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SUMMARY 

This study is a cross sec tional sample s urvey o n 

t he health status of 10 villages (5 rese ttleme nt and 5 

indigenous) in Kele m Awraja, Wollega Regio n, 

Southwestern Ethi opi a . The fi e l d study was conduc ted i n 

September a nd October 1987 . The survey c onsi sted of a 

s e t of qu es tionnaires on s ocio- de mograph ic , he al th 

status, nut ri tional as sessme nt of unde r-five c hildren 

and stool e xaminat ion for ova and paras ites. The soc i o ­

demographi c data reveal e d that the total popul at ion 

covered by the study was 3779 people , out of wh ich 2040 

were settlers (54%) and 1739 were ind i ge no us ( 46%) . The 

Ii terac y rate b e t wee n the two groups s howed no 

diff erence 32 .6% a n d 33 .4 %, but mu ch lower wh e n 

compared to the national figure wh ich 1S 60% . Th e major 

sources o f water s uppl y f o r mo r e t h an 50% were from 

unprot ected spr ing s and river water for both gro ups. 

The avai l ability of latrine s and garbage disposal pits 

for settlers was mo re t han 90%. For th e indigen ous g roup 

a bout 50% had latrines and l ess than 30% had a g arbage 

disposal pit. In he a lth facilities a nd h ealth care, 

again the settlers were i n a better position compared to 

the indig e n o us. Immuni za tion coverage, ant e natal 

attendance and delivery services we r e significant l y 

higher in t h e settlers. As far as mo rbidity was 

concern ed 25 . 2% and 19. 7% of the sett l ers a nd 

indigenous resp e ctively reported s i c k during the last 

ix 



two weeks. Nutritional status in under-five children 

was poor but showed no difference between the two 

groups . With regards to prevalence of intestinal 

parasites in the two groups, 69 .4 % of the settlers were 

found positive whereas i n the indigenous 77.1% were 

positive. Explanations were offered for the better 

health services and health status of the settlers . 
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deteriorate into famine condi tions l eading to starvation , 

epidemic diseases and mas s movement of people and animals 

in search of food, water and e mpl oyment (1, 2, 3) . 

1. 1. 1. Drought 

On a global scale droughts are qui te co mmon. Th e 

pattern varies considerably fro m year to year, a year with 

few droughts may be fo ll owed by one with many (4). Drought 

and ot h er factors like war are the major factors to 

generate refugees and displaced persons. In 1971 over n ine 

milli on inhabitants of East Pakistan, now Bangladesh, fl ed 

to India . During 1973, 1974 and again in 1975 fa min e 

displaced t housands of people in Ethiopia. From Angola , in 

1978 about 100 , 000 people s udd e n ly arrived in the Shaba 

province of Zaire. That same year 200,000 refugees from 

Burma streamed into Bangladesh . Then ear ly in 1979 larg e 

numbers of refugees and disp l aced persons in Somalia gave 

cause for concern, as did the Indochinese "b oat peop l e " 

stran ded in ca mp s and small islands stretc hing from 

Thai l and to the Philippines. In 1980 some 300,000 starvi ng, 

exhausted Khmer people fled Kampuchea into Thailand and 

seve r e drought again threatened hundreds of tho usands of 

lives in East and Horn of Africa (3). Thus a temporary 

camp for displac ed persons may become a permanent 

sett l ement with its own land and assistance given for the 

development of farming and s mall scale industries, s uc h as 

happened in Tanzania for refugees f rom Burundi. Some 



communi ties may b e e normous comprising 60,000 people a nd 

mor e ; others grow less rapidly wit h l itt le organizat ion . 

Th e re may be a constan t movemen"t as people are resettle d 

and new displaced persons arri ve . As people a re resettled 

in one area, the chief cause of d e ath mainly for th e 

drought affected ones is malnut rit ion es p ecia ll y to the 

younger age group. However, aside from malnutrition, other 

factors like c r owding and poor sanitation have an impact in 

hastening the rapid spread of infectious diseases which 

have a mor e serious effect on malnourished persons (3 , 5) . 

Thus such conditions d emand provi s ion of basic human 

needs such as water, adequate food, proper he a lth care and 

other related activities. 

1.1.2 . Drought in Ethiopia 

Drought in the failur e of ei ther the Belg or Neher 

rains or both has b een a common phenomenon in t h e history 

of Ethi opia for several hundred years (8 ). In the country 

four famines have occurred, ie, the famine of 1888,the 

Tigray famine of 1958 , Th e Wag-Lasta Famine of 1966 and 

the Welo Famine of 1973. As the result of thes e famin es the 

country lost a great number o f human as well as cattl e 

life. The first famine happened as the result of 

the loss of oxen, becaus e of dis e as e , whi c h brought about 

the col lapse o f the whol e production sys t e m. In addition 

the government and the people were helpless to tackle this 

disastrous situation. The r easons for t he most r ecent 

drought s ,making the country vulnerable to famine, are s aid 



to be 1. s ma ll and often fragment ed land; 2 . primitive 

tools an d i mp l ements; 3. productio n geared to p e r s onal 

needs rather t han to market, 4. lac k of a lternat ive o r 

s e asonal e mpl oyment and 5. almost total a bsence of r ese rves 

of either g r ai n o r cash (9). 

The factors associat e d with dr o ught and f a min e are 

apparently many and co mp le x . On e approach to its 

explanation is by co nsid e ring the process of under­

development. Th e re is a "'ide conse n s u s t ha t on ly poor 

societies, poor soc ial groups and poor households suffer 

famine a nd hunger. Social inequal i ti es , pov e rt y , high 

illiteracy rat e and lack of conscious understanding of the 

physical and biological e nvironment ", ill lead to the 

destructi on of an ecologi ca l balance necessary for the mer e 

survival of man. 

Thu s viewing drought as a 'natural 'event has very 

littl e support . Thi s is because t h e so called na t ural 

causes are themselves in par t often th e results of actions 

or omissions b y man. Thu s drought is mainly due to "man­

made" causes. With in thi s gen e ral back-ground, some of the 

interrelated causes of drough t under Ethiopian Condi tions 

could be: bad agri c ul tu ral practice , low l eve ls of 

t echnology, land tenure systems , high population gro",th, 

deforestation, inade quat e deve lopme nt programmes, and micro 

and mac r o climatic changes. 
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1.1 .3. Settlement In Eth iopia 

1.1.3.1. Spontaneous Sett lement 

Much earli er resettlement involved short distance 

migration. Wi th a bui Id up of population pressures and a 

decline in land f e rtility in traditional fa rm ing areas, t h e 

only escape appears to have been resettlement . In later 

years many resettlements involved long distance migration 

and were associated wi th the resettlement of outsiders or 

nonlocal population groups. It is not unusual to observe , 

howeve r, the simultaneous settlement of s hort distance a nd 

lon g distance migra nts in the same ge neral area. For 

example, in 1977 both long and s hort distance migrants were 

found in southwest Ethiopia. Long distance mi grant s tend ed to 

come fro m and resettle in rural areas; they are yo ung, 

often single and literat e ; they often c hos e to nl igrate 

b ecause of rising aspirations, and general dissatisfaction 

with t heir h ome area. In contrast , short distance migrants 

Here characterized as relatively older, marr i ed wit h 

families; mainly illiterates mo t ivated to resettle i n 

respons e to enviro nmental probl ems such as erosio n, 

irregulari ty of rain fall, predations of wild a nimals and 

problems of associated with the systems of t enancy and l a nd 

taxation (10). 

Spontaneous settlement has played a crucia l part in 

the historical development of the Ethiopian national state. 

The northward migrations of Pastoralists who settled i n the 

I 
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high l ands in the past and the south~ard expansion o f the 

central state represent key proc esses in the genesis of 

Ethiopi a n social formations. The more rece nt movement do~n 

from the crowded ce ntral highlands increased dramatically 

this ce ntury. Wi th the consolida ti on and extens i on of the 

central a dministrat i on follo wing conquests at the e nd of 

the las t cen tury, opportunities for sett l e ment we r e spurre d 

by the a ncient regimes policy awarding land grants in lieu 

of military pen sions. Add i t ional pusb factors in the north 

includir,g '-,op ul a t ion inc reas es, l a nd degrad;:.t i c,;. ' 

fragmentat ·:.on, contriLuted to the t lo w of spontaneous 

r e s e ttl empnt lI1). 

1 . 1 • :' . 2 • O~gani~ed Set t l ement - The 1960's 

Sett . ement Schemes 

Orgallized s02ttlefpent has a much m.ore recent origin and 

onl y lecame '" n G'.tio '1 f1 l ly dignifica n t iss u e si n c e th e 

revo l 1ttion . The for mer r e gim e co n s~ dered resettlement 

pr ima ~ily i n terms of agricultural development. Th e first 5 

year deve l opme n t pla n 119 57-61) only mentions settlement as 

a passing r emark . Th e concept gained currency wi t h the 

establishraent of the Ministry o f L a nd Reform and 

Admin ist r ation in 1966. 

Resettling a few thousand families to st imulate 

commercial agr i cultu ~al deve l oprae nt was envis aged in a 

poli cy ori e n t e d study o f lane. sett lement in 1966. Th e 

policy objectives were spelled out in the t hird 5 year plan 
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(1968-73) . Agricultural product ion would be stimulated and 

population pressur e in th e north er n plat eau r elieved by 

making use of underdeveloped land. By 1969 there we re only 

four settlement schemes with less t han 700 families. Th e 

first scheme was started by the governor of Sidamo in 1958. 

Six hundred settlers moved from the crowded highlands 

to the lowlands in that region. In 1970 the scheme turned 

into the Wollamo Agricultural Development Unit (WADU) under 

the Ministry of Agriculture (11). 

1.1.2.3 The 1970's And 1980's Settlement Schemes 

A dramatic increase of settl e ment occurred in the 

1970's prompted largely by the early 70's drought and the 

former regime's neglect of the issue. By 1975 there were 57 

settlement s c hemes with some 20, 000 settlers. This five 

fold increase was made possible largely by the Land Reform 

Proclamation of February 1975, which nationalized all rural 

lands (11). 

The 1980' s sett l e ment b egan as the result of the 

second devastating famine to strike Ethiopia within a 

decade. The poor rains in 1983 drastically reduced harvest 

throughout the vast areas of the north and was followed in 

1984 by the failure of the Belg rains. The s l ow ons et of 

these rains was first noted in the March 1984 RRC 

Assistanc e Requirements Report . An Early Warning System 

Report, produced in May, noted that unlike previous years 

the 1984 Belg rain fa ilure has affected all regions of the 
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country . It di s rupt e d th e Belg se a so n' s ag ricultural 

activiti e s and d e laye d agr i cultura l a cti v iti e s f o r the 

Meher sea son. Th e to tal f a ilure of t h e Belg r a ins ma d e a n 

already bad situation Worse . An RRC r e p or t o f August 1984 

estimated -that the number of people facing food shortages 

had risen from just over five mi llion to over six million . 

The coup de grace was delive r e d by t he sporadic performance 

of the Meher rains which started late, fell lightly if at 

all and in all parts of the country were over by the e nd of 

August 1984, a month earlier than usual. Numbers of people 

affected by food shortages rose from the six million mark, 

through the seven million mark to 7.9 milli on at the end of 

the ye a r . It had been recognized by the governmen t for some 

time, however, that drought and its d ebilitating effects 

would become endemi c to the c ountry unless the following 

acti vi ties were undertaken mor e relief and deve lopment 

assi s tanc e and mu c h larg e r allo ca tion s of domestic 

resources to victims of the drought . Greater international 

assistance was also needed to c omplement t hese efforts. Due 

to the large number of people affected by drought famine, 

the endemic food shortages and unproductive land , the 

government put into action in late 1984 a plan to settle 

3000,000 families ove r a period of one year (13). In 

November 1984 the government declared its intention to move 

1.5 million pe ople from the c ountry's food shortage areas 

to Kefa, Woll e ga, Illubabor and Gojam. The decision was 

stimula ted by the 1984/85 f a mine. Government officials 

justified the res e ttlement plan on humanitarian and 



9 

economi c grounds. They argued that the north was no longer 

capable o f supporting its present population and that the 

underutilized and s upposedly f e rtile lands of the sout h 

needed to be placed under the plow in orde r to accelerate 

the contribution of agriculture t o the nations econo mi c 

development (11, 12). 

In less than 2 years, mor e than hal f a million people 

have been resettled from the north to the southwestern part 

of the country. Three factors account for this dramatic 

increase in organized r esettlement. The Land Reform Act of 

1975 paved the way, the ear ly 1980's famine created the 

necessary conditions and the es t a blishment of the Workers 

Party of Ethio p ia in 1984 provided the r e qui s ite willpower, 

manpower and organizational capacity to execute this 

formidable task (11). 

