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ABSTRACT 

Studies on the social and cultural problems affecting the health of women is rare 

in Ethiopia. This study illustrates the common socio-cultural problems 

influencing the health of women and the women's perception towards health and 

illness in rural Butajira. Qualitative and quantitative methods were employed 

to develop the data collection instrument and actual collection of data, 

respectively. A total of 675 randomly selected rural women participated in the 

study. Over 94 percent of women are illiterate and only 8.7 percent of girls are 

sent to school. The mean working hour for rural women in Butajira is 15 hours. 

Very high proportion (96.6%) women are victims ofFGM. The decision making 

power of women at a house hold level is low. Women have almost no access to 

information, about 88 percent of them never listened to the radio for the last six 

months. About 97 percent of women reported that they are suffering from some 

kind of infectious, obstetrics or mental illness at the time of the survey. 

Punishment from God, lack of nutritious food, exposure to cold, evil eye and evil 

spirit possession were the major perceived causes of illness. The participants 

mostly use herbal medication during sickness or buy drugs with out consulting 

health workers in response to illnesses. They give high regard to traditional 

healers, witchcraft and religious leaders to solve health problems. The women 

by large have no idea on how to promote health except that they resume 

individual or group prayer. Therefore, it is concluded that women in rural 

Butajira are surrounded by traditional taboos and social problems affecting health . 
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In order to improve the situation of women the health service strategy needs to 

be devised after considering what women believe, what they actually do and 

need. Such strategies should be based on local problems and the involvement of 

locally accepted healers. 
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INTRODUCTION 

According to historical documents, the concept of maternal health has been 

originated in the late 17'" and early 18th centuries when depots were established 

in Europe and America to supply infants and children with milk and food 

items(1). The idea of MCH came to the developing world at the end of the 

World war II. Then it was primarily handled by charitable and voluntary 

organizations(1) . Later, MCH has become one of the areas of WHO's interest 

and International Public Health. Its significance was restated at Alma Ata in 

1978 when it was identified as one of the essential components of Primary 

Health Care(pHC). However, the progress made in the past twenty years has 

not been satisfactory, particularly in the poorest parts of the world (1) . 

Every year, millions of women suffer preventable illnesses and five hundred 

thousands die from pregnancy-related complications(2,3,19). Too many 

women suffer and die because they lack the information and resources to care 

for themselves. 

In recent years, several global and national initiatives have begun to focus 

attention on the neglected area of women's health. "The Safe Motherhood" 

initiative started in 1987 in Nairobi, Kenya, is a good example to show a 

fairly great interest in addressing the issue of women's health from different 

perspectives: yet the root cause of the health problem of women occur at infancy 

1 



and childhood as a result of different harmful traditional practices and cultural 

taboos to which they are subjected (4,3). 

This continues through out their lives, and they are continually affected by 

various social problems such as low socio-economic status, severe forms of 

poverty, low self esteem and lack of education(4,5). In addition, women have 

special health problems that men do not experience. They are also more 

vulnerable to certain disease conditions than are men(5). 

Women's experience of health and illness involve their mind, body , sprit, social 

relationship as well as their working and living conditions. Unfortunately, the 

health service programmes designed for women and the general health 

programmes for the public do not consider all these issues(5) . Women are hardly 

consulted for their views and interests regarding health; they are assumed to be 

reluctant and unable to analyze their problems and needs particularly concerning 

a sensitive subject such as reproductive health(6) . In the September 1994 United 

Nations Conference on Population and Development held in Cairo, where 

women's health was a crucial issue, a major conceptual shift was suggested that 

it is necessary to hear what people, especially women have to say, rather than 

merely telling them what they should doe?). 
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The Situation Of Women In Ethiopia: 

In Ethiopia female constitute about 50 percent of the total population, out of 

which the majority live in rural areas. Only five to seven percent of pregnant 

women have access to health or obstetric services by trained midwives. Between 

19-60 percent of women are getting inadequate nutrition(8) . The maternal 

mortality rate ranges between 560-8801100,000 births (9) and is one of the highest 

in the world. The national antenatal coverage is only 20.7 percent(9). The total 

fertility rate is 6.1 per woman and the national family planning coverage is 9.8 

percent(9). The number of women is scanty in the higher educational levels. For 

instance, female student enrolment trends in institution of higher education level 

is 10.1 percent, 11.3 percent and 8.1 percent at a diploma level, undergraduate 

level and postgraduate level respectively(9) . Women usually are responsible for 

house hold duties including farming and looking after cattle. Though figure vary 

from one culture to another as well as between different ethnic groups and 

religions, at least 50 percent of Ethiopians who are affected by harmful customs 

and practices are women (10). 

