health care professional and those that are not 

commonly used as a diet in that culture. 

4.11 Ethical Consideration 
Ethical clearance and approval to conduct this research were obtained from Research and 

Ethical Review Committee of Department of Nursing and Midwifery, School of Allied Health 
Sciences, college of Allied Health Sciences, Addis Ababa University. Permission to conduct the 

study was also requested from Motta Town Administration. The ethical considerations were 

taken in to account throughout the study. Voluntariness was asked and participants were 

informed as their participation is voluntarily and that they can withdraw at any time of the 

study. In addition, the objective of the study was verified to the participants. They were 

informed about the confidentiality of the data being collected. For those who were volunteers to 

participate, written consents were obtained and signed on the consent form prepared before the 

study begins. At the end of interview, participants were informed about TM use and associated 

potential effects. 

4.12 Dissemination of Results 
The result of this study will be submitted to Department of Nursing and Midwifery, School of 

Allied Health Sciences, College of Health Sciences, Addis Ababa University. The study result 

will also be submitted to Motta Town Administration, East Gojjam Zonal Health District and 

Amhara Region Health Office. Effort will be made to present the result in locally or 

internationally held conferences and meetings.  For the publication purpose, the abstract of this 

thesis will be submitted to national or international peer reviewed medical journals.  
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Chapter 5: Result  

5.1 Socio-demographic characteristics 

The survey included a total of 423 eligible parents. Among this, 381 of parent participants were 

voluntarily agreed to participate in this study. This made the response rate of the study to be 

90.07%. 

Out of 381 respondents participated in this study, 340 (89.2%) were females. Among the total 

study subjects 179(47.0%) were between age groups 26-35 years old.  And from the total 381 

respondents, 228(59.8%) were Orthodox religion followers. While 233(61.2%) of the 

participant were married, greater than half of respondents 192(50.4%) can’t read and write (had 

no formal education at all). 

 

Moreover, among the total respondents, 252(66.1%) were living in urban, 271(71.1%) have less 

than three under eighteen years old children and 180(47.2%) of the participants of the study 

have replied as they have very low monthly income (less than 500birr/month). 

The socio demographic characteristics of the parents are shown in table 1 below. 
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Table 1: Socio demographic characteristics of parents having under eighteen years old children 

in Motta town, Amhara region, North West Ethiopia, April 2014. (N=381). 

 

Variable   Frequency(N)  Percentage (%) 

Sex   Male  41 10.8 

Female  340 89.2 

Age (years) ≤ 25  63 16.5 

26-35 179 47.0 

36-45 108 28.3 

>45 31 8.1 

Religious affiliation Orthodox  228 59.8 

Muslim  145 38.1 

Others *  8 2.1 

Marital status  Single  18 4.7 

Married  233 61.2 

Divorced  86 22.6 

Widowed  44 11.5 

Educational status  Unable to read and write 192 50.4 

Read and write  103 27.0 

Primary school (1-8) 28 7.3 

High school (9-12) 32 8.4 

Above high school 26 6.8 

Residence  Urban  252 66.1 

Sub urban  129 33.9 

Number of children (< 18 years) Less than three  271 71.1 

Three- four 104 27.3 

Greater than four  6 1.6 

Monthly income (Ethiopian birr) <500  180 47.2 

500 – 850 114 29.9 

851 – 1500 56 14.7 

>1500 31 8.1 

 

*= Catholic and Protestant   
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5.2   Prevalence of TM utilization for children 

Among the total 381 participants of this study, 336(88.2%) had used at least one form of TM 

for their children in the last 12 months. Among this 79.8% were females and 8.4 were males 

.This means the prevalence of parental traditional medicine practice for children is 88.2% based 

on this study (Figure 3).   

 

 

 
 

Figure 3: Prevalence of parental TM practice for children in Motta town, Amhara region, North 

West Ethiopia, April 2014. (In the last 12 months). 

 

 Out of the total respondents 255(66.9%) have used herbal medicine at least once for their 

children in the last 12 months and 73(19.2%) of participants have used either form of traditional 

medicine within the last one month at the time of data collection (Table 2). 
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Table 2: Parental traditional medicine use for children in Motta town, Amhara region, North 

West Ethiopia, April 2014. (In the last 12 months, N= 381). 

 

Variables  Frequency (N) Percentage (%) 

When used TM for your child/children 

in recent time? 

 

 

 

 

        Within one month 73 19.2 

        Within six months 136 35.7 

        Before six months 172 45.1 

Type  of TM  used    

         Religious/prayer   201 52.8 

         Herbal medicine 255 66.9 

         Bone settlers 83 21.8 

         Massage 87 22.8 

         Tooth extractor 38 10.0 

         TBA 50 13.1 

         Functional foods 54 14.2 

         Others** 16 4.2 

 

** = Yehareg ressa, Salehu dress & Yebuda medhanit. 

 

5.3   Enabling Factors  

Respondents were asked to list what their reasons were to use traditional medicine for their 

child/children. Among the total 381 participants, 181(47.5%) mentioned accessibility of 

traditional medicine as the major reason (Figure 4).  

 

 

 

 



23 
 

 
          * = Lack of time for emergency problems, Cultural acceptability 

Figure 4: Reasons for parental TM use for children in Motta town, Amhara region, North West 

Ethiopia, April 2014(In the last 12 months). 

 

Participants stated what their sources of information about the TM child/children was/were 

using. About 192(50.4%) replied they used TM for their children by themselves and 

110(28.9%) got the information from their neighbors and the rest from different sources (Table 

3). 
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Table 3: Enabling factors for parental TM use for children in Motta town, Amhara region, 

North West Ethiopia, April 2014. (In the last 12 months, N= 381) 

 

Variables  Frequency (N)  Percentage (%) 

The sources of information  

about the TM child is using? 

 

 

 

 

            Self 192 50.4 

            Family  89 23.4 

            Relative  57 15.0 

            Friends  57 15.0 

           Neighbors  110 28.9 

           Health professionals 4 1.0 

           Religious institutions 55 14.4 

           Traditional healers 10 2.6 

           Media 1 0.3 

How often you communicate about your child’s health 

with the person who provide the therapy ? 