1.1.3.4. Settlement in Wollega Region 

1I'011ega has the l argest resettled population with over 

250,000 peop l e or 41.7% of t h e total reset tlement program. 

It is als o the only region with all thr ee types of 

resettlement convent ional complexes of linked villages of 

500 families (60%), integrated sites within ex isting 

peasant asso c iations (36%) and settlers integrated within 

previous r ese ttlement sites (4%). Th e recent settlers 

repres ent about 10% of the Regions' two and a quarter 

million inhabitants (11) . 
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Settlement areas a r e chosen in the low lands (Ko la) 

which is below 1500 met ers abov e t h e s e a l eve l . This 

altitude i s favorable for the presence of different types 

of diseases . Most o f the deve l oping countries lie wi thin 

the tropics; the semi-tropical environme nt not only 

provides better e n vironme ntal co nditions for urban 

development, but also provides better conditions for the 

multiplication of vectors, suc h as malarious mos quitos (16). 

In p a rti c ular, wh en people mov e from highlands to 

l owlands for settlement, malaria 

fas t due to the virtual absence 

is 

of 

severe and spreads 

immunity in the 

highland population (17). Among the 20 leading causes 

of morbidi ty in the region, malaria rank s fourth (18). The 

malaria o ffi ce in the Awraja identifi ed Anfi lo Woreda and 

Keto settlement sites as the most malari ous areas in the 

Awraja . th e co mmon es t ca use s of morbidity are P . 

fal cipalum and P. vivax (19). Although malaria is cl early 

an important health problem in the resett l e me nt sites, for 

reasons of cost and time it was not included in ·the 

pre sent study. 

The source of inc ome in mos t d eve loping countries is 

based on agriculture and agricultural development schemes 

are closely link ed wi th the estab l ishment of new 

settlements where people are brought to live in a d e fined 

area. More often than not in this new se tting , p e ople 

acquire parasites and oth er diseases t hat they ha ve not 
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experienced in their former environment and in such cases 

the consequences ma y be very dramatic (14,16). 

Some of the important indicators of general ill health 

are t he pres e nce of infectious diseases. This problem is 

important in developing count ri es where the social and 

economic conditions require 1) better food, 2) b e tt e r 

clothing, 3) better shelter, 4) provision of wells, 

latrines, sewage and other waste disposal facilities 

together with other means of controlling disease. Si nce 

settlers in this area a r e from different climatic and 

environmental situations, high priority must be accorded to 

their h ealth . Settlers ar e usually exposed to infection due 

to low r esistance as the result of famine (malnutrition). 

Health net only resu lts from genuine socioeconomic 

developmen l , but it is also an essential investment of a 

country for socioeconomi c development. It is difficul t to 

achieve s ubstantial economic development when one out of 

five children dies before completing one year of life, when 

a highe r proportion of children suffer from stunted growth 

due to malnutrition, when life expectancy can b e shortened 

by as much as a tenth by disease, or whe n a person is faced 

by disability and disease at what is potentially the most 

productive age (7,). 

The purpose of this study is to assess and compare th e 

health status of the resettled a nd the indigenous 

population in Keto resettlement villages and around it in 
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Kel em A"Il"aja, Wollega. Regi on . Heal th status is a complex 

pheno menon to measure . A study i n Go ndar us e d different 

health me asures to assess h ealth s tatus (21) . And the 

measur e s used to as sess health status in this study are 

illustrated in the methodology (pag e 25,26 ) . 

It is useful to c onduc t such studies in the early 

periods of settlement, because it will elucidate what type 

of diseases sett l ers ar e likely to introduce to t h e new 

area and Hha t type of diseases are pre valent in the area 

that the s ettlers may acquire. Actually du e to t he urgency 

of the problem, it was not possible to do the study i n the 

early peri ods of the resettlement. Howe ver, since t hey have 

been reset t l e d in this area for only t hree years, it is not 

too late ~ o conduct suc h studies and examine differences. 

In Ethiopia, 600,000 people are res e ttled in new 

s e ttlement areas to put an end to future r ec urrence of 

famine. A lo t of e ffor t is put into improving t he general 

socioe c onomic status of famine stricken population, bu t 

parall e l to these activities i t i s of g r eat i mportance to 

conduct epide miolo gica l studies in human sett l e ment 

complexes to avoid errors i n me eting the actual health 

needs of the resettled population. 

1.1.2.5. Ob j ectives Of The Study 

1.1.2.5.1. General Objective 
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To study differences and similarities of health status 

in resettled and indigenous population in order to identify 

health problems and inst itute r e liable preventive measures. 

1.1.2.5.2. Specific objec tives 

1 . 1.2.5.2.1. To collect basic information on the socio ­

demographic situation. 

1.1.2 .5.2.2 . To know the environmental sanitation and 

water supply condition in the area. 

1.1.2 .5.2 . 3. To determine the nutritional status in under­

five years children. 

1.1.2.5.2. 4. To determine the rate of intestinal parasitic 

infection. 

1.1 . 2.6. Significance of the Study 

When reliable information is collected as baseline it 

will be very importan t for decis ion makers to ins titute 

appropriate intervention programmes in th e study area. 

Furthermore I the data wi11 be useful for further 

epidemiological research and for coordinating the Primary 

Health Care activities of health institutions in the 

resettlement v illage s. If such programmes b eco me 

successful, this will be very valuable informatio n to 

national decision makers and the outcome of this study will 

be used as a guide for further studies in the resettlement 

and rural areas i n the country . 
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CHAPTER II LITERATURE REVIEW 

2.1. Situation of Displ aced People in the World 

A review of the literature revea l s many article s 

related to displaced persons. United Nations repor t in 

1984 ( 1) explained the forms of disaster which could occur in 

the human e nviro nment . S . Si mmonds et al in 1983 (2) wrote 

about the situation of r e fugees and displaced peop l e in the 

world as the resu lt o f different types of disaster . In her 

boolt , she wrote the s ituation of di s placed people i n the 

for me r East Pakistan, now Ban g lades h, Ethiopia, Angola, 

Tha iland and Kampuc hea . Displacement of people i s not 

limited to Ethiopia, it occurs e l sewhere i n the wor ld . 

Th e same author in 1987 (3) wrote about both acute and long 

t e rm di sasters in developing countrie s and in Particular 

Ethiopia. Sh e 

affected many 

gave emphasis on t he 1984/85 dro ught which 

people i n t h e count ry . At the same time 

Glantz in 19 87 (4) wrote about the condi t i on in Sub-Saharan 

Africa. 

refugee 

t e l evis ion 

Starving 

camps a nd 

and in 

c hildren, e maciated ani mals , c rowded 

dry wateringholes were seen on 

photograph s . These distrubing scenes 

r epresent the tol l of recurr ent drou ght,wh ich over the past 

20 years has made 

a nd gene r ated l arge 

and assistance. He 

the region a focus of global attention 

outpourings of humanitarian co ncern 

further exp l a ined about t h e increases 

in atmospheric carbondioxide and othe r radio act i ve 

trace of gases resulting from human activities and the 

modification o f l a nd sur faces. This" gr eenhouse" effect in 



all likelihood 

African Continent. 

(5) wrote about 

is resulting in 

In 

t he 

Courier 

importance 

16 

droughts 

Graykowski 

on the 

in 1987 

of reaforestation, 

protecting forestory resources-fire wood saving schemes , 

antierosion, rational use of resources and developing 

n ew and renewable energy. Sima larly t he Pan American Health 

Organization in 1982 (6) suggested that areas proposed 

for accomodating displaced persons must be surveyed 

inorder to determin e whethe r basic env ironmental h ea l th 

services can b e provided and whether 

might upset the environmental health 

use of t h e sites 

services o f the 

area or of 

to 

surrounding areas. Specific environmental 

concerns be addressed to displaced people 

include: Water Supply, Environmental Sanitation, 

Housing (shelter) , vector control, food sanitation-

nutri tion and p e rsonal 

also explained about 

hygi e ne. Timothy 

the assess ment of 

in 1985 ( 7 ) 

nutrition and 

h ealt h needs in drought affected African Nations. He 

further wrote; in drought affected areas, early rapid 

assessment of the nutritional status and the health needs 

of the population is critical to estimating the degree of 

current and impending problems and to instituting time l y 

and appropriate interventions. 

2.2. Drought in Ethiopia 

Berhane in 1988 (8) and Mesfin in 1987 (9) wrote 

about the history of drought and famine. Taking records of famine 
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over a t"le nty year period in the 102 pr ovinces of Ethiopia, 

Mes f in a nalyses the r oots and consequences of f a mine in 

the coun try. 

Eshetu and Teshom e in 1987 (10 ) and Pankrest and 

Ezykiel in 1986 (11) wrote a b out the hi s tory of 

settlement sc hemes in Ethiopia. Pankrest in h is work 

explained about the settlements in Wollega Reg ion. Also 

t h e r e port of WHO technical t e am in 1984 (12) a nd the Reli e f 

and Rehabili t ation Commission in 19 85 (13) s tressed on the 

climatic and crop conditions t hat have been steadily 

deteriorating over the past 10 years and t h e failure of 

rain in the 1983-84 season which proved catastrophic for the 

north ern veg ions. Th e obvio us outco me o f thi s has been 

recurrin ~ shortfalls in f oo d pr o du c tion and food 

availabillty bringing hunger a nd to 1. 5 million.This paved 

the way f or resettlement . 

Bearer et al in 1984 (14), WHO report i n 1987 (15) 

and Shibru. in 1986 (16) discussed th e agri cultural 

development sch emes and t h e i r linkage to the establi s hment 

of new settlements wh e r e people are brought to live in a 

defined area. More oft en than not in the new home people 

acquire parasites and other dis eas es that they have not 

experie nced i n their old h omes and ln such cases the 

cons e qu ence may be very dramat ic. This prob l em is more 

relevant to developing countries "Ihere the socia l and 

economi c c ondition r equir e a great de a l of improvement in 
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terms of bet ter fo od , better she l ter. better 

clothing,provisi on of we ll s , latrine s, sewages and othe r 

wa st disposal fa c ilities toge~her with other means o f 

controlling diseases. 

Shibru in 198 6 (16) and Nigussie et a l in 1988 (17) 

stressed that s ettlement areas are located in t h e lowla nds 

(Kola) which is be l ow 1500 metre s above sea level a nd this 

altitude is favorable f or the presence of malaria. In its 

a nnual repor t , th e Woll e ga Reg ional Health Depar t me nt 

in 1987/88 , ( 181 a mong t h e 20 leading cause s of morbidity in 

t he region ma l aria was found to b e f o urth. And Adane in 1987 

(19) i dentified Anfilo Woreda (district) and Keto 

settleme nt s site as the mos t ma lar ious areas in the Awra j a 

(province ) . 

Health Statu s and Social Factors 

Be r gne r in 1987 (2 0 ) discussed abou t the need for a n 

operat i onal definition of health be fore the health level or 

health status of an i nd i vidu al or population can be 

assessed . And h e further grouped h ealth status me asures in 

to f our categories: 1. examination of the health of gene ral 

populations ; examinations of c linical inte r ventions and 

t h eir ef f ects, 3. examinations of changes in th e health 

c ar e de l i v ery sy ste m, and 4. ex amination o f h ea lth 

promotion acti vi ties and their effec t s . In this study to 

measure h e alth s t atu s d ifferent studies we re examine d. These 

referenc e s inc luded Meko nne n et al i n 1986 (21) wrote 
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about health status survey among peasant families from 8 

villages organized in Agricultural Producers' Cooperatives 

in Gondar Admini s t rative Region, northwestern Ethiopia. The 

study cons is ted of a househo ld heal th survey questionaire 

plus other parameters to me as ur e h ealth status. Other 

pape rs lik e the Ethiopia Population and Housing Ce nsus 

Commission in 1984 (2 2) and the National Literacy 

Campaign Coordinating Committee in 1986 (23) identified 

population r atio , average household size and the Literacy 

status of the country. A study _in Sudan in 1987 (24) showed 

higher susceptibility to disease in new comers compared to 

the local inhabitatants. Also a report of WHO in 1982 (25) 

wrote tha', about 80% of the population in rural parts of 

Africa ha~e no reasonable access to safe water supply. 