This study held in the rural villages of Butajira attempts to explore the common 

socio-cultural and health problems that women are facing. There are little or no 

research available in this area in Ethiopia. National policy on Ethiopian women 

encourages such studies to be conducted especially in rural communities. The 

findings of this study are believed to be valuable for policy makers , development 

programme planners and health professionals working with and for women. 
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STUDY OBJECTIVE 

General objective:-

To study health and socio-cultural conditions of women in rural communities. 

Specific Objectives:-

1. To describe the common socio-cultural problems affecting the health of 

the women. 

2. To identify the perceived health problems and causes of ill health among 

women. 

3. To describe the coping strategies of women in promoting health and in 

combating illnesses. 
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LITERATURE REVIEW 

1. DefIning Women's Health. 

Over the past few decades, our understanding of women's health has been driven 

by a focus on fertility regulation. This focus has left us with a narrow 

conceptualization of women's health bounded by the age 15-45 and by the 

reproductive system(2). 

Though Women's Health is still known to be poorly defined ,a definition that 

goes beyond the reproductive functions is the following: 

"A women's health is the total well-being, not determined solely by 

biological factors and reproduction, but also by effects of work load, 

nutrition, stress and migration, among others" (2). 

(Van der Kwaak, 1991) 

It is argued that women' s health needs to be re conceptualized because we need 

to move away from a narrow disease-focused model of women's health. 

Therefore, we might start by rethinking where health is actually "located". 

Women's health is understood as embedded in communities, not just in woman's 

individual bodies. Although medical care contributes to women's health and well 

being, its importance should not be over-stated or accepted uncritically. Based 

on this, it is further advocated to envision different models of women's health 

from those that presently predominate. 
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One may categorize models as biomedical, feminist and social models of women's 

health. These models may be defined as follows : 

Biomedical model:- The biomedical conceptualization of women's health has 

been used widely in government and medicine. The biomedical model focuses 

on disease conditions in women and it is reinforced in the media and in public 

policy. Women's health is devoted to the preservation of well ness and prevention 

of illness in women, and includes screening ,diagnosis and management of 

conditions which are unique to women, are more common in women , are more 

serious in women, and have manifestation ,risk factors or interventions which are 

different in women. But where health comes from ,or what is to be done if 

women do not have health; remains or denied(ll). 

Feminist model:- These models have similarities with social model. Feminist 

conceptualization of health emphasizes the ways in which working and living 

condition as well as personal health practices create health . Uniquely feminist 

model put women at the center of the analysis, not at the periphery. The models 

emphasize how gender as well as other social roles affect women's health(ll) . 

Social models of women's health :- These models deal with the health problems 

that are rooted in social and cultural factors. A social model places women's 

core needs at the center of analysis and focuses attention on the diversity of 

women's health needs over the life cycle(12). A social model of health implies 
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that a different mix of health resources are needed to improve women's and well 

being. We must come to view resources allocated to economic development, 

education and housing as public health investment that along with primary care, 

are essential to the health and well being of women(l 2). 

2.Reasons for Focusing on the health of women: 

Focus on the health of women are due to three major reasons. Firstly, the 

women's reproductive role makes women's health different from that of men. 

Maternity is a unique privilege and a unique health challenge for women (3). 

Women are more vulnerable to STDs, HIV/AIDS, social burden of infertility, 

malignant neoplasms such as cancer of the cervix, Breast cancer, Gender 

violence, Osteoporosis due to decreased oestrogen production in old age, Harmful 

traditional practices etc than men are. The second reason is that the health of 

women is also influencing the health of their children. About 4.2 million children 

will die each year in the first month and 3 million will die in the first week. Of 

those who survive, about three quarters of a million will be mentally and 

physically handicapped. Twenty five million babies will be born with a birth 

weight below that required for optimal survival and healthy growth and 

development(3). 