  

           < 25% of the time 178 46.7 

           25% of the time or more 111 29.1 

           50% of the time or more 54 14.2 

           75% of the time or more 17 4.5 

         100% of the time 21 5.5 

 

5.4 Need Factors  

While 148(38.8%) of participants perceived that the overall health status of their child before 

TM treatment was poor or fair, 65(17.1%) of respondents felt that pain or discomfort prevents 

child from doing everyday things at an extreme amount. On the other hand, a total of 

275(72.2%) study participants had used TM for their children to treat illness and/ or to relieve 

symptom (Table 4). 
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Table 4: Major need factors for parental TM use for children in Motta town, Amhara region, 

North West Ethiopia, April 2014. (In the last 12 months, N= 381) 

 

Variables  Frequency (N)  Percentage (%) 

Purpose of TM use   

         To promote health 62 16.3 

         To prevent illness 110 28.9 

         To treat illness/symptom 275 72.2 

 

Health status of the child before treatment 

 

 

 

 

        Very poor 35 9.2 

        Poor 74 19.4 

        Fair 74 19.4 

       Good 88 23.1 

       Very good 93 24.4 

       Excellent 17 4.5 

Feeling about pain or discomfort prevents the 

child from doing everyday things 

 

 

 

 

 

 

        Not at all 41 10.8 

          A little 111 29.1 

          A moderate amount 120 31.5 

          Very much 43 11.3 

          An extreme amount 65 17.1 

Duration of illness   

         Acute (<1 month) 216 56.7 

         Chronic ( ≥1month) 165 43.3 
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Participants have used TM to treat different health problems. About 99(26.0%) of participants 

had used TM to treat head ache and 93(24.4%) for gastrointestinal problems as shown in figure 

5 below. 

 

 
                * = Eye problems, Ear problems 

 

Figure 5: Frequency of children symptoms treated by parental TM use in Motta town, Amhara 

region, North West Ethiopia, April 2014. (In the last 12 months) 

 

26%
24.4% 24.1%

21%
18.9%

17.3%

13.1%

7.1%
5.8%

1.6%

4.5%

0

5

10

15

20

25

30



27 
 

5.5   Health care Experience 

Among the total participants, 316(82.9%) had used TM for themselves at least once in the last 

12 months. While 66(17.3%) of participants indicated TM efficacy as excellent enough, 

124(32.5%) had got complete satisfaction with TM and 168(44.1%) ranked the quality of their 

experience with modern healthcare system as it was extremely good (Table 5) 

Table 5: Health care experience of participants in Motta town, Amhara region, North West 

Ethiopia, April 2014. (In the last 12 months, N= 381). 

Variables   Frequency (N)  Percentage (%) 

Have you ever used TM for 

yourself in the last 12 months?    

Yes  316 82.9 

No  65 17.1 

Who had used CAM? Mother only 169 44.4 

Father only  95 24,9 

Both  117 30.7 

How do you indicate the level 

of TM efficacy? 

Very poor 6 1.6 

Poor 87 22.8 

Fair  52 13.6 

Very good 170 44.6 

Excellent  66 17.3 

How do you indicate your level 

of satisfaction after TM use? 

Completely dissatisfied   9 2.4 

Somewhat dissatisfied 79 20.7 

  Neither satisfied nor   

dissatisfied 

15 3.9 

Somewhat satisfied  154 40.4 

Completely satisfied 124 32.5 

Over all how do you rank the 

quality of your experience with 

modern healthcare systems? 

Very bad 5 1.3 

Bad 15 3.9 

Good  82 21.5 

Very good 111 29.1 

Extremely good 168 44.1 
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Study participants were asked about their reasons for applying TM than modern medicine.  

From this, nearly half of respondents 180(47.2%) used TM because as it was effective when 

selected correctly (figure 6). 

 

 

                            * = Non curable diseases with modern medicine, cultural acceptability                                                

Figure 6: Reasons for parental use of TM than modern medicine in Motta town, Amhara region, 

North West Ethiopia, April 2014. 
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5.6   Factors associated with Traditional Medicine practice  

In bivariate logistic regression analysis; sex of participant, parental educational status, monthly 

income, accessibility of TM, price, parental TM use, effectiveness of TM  and difficulty in 

accessing modern medicine and cost were statistically associated with parental TM use for 

children with p-value <0.05 at 95% C.I.(Table 6). 

After bivariate analysis only those variables which were significantly related (p- value <0.05) 

were entered for further multivariate analysis.  

After adjusting for potential confounders in multivariate logistic regression analysis; only 

participants sex, parents educational status, accessibility of TM, low price of TM and perceived 

effectiveness of TM were significantly related with parental TM use for their children. But 

monthly income, parental TM practice and difficulty in accessing modern medicine and cost 

weren’t significantly associated with Parental TM use for children in multivariate analysis. 

 

Female parents were 2.66 times more likely to use traditional medicine for their children than 

male parents and significantly associated with TM use [AOR= 2.66(1.11- 6.40)]. Educational 

status of parents in a unique way was also significantly associated with parental TM use for 

children. Illiterate parents were 3.10 times more likely to practice TM for children when 

compared to parents who had above high school education [AOR=3.10(1.10-8.84)]. Parents 

who can read and write were 3.45 times more likely use TM for their children than those who 

were high school educated[AOR= 3.45(1.12-10.61)] and those had primary education were 4.08 

times more likely to practice TM for  children than above high school 

educated[AOR=4.08(1.02-22.67)]. But there wasn’t statistical association between high school 

educated and TM utilization.  

 

Accessibility of TM was significantly associated with parental TM practice for children. Parents 

who perceived TM as it is accessible were 2.97 times to use TM [AOR=2.97(P.0.004, 1.42-

6.18)] for children than those who perceived as isn’t accessible. Similarly price of TM (cheap 

price) was significantly associated with parental TM use. Parents who replied TM is cheap were 

2.42 times more likely to use TM [AOR=2.42(P. 0.034, 1.10-5.43)] than those who replied as 

isn’t cheap. Perceived effectiveness of TM if selected correctly was also significantly related 

with parental TM use for children and [AOR=2.48(P. 0.013, 1.21-5.08)]. Parents who perceived 
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TM as effective were 2.48 more likely to practice TM than those who perceived as it isn’t 

effective. 