Similarly in his book Gebre-Emanual in 1977 (26 ) 

discussed the importance of water and its relations hip to 

environmental health. Other authors like Misra in 1975 

(27), Azurine et al 1n 1974 (28)and Isely in 1985 (29) 

give more emphasis in promoting good h ygiene practices 

through health e ducation. And Gebre-Emanuel in 1984 (30) 

wrote about the importance of excreta disposal in public 

health, common excreta borne diseases and their importance 

in public health. Regard ing immunization, Zei n e t al in 

1979 (31) found that the success of the campaign was the 

result of the cooperation of the Urban Dwelle rs Association 

in mobilizing the community. A Simi l ar study by Addis Ababa 

City Council and United Nations Childrens' Fund in 

1987 (32) carried out a base-line survey in Addis 



20 

Ababa. Indicators classified as direct and related were 

i dent ified and grouped under four main groups: 1 

h ealth po licy indicators; 2. soc ial and economic 

indicato r s ; 3. indicators of provision of health care and 

4. h ealth status indicators. This was done in o rde r to 

obtain the r i g ht kind of information for planning and 

ma naging PHC. 

Choudhurry e t al in 1987 (33 ) found in a survey 

conducted in Ban glades h that 99% o f women who had ever been 

married c lai Jed that t h ey had h eard at l e ast one efficient 

method of c ontracept ion, whe r eas only 11% of marri e d women 

were using such a meth od. A simi lar study in by Zein et 

al in 198 7 ( 34) sho lJed t ha t majority o f the women (65%) 

He re awar, of the ex istence of mod e rn cont rac ept ive, 

methods wh ile 17 % were current us ers . 

Oth r'r papers like Dialogue on Diarrhoea in 19 88 (35) 

sugges ted breast milk is the b est and safest food f or yo ung 

babies. It wil l enabl e them t o acquir e good growth a nd stay 

health y . In their s tudy Waterl ow et al in 1977 (36) used 

h e i ght a nd weight data for compari n g the nutritional status 

of children under the age of 10 ye ar s . And f or 

interpretation of t hese data, t h e WHO standard in 1983 

( 37) was u sed . Also 

indicators. 

WHO in 19 8 1 (38) compile d health 

The provisional Military Government o f Soci a li st 

Ethiopia offic e o f Nat i onal Committee for Central Pla nn i n g 
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Central Statistics Office in 1986 139) reported th e heal th 

conditions of the population , treatment practi ces and 

availability of sanitary facilities and practices of the 

rural population. And Feachem et al in 1984 (40) wrote 

that a breast milk fed children were protected from 

diarrhoea compared to those not breast fed. The same 

author in 1984 (41) suggested that promotion of personal and 

domestic hygiene is an effective intervention for the contor l 

of diarrhoea l disease among young c hildren. The Provisional 

Military Gevernment of Socialist Ethiopia ministry of 

Health in 1.986 (42) expla ined health determinants in the 

comprehenFive health directory 1983/84. 

As fir as prev a lence of intestinal parasites 1S 

concerned studies in different parts of the country were 

conducteri . In the study conducted by Kloos et al in 1981 

(43) in Awash Vall ey , Gebreselassie in 1982 ( 44) in 

Gondar Reg ion, Zein et al in 1986 (45) in Go ndar Region, 

Farmer 3 Cooperatives, Hailegnaw in 1987 (46) different 

locali ties of Gambella Awraja, Kloos et al i n 1988 (471 in 

schistosomiasis survey in the country and McConnell et al 

in 1976 (48) in fifty communities in Ethiopia observed high 

preval e nce rates in the areas where they conduct e d their 

studies. 
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CHAPTER III METHODOLOGY 

3.1. General 

The 1984/85 drought has seriously affected the lives 

of millions of people in Ethiopia. To alleviate the drought 

problems and to provide permanent solution, the Workers 

Party of Ethiopia has taken measures giving priority to 

strengthening the already exist ing relief and 

rehabili tation programs . The immediat e aim of the r e lief 

assistance Was to save those who were at risk and later 

provide opportuni ties for those who want to reset tIe from 

the drought prone regions to productive fertile areas so as 

to mak e them self-reliant and productive (12). The Keto 

Res ettlemellt complex is one of the largest rehabilitation 

programs ' ,rganized by the government, founded in 1985 by 

the direc ~ iv e of the Workers Party o f Ethiopia . 

3.2. Study Design 

Th ! s study is a cross-sectiona l descriptive s urve y 

carried out on settlers Hho lived in Ke 'to since 1985 and 

indigenous population in the vi c inity of the resettlement 

area. As with mos t such surveys the follol,ing short 

coming s could be observed suc h as int e rvieH bias, and 

excluding t hose who died and Hho left. 
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Prior to t he start of the study the higher of fi cials 

of t h e Governm ent and h e a l t h personnel of the Reg i on as 

we ll as t he Awra ja we r e informed about t he ob j ect ives of 

the study, its relevance, use and benefit for future 

planning a nd interventions . Th e Training a nd Demonstration 

Center for Awra ja Health Managers at th e f o rmer Ras Imiru 

Compound approached-the Wollega Reg i onal Hea lth 

Department whi c h facilitat e d and fully cooperated from 

t he start up to the end. Kelem Awraj a Party and 

Admini strati'e off i c ials and health institution h eads 

in Dembidollo and Keto wer e also informed. In the 

resettlement v illages a nd indige nous peasant 

assoc iatiolls , concerned government officia ls, health 

worke rs, nnd mass org a ni za t.ion leade rs l"ere 

offioiall Y approaohed . 

3. :J Study Population 

Th e study house holds we r e se l eot.e d from t. h e Keto 

Re set tl e me nt a rea. Th e 5 resettlement v illag es were 

sel ec ted randomly from th e 20 r e s e t t leme nt vil l ages, whioh 

makes 25% of the to tal. Th e five included indigenous 

villages were located olose to t he 5 r esettl ement v illages . 

The se t tleme nt villages se l eo t ed for t h e study were n umbe r s 

: 3,8,9,13,19 . Th e indig e n o us v illag es ino l uded in t he 

study were: Mechara, Waoho, Chanka Bururi, Dogano Adami and 

Aw e tu farmer ass oc ia t ions . The di stanc8 from v illage 3 to 

Chanka Bururi is 2.8 km, from vi llage 8 to Nachara is 11 

km, from v ill age 9 to Wacha is 3 kms, from village 13 to 
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Dogano Adami is 8 km and fr om v illage 19 to Awetu is 2 kms l see 

figur e 2, page 301. A co mp l e t e enumerat ion o f the hous es in 

the 10 selected vil lages was undertake n . The total numbers 

of ho useho l ds available for the study i n th ese 10 v illages 

were 3831, i e ,1 857 were Wo llo Set tlers (48.5%), 430 were 

Shewa settlers ( 11.2%) and 1544 wer e indigenous (40.3%) . 

Using a stratified r a ndom sampling technique, 1000 

hous e holds were selec t e d f or the s tudy , ie, 485 from Wollo 

settlers (48.5% ) , 112 from Sh ewa Settlers (11.2%) and 403 

from the j , digeno us 140 .3% 1 (See Appendix 7.B . 2, pp971. 

Eventhough I hes e groups l i ve in differe nt sites, they mee t 

together in Chanka town for market ing and Keto heal t h 

center fo r medical care . 

The !'ield study started on September 15/1987 and 

lasted 2 "onths . The labora tory work and compiling was done 

in the st udy area . 
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3.4. Variables 

Health status assessment measure could be addressed 

using several variables . In this due to time and cost, 

the study was limited on the following variables: 

Socia Demographic 

- Age 

- Sex 

Family size 

- Literacy status 

- Religion 

- Climatic oondition 

Housing, water supp l y and environmenta l sanitation 

- Type of hous ing 

- Source of water supply 

- Personal hygiene praotices 

- Excreta and refuse disposal methods u sed. 

Health Status 

- Immunization status of under 2 years & 

pregnant women 

- Antenatal care 

- Births during the year 

- Marital status 

- Family planning 

- Child spaoing practioe 

J 
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- Breast feeding 

- Supp l e mentar y food to infants 

- Nu trit ional status in under 5 years 

c hildre n 

- Morbidity and mortality rates o f al l ages 

groups and sex 

- preva l ence of intestinal parasites. 
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3.5. Methods of Data Collection 

3.5.1 . Questionna ire 

Fourteen intervi ewers (four wer e h ealt h worke rs I wi t h 

an educational backgro und of grade 12 and above we r e 

traine d in the admin istrat i on of t h e questionnaires . 

The questi onna ire was translated into Amha ric and Oromugna. 

It had a closed q~est ion form which could be easi ly fill e d 

out b y the intervi ewer . The intervi ewers spoke both Amharic 

and Oromugna without a ny difficulty. 

Prior to data collection . t h e interviewers were we ll 

oriented On th e objec ti ve of th e study how they s hould 

approach the population; a nd the i mport a nce of filling the 

forms prop e rly . 

A pre - te t was d one on 30 s ubjects 2 per interviewer 

and 2 by the inves tigator before the final questionnaire 

was used in the study vil l ages. 

Before t h e actual comm e nceme n t of the survey, the 

co mmunit y was informed b y government officials and 

communi ty lea d e rs on t he purpose of the study. Thi s was to 

harness the coop e r a tion of the commun ity in providing the 

ne ce s sary information to th e qu estio ns asked and in 

submission of s tool specimen according t o the guide given. 

Th e inte r v iew was done at a ti me convenient to the 

respondent wh e n most of the household membe r s were at horne. 

The act i ve participat i on of the c o mmunity leaders in 

organizing the study population to come to the study area 

has he lped a lot to fa c ilitate the work. 
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3.5.2. Stool Specimen Col l ect ion 

Once a household was selected for the study , at least 

three me mbers of the ho usehold were asked to p r ovide stool 

for examination, ie , the head of the household, h is wi f e 

and o ne of t he unde r- five c hildre n who was able to give a 

stoo l speci men fo r examination. 

All the subjects were registered by hi s/her respective 

house number, name, age, sex and quest ionna i re number. A 

plas t i c sheet and a small plastic container was dispensed 

for specime n co llection with appropriate instructions for 

each subject. 

3.5. 3. Laboratory Work 

The collected spec imens were exam ined the same day. 

Laboratory examination was done using the direct method. 

The specimen was exami ned by the investigat or assisted by a 

junior l aboratory technician and his aid. Each slide was 

examined twice by the same person but not by a nother . 

La boratory examination was done 1n the field using iodine 

for stool and normal saline (0. 9%) for the preparation o f 

the direct method. Limitations in t h e laboratory wo rk 

co uld be: 1 . lack of reliability in specimen col l ect ion and 

examination, and 2 inability to us e concen tration method 

for stool exami nation. 
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3.5.4. Anthropometric Measurement 

Th e anthropometric meas uremen ts included height and 

weight of the under-5-year children in the s e lected 

households. All measurements were taken by t h e 

investigator, health assis tants and one nutrition Horker 

who r eceived training prior to th e study. 

Subjects were weig hed without excess clothing or 

shoes. Th e type of weight scale balance used for the study 

was SECA dona ted by UNICEF. The wei gh t scal e balance was 

checked before the start of any measurement. It was placed 

on a level ground. Heights were measured using the meter 

stick fixed on the balance scale . For very young chi ldren 

unabl e to stand, recumbent length was measured with the 

c hild ly Lng on a flat board with t h e h ead against a 

stationary surface perpendicular to the board. 

Age of the child was taken as give n by the mother. Key 

events such as lik e holiday were considered for the 

calculation of the age. Lack of specific date of birth was 

a major limitation. 

Th e meth od u sed for classification of nutritional 

status was the Waterlow class ification (36). The reason for 

selection of this method was becaus e it gives the general 

nutritional picture of a community by using height, weight 

and age. Us ing this method one can understand whether a 

child has chronic malnutrition, acute malnutrition or both. 

Th e cut-off points taken were > (-2SD) and < (-2SD) from 

the median both for weight for h e ight a nd height for age. 



;.}1 

CHAPTER IV RESULTS 

4.1. Coverage of the Study Population 

From a total of 1000 households selected for the 

study, five hous eholds from th e Wollo settlers and two 

households from t h e indigenous were missing because of 

absenteeism and illnesses. Therefore, from the 485 se lected 

households from the Wollo settlers 480 (98 .9%) participated 

in t he study. All the selected households from the Shoa 

settlers part icipated in the study. Th e selected households 

from the indigenous (Wollega) were 403, but 401 (99.5%) 

participated in the study. The total number of households 

both from t he indi genous and the settlers who participated 

in the study were 993 (99.3%). 

4.2. Socio-Demographic Characteristics 

4.2.1. Demography 

Th e total population covered by t h e study was 3779 

people (Table 1) out of which 2040 (54%) were settlers and 

1739 (46%) were from the indigenous population. The ove~all 

male to female sex ratio was 101. 8/10 0, and t he male to 

female sex ratio of settlers and the indigenous population 

was 105.9/100 and 97.2/100 respectively. The total burden 

of dependency ratio was 54.8/100 and for the settlers was 

51.7/100 while that o f the indigenous was 58.3/100. 
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Place of Origir 

SETTLERS INDIGENOUS 

A G E WOLLO SHOA I HOLLEGA TarAL 

M F H F I M F I M + F 

No % No % No % No % No % No % No % 
,. 