The third reason is that women' s health is largely determined by societal and 

cultural factors. Women are subordinate to men. "The noble task of reproducing 

our species has not brought societal rewards to women". On the contrary it has 
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led to their dornestication, subordination, and, worse to gender discrirnination 

practices which arnong other consequences adversely irnpact on their health (3). 

A rnajority of wornen and girls in the world live under conditions which lirnit 

educational attainrnent ,restrict econornic participation and fail to guarantee thern 

equal rights and freedorn, as cornpared with rnen (3) . 

3. The social problems affecting the health of women: 

The rnost frequently rnentioned socio-cultural problerns influencing the health of 

rural wornen in developing countries are harrnful traditional practices such as 

FGM and early rnarriage, lack of education, rnultiple role of wornen and heavy 

workload, lack of control over resources and lack of decision rnaking by 

wornen(2,5). 

3.1 Lack of Education. 

An educated wornen is rnore likely to use health servIces, take rneasures to 

prevent diseases and delay rnarriage and child bearing until she is prepared for 

it physically, ernotionally and financially(5). Despite the clear benefit of 

education for wornen, today only 15 percent of all wornen in Africa are literate 

as opposed to 33 percent of all rnen (6). Prirnary school enrolrnent for girls is 

still lagging behind the rate for the boys in South Asia and Sub Saharan Africa 

(24). Girl students are the usual victirns for school dropout. A survey in India 

has showed that while about 60% of rural boys and girls are enrolled in school, 
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after five years only 15 % of girls remained as opposed to 55 % of boys(6). The 

situation is worst in Africa. The number of girl student drop out from primary 

and secondary schools is mostly due to poverty (6). 

3.2. Work Load. 

Heavy work load, in combination with poor nutrition, is one of the main factors 

responsible for iII health of women. Routine duties such as water-fetching and 

cutting, collecting and carrying of fire-wood are demanding physical hard work 

(13). Rural women and girls in developing countries participate in agricultural 

work too. Studies indicated that the number of hours women are involved in 

work is greater than that of men in many countries of the world except in 

Australia, Canada and the United States (6). An average of 14-16 hours of work 

is not uncommon for women in developing countries (4). Over-work makes 

women more likely to get sick. Girls who begin to carry heavy loads of water 

at a young age are at risk for scoliosis(6). Too much work means also less time 

to attend school or health services. 

3.3 Decision making and control over resources. 

Women usually are not consulted when decisions are made about the family or 

the community. Men make the major decisions about where to live, what to buy , 

whether the children go to school, and whether money can be spent on things like 

health care. Often it is the man alone who decides whether or not family planning 
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should be used to space or limit the number of children. In many countries, a 

woman may not be able to get services of family planning or health care without 

permission from her husband(4). Women also have little access to other types of 

resources, such as training, credit programmes and machine or equipment that 

could make their tasks easier. General information which is also an important 

resource may not be available to them. This lack of access contributes to their 

poor health(4). 

3.4 Harmful beliefs and practices. 

FGM: In many areas of Africa including many parts of Ethiopia girls are 

subjected to FGM. Each year an estimated two million young girls in the world 

undergo FGM(14). FGM is an extremely dangerous and harmful practice which 

kills or injuries thousands of young girls and women. In a survey conducted in 

upper Egypt, over 62 percent of the girls and young women had undergone FGM 

(15). FGM has many complications. Immediate complications are Shock from 

fear, pain and haemorrhage and extensive laceration which involves vaginal, 

urethral opening and rectum. It affects the female child from an early age and 

remain with her through out her life. Tales of horror relating to the act is also 

another source of psychological trauma to a young girl(16) . Mutilated women 

are reported to be at greater risk of haemorrhage in child birth because of 

obstructed labour and tearing of vaginal and perineal scar tissue (14). 
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Early marriage: Women in Africa often marry by age 16 and 17 and in some 

areas by 12 and 13 years(4). Growth is not complete until age 18 and the birth 

canal does not reach mature size until two to three years later(2). The practice 

is widespread in the third world countries with the highest incidence in 

Bangladesh; 72 percent marriage take place at the age of 15-19 years. In Africa 

44 percents of marriages occur during 15-19 years where as in Latin America 

only 16 percent of marriages are reported to take place at that time(l7) . When 

teenage becomes a mother, she is not only at increased risk of complications 

related to the current pregnancy and childbirth, but she has to face long term 

consequences, physical, mental, and social, which impact on her health (3) . 