Table 6: Bivariate and multivariate logistic regression analysis of factors associated Parental 

TM use for children in Motta Town, Amhara Region, North West Ethiopia, April 2014. (N= 

381) 

Variables                        Parental TM use for children  

Yes  No COR (95%CI) AOR (95%CI) 

Sex  Male  32(8.4) 9(2.4)           1 1 

Female  304(79.8) 36(9.4) 2.38(1.05-5.37) 2.66(1.11- 6.40)* 

Educational 

status  

Illiterate   174(45.7) 18(4.7) 3.56(1.32-9.62) 3.10(1.10-8.84)* 

Read and write 92(24.1) 11(2.9) 3.08(1.06-8.97) 3.45(1.12-10.61)* 

Primary(1-8)  25(6.6) 3(0.8) 3.07(0.70-13.46) 4.80(1.02-22.67)* 

High school 26(6.8) 6(1.6) 1.6(0.46-5.52) 0.97(0.26-3.66) 

Above high 

school  
19(5.0) 7(1.8) 1 1 

Monthly income <500 birr 162(42.5) 18(4.7) 3.68(1.47-9.20)  

500-850 birr 102(26.8) 12(3.4) 3.48(1.31-9.26)  

851-1500 birr 50(13.1) 6(1.6) 3.41(1.08-10.75)  

>1500 birr 22(5.8) 9(2.4) 1  

Accessibility of 

TM 

Yes  168(44.1) 13(3.4) 2.46(1.25-4.86) 2.97(1.42-6.18)* 

No  168(44.1) 32(8.4) 1 1 

Cheap in price  Yes  122(32.0) 9(2.4) 2.28(1.06-4.89) 2.41(1.10-5.43)* 

No  214(56.2) 36(9.4) 1 1 

Parental TM use Yes  284(74.5) 32(8.4) 2.22(1.10-4.51)  

No  52(13.6) 13(3.4) 1  

Effectiveness of 

TM  

Yes  167(43.8) 13(3.4) 2.43(1.23-4.80) 2.48(1.21-5.08)* 

No  169(44.4) 32(8.4) 1 1 

Difficulty in 

accessing modern 

medicine and 

cost 

Yes  
135(35.4) 9(2.4) 2.69(1.25-5.76)  

No  
201(55.1) 36(9.4) 1  

1= Reference        *= p –value <0.05(significant) 
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Chapter 6: Discussion  

Traditional medicine has gained increasing popularity among parents for children. In this cross 

sectional study, the prevalence of parental traditional medicine use for children is 88.2%. This 

is in line with a report by WHO where around 90% of Ethiopians rely on traditional 

medicine(1). But it was higher when compared to a research done in Kuala Lumpur, Malaysia, 

84.5% (18) and Southern Arizona, 64% (19). The difference might be from methodological and 

cultural differences between the studies. The previous studies were conducted at health care 

setting and this study is community based. In a health care setting study, people could be said 

that they have experience with modern health care system so the prevalence of TM use for 

children might be decreased. 

 

In this study, the most commonly used TM therapies were herbal medicine (66.9%), religious 

therapy (52.8%), massage (22.8%) and bone settler (21.8%).  This study is in line with a 

research done in Southern Arizona where spiritual therapies were most commonly used (19). 

This might be due to in Ethiopia also most of the people are religious and religious therapies are 

given priority. However, the study was in contrary in most cases with the study conducted in 

Eastern-Harargie district of Oromya region, Ethiopia, where uvulectomy, tonsillectomy, 

cauterization, milk tooth extraction, spiritual healing and herbal medicine were the most 

commonly used therapies (6). The difference could be from the study population; in this study, 

participants were parents having under eighteen years old children and in previous study 

participants were parents having under five years old children. And uvulectomy, tonsillectomy, 

cauterization, milk tooth extraction are commonly practiced among under five children not for 

older children. In addition, because these are invasive procedures now a days the practices are 

somewhat decreased. 

 

In this study, the most frequent health problems that justified TM use were head ache (26%), 

gastro intestinal (24.4%), dermatologic (24.1%), chronic fatigue (21%) and psychosomatic 

(18.9%). This is in most cases congruent with previous studies [(21), (22), (41)]. This might be 

due to acute and communicable diseases are common in Ethiopia still. However, no statistical 

relation was seen between children’s type of illness/symptom and parental traditional medicine 

practice. 
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Some of the socio-demographic characteristics were significantly associated with parental TM 

use for children. Adjusting for other factors, sex of the parent was significantly associated with 

parental traditional medicine practice. Females were 2.66 times more likely to use traditional 

medicine [AOR= 2.66(P. 0.029, 95% C.I.1.11- 6.40)] for their children than males. This was in 

congruent with studies done in India, Ireland and USA where female gender was an 

independent predictive factor of CAM use [(26),(27), (28)]. This might be; because female 

parents spent most of their time with their children than male parents and they are near to their 

children. But a study done in Addis Ababa showed there is no significance difference between 

sexes (3). The difference might be from the methodology of the study. In a study done at Addis 

Ababa, the study participants were traditional healers and patients who attend traditional clinic 

for themselves.  

 

Another factor that affects parental traditional medicine practice was educational level. Parental 

educational status was significantly associated with parental TM use for children in this study. 

Illiterate parents were 3.10 times more likely to practice TM [AOR=3.10(95% C.I.1.10-8.84)], 

parents who can read and write were 3.45 times more likely use TM [AOR= 3.45(95% C.I.1.12-

10.61)] and those who had primary education were 4.08 times more likely to practice 

TM[AOR=4.08(95% C.I.1.02-22.67)] for  children than  parents above high school educated. 