2 132 16. 4 139 19.4 43 17.7 58 21.3 101 11.8 103 11.7 576 15 • 2 

2 - 4 123 15.3 98 13.6 10 4. 2 26 9. 5 131 15.5 118 13.4 506 13 . ~ 4 

5 - 14 136 16.9 120 16.7 81 33.3 89 32.6 279 32 .6 283 32 .1 988 2 • 1 

15 - 44 249 30.9 217 30.2 65 26.7 83 30. 4 207 24.1 253 28.6 1074 28 • 4 

45 - 64 143 17.7 124 17.2 28 11 .5 15 5.5 96 11.2 80 9.1 486 12 • 9 

65 + 23 2.8 21 2.9 16 6 •. 6 1 0.7 I 43 5.0 45 5.1 149 4 • 0 

Total L 806 100.0 J 719 100. 0 L243 100.0 L272 100.0: ;: ' / '100<0 1 882 100.0 1·3779 100. 0 
============ =============== ============= =============_============d=============_===============~=================== 



4.2.2. Family size 

The average family size for the settlers was 

3.4 and that of the indigenous was 4.3 (Table 2). 

This difference was statistically sign ificant 

P < 0.05). 

Table 2. Distribution of Family Size by Place of Origin 

Number Settlers Indigenous 
of 

Persons 
No . of Total No. of Total 

Households Population % Households Population % 

2 - 3 53 183 9.0 30 130 7.5 

4 - 5 417 1436 70.4 184 797 45.8 

6 - 7 102 352 17.2 147 638 36.7 

> 8 20 69 3.4 40 174 10.0 

Total 592 2040 100.0 401 1739 100.0 

----------------------------------- ---- ------------------------- ------------------------------------------------------------------

x = 78,df ( 3), P < 0.05. 

; ., 
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4.2.3. Literacy Status 

The literacy status was similar in both groups 

(P > 0.05 , Table 3). 

Table 3. Literacy Status of the Head of Households by Place of 

Origin 

Read and Write Do Not Read & Write Total 
Origin 

No. % No. % No. % 

Settlers 193 32.6 399 67.4 592 100.0 

Indigenous 134 33.4 267 66.6 401 100.0 

Total 327 32.9 666 67.1 993 100.0 

================================================================= 

x = 0.07, df(l), P > 0.05 . 
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4.2.4. Religion 

With regards to religion of the head of 

households, there was a difference between the two 

groups, the majority of the settlers were muslim 

whereas the indigenous were christian (P < 0.001, 

Table 4). 

Table 4. Distribution of Religion of Head of Households by 

Place of Origin. 

Christian Muslim Total 
Origin 

No. % No. % No. 

Settlers 234 39.5 358 60.5 592 

Indigenous 311 77.6 90 22.4 401 

Total 545 54.9 448 45. 1 993 

% 

100.0 

100.0 

100.0 

================================================================= 

x = 140. df(l). P < 0.001. 
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4.2.5. Climatic Condition 

Only 30.7% of the settlers were from lowland 

(Kola) c limate while all the indigenous were from 

lowland (Table 5) . 

Table 5. Climatic Condition of Household Heads by Place of Origin 

Highland Temperate Lowland Total 
Origin 

No. % No. % No . % No. % 

Settlers 96 16.2 3 14 53.1 182 30.7 592 100.0 

Inriiginous 401 100.0 401 100.0 

Total 96 9.7 314 31.6 583 58.7 993 100.0 

================================================================= 
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4.3. Housing, Water Supply and Sanitation 

4.3.1. Housing Condition. 

All Houses belonging to the settlers were thatched 

roof and constructed with wood while 94.5 % of the houses 

belinging to the indigenous were thatched roof and constru­

cted with wood. Only 35.5 % of the houses of the settlers 

were plastered with mud as compared to 42.1 % of the houses 

of the indigenous ( P " 0.05, Table~). 

Table 6. Type of housing Used by Place of Origin, 

Corrugated Iron Roo f Thatched Roof 

Constructed by \1ood Constructed by Wood 

Origin Plastered with Not Plastered with Plastered with Not Plastered Total 

mud mud mu d wi th mud 

No . % No. % No. % No % No % 

Settlers - - - - 210 35.5 382 64.5 592 100.0 

Indigenous 22 5.5 - - 169 42.1 210 52.4 401 100.0 

I 

Total 22 2.2 - - 379 38.2 592 59.6 993 100.0 i 

~=========== ===================================================================================, ============== 

2 ) . X = 7.5, df(1. , p ., 0.05. 
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4.3.2. Water Supply 

The major sources of wat er supply in the study area were springs and rivers. And 

there was no difference in water supply between t he settlers and the i ndi genous 

( p " 0 . 05 . Table 7) 

Tabl e 7. Source of wat er Supply t o Households by Place of Origin. 

Safe Water Unsafe Wat er 

6 

Total 
Origi n 

Pr otect ed Protected Unprotected Unprotect ed 

Well S·pring Well Suring River 

No . % No % No % N o. % No. % No . % 

Settlers 21 3.6 270 45.6 - - 160 27.0 141 23 . 8 592 100.0 

Indi genous 12 3.0 174 43.4 - - 101 25. 2 114 28.4 401 100. 0 

_Tntru._______ _32 3 . 3 444 44.7 - - 261 26.3 255 25 . 7 993 100,0 
F~------------=, ~~=-===========b===================-========================-========================================= 

x2 ( Safe water versus unsafe water) = 0 0 83, df(1), P -. 0.05 . 



4.3.3. Distance Travelled to Fetch Water 

When b oth groups were compared with r egards to 

distance travelled to fetch water , mor e than 67.6% of 

settlers travelled more than one km. ( Ta bl e 8). 

In this case t here was a difference between the 

two groups concerning distance travelled to fetch 

water (P < 0.05). 

Table 8. Distance Travelled to Fetch Water by Place of Origin 

Origin 

Settler 

Indigenous 

Total 

Dis tance 

< 1 km. 

No. 

192 

208 

400 

% 

32.4 

51.9 

40.3 

1-1.5 km. 

No . 

205 

103 

308 

% 

3 4. 6 

25 .7 

31.0 

> 1. 5 km. 

No. 

195 

90 

285 

% 

33.0 

22 .4 

28.7 

No. 

592 

401 

993 

Total 

% 

100.0 

100.0 

100.0 

================================================================= 

x = 37, df(2), P < 0.05 
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4.3.4. Personal Hygiene Practices 

In persona l hygiene prac tices , ie , washing the 

body and clothes, there was a significant 

differe nc e between the two groups (P < 0.05, Table 

9 and 10), the indigenous having better hygienic 

practices 

Table 9. Frequency of Washing the Body by Place of Origin 

Once in a Once in 2 Once in more 
Week Weeks than 2 Weeks Total 

Origin 

No. % No. % No . % No. % 

Settlers 74 12.5 505 83.3 13 2.2 592 100.0 

Ind i genous 82 20.4 312 77.8 7 1.8 401 100.0 

Total 156 15. 7 817 82.3 20 2.0 993 100.0 

---------------------------------- --- ---------------------------------------------------------------------------------------------

x = 12, df(2), P < 0.05 . 
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Table 10. Frequency of Washing Clothes by Place of Origin 

Once in a Once i n 2 Once in more 
Week Weeks than 2 Weeks Total 

Origin 

No. % No. % No. % No. % 

Settlers 143 24.2 407 68.7 42 7.1 592 100.0 

Indigenous 137 34.2 223 55.6 41 10.2 401 100.0 

Total 280 28.2 630 63.4 83 8.4 993 100.0 

----------------------------------------------------------------------------------------------------------------------------------

x = 18, df(2), P < 0.05. 
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4.4 . Environmental Sanitation. 

4.4.1. Excreta and Refuse Disposal Methods Used 

Only 4.4% of t he settlers were without 

latr ine, as compared to the 50% of the 

indigenous population without latrine 

P < 0.001, Table 11). With regards to 

avai lability of refuse disposal pits, only 

8.6% of settlers were wi t hout refuse disposal 

pit as oompared to t he 79.3% of the 

indigenou s without refuse disposal pit 

P < 0.001, Table 12 ). 

Tabl e 11. Excreta Disposal Methods Used by Head of Households 

By Place of Origin 

Private Common No 
Latrine Latrine Latrine Total 

Origin 

No . % No. % No. .' 10 No. % 

Settlers 80 13.5 486 82.1 26 4.4 592 100 .0 

Indigenous 70 1 7 . 5 130 32.5 201 50.0 401 100.0 

Total 150 15.1 616 62.0 227 22.9 993 100.0 

=================================== ===== ========================= 

x = 315, df(2) , P < 0.001. 
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Tabl e 12. Refuse Disposal Methoo_ Used by Pl ace of Origin 

Private Ref. Common Ref. No Ref. 
Disposal Disposal Disosal ~' otal 

Orig i n Pit Pit Pit 

No. % No. % No . % No. % 

Settlers 96 16.2 445 75.2 51 8 . 6 59 2 100.0 

Indigenous 33 8.2 50 12. 5 3 18 79.3 401 100.0 

Total 129 13.0 495 49.8 369 37.2 993 100.0 

-- ------- - - - ------ - --------- -- -- - ------------------------- -- ------- -- ------- - --- - --- --- ---------------------------- - -- - -----------

x = 51 0.8, df (ll , P < 0.00 1 



44 

4.5 . Health Status 

4.5.1. Immunization 

The proportion of fully immun ized 

ohildre n in the settlers 16 6 .2%) was doubl e 

that of the indigenous (33.8%). And t h e 

d e faulter rate was hi gher in ohildre n of the 

indigenous (21.6 %) compared to that o f the 

sett l ers (5 . 6%), (P < 0.001, Ta ble 13) . 

Tabl e 13. Immunization Status in Children of Under two Years by 

Place of Origin 

Vaccinated Not 
Vaccina. Total 

Origin 
Started Defaulte rs Comp l eted 

No. % No . % No. % No . % No . % 

Settlers 97 26 .9 21 5 .6 249 66.2 5 1.3 372 100.0 

Indigenous 80 39.2 44 21.6 6 9 33 . 8 11 5.4 204 100 . 0 

Total 177 30.7 65 11 .3 318 55 .2 16 2.8 576 100.0 

============== ======= ==== ====== ===== == ===== ======== ========= === == 

x (Settlers fully immuniz e d versus i ndigenous fully 

immunized = 59.4 , df(l), P < 0 .00 1. 

J 
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Women ",ho had not vac cination durin.jl the last 

pregnancy among the settlers were 11.2% and that of t h e 

indigenous 58.4%, a remarkable difference (P < 0.001, Table 

14) . 

Table 14. Vaccination During the Last Pregnancy by Place of Origin 

Yes No Total 
Origin 

No. % No. % No. % 

Settlers 

Indigenous 

337 

104 

88.8 

41.6 

43 

146 

11.2 

58.4 

380 

250 

100.0 

100.0 

Total 441 69 .4 189 30.6 630 100.0 

================================================================= 

x = 201, df(1), P < 0.001 

4.5.2. Antenatal Care Service, Place of Delivery of the 

Last Child, Person who assisted during the Last 

Delivery and Births during the year. 

Antenatal care attendance by the sett l ers was 

88.8% whereas it was only 41.6% by the indigenous 

(P < 0.001, Table 15), 
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Settlers were using health institutions for 

delivery three times a s much as the indigenous 

(21.9% versus 7.8%, P < 0 . 001 , Tab l e 16). 

De liveries attended by health personne l a mon g 

the settlers were 37 . 3% a nd t hat o f the indigenous 

were 16.6% IP < 0.0 0 1 , Tabl e 17). 

Crude birth r ate in the study population was 

50.9/1000 f or settlers and 48.3/1000 for t he 

indige nous. There was no difference i n crude birth 

rat e between the two groups IP > 0.05, Ta ble 18). 