Marriage by abduction or by force is common in some parts of Ethiopia. The 

worst type of marriage that is happening in Ethiopia is in Amhara region where 

marriage occurs even as early as 7 or 8 years but the girl stays in husbands 

families with out doing sex. The most serious effect of marriage is on pregnancy 

and delivery. Most of the cases in Addis Ababa Fistula Hospital are patients 

mainly affected during delivery due to early marriage (10). 

4.C1assification of Women's Health Problems: 

The health problem of women's may be classified into two categories which are: 

1. Maternal health problems which are directly related to child bearing and its 

complications such as infection, prolonged labour, retained placenta" ruptured 

uterus, hypertensive disorder of pregnancy, maternal malnutrition etc. 
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2. The second category of women's health problems are those health problems 

related to the law socio-economic and cultural status of women such as sequelae 

of FGM, low birth weight babies, STDs/HIV/AIDS, cervical cancer and breast 

cancer of later years, gender violence, diseases aggravated by physical burden 

such as prolapsed uterus, damage to the spine and pelvis, osteoarthritis, health 

problems due to occupational and environmental health hazards. e.g. water-borne 

diseases; malaria, infections; and depression. 

5. Women's perceptions towards their health: 

Health service that originate from women's concerns are more likely to be 

sustainable and to truly improve the quality of their lives. women centered 

programmes are likely to be more effective because they address local needs and 

draw on local resources (6). 

Listening and talking to women has more value and it has to be considered as an 

organizing principle in women's health. Communication and collaboration with 

local women is essential at the early stages of project design and through out the 

project implementation and evaluation . Talking to women increases women's 

awareness of their health needs. In Bolivia, the process of self-diagnosis of health 

needs made women more conscious of their health(6). Communication with 

women and learning about their perceptions about health is helpful to identify the 

priorities based on needs. Responses of women towards health programmes is 
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also a sign to the health policy makers as to whether the programmes are accepted 

by women or not. Women have their own perception of which health problems 

matter to them. These must be taken into consideration as women may prioritize 

their problems differently than medical staff(17). 

Perceived causes of illness and the action taken as a remedy by the community 

and with in families may be different from what health care professionals may 

want to see since people may give a higher priority to their own cultural practices 

than to the offered health care services( 17). 

People often see most health problems arising from one's sin. Illness are believed 

to be caused by unnatural event. E.g. Complications in pregnancy are often 

assumed to be the results of women's sin. However, they believe that such sins 

can be committed both in thoughts and body(14). Excess heat, witch craft, 

weakness, child birth or consumption of processed foods were believed to be the 

causes for "white vaginal discharge" . according to a study in India(7). The 

understanding of peoples beliefs and perception is enriching and may make the 

education of the health care provider more meaningful and complete(7). 
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SUBJECTS AND METHODS 

1. Study Design: 

The study utilized a cross-sectional epidemiological design supplemented by a 

qualitative technique to study women's health and socio-cultural problems. 

2. Study Area: 

The study was carried out in nine rural villages of Meskan and Mareko District. 

The nine PAs were selected out of eighty-two PAs in rural areas by a probability 

sampling method proportional to size and has been used as the study Base for the 

Butajira Rural Health Project (BRHP) since 1987. Butajira is situated in Meskan 

and Mareko District, Southern Nations, Nationalities and peoples Region. 

Geographically, the district is divided into lowland with tropical climate and 

highland with temperate climate. The total population of the district is about 

227,135 (18). The district is the most densely populated area with 239 

inhabitantslkro2(l8). The male female ratio is almost equal. Eighty seven percent 

of the population reside in rural villages and depend upon cattle breading and 

subsistence farming. The district has one health centre, two health stations, four 

health posts and four rural drug vendors. A district hospital is under construction 

and is expected to be functional in the near future. 
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3. Study Population: 

3.1 Source Population. 

The source population for the study were women residents in rural villages of 

Meskan and Mareko district. 

3.2 Study Subject. 

The study subjects for the interviews were women residing in the nine PAs. 

Never married girls living with their parents were excluded and women 15 years 

and over, permanent resident, married or living alone in a separate household 

were included in the study. 