This is not in line with previous studies done in Calabria and Finland where parents who use 

TM for their children were more educated [(21), (22), (23), (24)].  This could because this study 

was community based and most of the participants were illiterate. But those who had high 

school education were not significantly related with traditional medicine practice. This might be 

due to as educational level increases; knowledge regarding modern medicine increases and 

attention is given for modern medicine than TM. 

 

Resources found within the family and the communities were another pushing factors for TM 

practice (35). In this study, accessibility of TM was significantly associated with parental TM 

use. Among the total respondents, 181 (47.5%) perceived TM as it is being easily accessible. 

Those parents who perceived TM as it is being easily accessible were 2.97 times more likely to 

use TM [AOR=2.97(P.0.004, 95% C.I.1.42-6.18)] for their children when compared to those 

who perceived as TM isn’t accessible. This is nearly consistent with previous study done at city 
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of Çanakkale, Turkey, where (53 %) of the respondents perceive as it is being easily accessible 

(3). It is also in line with another study, where accessibility and acceptance of treatments were 

predictive of parental CAM use for ASD (23). This might be because around half of 

respondents (47.2%) in this study had very low monthly income (<500birr), as a result, they 

may rely on something accessible to them. 

 

This study revealed that low price of the traditional medicine is a predictor for parental TM use 

for children. From the total participants 131(34.4%) perceived TM as it is cheap. Adjusting for 

other factors,  parents who recognized TM as it is being cheap enough were 2.4 times more 

likely to practice TM [AOR=2.4(P.0.034, 95% C.I. 1.10-5.43)] for their children than those who 

didn’t perceive as it is cheap. The study result is greater than a research done in Dembia district, 

Ethiopia, where (15.8%) of respondents accept TM as it is cheap in price (9).  This could 

because currently the cost of modern medicine is increasing; as a result, the cost of TM can be 

considered as cheap relatively. In contrary, the study result was lower than a study done in 

Ghana where 58.6% users of traditional health care services claimed that traditional medical 

services are “cheap” (36). This may be due to the socio-economic and market differences 

between participants in Ghana and Ethiopia.  

 

Perceived effectiveness of traditional medicine was another factor significantly related with 

parental traditional medicine utilization. In this study, 167(43.8%) of participants perceived TM 

as effective when selected correctly and had used for their children. Adjusting for other factors, 

those who perceived TM as effective were 2.48 times to use TM [AOR= 2.48(P.0.013, 95% C.I. 

1.21-5.08)] for their children than those who perceived as it is not accessible. This was in 

agreement with a study done among Calabrian children, where perception of the efficacy of 

CAM was high in all interviewed (21). On the other hand, this was lower when compared to a 

study done in Addis Ababa, where 57.2% of patients visit traditional healer due to its efficacy 

(3). The difference may be from methodological differences. While participants were asked 

about TM practice for their children in this study, in a study done in Addis Ababa, participants 

were asked about their TM experience for themselves.  
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Although parental use of TM for themselves was significantly associated with childhood 

traditional medicine practice in previous studies [(19), (28), (32), (37)], in this study, there 

wasn’t significant difference between parents who had used TM for themselves and those who 

hadn’t used it previously. Probably this could be because child and maternal health service have 

received government attention currently and health education has been given at large level to 

the parents regarding children’s health. As a result, they might not use TM for their children 

even though they used for themselves. 
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Chapter 7:  Strength and Limitation  

7.1   Strength 

 The study could be said the first in such thematic area particularly for pediatrics 

populations in the area. 

 Because the study is community based, it is more representative than institution based 

studies. 

7.2   Limitation  

 The fact that studies conducted so far in Ethiopia are limited on the topic, no enough 

literature to discuss with Ethiopian context 

 While the study considers parental characteristics, Children’s characteristics were not 

evaluated. 

 Because the study is cross sectional and evaluates the effect of variable of interest, no 

possibility to identify whether TM practice affects the associated factors and whether 

there is association or effect between variables. 
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Chapter 8:  Conclusion and Recommendation  

8.1   Conclusion  

There was high parental traditional medicine practice for children in this study (88.2%). This 

indicates the contribution of traditional medicines to the public health is significant. The study 

showed that for the majority of parents traditional medicines were among the options to 

promote, prevent and treat their children’s health/health problems. The most commonly used 

traditional medicine therapies were herbal medicines. Sex of the parents, educational status of 

parents, easily accessibility of traditional medicines, being cheap in price and perceived 

effectiveness of traditional medicines were associated with parental traditional medicine use for 

their children in this study. 
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8.2   Recommendation  

To FMOH and Policy makers 

 Since perceived efficacy is predictor for TM use, the integration of traditional medicine 

as part of modern medicine should be strengthen. 
 Modern medicine accessibility and availability should further be expanded. 
 Controlling mechanism should be set regarding traditional healers and TM accessibility. 

 Health care professionals 

 Education, support and counseling should be given to community at large and 

particularly to the women regarding traditional medicines.  

To Researchers 

 Safety and efficacy of TM should be studied further. 

 Further national wide research (quantitative and qualitative) including children’s 

characteristics should be conducted 
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Appendix I: Participant Information Sheet 

Good morning/ afternoon? 

My name is _______________________. Currently I am a graduate student at Addis Ababa 

University, College of Health Sciences, School of Allied Health Sciences, Department of 

Nursing and Midwifery. And now I am conducting a research to assess determinants of parental 

traditional medicine use for children in Motta district. 

Title of the research:  Prevalence and associated factors of Parental Traditional Medicine Use 

for Children in Motta District, Amhara Regional State, Ethiopia, 2014. 

Objective: To assess prevalence and associated factors of parental traditional medicine use for 

children in Motta district, Amhara Regional State, Ethiopia, 2014. 

Participants: Randomly selected permanently registered households having under eighteen 

children 

Potential Risks: There is no foreseen risk by being in this study. 

 

Benefits: No financial benefits are related with this study. But by participating in this study, 

you will acquire or increase knowledge related to the practice of traditional medicine for 

children.  

 

I would like to ask you few questions. Your honest response to the questions can make the 

study to achieve its objective. All the information that you give will be kept confidential and 

private. Only the principal investigator and interviewer will have access to the information. You 

are kindly requested to respond voluntarily. You can also choose not to participate in this study 

totaly or if you become uncomfortable during the study, you will be allowed to leave the study 

at any time. At any time that you have questions, you can contact me by using the following 

addresses.  