Ta ble 15. Attendance of Antenatal Care By Place of Origin 

Yes No Total 
Origin 

No. % No. % No. % 

Settlers 337 88.8 43 11. 2 380 100.0 

Indigenous 104 41.6 146 58 .4 250 100.0 

Tota l 441 69.4 189 30.6 630 100.0 

================================================================= 

x = 201, df(l) , P < 0.001. 
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Table 16. Place of Delivery of the Last Child by Place of Origin 

Health Inst. Home Total 
Origin 

No. % No . % No. % 

Settlers 83 21.9 29 7 78 .1 38 0 100.0 

Indigenous 20 7 . 8 230 92 . 2 250 100.0 

Total 103 16. 1 527 83.9 630 100 .0 

== ======== =============== ======================== =============== = 

x = 27, df ( l) , P < 0.001 . 

j 
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Table 17. Person who Assisted During Delivery of the Last Child 

by Place of Origin 

Health Prson. TBA Family 
Inc. Trained Untrained Member Total 

Origin TBA 

No. % No. % No. % No. % 

Settlers 142 37.3 138 36.4 100 26.3 380 100 .0 

Indigenous 41 16.6 153 61.1 56 22.3 250 100. 0 

Total 183 28.7 291 46.6 156 24.7 630 100.0 

================================================================= 

x = 54.8, df(2), P < 0 . 001. 

Table 18. Infants Born During t he Year (October 86- September 87) 

By Place of Origin 

Crude Birth Rate 

Origin Number /l000 Total Population 

Settlers 104 50.9 2040 

Indigenous 84 48. 3 1739 

Total 188 49.7 3779 

--------------------- - - --- ------------------------------------------------------------------ -- --- ---- ------ ---- -------------------

x = 0.137, df ( l), P > (,, 05. 
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4.5.3. Marriage and Family Planning 

There was a co n siderable diff e renc e in the 

opinion about the age at whioh women s hould get married 

among the two groups, the indigenous felt that women shou l d 

marry later (P < 0 . 001, Table 19) . 

Ta b le 19 . Age at Which Female Sh ou ld get Married by Place of 

Origin. 

< 10 Years 10-15 Years 16-17 Years > 18 Years Total 
Origin 

No. % No. % No. % No. % No. % 

Settlers 12 2.0 373 63 . 0 179 30.2 28 4.8 592 100.0 

Indi genous - 252 62.8 149 37.2 401 100.0 

Total 12 1.2 373 37.6 43 1 43.4 177 17.8 993 100.0 

========== =============== === ============= == ======================= 

X (for < 18 or > 18) = 171, 1, df( I), P < 0.001. 
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27.8% of the settlers had r: hild spac i ng practice of 

less than 2 years and below as compar e d to 36.2% of the 

indigenous. There was a dif ference In ch ild spacing between 

th e two groups IP ( 0.05, Table 201. 

Table 20. Child Spacing Practice by Place Or Origin 

1 Year 2 Years 3 Years 4 Years 5 Years Total 
Origin 

No . % No . % No. % No. % No. % No. 

Sett.lers 7 1.9 99 25.9 164 43.2 50 13.2 60 15.8 380 

Indigenous 11 4.2 80 32.0 11 0 44.0 26 10 . 5 23 9.3 250 

Total 18 2.9 179 28.4 274 43.5 76 12.1 83 13.1 630 

% 

100 .0 

100. 0 

100. 0 

======================== ============= ===~============= =========== 

x = 13.68, df(4), P < 0.05. 
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When kno\,ledge and utilization of family planning 

service was compared between the tHO groups, there was a 

significan t difference (P < 0.05, Table 2 1) . 

Table 21. Knowledge and Utilization of Family Planning by Place of 

Origin 

Know & Use Know & Do n ot Use Do not Know Total 
Origin 

No. % No . % No. % No . % 

Settlers 20 5.3 132 34.7 228 60.0 380 100.0 

Indigenous 10 3.9 69 27.7 J71 68.4 250 100.0 

Total 30 4 . 7 201 31. 9 399 63 . 4 630 100.0 

x = 6.2, df(21, P < 0.05. 
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4.5.4. Infant Feeding Practices. 

Prolonged duration o f breastfeeding was 

pract i ced by the two groups o f mothers. Howeve r the 

settlers bre astfed considerably longer (P < 0.001, 

Tabl e 22 ). 

Table 22. Duration of Breastfeeding by Place of Origin . 

< 1 Year 1 Year 2 Years 3 Years Total 
Origin 

No. % No. % No. % No. % No. % 

Settlers 5 1.3 23 6.1 115 30.3 23 7 62.3 380 100.0 

Indigenous 3 1.2 27 10.8 185 73.8 35 14.2 250 100.0 

Total 8 1. 2 50 8.1 300 48.2 272 42.5 630 100.0 

======== ================= == ========================== ======= ===== 

x = 188 , df(3), P ( 0 . 00 1. 
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Th e a ge of starting s uppl e mentary f oods t o children 

was simil a r in both groups I P > 0 .05, Table 23). 

Table 23. Age of Children Starting Supplementary Food by 

Place of Origin 

2-5 Months 6-8 Months 9-12 Months >12 Months 'fotal 
Origin 

No. % No. % No. % No. % No . % 

Settlers 127 33 .5 211 55.4 42 11. 1 380 100.0 

Indige nous 73 29 . 2 153 61.2 24 9.6 250 100.0 

Total 2 0 0 31.8 36 -'1 57.7 66 10.5 630 100.0 

================================================================== 

x = 2 . 5, df(2} , P > 0 . 05. 



Although milk was given i n ro u ghly the same 

proport i ons (sett l ers 26.5%, ind i genous 22 . 3%1, th e type of 

mi l k was very different. Most mothers in the settlers group 

gave powd ered milk o btai ned from rel i ef a l d, wh ereas the 

i ndigenous ga ve cow's milk. There was an overa ll d i f f e r e nce 

in the type o f s upple me n tary foo d give n to child re n in the 

t wo grou ps (P < 0.001, Tabl e 24). 

Table 24. Ty p e o f Supple mentary Foods Given to Children By 

Place of Origin 

Injera / Inje r a/ 
Mill, Bread & Bread 
Only Mi ilk Only Porrid ge Abi s h Tota l 

Ori g i n 

NO . % No . % No. % No . % No . % No . % 

Sett l ers 10 1 26 . 5 11 9 3 1. 4 146 38.3 18 3.8 38 0 100 . 0 

Indige n ous 56 2 2 ,3 33 13 . 3 130 51. 8 14 5 . 7 17 6.9 250 100.0 

To t al 157 2 4 .8 152 23 .8 276 43 .7 28 4 . 9 17 2 . 8 630 100.0 

=== ==== === === ===== == ===== === ==== == ======== === ===== ============ === 

x = 3 7 .2 , d f (3) , P < 0.00 1 . 



55 

4.5.5. Morbidity and Mortality Rates 

The head of households were questioned about 

any type of illness experienc ed by any famil y 

members in two weeks preceeding the intervi e w. 

There was more illness reported by the settlers 

(P < 0.001, Table 251 . 

Table 25. Reported sickness in the Family in the Previous two Weeks 

Origin 

Settlers 

Indige nous 

Total 

Place of Origin 

No. 

514 

342 

856 

Sick 

% 

25.2 

19.7 

22.5 

Total Population 

No. 

2040 

1739 

3779 

% 

100.0 

100.0 

100.0 

================================================================= 

x = 16.41, df(l), P < 0.001. 
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A total of 630 mothers from both groups were asked 

about diarrhoea episodes in under-five children during the 

last two weeks prior to the study, ie, 380 mothers from the 

settlers and 250 moth e rs from the indigenous population. 

There was no difference in diarrhoea ep is odes in the two 

groups (P > 0.05, Table 26). 

Table 26. Diarrhoea Episodes in Under-five Children by 

Place of Origin per family 

Diarrhoea Episodes No 
Origin Diarrhoea Total 

1 2 3 4 

No. % No. % No. % No. % No. % No. % 

Settlers 84 22.1 119 31.2 27 7.2 - 150 39.5 380 100.0 

Indigenous 91 36.4 43 17.2 24 9.7 92 36.7 250 100.0 

Total 175 28 162 25.4 51 8.2 - 242 38.4 630 100.0 

====================================~====== =========== =========== 

X =(Any diarrhoea versus no diarrhoea) = 0.66, df(1), P > 0.05. 



57 

The heads of hous e holds were questioned about deaths 

in their household during t he pr eceeding o ne year. The 

crude death rates were essentially similar i n both groups; 

sett l ers 21.1%; indigenous 19 .5% (P > 0.05, Table 27). 

Table 27. Deaths During the Year (October 86-September 87) 

Place of Origin 

Deaths Total 
Orig in Population 

NO. Rate/1000 

Settlers 43 21.1 2040 

Indigenous 34 19. 5 1739 

Total 77 20.4 3779 

------------------------------ - ------------------------------------ ---------------- -- ------------ ---------- --- ------

x = 0.049, df(1), P > 0.05. 
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4.6. Nutritional status 

A nutrit ion survey was conducted in the 910 

under-fi ve chi ldren, 460 fr om the set tIers (50 . 5%) 

and 450 from the indigenous (49.5%) (Table 28). 

Table 28, Classification of Nutritional Status of Under-five 

5 children by Water Low Categories by Place of Origin 

SETTLERS (460) 

HEIGHT FOR AGE 

~ 1 
C!l Z - Sc ore )1-2SD) 
H 

2 r.:I 
:;c ) (-2SD) 135 (29.4%) 
i>< Normal 2 
~ < (-2SD) 121 (26.3%) 
C!l Wasted H 
[;'J 

INDIGENOUS (450) 

HEIGHT FOR AGE 

~ 1 
C!l Z - Score > (-2SD) 
H 

2 3 ~ > (-2S0) 116 (25.7%) 
i>< Normal 2 
~ < (-2S0) 119 (26.5%) 
C!l Wasted H 
[;'J 

1 = Standard deviation 

2 = Number 

3 = Percentage 

3 
< (-2SD) 

185 (40.1%) 
Stunted 

19 (4.2%) 
Stunted a nd 
Wasted 

< (-2S0) 

183 (40.6%) 
Stunted 

32 (7.2%) 
Stunted and 
Wasted 

( 36) 
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Sinc e it was difficult t o g e t th e e xac t age , then 

(Wt/Ht < (-2SD) was d e termined on bo th groups of under-five 

children to as se ss th e nutriti onal s tatus. Th e r e was n o 

difference in the two groups (P > 0.05, Table 29 ) . 

Table 29. Classification of Nutritional Status of 

Under-Five Children (Wt/Ht) by Place of 

Origin 

Origin < (-2SD) > (-2SD) Total 

Settlers 140 320 460 

Indigenous 151 299 450 

Total 291 619 910 
========================================================== 

x = 1.14, df(l), P > 0.05. 

4.7. Prevalence Rate of Intestinal Parasites 

From the total study popu l ation which is 3779, 

2901 subjects submitted (76.7%) a s tool specimen for 

examination . Males were 1488 (51.3%) and females 1413 

(48 .7 %). The total positives for one or more 

intestinal parasites we re 2101 giving the overall 

prevalence rat e of 72.4%. 
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Out of t h e 1 767 settlers who submitted stool 

spec imens, 1227 (69.4%) were found to be positive for on e 

or more parasites (Table 32). Out of the 1134 ind igenous, 

874 (77.1%) were fo und to be positive for one or more 

parasites (Table 33). There was a statistically significant 

di fference (P < 0.0011 showing a hi gher prevalence a mong 

the indigenous population (Table 31). 

The prevalence rate of intestinal parasites was also 

computed by age . There was a highly stati sti ca llY 

significant difference in adults as compared to children in 

both groups (Table 32 a nd 33, P < 0.001.) 

Si milar l y, when the prevalence rate o f intestinal 

pa rasites was computed by sex for both groups , there was a 

statistically significant difference, ma l es being h igher in 

both groups (P < 0.05, Tables 32 and 33) . Of those 

posit ives for intestina l parasitic infections, 70.2% of 

settl e r s were positive for only one type of parasite, and 

the rest were with mUltiple infections . Among the indigenous 

71.1% were posi ti ve for only on e t yp e of parasi te (Table 30). 
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Eight parasites accounted for all the infections in 

the two groups. The highest infection rate was recorded f o r 

hookworm among set tIers (37.2 %) and indigenous (38%)· and 

the l east frequ e nt cause of infection among settlers (1.0%) 

and indigenous (0.5%) was h ymenolepi s spp (Figure 3,page 65) . 

Among the imp o rtant parasi tes wh ic h give public concern, 

schistosomiasis was not found in the two groups. 

Table 30. Distribution of Parasitic Infection by Place of Origin 

Positive 

Origin With one With two With three Total 
Parasite Parasite Parasite 

No. % No. % No. % No. % 

Settlers 858 70.0 313 25.5 56 4.5 1227 100.0 

Indigenous 621 71. 1 239 27.3 14 1.6 874 100.0 

Total 1479 70.3 552 26 .4 70 3.3 2101 100 . 0 

=========================== === ==================================== 
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Table 31 . Parasitic Infection Prevalence Rate by Place 

of Origin 

Origin 

Settler 

Indigenous 

Total 

Positive 

12 27 

874 

2101 

Negative 

540 

260 

800 

Total 

1767 

1134 

290 1 

x (Settlers Versus Indigenous) = 20.4, df(ll, P < 0.0 01. 

j 
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Table 32. Intestinal Parasi t ic Infection Point Prevalence 

Rate by Age and Sex among Settlers, 1987. 