4. Data collection: 

In order to obtain an overall insight of the women's situation and to generate 

relevant information for developing a survey questionnaire a qualitative method 

was employed. In depth interviews and FGD were conducted with local women 

in the highland and lowland areas, and with women experts in the women's 

affairs bureau in the district. A structured survey questionnaire was prepared in 

English and then translated into Amharic. The quantitative data was collected by 

eight female high school graduate data collectors and their supervisor from July 

29 to August 10, 1998. 
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The questionnaire was designed to collect information on women 's socio­

economic status, work pattern, reproductive health, common harmful traditional 

practices in the locality and decision making status of women in families. The 

questionnaire had been repeatedly and carefully revised before it was let for pre­

test. In order to increase the reliability of the data, the data collectors and their 

supervisor were trained for one week. An intensive discussion had been held on 

the detail of the items and on how to use the instrument. Since the data quality 

is very dependent upon their skills, peer interviews among the interviewers were 

repeatedly practised. In addition, the data collectors were advised all the times to 

follow the instructions provided, to be polite, non judgemental, non leading and 

able to establish rapport with the study subjects. After the pretest outside the 

study area further modifications were made on the survey questionnaire. Difficult 

and unclear questions were simplified. A skipping pattern was adjusted 

accordingly. The questionnaire formats checked for their completeness and 

clarity. During the survey continuous feed back was exchanged between the data 

collectors and supervisors. The collected data have been inspected on daily basis 

for completeness by the principal investigator and a designated supervisor. 

5. Sampling: 

The women were selected in each PA using simple random sampling. The BRHP 

provide the sampling frame. The sample size was calculated using the formula 

for single proportion. The following were assumed for the calculation; a 50 % 
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prevalence of common socio-cultural problems with 95 % certainty and expected 

difference of 4% between the sample and population. 

The sample size calculation: 

Given: Alpha(a) = 0.05 

Zal2 for (a = 0.05) = 1.96 

P(proportion) = 0.5 

d(margin of error) = 0.04 

n = (1.96)2 x 0.5 (1 -0.5) = 600 
(0.04)2 

600+ 15 % contingence = 680 
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Figure 1. Schematic Diagram of Sampling Frame 
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Key Words: 
PPS=Proportiona1 to population size 
UDA=Urban Dwellers Association 
PAs=Peasant Association 
THE=Tota1 Households 
SHH=Sampled Households. 

18 

II \I 

I 



ETHICAL CONSIDERATION 

Ethical clearance is obtained from the Faculty of Medicine, Addis Ababa 

University. An informed consent was obtained from each interviewee prior to the 

session . The indepth interviews and FGD were conducted by the principal 

investigator and a trained note taker in a complete privacy. The information 

collected and the issues raised in the discussion were all kept confidentially. The 

Collected data have been placed only in the reach of those people involved in the 

study. 

DATA ANALYSIS 

The data was entered and processed using Epi Info Version 6 statistical package. 

The data cleaning completed. Frequencies and percentages were calculated on 

all variables that are related to the objectives of the study. 
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RESULT 

1. Demographic characteristics of the women: 

A total of 675 women participated in the study. Of them 529(78.4 %) live in a 

male headed household. Over 70% of the respondents were women in their 

reproductive age. The major ethnic groups were Meskan( 46.4 %) and 

Siliti(23.4%). Five hundred twenty(77.0%) of the women were Moslems and the 

rest 155(23.0%) were Christians. The majority(94.5%) of the women were 

illiterate. About 86% of the women are in marital union, 57.9% in monogamous 

and 28.0% in polygamous marriage. Mean(±SD) age at first marriage was 

16(±2) years. About 80% of the women were housewives. The rest 20% are 

engaged in some kind of activity outside the house like farming and trading 

(Table 1). 
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Table 1.Demographic characterisitics of the women . Butajira. 1998. 