 

Tenaw Gualu, 

Mobile: 09 13 84 14 96 

E-mail: tenawgualu@yahoo.com 

mailto:tenawgualu@yahoo.com


43 
 

Appendix II:  Informed consent 

                                           Addis Ababa University 

                                          College of Health Sciences 

                                        School of Allied Health Sciences 

                                     Department of Nursing and Midwifery  

I herewith declare that:  

 The objectives of this study are explained to me and are clear. 

 The contents of the consent are verified to me to participate in the study. 

I understand that participation in this study is completely voluntary and that I may withdraw at 

any time without supplying reasons. I agree to participate in this study to be interviewed, 

provided my privacy is guaranteed. When signing this consent form to participate in the study, I 

promise to answer honestly to all reasonable questions and not provide any false information or 

in any other way purposely mislead the researcher. 

 

Signature of the participant_______________________ date ____________________ 

Signature of the investigator_______________________ date ____________________ 
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Appendix III:  Questionnaire, English Version 

                                         Addis Ababa University 

                                      College of Health Sciences 

                                    School of Allied Health Science  

                               Department of Nursing and Midwifery 

This questionnaire is adapted and modified from different similar researches that were done 

previously ((42), (37), (43), (44)). It will used to gather information regarding factors affecting 

parental traditional medicine use for their children.  

 

Section I: Socio-Demographic Characteristics of the Parents  

 

1. Sex 1. Male 

2. female  

2. age in years 1. < 20 years 

2. 21- 25 

3. 26 -30 

4. 31 – 35 

5. 36 – 40 

6. 41 – 45 

7. >45 

3. What is your religious affiliation?   1. Orthodox  

2. Muslim  

3. Catholic  

4. Protestant  

5. Others 

4. Marital status 1. Single 

2. Married 

3. Divorced/separated 

4. Widowed 
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5. How much do you earn monthly?   1. < 500 birr/month 

2. 500-850 birr/month 

3. 851-1500 birr/month 

4. > 1500 birr/month 

6. What is your educational level?   1. Illiterate  

2. Read and write  

3. Primary school(1-8) 

4. High school(9-12) 

5. Above high school 

7. How many children do you have 

(under 18 years)? 

1. 1 

2. 2 

3. 3 

4. 4 

5. >4 

8. Residence 1. Urban 

2. Sub urban  

 

Section II:  Prevalence of TM practice 

1. Have you used TM for your child 

with in the last 12 months? 

1. Yes 

2. No  

 

If your answer is yes to question 

number 1, pass to next questions. 

 

 

2. Have you ever used any of the 

following complementary or 

traditional therapies?  

 

 

 

 

 

 

1. Religious/prayer therapy  

2. Herbal medicine  

3. Bone settlers  

4. Massage  
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5. Tooth extractor  

6. TBA 

7. Functional foods 

8. Any others (specify)…………… 

3. When have you used TM for your 

child? 

1. Within 1 month 

2. Within 6 months 

3. Before six months 

 

Section III: Enabling factors 

1. What is your reasons for applying to 

TM 

 
 
 

1. Being easily accessible 

2. Cheap in price 

3. Having low income 

4. Being referred by someone 

5. Any others?  (specify)------------- 

2. What are your sources of information 

about the TM your child is using? 

1. Self 

2. Family  

3. Relative  

4. Friends  

5. Neighbors  

6. Health professionals 

7. Religious institutions 

8. Traditional healers 

9. Media 

10.  Any other? Specify----------------- 

3. How much were you personally able 

to communicate about your child’s 

health with the person(s) who 

provided the therapy for you? 

1. Less than 25% of the time 

2. 25% of the time or more 

3. 50% of the time or more 

4. 75% of the time or more 

5. 100% of the time 
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Section IV: Need Factors  

1. For what purpose you used TM for 

your child? 

1. To promote health  

2. To prevent illness 

3. To treat illness/symptom relief 

4. Others (specify)…………………….. 

2. The overall health status of your child 

before treatment  

1. Very poor 

2. Poor 

3. Fair 

4. Good 

5. Very good 

6. Excellent 

3. To what extent do you feel that pain or 

discomfort prevents your child from 

doing everyday things you need to do? 

1. Not at all 

2. A little 

3. A moderate amount 

4. Very much 

5. An extreme amount 

4. For which child’s symptom you used 

TM? 

1. Pulmonary  

2. Gastrointestinal  

3. Urological  

4. Psychosomatic  

5. Dermatologic  

6. Musculoskeletal   

7. Endocrine  

8. Neurological 

9. Chronic fatigue  

10. Head ache 

11. Any others? (Specify)………………… 

5. Duration of illness?   1. Acute (<1 month) 

2. Chronic ( ≥1month) 
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Section V: Health care Experience 

1. Have you ever used TM for 

yourself with in the last 12 months?    

1. Yes 

2. No  

2. If yes, to question no.1, who had 

used CAM? 

1. Mother only 

2. Father only 

3. Both 

3. Reasons for applying TM than 

modern medicine 

 

 

 

1. When selected correctly it is 

effective 

2. Satisfaction with TM 

3. Dissatisfaction with modern 

medicine 

4. The fear of using drugs and the 

side effects 

5. Difficulty in accessing health care 

facilities/ high cost  

6. Less efficacy of modern medicine 

7. Any other? 

Specify……………….. 

4. Indicate the level of TM efficacy 1. Very poor 

2. Poor 

3. Fair  

4. Very good 

5. Excellent  

 

 

5. Indicate your level of satisfaction 

after TM use? 

1. Completely dissatisfied   

2. Somewhat dissatisfied 

3. Neither satisfied nor dissatisfied 

4. Somewhat satisfied  

5. Completely satisfied 
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6. Over all how do you rank the 

quality of your experience with 

modern healthcare systems? 