Number Exam. Positive 
Age Total Total 
In 

Years M F M + F Male Female 

No. No. No . No. % No . % No. % 

1 7 7 14 2 28 . 5 1 14 . 2 3 21. 4 

1-4 95 93 188 49 51.6 57 61.3 106 56.4 

5-9 83 71 154 54 65.0 34 47.8 88 57.1 

10-14 80 96 176 58 72.5 70 73 .9 128 73.3 

15-1 9 61 59 120 45 73 . 7 23 38.9 68 56.7 

20-24 88 84 172 65 73.8 56 66.6 121 70.3 

25-29 82 80 162 62 75 . 6 61 76.2 123 75.9 

30-34 93 90 183 77 82.7 73 81. 1 150 81.9 

35-39 63 49 112 48 76.0 37 75.5 85 75.9 

40-44 68 68 136 48 70.5 38 55.9 86 63.2 

4 5-49 76 62 138 56 73.6 40 64.5 96 69.6 

50+ 116 96 212 97 83.6 76 80 . 8 173 81.6 

Total 9 14 853 1767 661 72 . 3 566 67 . 5 1227 69 .4 

=================================== ======= ======================= 

X for sex = 7 . 2 , df ( 1 ) , P < 0.05. 

X for age (0-19 versus > 20) = 41. 3 , df ( 1 ) , P < 0.00 1. 
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Table 33. Intestinal Parasitic Infection Point Prevalence 

Rate by Age and Sex Among the Indigenous 1987. 

Number Exam. Positive 
Age Total Total 
In 

Years M F M + F Male Female 

No. No. No. No. % No. % No. % 

1 3 5 8 1 20 .0 1 12.5 

1-4 61 67 128 50 81.9 54 80.5 104 81.3 

5-9 52 64 116 39 75.0 50 78 . 1 89 76.7 

10-14 27 28 55 22 8 1. 5 18 64.3 40 72.7 

15-19 44 38 82 31 70.4 23 60.5 54 65.8 

20-24 54 56 110 45 83.3 43 76.7 88 80.0 

25-29 65 68 133 53 81.5 56 82 .3 109 81.9 

30-34 78 73 151 64 82.0 57 78.0 121 80.1 

35-39 58 54 112 45 77.5 36 66.6 81 72.3 

40-44 45 36 81 36 80.0 24 66.7 60 74.0 

45-49 45 33 78 39 86.6 28 84.4 67 85.9 

50+ 42 38 80 34 80.9 26 68.4 60 75.0 

Total 574 560 1134 458 79.8 416 74.3 874 77.1 

================================================================= 

X for sex = 5 .2, df ( 1) , P < 0.05 

X for age = (0-19 versus > 20) = 3.2, df ( 1) , P < 0.05 
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CHAPTER V DISCUSSION 

5. 1 General 

The ult imate objective of the strategy for Health For 

All by the Year 2000 is to improve the health status of a ll 

population a nd to reduce inequal i ti es in health car e both 

between and within countries (15). 

Health s tatus is not a. term t hat is eas ily define d . 

Most people, eve n thos e wh o are familiar with health care, 

would cons ider it to be profess ional jargon . The major 

r eason why it has eluded simpl e definition is the lack of 

agreed-upon defi n ition of health. The broad definition of 

health proposed by t he World Health Organization (WHO) in 

1948 has been repeated. and supported for ma ny years. Yet , 

few have tried to operationalize this definition so that it 

can be used to ass ess t he level of health a mong groups of 

peopl e (20). For the purpos e s of this study health status 

r efers to the state of health of a n individual, group or 

popu latio n measu red against accep t ed sta ndard s -

"indicators" . 

This study focus es on the health status o f the newl y 

resettled and t h e i nd igenous population in the Sout h 

Western Ethiopia. 
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5.2 Response Rate 

Thi s study has a very high response rate of 99.3%, 

similar to that observed by Mekonnen et al (96.8%) in the 

Peasant's Producers Co-opera"ti ve in Gondar (21). This was 

possible because of active participation by the communities 

studied and the active role played by the local party 

office, government officials and the community leaders. 

5.3. Socio-Demographic Situation 

The 1985 resettlement schemes were instituted on the 

basis of urgency to save the lives of the drought-stricken 

population of the northe r n regions. These people were moved 

to the fertile lands of the southern regions. 

The majority of the settlers in Keto Settlement 

Complex were from Wollo Region. The average family size per 

household f or the settlers was 3.4 which was signif icantly 

lower when compared to the family size of 4.1 in t he rural 

Wollo. The family size for the indigenous (4.3) 

corresponded to that of the rural Wollega Region (4.7) (22). 

The lower family size of the previously drought-stricken 

settlers was probably attributable to deaths due to famine 

prior to settlement. As can be seen in table 1, 

preferential resettlement of younger families account for 

this difference in fami ly size. The sex ratio revealed a 

greater predominance of males for the settlers compared to 

that of their former origin (105.9% versus 101.3%). But the 

sex ratio of the indigenous (97.2%) was similar to that of 

J 
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the Wollega Region ( 91.4%) showing a p r edominance of women 

( 22 ) . 

Th e burden of dependency ratio was 5 1.7% for the 

settlers and 58.3% fo r th e i ndi gen ous . This was aga in the 

e ffec t of famin e and displacement where the younger-aged 

and the older-aged died in greater proportions. 

The total burden of dependency rati o was 54.8% similar 

to the study in Gondar Region (2 1) which revealed more than 

half of the population was under 15 years of ag e . This is a 

typical picture of devel op i ng countries where th e r e are 

more children « 15 years) th an adults . 

5.3 . 1 . Lite racy Status 

The literacy status between the two groups «as similar 

(32.6% and 33. 4%) but low when compared to the national 

(over 60%) (23). However , beg inners f r om b oth groups were 

not included; since this area is und e rgoing rapid 

settlement and villagiz at ion p rograms, t h e l eve l of 

literacy s hou ld rise rapidly . 

5.3.2 Religion 

The majority of sett l e rs were muslims while most of 

the indigenous were chri stians. 
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5.3.3. Climatic Condition 

In regards to climatic condition of their former 

residence, 16.2% of the settlers came from highland and 

53.1% from temperate climates while the whole indigenous 

population was from the lowlands. When people mov e from 

their permanent habit at to a new dwelling zone with 

different climatic conditions, the possibility of acquiring 

new parasitic or other new types of diseases is increased. 

This is supported by a study in a settled rural 

agricultural community in Sudan where most of the n ewcomers 

suffered from malaria and other diseases (24). 

5.4. Housing, Water Supply and Sanitation 

5.4.1. Housing Condition 

In Keto Resett lement Villag es and in the nearby 

farmers associations almost all o f the houses were 

thatched-roofed and constructed with wood. The walls of 

more than half of the houses were not plastered with mud 

leaving many air spaces. This fact o r contributes to a high 

risk o f mosquito-borne diseases. 
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5.4.2. Water Supply 

When source of water supply to hou seholds was 

considered, the major sources of water supply were 

unprotected s prings and rivers. Most of the settlers 

(50.8%) and the indigenous (52.6%) used unsaf e water for 

drinking purposes. Eventhough, there are high 

government and NGO inputs in many sectors for the settlers, 

in regards t o water supply, the situation was nearly 

identical to that of the indigenous. This Has similar to 

the condit i on in most parts (80%) of rural Africa who have 

no access to safe water supply (25). With regard to 

distance traveled to fetch water,the indigenous had s horter 

distanc e to go. This situation is simila r to other 

villagized ar eas (18). But fo r better health, it is of 

great importance to foc us on the quality of the water 

supply. The provsion of good , clean plentiful water 

supply in a co mm unity is therefore of the greatest 

importance in public health service (26). Thus both 

stttiers and indigenous people need improvement in their 

water quality. 

5.4.3. Personal Hygiene Practice 

Personal hygiene practices, ie. washing the body and 

clothes showed very low standards both for the settlers and 

the indigenous. Th is indicates the need for greater input 

and effort in promoting goo d hygiene practices through 

health education (27,28,29). Eventhough, there are quite 

a good number of health institutions and health manpower in 
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the resettlement areas, creating change in attitude and 

practice through heal th education seems unsatisfactory at 

this time. 

5.4.4. Excreta and Refuse Disposal Methods Used 

Regarding utilization of latrine facilities, 95.6% of 

the settlers claimed to use private or shared pit latrines 

as compared to 50% of the indigenous population. Most of 

the latrines were common in both groups and had only been 

recently int roduced. During our study due to lack of time 

and cost only availability was recorded. 

Di sposal of excreta is an important e nvironmental 

health work, because human excreta are the source a large 

number of diseases transmitted through intestinal 

discharges (30). For better heal th, one must in addition 

use the latrines properly, drink clean water, and practise 

proper personal as well as domesti c hygiene . 

As far as utili zatio n of refuse disposal was 

concerned, almost all of the settle r s had private or 

common refuse disposal pits while very few of the 

indigenous had private or common refuse disposal pits. In 

villages of the indigenous population, availability of 

latrines and refuse disposal facilities were very limited 

as compared to the settlers . This marked difference could 

be attributed to attempts made to persuade the settlers to 

give attention to latrine and refuse disposal schemes. 
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Excreta and refuse disposal faci lities in this study area 

was greater than what was reported in a study in 

Gondar (21). Eventhough more than 90% of the settlers ha d 

latrines and refuse d isposal pits, still the infec t ion rate 

in these population was found to b e high. Misra in 19 75 

r elated similar achi evement s in India but stressed the need 

for c ommunity participation without which success was much 

less (27). 

5.5. Health Status 

5.5.1. Immunization Status 

Wi th regards to immunization coverage, among the 

settlers 66.2% were fully immunized and 5.6% we r e f ound to 

be defaulters as co mpa red t o 33 .8 % fully immunized and 

21.6% defaulters among t h e indigenous. Health institutions 

were established i n the resett l ement areas after t h e 

launc hing of t he rese t tlement program. The low c overage in 

the indigenous population was attributable to proble ms of 

geographical a ccess ibility and s ocial barriers to us e the 

health facilities of the settlers. A st udy on i mmunization 

carried in Gondar (31) showed t h at l ess tha,n 25% were 

defaulters. A base line survey carr i ed out in a ddi s Ababa 

sho wed drop-out rate of 23% (32) .Th e success of t h e 

campaign reported in the study was the r esu lt of t h e 

cooperation of the Urban Dwe llers Association in mobilizing 

the community. When the defaul ter rate between t h e Urban 

Center, Gondar a nd the Keto resettlement was compared , the 

j 
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settlers had better immunization coverage. This was due to 

th~ high input given by the government and the high number 

of NGOs operating in the area. Similar actions like those 

carried out in the above mentioned urban centers, ie. 

communi ty mobilization must be encouraged in our study area 

to attain universal immunization coverage. 

5.5.2. Antenatal Services, Place of Delivery of the 

Last Child, Person who assisted during the 

last delivery and birth during the year. 

More than 90% of the settlers used antenatal care 

services while only 41.6% of the indigenous were using such 

services. A baseline survey carried out in Addis Ababa 

(32) showed that 76.8% of the women had attended antenatal 

clinic during their last pregnancy. In our study the 

settlers seem to have utilized the opportunity better 

compared to the indigenous and even compared to the 

residents of Addis Ababa. This again is probably due to the 

high government and NGO input in the area. 

Eventhough t he re were adequate number of health 

facili ties and health manpower in the resettlement areas, 

most of the settlers and indigenous women delivered their 

last child at home and 62.7% of the settlers and 83.4% of 

the ind ig enous were assisted by untrained personnel or 

family members. This important problem requires prompt 

attention through health education by health workers and REWA. 
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The crude bir t h rate Has 50.9 110 0 0 for t h e settlers 

and 4 8 .3/1000 f o r t h e i n dige nou s po pulati o n Thi s is 

slightly hi g h e r than t he national average o f 46/1000, (22) 

and suggests lower c ontracepti ve p r a ct i c e s . Ov e r c roHding 

Has the main r e ason for r e settlement to this area by the 

settlers Hho came from Kembata a nd Ha diya ( Sh ewa ). In order 

not to repeat the same problem, strong family planning 

programs must be ins tituted rapidly in this area. 

5.5.3. Marriage, Child Spacing, Family Planning and 

Breastfeeding. 

The data on marriage indicate d t hat 65.0% of the head 

of households of the settl e r s suggeste d that girls should 

get marri e d before 16 year s wher eas all heads of the 

households of the indigenous suggested that girls should 

get married above the ag e of 16 years. The high crude 

birth rate obs e rve d i n th e s ettlers could be due to the 

early marriage practice by this population. 

Settlers had wide r child spacing as compared to the 

indigenous. Contraceptive pre valence was similarly very low 

in both groups, although somewhat better than other rural 

areas of Ethiopia. The differe nce in child spacing cannot 

therefore be attribute d to diff e r e nce in family planning 

practi c e. 
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However, as can b e seen in Table 22, settlers 

breastfed considerably longer . The greater c hild spaci ng in 

the settlers is,in all likel i hood,may be attributable to their 

prolonged duration of breastfeeding. 

The higher proportion of women who know about family 

planning in the settlers are probably related to their 

i mproved access to health facilities. A study in Bangladesh 

in 1981 showed that 99% of married women claimed that they 

had heard of at least one efficient method of 

oontraception, whereas only 11% of them were using such 

method (33). A study in Gondar city in 1986 showed that the 

majority of the women (65%) were aware of the existance of 

modern contraceptive methods, while 17% were current users 

(34). In our study, knowledge and practice of both groups 

were found low compared to the two quoted studies. This can 

explain the high birth rate reported. Thus to avoid the 

high birth rate and overcrowding whi c h are two of the main 

problems of the developing world, it is of great importance 

to institute corrective measures by establishing family 

planning programs in this area and throughout rural 

Ethiopia. 
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5.5.4. Supplementary Foods for Infants 

Breastmilk is the best and safest food for you n g 

babies. It is important that babies are given extra foods 

as Hell as breastmilk at the right age, and in sufficient 

amounts, to e nab le them groH and stay healthy. Too little 

food, given too late, or inadequate food with too few 

nutrients may lead to poor growth and malnutrition (35) . 

About one-third of mothers in both groups introduced 

supplementary foods before 6 months and about 90% after 8 

months. This situation was not too different from the one 

observed in GondaI' (21) which indicated that 18% of the 

mothers started supplementary foods before the age of 6 

months and 90.4% of the mothers before 18 months. Clearly, 

10% of children in both groups, ie . in settlers and in 

indigenous were at risk for malnutrition due to delayed 

introduction of solids. 

In regard to the type of supplementary food given to 

children, 6.9% of the moth ers from the indigenous gave 

abish as supplementary food to children while none of t he 

settlers gave this type of food to children. 

Milk was given as a type of supplementary food in 

about one-quarter of c hildren in both groups. The type of 

milk given to children b y the indigenous mothers Has most 

often cow ' s mi lk and the set tIers mothers was . most often 

powdered milk obtained from donation. 
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Injer a (the Et h iopian bread ) was give n as a 

suppl eme ntary food to 51 . 8% of indigenous children a nd to 

38.3 % of ch ildren of settlers . This injera was usually 

prepared f or adults with scraps g i ven to c hildr e n . This 

insufficient a ttention to the feeding of children, in all 

likelih ood , may b e an important factor in childhood 

malnutrition. 

5.5.5. Nutritional Status in Unde r-five Children. 

Due to the 1984 /85 drought sit uation in the northern 

regions of Ethiopia , the investigator saw the need for a 

survey to explore the nutr itiona l status i n settlers a nd in 

indigenous unde r-five children . 

Nutri tional status i s a health indicatior. 

Anthropom etric me asure men t s to assess growth and 

d e velopmen t , particularly the physical gro wth and 

development of you ng c h ildren, ar e t h e most wi d e l y us e d 

indicators of nutritional status in a community (38 ). 

The survey was condu c ted in 57 1 children of the 

settlers (50.2%) and 567 children of t h e indigenous (49.8%) 

from the total of 1138 under-five children . In the children 

of the settlers 40.1% were found stunted, 26.3% wasted and 

4.2% stunted and wasted whereas i n the indigenous 40.6% 

were stunted, 26.5% were wasted a nd 7.2% were stunted and 

wasted. In b oth groups acute and chronic malnutrition was 

manifested a nd there was no difference nutritionally (P > 
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0.05) . Our study had almost a similar pattern as the one in 

Gondar (2 1) wh i ch showed that over half of the pre-school 

c hildren were eith er nutritionally wasted , or "stunted " , or 

stunted and wasted. This s ituat i on c ould be explai ned by 

many fa c tors which may directly or indi r ectly account for 

malnutrition : th e famine in the northern region had 

affected the settlers nutritional status, the frequent 

diarrhea mor b idity ex peri e n ced by b ot h groups, the late 

start of supp lementary f ood, and in s ufficient atte n tion 

given to children in their f eedi ngs, food taboos, the high 

proportion of the younger vulnerab l e groups, low rate of 

food production due to primitiveness of farming practices, 

ignorance about health , family planning, nutrition and the 

prevalence o f infectious di seases . These and others coul d 

be the major factors in predisposing c hildren to 

malnutrition. 

5 . 5.6. Morbidity and Mortality Rates 

5.5.6.1. Morbidity Rates 

The h eads of hou se holds of the two g r oups of 

population were questi one d about any type of illness 

experienced b y any famil y member in th e past two weeks. As 

a r esul t, the prevalence rate of perce i ved morbidity for 

the settlers was 251.9/1000 and for the indigenous 

196 . 6/1000. I n a study conducted in Gondar (21) prevalence 

rate of perceived morbidity was 373/1000. In report on the 

Rur a l Health Survey (1982/ 83 ) (39) the prevalence rate of 
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perceived morbidity for Wollo was 271.4/1000 and for 

Wollega was 481.8/1000. In this study, low preval e nce rate 

of perceived mo rbidity in both groups is observed . 

Eventhough the sett l ers had good access to health care, 

they reported much more morbidity. This could be exp lained 

by climatic and soc ial change. 

5.5.6.2. Diarrhea Episodes in Under-five Children 

In th e two groups of population, mothers were 

questioned about diarrhea episodes in under-five c hildren 

in the past two weeks. From the settlers 60.5% mothers and 

from the indigenous 63.3% mothers expla ined that their 

children had one or more diarrhea episodes in the last two weeks . 

Eventhough settlers had better health and other facilities 

compared to the indigenous, as far as diarrhea episode in 

under-five children was concerned, they appeared to be in 

similar conditions. R. G. Feachem et al in 1984 (40) after 

reviewing 35 studi es in 14 countries on the r elative risk 

of diarrhoea morbidity found the following: "83% of the 

children with no breastfeeding had diarrhoea compared to 

those of breastfed". In his three-country study, the same 

author in 1984 (41) suggested that: "hygiene education is 

effective in diarrhoea morbidit y reduction". Thus, to 

attain satisfactory result in reduction of diarrhea 

mo rbidity in children, it is ve ry important to encourage 

breast feeding and to fo llow proper personal and domestic 

hygiene . 

J 
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5.5.6.3. Mortality Rate 

The crude death rate of both groups (settlers 

21. 1/1000 and indigenous 19.5/1000) were similar to t h e 

national average (18.1/1000) (39,42). This was very reassuring 

as one could have 

reasons for this 

rate during the 

expected a higher death rate . Potent ial 

could be: 1) A previouslY higher death 

famine with the more robust individuals 

survi ving; 2) 

services. 

good food suppl y; 3 ) good access to health 

5.5.7 . Prevalence of Intestinal Parasites 

Out of all subjects who s ubmitted stool specime n for 

laboratory test for ova a nd parasites, 69 . 4% a nd 77.1% of 

the settlers and the indigenous populations we r e pos i ti ve 

for one or mor e parasites respectively. This difference in 

prevalence r ate was s tatistically significant (P < 0.001). 

When this was compared to some studies done elsewhere in 

the country, it was similar to t hose studies by Kloos et al 

( 43 ) in Awash valley ranging fro m 54- 70% and 

Gebresellassi e (44) (87-90.3%) in Go n dar Region. When 

prevalence by sex is computed , 72.3% of the mal es and 67 .5% 

of the females were positive among the settlers and whereas 

in the indigenous, 79.8% of the mal es an d 74.3% of the 

female s were positive. Marked statist i cal difference (P < 

0.05) was noted b y sex This was similar to the study done 

by Zein et a l in Gondar (45). The high prevalence r ate of 

intestinal parasites in males c ompared to f e males could be 

J 
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explained due to the n atur e o f t he wor k t hey perform, men 

in the fields and female s in the hous e which exposes males 

to geohelminth s . 

With regards to multiple infestations 30.0% of 

affected settlers had two or more parasites as compare d to 

28.9% for the indigenous. Eight parasites accounted for all 

infestations. The commonest parasite was hookworm (37.2% in 

the settlers and 38.0% in the indigenous, Figure 3). This 

similar inf e station rate by hookworm in both groups was 

related to t he nature of the work in the field. 

In this s tudy infestation by hookworm was found to be 

higher than the othe r parasites. Even higher infection 

rates of 7 0-79% of hookworm were observed in different 

localities of Gambela Awraja which boarders Kelem Awraja in 

the south (46). The high rates of hookworm could be due to 

the warm climate and favorable soil for its reproduction. 

In our study s c histosomiasis was not found. It is 

consistent with an earlier study in Dembidollo and Gidami 

which are 65 km south and 100 km west of Keto settlement 

respectivily. None of the 305 people tested showed evidence 

of schistosomiasis (47). Similarly schistosoma mansoni was 

fund to be endemic along much of the northern routes along 

the central plateau but was essentially absent from 

communities on the southern end of the plateau (48). 
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Although ade quate sanitation facilities we re available 

for the settlers, t hese hi gh infection rates suggest that 

they are not properly us ed and that preve nti ve measures 

wer e not enforced. 

The s hort comings of such studies could be improved by 

conducting cohort studies. In regard to stool examination 

Reche and other concentration methods could have reliable 

results bette r than direct method. As far as latrine is 

concerned availability alone c an not confirm proper usuage. 

Therefore, f or proper usag e observation t o each l atrine is 

very important. 
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CHAPTER VI CONCLUSION AND RECOMMENDATION 

6.1. Conclusi on 

The health status of the newly resettled and the 

indigenous population in Ke to Resettlement area was studied 

from an epidem i ological point of view. The study was 

conducted using several variables , ie. Socio-demographic, 

heal th status, nutritional status in under-five children 

and examination of stool for ova and parasites. 

Th e socio-demographic characteristic revealed the 

predominance of males in settlers and females in the 

indigenous. The literacy status was low in the two groups 

compared to the National level. The predominance of males 

could be the result of displace ment of the settlers. 

Education is the basis of development; the situation of the 

settlers and the indigenous looks promising s ince the start 

of the present literacy campaign. 

Heal th status variables like immunization coverage, 

antenatal attendance, family planning services and health 

facilities in general were better organized in the 

settlement areas. This improved access to health services 

is likely to expand to the indigenous population who were 

denied this service for a long time. 
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Water supply, persona l hygiene and environmental 

sani ta tion Here at low standards both in the set tIers and 

in t h e indig en ous. The avai labl e h ea lth f ac iliti es a nd 

health pe rsonnel c ould c hange the situation through proper 

health e ducation and mul tisectoral development. 

High pr evalenc e of b ot h ac ut e a nd c hronic 

malnutriti on was manifested in bo t h groups. This problem is 

likely to b e solved through the in vo l vement of other 

secto rs to co ll abo r ate with the communities to c hange their 

attitudes and practices towards bet t e r f ood production and 

feeding practices. When preva l ence of intestinal parasites 

in the tHO groups was examined, it was more than 70% in 

each group. More than 90% of t he hous e holds of settlers had 

latrine when compared to 50% of the indigenous. 

Sinc e l atr i nes we r e introduced recently in these 

communi ties, they were not yet utilized properly. As the 

two groups come to understand the be nefits o f latri ne use, 

this si tuation should c hange and the pr eval e nce of 

intesti nal parasites s hould decrease significantly. 

6.2. Recommendations 

Due to the urgency of the problem the settlement 

program in Ethiopia h ad b ee n estab lish ed wit h o ut 

co n si d ering all of th e pot e ntial health outcomes o f 

s ettlers in the new area . The present findi ng s will be of 

value as baseline informati on and indicators for future 

activities to be carr i ed out in line with Primary Health 

J 
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Care programs. With the socio-economic development in the 

country, it is the right time to plan and set priori ties 

for Primary Health Care in cooperation with others 

involved in deve lopment. We therefore make the following 

recommendations. 