1. Very bad 

2. Bad 

3. Good  

4. Very good 

5. Extremely good 

 

 

                                                Thank you!!! 
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Appendix IV: የተሳታፊዎች መረጃ መስጫ ቅጽ-በአማርኛ 

 

እንዯምን አዯሩ/ዋለ? 

ጤናው ጓለ እባሊሇሁ፡፡ በአዲስ አበባ ዩኒቨርሲቲ፣ ጤና ሳይንስ ኮላጅ፣ ነርሲንግና ሚድዋይፍሪ 

ትምህርት ክፍሌ በህፃናት ጤና የ2ኛ ዓመት የማስትሬት ድግሪ ተመራቂ ተማሪ ነኝ፡፡ በአሁኑ ሰዓት 

በሞጣ ዙሪያ የባህሊዊ ህክምና አጠቃቀምና  ወሊጆች ሇሌጆች ባህሊዊ ህክምና እንዲጠቀሙ 

የሚያዯርጓቸውን ተፅዕኖዎች በማጥናት ሊይ ነኝ፡፡  

የጥናቱ ርዕስ፡- የባህሊዊ ህክምና አጠቃቀምና ወሊጆች ሇሌጆች ባህሊዊ ህክምና እንዲጠቀሙ 

የሚያዯርጓቸው ተፅዕኖዎች፣ ሞጣ ዙሪያ፣ አማራ ብሔራዊ ክሌሊዊ መንግስት፣ 

ኢትዮጵያ፣ 2006 ዓ.ም፡፡  

የጥናቱ ዓሊማ፡-የባህሊዊ ህክምና አጠቃቀምና ወሊጆች ሇሌጆች ባህሊዊ ህክምና እንዲጠቀሙ 

የሚያዯርጓቸውን ተፅዕኖዎች ማወቅ 

ተሳታፉዎች፡- ከ18 ዓመት በታች ሌጆች ያሎቸውና በቋሚነት የሚኖሩ እማወራዎች/አባወራዎች  

የጎንዮሽ ጉዳት፡- በዚህ ጥናት መሳተፍ ምንም አይነት ጉዳት የሇውም፡፡  

ጥቅማ ጥቅም፡- በዚህ ጥናት መሳተፍ ምንም አይነት ገንዘብ አያስገኝም፡፡ ነገር ግን በዚህ ጥናት 

በመሳተፍ ስሇባህሊዊ ህክምና እውቀት ያገኛለ ወይም ያሇዎትን እውቀት ያዳብራለ፡፡  

 

ስሇዚህ የተወሰኑ ጥያቄዎችን ሌጠይቅዎት እወዳሇሁ፡፡ የእርስዎ በእውነት ሊይ የተመሰረተ መሌስ 

ሇዚህ ጥናት መሳካት አስተዋፅኦ ያዯርጋሌ፡፡ እርስዎ የሚሰጡት መረጃ ከአጥኚውና ቃሇመጠይቅ 

አድራg!ው በስተቀር በማንኛውም መሌኩ ሇላሊ 3ኛ ወገን ተሊሌፎ አይሰጥም፡፡ በሙለ ፇቃዯኝት 

እንዲሳተፈ እየጠየቅሁ ያሇመሳተፍ ወይም በማንኛውም ጊዜ ራስዎን ከጥናቱ የማግሇሌ ሙለ መብት 

አሇዎት፡፡ ማንኛውም ጥያቄ ካሇዎት በሚከተሇው አድራሻዬ ማግኘት ይችሊለ፡፡  

 

 

ጤናው ጓለ  

ስ.ቁ. 0913841496 

ኢ.ሜይሌ፡ tenawgualu@yahoo.com  

 

 

 

 

mailto:tenawgualu@yahoo.com
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  Appendix V: የስምምነት መግሇጫ ፎርም - በአማርኛ 

               

                           አዲስ አበባ ዩኒቨርሲቲ 

                            ጤና ሳይንስ ኮላጅ 

                            ነርሲንግ ዲፓርትመንት 

                            ድህረ ምረቃ ፕሮግራም 

 

እኔ ስሜ ከዚህ በታች የተገሇፀው፤ የዚህ ጥናት ዓሊማ በዯንብ የተብራራሌኝ ሲሆን የጥናቱንም ዓሊማ 

ተረድቻሇሁ፡፡  

በዚሁ ጥናት ሊይ መሳተፍ በሙለ ፇቃዯኝነት ሊይ የተመሰረተ መሆኑን በሚገባ የተረዳሁ ሲሆን 

በማንኛውም ጊዜ ከጥናቱ ራሴን የማግሇሌ መብት እንዳሇኝ አውቄአሇሁ፡፡ ስሇሆነም የምሰጠው መረጃ 

እስከተጠበቀ ድረስ በዚህ ጥናት ሇመሳተፍ ተስማምቻሇሁ፡፡ በዚህ ጥናት ሇመሳተፍ ስምምነቴን ስገሌፅ 

ሇምጠየቀው ጥያቄ በእውነት ሊይ የመሰረተ መሌስ ሇመስጠት የተስማማሁ መሆኔን አረጋግጣሇሁ፡፡  

 የመረጃ ሰጪው ፉርማ   ______  ቀን     

 የአጥኚው ፉርማ      ቀን     
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Appendix VI:  መጠይቅ - አማርኛ ቅጽ 

 

አዲስ አበባ ዩኒቨርሲቲ 

                            ጤና ሳይንስ ኮላጅ 

                            ነርሲንግ ዲፓርትመንት 

                            ድህረ ምረቃ ፕሮግራም 

ይህ መጠይቅ ከዚህ ቀዯም በተሇያዩ ጥናቶች የተጠየቀ ነው፡፡ መጠይቁ ወሊጆች ሇሌጆቻቸው 

ባህሊዊ መድሃኒት እንዲጠቀሙ የሚያዯርጓቸውን ተፅዕኖዎች የሚያጠና ነው፡፡ 

ክፍሌ አንድ፡- የወሊጅ አጠቃሊይ ሁኔታ 

 

1. ፆታ 

1. ወንድ 

2. ሴት 

 

 

2. ዕድሜ 

1. <20 

2. 21-25 

3. 26-30 

4. 31-35 

5. 36-40 

6. 41-50 

7. >45 

3. የየትኛው ሀይማኖት ተከታይ ነዎት? 

 

1. ኦርቶዶክስ 

2. እስሌምና 

3. ካቶሉክ 
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4. ፕሮቴስታንት 

5. ሌሎች 

 

4. የጋብቻ ሁኔታ 

1. ያሊገባ/ች 

2. ያገባ/ች 

3. የተሇያየ/ች 

4. የሞተበት/ባት 

 

5. በወር ምን ያህሌ ገቢ ያገኛለ? 

1. <500 ብር 

2. 500-850ብር 

3. 851-1500ብር 

4. >1500ብር 

 

6. የትምህርት ደረጃዎ ምን ያህል ነው? 

1. ያልተማረ 

2. ማንበብና መፃፍ 

3. የመጀመሪያ ዯረጃ(1-8) 

4. ሁሇተኛ ዯረጃ(9-12) 

5. ከሁሇተኛ ዯረጃ በላይ 

 

7. ከ18 ዓመት በታች የሆኑ ምን ያህል ልጆች አለዎት? 

1. 1 

2. 2 

3. 3 

4. 4 

5. >4 

 

 

8. መኖሪያ 

 

1. ከተማ 

2. ከፊሌ ከተማማ 

 

ክፍሌ ሁሇት፣ አጠቃሊይ ሁኔታ 

 

1. ሇሌጅዎ ባሇፍት 12 ወራት ባህሊዊ መድሃኒት 
ተጠቅመው ያውቃለ? 
 

1. አዎ 

2. የሇም 

 

በተራ ቁጥር 1 መልስዎ አዎ ከሆነ፣ ወደሚቀጥሇው ጥያቄ ይሇፉ፡፡ 
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2. የሚከተለትን ባህላዊና ተጨማሪ መድሃኒቶች ተጠቅመው 

ያውቃለ? /አንዱን ወይም ከዚያ በላይ “X” ምልክት ያድርጉ 

 

 

 

1. ሀይማኖታዊ/ፀልት 

2. ዕፅዋት 

3. ወጌሻ 

4. አሽታ 

5. የጥርስ ሏኪም 

6. የሌምድ አዋሊጅ 

7. ምግብ 

8. ላሊ ካሇ 

ይጠቀስ…………………………

… 

3. መቼ ነው ባህሊዊ ህክምና ሇሌጅዎ የተጠቀሙት? 
 

1.  በአንድ ወር ውስጥ 

2. በስድስት ወር ውስጥ 

3. ከስድስት ወር  

 

 

ክፍሌ ሦስት፣ የሚገፈፈ ተፅዕኖዎችን በተመሇከተ 

1. ባህሊዊ ህክምና እንዲጠቀሙ ያደረገዎ 

ምክንያት ምንድን ነው? 

1. በቀሊለ ስሇሚገኝ 

2. ዋጋው ርካሽ በመሆኑ 

3. ዝቅተኛ ገቢ ስሊሇኝ 

4. በላልች ተጠቁሜ 

5. ላሊካሇይጠቀስ______________________ 
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2. ሌጅዎ 

ስሇሚጠቀመው/ስሇምትጠቀመው 

ባህሊዊ ህክምና መረጃ ያገኙት ከየት 

ነው? 

1. ራሴ 

2. ቤተሰብ 

3. ዘመድ 

4. ጓዯኛ 

5. ጎረቤት 

6. የጤና ባሇሙያ 

7. የሀይማኖት ተቋማት 

8. የባህሌ ህክምና አዋቂዎች 

9. ሚዲያ 

10. ሌላ ካሇ ይጠቀስ_________________________________ 

 

3. ሇምን ያህል ጊዜ የልጅዎን የጤና ሁኔታ 

ከባሇሙያው ጋር ይወያያለ? 

 

1. ከ25% በታች 

2. ከ25% እና በሊይ 

3. 50% እና ከዚያ በሊይ 

4. 75% እና ከዚያ በሊይ 

5. 100% 

  

 

 

 

 

ክፍሌ አራት፣ ፍሊጎቱን በተመሇከተ 

 

1. ሇሌጅዎ ባህሊዊ ህክምና የሚጠቀሙት 

ሇምንድን ነው? 

1. ጤናን ሇማስጠበቅ 

2. በሽታን ሇመከሊከሌ 

3. በሽታን ሇማከም/ህመሙን ሇመቀነስ 

4. ላልች ካለ ይጥቀሱ_______________ 

2. የሌጅዎ አጠቃላይ የጤና ሁኔታ ምን ይመስላል? 1. በጣም ዝቅተኛ 

2. ዝቅተኛ 

3. መጠነኛ 

4. ጥሩ 
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5. በጣም ጥሩ 

6. እጅግ በጣም ጥሩ 

3. የሌጅዎ ህመም/ስሜት ምን ያህል የሁልጊዜ 

ተግባሩን ያስተጓጉላል ብሇው ያስባለ? 

1. ምንም አያግዯውም  

2. ጥቂት 

3. በመጠኑ 

4. በጣም 

5. እጅግ በጣም  

4. ሇየትኛው የሌጅዎ ህመም ነው ባህሊዊ 

ህክምና የተጠቀሙት? 

1. የመተንፇሻ ችግር 

2. የምግብ እንሽርሽሪት 

3. የሽንት ችግር 

4. የአዕምሮ  

5. የቆዳ 

6. የጡንቻና የአጥንት 

7. የሆርሞን 

8. የነርቭ 

9. የድካም 

10. የራስ ምታት 

11. ላሊካሇ ይጠቀስ______________ 

5. ህመሙ ሇምን ያህል ጊዜ ቆየበት/ባት?  

 

1. ድንገተኛ(<1 ወር) 

2. ሇብዙ ጊዜ የቆየ(≥ 1 ወር) 

 

ክፍሌ አምስት፡- የህክምና ሌምድ በተመሇከተ 

1. ባሇፉት 12 ወራት ሇራስዎ ባህሊዊ ህክምና 

ተጠቅመው ያውቃለ? 