6.2.1. The assessment of resettlement at this initial 

stage not only helpe d assess existing health situations, 

but also helped deve lop appropriate indicators to assess 

prevailing s ituations and develop appropriate preventive 

measures. He nce, future resettlement and villagization 

programs should initially institute epidemiological study 

on the area targeted for this program . 

6 . 2.2. The major problem in developing countries 

nowadays is rapid population growth. This problem exposes 

developing nations to overcrowding which results in 

shortage of food and disease. In this study the settlers 

from Shewa (Kembata and Hadiya) were resettled to the new 

area because of overcrowding and inadequacy of land for 

cultivation. However, in this settlement scheme high 

population growt h was observed amo n g the settlers. 

Therefore, there is an urgent need to implement effective 

family planning programs not only in resettled areas, but 

throughout t h e country . 

J 
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6.2.3. It was noted that there was less access to 

the indigenous population to t h e conventional health units 

when compared to se ttl ers. The government and 

nongovernme ntal organizations should urgently address 

themselves to this problem and provide equi tJ' in access to 

health services. 

6.2.4. Intestinal parasites in this area require 

special follow-up and intervention. Urgent attention s hould 

be given to l atrine construction (one per family) and to 

the relevant health education . Hookworm was more prevalent 

in this area, especially in high risks groups ie. pregnant 

and lactating women and children. 

6.2.5. In this study a high prevalence of 

malnutri tion was manifested in the t wo groups, eventhough 

settlers were supported by the government and NGOs. As 

settlers become self-supporting in food production, both 

the government and inte rnational agencies will have to pay 

sufficient attention to up-gr ade the l evel of nutrition 

through health education and a mult i sectoral approach. 

6.2.6. All the houses of the settlers and almost all 

the houses of the indigenous were found thatched-roof and 

constructed with wood. Therefore, it wi ll be of great 

importance to introduce sun-bak ed brick to settlement 

villages and in general to the rural Ethiopia to construct 

houses. This will decre ase the demand for wood and prevent 

massive deforestat ion in the country. 
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6.2.7. Literacy level ie. reading a nd wr iting in 

both gro ups was found low. We s hould not only strive to 

increase the li tera cy level but also introduce functional 

literacy, dealing wi t h subjects pertinent to their new 

community life, such as agriculture, water and other 

productive activities . 

6 .2 .8. More than half of the population of both 

groups get unsafe wate r s upply. To improve this situation 

the available springs must b e protected, shallow wells 

dug and equiped with hand pumps and where these simple 

techniques a r e not feasi ble, deep wells s hould be bored or 

treatment plan ts install ed. 

Impl e menting these recommendations could improve 

considerably the health status of sett lers. 
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CHAPTER VII APPENDICES 

Appendix 7.A. Back Ground Information 

Appendix 7.A.l. Health Facilities in the Resettlement 

Villages 

For the 20 settle ment villages, there is one health 

center in Chanka staffed with 2 physicians, 5 nurses ( t he 2 

doctors and 1 nur se are French by nationality), 1 

Sanitarian, 1 laboratory technician, 10 health assistants 

and 3 nutri t ion workers. The health center has 28 beds for 

inpatients. In addition to the health center, there are 9 

health stations in the 20 settlement villages distributed 1 

for 2 settlement villages which are staffed by 2 health 

assistants each. The n ext higher health facility is 

Dembidol l o Hospital which is located about 65 Kms. away 

from the settlement villages. 
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Appendix 7.A.2. Temperature of Alem Teferi Town 19 87 

MONTH 

Jan. 

Feb. 

Mar. 

Apr. 

May. 

June 

July 

Aug. 

Sept. 

Oct. 

Nov. 

Dec. 

Total 

Average 

Source 

Temperature of Alemteferi Town 
o 

1987 in C 

MEAN MAX. t 

30.8 

32.3 

33.5 

32.3 

29 .4 

27.2 

25.7 

25.6 

26.5 

28 . 2 

29.0 

30.0 

350.5 

29.2 

National Meteorology Service Agency. 

MEAN MIN. 

12.6 

12.7 

15.1 

14.2 

15.8 

15.8 

14.3 

13.8 

13.8 

13.0 

12.5 

11.6 

163.8 

13.7 

t 



90 

Apendix 7.A.3. Rainfall of Alem Teferi and Chanka Towns 

1979-1987. 

Rainfall of Alemteferi and Chanka 

Towns 1979 - 1987 in mm. 

YEAR RAINFALL RAINFALL 
ALEMTEFERI CHANKA 

1979 1599.2 1591.7 

1980 1221.3 1318.1 

1981 1903.6 1405.9 

1982 1670 .6 1642.2 

1983 1502.2 1415.1 

1984 1465.1 1003.9 

1985 1765.4 1450.9 

1986 834 . 7 1200.5 

1987 1580.4 

Total 11962.1 12616.8 

Average 1495.3 1401.9 

Source National Met eo rology Service Agency 
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Appendix 7.B. Methodology 

Appendix 7.B . I. Questionnaire 

Keto settlement village and indigenous villages, 

around the settlement complex, health status study 

questionnaire 1987. 

Questionnarie Number 

1 . Name of household head . . •. House NO. 

2. Age 

3. Sex 

/-----\ 

\-----/ 
/-----\ 

\-----/ 

4 . Family members of the household 

S.No. 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 

Name Age 

5. Literacy status of household head 

Li terate/read and write 

Sex 

/-----\ 

\-----/ 

Illiterate /----\ 

\----/ 

6. Religion of household head 

/------\ 

\------/ 
/-----\ 

\-----/ 

Relationship 

/------\ /----\ 
Christian Muslim 

\------/ \----/ 

J 
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7. For settlers, from which region did you come? 

Wollo 
/------\ 

\------/ 

Shoa (Kembata and Hadiya) 
/-----\ 

\-----/ 

8. Climatic condition of your residential area (for 

settlers-former) 

Highland 
/----\ 

\----/ 

9. Type of housing. 

Temperate 
/ ----\ 

\----/ 

Lowland 
/----\ 

\----/ 

9.1. Corrugated iron roof Constructed with wood 
/-----\ 

Plastered with mud : 

Not " " " 

9 . 2 . Thatched roof constructed with wood 

10. Source of water supply 

Protected well 
/-----\ 

\-----/ 
Protected spring 

/-----\ 

\-----/ 
River 

/-----\ 

\-----/ 

Plastered with mud 

Not " " 

Unprotected well 
/- ----\ 

\-----/ 
Unprotected spring 

/-----\ 

\-----/ 

" 

\-----/ 

/-----\ 

\-----/ 

/----- \ 

\-----/ 
/-----\ 

\-----/ 

_I 
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11. How far do yo u go to fetch water? 

1 Km. 
/------\ 

1-1.5 Km. 
/------\ 

> 1.5 Km. 
/-------\ 

\------/ \------/ \---- ---/ 
12. How often do you and members of your family wash 

13. 

clothes? 

Once a week 
/---\ 

Once in 2 weeks 
/---\ 

once in more than 2 weeks 
/---\ 

\---/ \---/ \---/ 
How often do you and members of your family wash the body? 

/-----\ 
once a week 

once in 2 weeks 

once in morethan 2 weeks 

\-----/ 
/-----\ 

\-----/ 
/-----\ 

\-----/ 
14. Latrine facility 

Private pit l atrine 
/------\ 

\------/ 
/-----\ 

Without latrine 
\-----/ 

Common pit latrine 
/------\ , , 
\------/ 

15. Availability of garbage disposal pits 

16. 

Private 
/ ----\ 

\----/ 
Do you get your 

/---\ 

shared 
/----\ 

no refuse disposal 
/----\ 

\- ---/ \----/ 
under-2 children vaccinated? 

/---\ 
Yes No 

\---/ \---/ 
17. If Yes, with reference to cards 

18. 

/---\ /----\ / ---- '. 
Started 

\---/ 
Do women during 

/----\ 
Yes 

\----/ 

completed defaulter 
\----/ \----/ 

the las t pregnancy get vaccinated? 
/----\ 

No 
\----/ 
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19. Did you a ttend an antenatal clinic during your last 
pregnancy ? 

/----\ /----\ 
Yes No 

\----/ \----/ 

20. Where did you deliver your last child? 
/----\ /----\ 

Health Institution Home 
\----/ \----/ 

21. Who assisted you during your last delivery? 
/-----\ 

Trained health professional 
\-----/ 
/-----\ 

Non Trained health Professional 
\-----/ 

22. For ho w long did you breast feed your child? 

23. 

< 1 year 1 year 
/-----\ /----\ 

\ -----/ \----/ 
At what age (month) did 

to your child? 

< 2 months 
/----\ 

2-5 months 
/- - --\ 

2 years 
/----\ 

\----/ 
you start 

6-8 months 
/----\ 

3 years 
/----\ 

\----/ 
supplementary 

9-12 months 
/----\ 

food 

> 12 months 
/----\ 

\----/ \----/ \----/ \----/ \----/ 
24. What type of supplementary food did you give to your 

25. 

child? 

Milk porridge 
/---\ 

\---/ 
At what 

< 10 years 
/---\ 

/---\ 

\---/ 
age do 

Injera/ Injera/ 
bread and milk bread 

/---\ /---\ 

\---/ \---/ 
females get married? 

10-15 years 
/---\ 

16-17 years 
/---\ 

abish 
/---\ 

\---/ 

> 18 
/---\ 

\---/ \---/ \---/ \---/ 
26. What is the age difference betwe e n your two last 

children? 

1 year 
/---\ 

\---/ 

2 years 
/---\ 

\---/ 

3 years 
/---\ 

\---/ 

4 years 
/---\ 

\---/ 

> 5 years 
/---\ 

\---/ 
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27. Knowledge and utilization of family planning 
/----\ 

Know a nd use it 

Know but do not use it 

Do not know 

\----/ 
/----\ 

\----/ 
/----\ 

\----/ 

28. Was there any birth during the year (October 86- September 

1987 in t his household? 
/---\ /-- - \ 

Yes No 
\---/ \---/ 

/---\ 
If Yes, How many 

\---/ 

29. Was there any person ill in this household within the 

past 15 days any type of illness of all age and sex? 
/---\ /---\ /----\ 

Yes No If,yes, how many 
\---/ \---/ \----/ 

30. Was there any child « 5 years) having diarrhea for 

31. 

the last 15 days in this household? 
/---\ /---\ 

Yes 
\---/ 

If Yes, once 
/---\ 

\---/ 

No 
\---/ 

twice 
/---\ 

\---/ 

3 times 
j---\ 

\---/ 

4 & above 
/---\ 

\---/ 

J 
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32. Did any person die within one year (October 86 -

September 87) 
/---\ 

in this household including babies. 
/---\ 

Yes 
\---/ 

If yes, how many 

No 
\---/ 

/---\ 

\---/ 

33. We ight, height and age measurement of under-five 

five children 

S. No. 

1 
2 
3 
4 
5 

Name age sex Weight(kgm) Height(cm.) 

34. Stool examination to household me mbers for 

identification of intestinal parasites 

S.No. Name Age Sex 

1 

2 

3 

Parasites identif ied 

1 
2 
3 
4 

1 
2 
3 
4 

1 
2 
3 
4 
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Appendis 7B.2. 

Distribution of households by origin 

Region 

Wollo (settkers) 

Shewa (settle rs) 

Wollega (indigenous) 

Total 

Households represented 

Settlers 

Village Number 

3 

8 

9 

13 

19 

Total 

Number of 

hous e hods 

1857 

430 

1544 

3831 

in the study 

Number of 

households 

Wollo Shewa 

129 

71 98 

78 

104 14 

103 

485 11 2 

Households 

inc luded i n 

th e survey 

485 

112 

403 

1000 

village s by origin 

Indigenous 

Vil lage Number of 

households 

Chanka B. 93 

Dogano A. 83 

Mechara 76 

Wacho 75 

Awetu 76 

403 
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Appendix 7.C. Definition 

Disaster area - An area officially declared to be 

the scenes of an emergency created 

by a disaster and therefore 

qualified to receive certain type 

of governmental aid. 

Drought -

Famine -

Belg _ 

Meher 

Settlement -

Rehabilitation -

Health -

Health Status -

Literate -

A prolonged period of dryness 

An extreme scarcity of food 

Small rain harvest period. 

Main harvest season. 

The act or process of settling 

people fro m one place to the other. 

The action or process of restoring 

to a former capacity. 

Is a state of complete physical. 

mental and social well-being and 

not merely the absence of disease 

or infirmity. 

Is the general term for the state 

of health of an individual • group 

or population measured against 

accepted standards '· indicators·'. 

One who is able to read and write 

J 
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aged 8 and above, according to 

Ministry of Education. 

A type o f seed, where the water 

after boi ling is given to c hildre n 

with honey b y some mo t h e rs 

traditionally. 
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