1. አዎ 

2. የሇም 

2. በተራ ቁጥር 1. መሌስዎ አዎ ከሆነ 

ማነው የተጠቀመው? 

1. እናት ብቻ 

2. አባት ብቻ 

3. እናት እና አባት 

3. ባህሊዊ ህክምና ከዘመናዊ ህክምና 

የሚመርጡበት ምክንያት 

1. በአግባቡ ከተመረጡ ውጤታማ ስሇሆኑ 

2. በባህሊዊ ህክምና ስሇምረካ 

3. በዘመናዊ ህክምና ስሇማረካ 

4. የዘመናዊ መድሃኒት የጎንዮሽ ጉዳት 
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5. የህክምና ተቋማት ተዯራሽነት ማነስ እና 

ከፍተኛ ዋጋ 

6. ዘመናዊ ህክምና ውጤታማ ስሊሌሆነ 

7. ላሊካሇ 

ይጠቀስ_________________________ 

4. የባህሊዊ ህክምና ውጤታማነት እንዴት 

ይገልፁታል? 

1. በጣም ዝቅተኛ 

2. ዝቅተኛ  

3. መጠነኛ 

4. በጣም ጥሩ 

5. እጅግ በጣም ጥሩ 

5. ባህሊዊ ህክምና ከተጠቀሙ በኋላ ያሇዎት እርካታ 1. በሙለ አሌረካሁም 

2. የተወሰነ አሌረካሁም 

3. አሌረካሁም አሌተከፊሁም 

4. የተወሰነ እረክቻሇሁ 

5. እረክቻሇሁ 

6. በአጠቃሊይ በዘመናዊ ህክምና ያሇዎትን 

ሌምድ እንዴት ይገሌፁታሌ 

1. በጣም መጥፎ 

2. መጥፎ 

3. ጥሩ 

4. በጣም ጥሩ 

5. እጅግ በጣም ጥሩ 

 

 

                             አመሰግናሇሁ!!! 

 

 
Appendix VII:  Curriculum Vitae of Principal Investigator 

 

1. PERSONAL DETAILS  

 Name:   Tenaw Gualu Melesse 
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 Sex:   Male 

 Date of Birth:  01/03/1980 E.C 

 Place of Birth:  Gojjam, Ethiopia 

 Marital Status:  Single  

 Nationality:  Ethiopian  

 Religion :                         Orthodox Tewahido 

 Health Status:  Excellent  

 Address:              phone: +251 9 13 84 14 96  

                                         Email: tenawgualu@yahoo.com         

2. EDUCATIONAL BACKGROUND  

 Masters fellow in AAU in Child Health Nursing.  

 Bachelor Science [BSc] in clinical nursing from Addis Ababa university on July 

17/2002 E.C 

 Preparatory school: Motta Senior Secondary and Preparatory school (1998-1999) 

 Secondary School: Motta  Secondary School (1996-1997) 

 Elementary School: Motta Elementary School (1994-1995) 

                                Gengerta Elementary School (1988-1993) 

3. LANGUAGE  

 Amharic  English  

Speaking  Excellent Excellent  

Reading  Excellent Excellent 

Writing  Excellent Excellent 

Listening  Excellent Excellent 

 

4. WORK EXPERIENCE 

 From Sep. 12/2003 E.C up to August 30/2003 E.C, as Graduate Assistant (GA I) 

in Wolaita Sodo University. 
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 Member of Research and Publication Commite, College of Health Science Wolaita 

Sodo University, 2003 E.C. 

 From sep.1/2004 up to sep.1/2005 E..C as Graduate Assistant (GA II) in Debre 

Markos University. 

 Since sep.1/2005 E.C as Assistant Lecturer at Debre Markos University 

5. TRAININGS AND ADDITIONIONAL COURSES  

 Post Exposure Prophylaxis [PEP] 

 Provider Initiated Testing and Counseling [PITC] 

 Palliative Care 

 Prevention with positives 

 TB/HIV Collaboration  

All the above were organized by Addis Ababa University and Johns Hopkins 

University/TSEHAI, 2002 E.C 

 Active learning, Continuous assessment, Classroom management and English 

language training from Wolaita Sodo University, 2003 E.C. 

 Training of trainers (TOT) course on  emergency obstetrics and neonatal care 

provided by Southern Ethiopia Gwent health care link U.K and Hawassa 

University, 2003E.C 

6.  HOBBIES  

 Reading ( Bible, medical books, history)  

 Attending Church   

 Research  

 Film (comedy)  

  Listening songs  (religious ) 

7. REFERENCES  

 Addis Ababa University          Telephone No 011 12 39 800 

 Girma Alem                             Telephone No 0910685241 

 

Appendix VIII: Curriculum Vitae of Advisor 

Name:  Yohannes Ayalew 
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Address:   Addis Ababa University, College of Health Sciences, School of Allied Health 

Science Department of Nursing and Midwifery.   P.O.Box: 4412, Addis Ababa, Ethiopia. 

                 Tel. 0911032747 

                  E-mail: yayalew58@gmail.com 

Date of Birth: June 03/1974 G.C 

Place of Birth:  Wollega, Sire 

Nationality: Ethiopian 

Religion: Orthodox 

Sex: Male 

Marital Status: Married 

Language: Amharic, English, Oromifa, and Tigrigna 

I. Educational Background: RN, BSc, and MSc.  in adult health nursing from AAU  

II. Work Experience:  

 Adult health nursing lecturer,  Addis Ababa University  

  Lecturer and Nursing program coordinator,  Hawassa University 

  Head, department of Nursing, St’ Lideta health Science College 

 

III. Publications: HIV/AIDS patient’s satisfactory and their expectations with pharmacy 

service at specialist antiretroviral therapy/ART/ units 

 Published on European Review for Medical and Pharmacological Sciences web site     

    in 2009, volume 13, No. 5 on page from 331-339 

                                          http://www.europeanreview.org/articolo.php?id=658 

IV. Membership: Ethiopian Nursing Association/ENA. 

Appendix IX: Map of study area 

http://www.europeanreview.org/articolo.php?id=658
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