Characteristics Number Percent 
Household head 

Female 146 21.6 
Male 529 78.4 

Age group (in years) 
15-19 7 1.0 
20-29 167 24.7 
30-39 203 30.1 
40-49 105 15.6 
50+ 153 22.7 
Not stated 40 5.9 

Ethnicity 
Meskan 313 46.4 
Silti 158 23.4 
Sodo 74 11.0 
Mareko 67 9.9 
Dobi 16 2.4 
Wolenae 10 1.5 
Others 37 5.4 

Religion 
Moslem 520 77.0 
Christian 155 23.0 

Education 
Illiterate 638 94.5 
Read and write 12 1.8 
Attended school 25 3.7 

Marital Status 
Married, monogamous 391 58.0 
Married, polygamous 189 28.0 
Widow 70 10.3 
Separated 21 3.1 
Divorce 4 0.6 

Occupation 
House wife 541 80.1 
Trader 93 13 .8 

Farmer 34 5.0 
Other 7 1.0 
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2.Marital Information and Husband education situation of women In rural 

Butajira. 

For 619(91.7%) of the women, decision on whom to marry and when to marry 

was made by the parents, usually the father. Considerable proportion of 

women(7.4%) were kidnapped and forced into marriage without their 

interest/will. Majority, 523 (77.5%), of the women are living with their first 

husband. Many of the women are married with illiterate (70 %) and with 

farmer(91.7%) men . 
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Table 2. Marital Information and Husband education situation of women in rural 

Butajira. 1998. 

Condition of First marriage 

Parental decision 

Abducted/kidnap 

Own decision 

Living with the husband 

Yes 

No 

Husband education 

Illiterate 

Read and write 

Attended school 

Husband occupation 

Farmer 

Farmer and trader 

Trader 

Other 

Number 

619 

50 

6 

523 

152 

408 

84 

188 

532 

32 

9 

7 

*Total do not add up to 675 because of none response. 

**Age at first marriage(years)mean + S.D = 15.97 + 1.98 
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Percent 

91.7 

7.4 

0.9 

77.5 

22.5 

70 .3 

14.5 

15.2 

91.7 

5.2 

1.6 

1.2 



3.Child Education: 

Out of the 463 women with children above five years of age at home, 64 of did 

not have daughters. Of the remaining 339 women (80.7%) did not send their 

girls to school. The main reason was that girls usually assist at home. Other 

reasons included were schools are far away and priority is given to marriage. 

Only 10.5 of the women reported that they send all girls to school. Out of the 

479 women women who had above five years old boys 41.8 percent reported that 

they did not send the boys to school. Among the reasons for not sending the 

boys to school assisting in the farm was prominent. About 39 % of the women 

said that they let boys to go to school. 
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Table 3.Child Education Situation in Butajira, 1998. 
*Analysis include women with at least one child above 5 years age . 

n-463 
Send daughters 
to scbool:** 

Do not send 
Send all 
Send some 
Total 

Reasons for not sending 
girls to school: 

n=479 

They assist at home 
Schools are too far 
Priority is to marriage 
Don't see the use 
Expens ive sch. fee 
Fathers' oppos i tion 
Schools spoil girls 
Girls assist in farm 
Total 

Send Boys to school:*** 
Do not send: 
Send all 
Send some 
Total 

Reasons for not sending 
boys to school: 

They assist in the farm 
Expensive sch . fee 
Do not see the use 
of schooling 
School is far away 
Boys assist at home 
Priority is to marriage 
Fathers oppose 
Total 

Number 

322 
42 
35 
399 

103 
55 
52 
50 
46 
7 
6 
3 
322 

200 
188 
91 
479 

47 
24 

47 
38 
37 
4 
3 
200 

**The 64 respondents said that they have no daughters. 

***The 52 respondents said that they have no sons 
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Percent 

80.7 
10.5 
8.8 

32 
17.1 
16.1 
15.5 
14.3 
2.2 
1.9 
0.9 

41.8 
39.2 
19.0 

23.5 
12.0 

23.5 
19.0 
18.5 
2.0 
1.5 



4.Women's Work Situation In Rural Butajira: 

The mean working is 15 hours with in 24 hours for women in the study. Sixty 

eight percent of the respondents replied that they felt like their health is not 

affected by the work load. In the contrary, 14.8% of them remarked that their 

health is affected and 10.1 of them said their health is seriously affected by the 

amount of work they are doing. Those who felt (n=2l6) that their health 

condition is affected by heavy work were further interrogated to mention the type 

of health problem they are encountered with . Abdominal pain including prolapse 

of uterus was mentioned as a priority problem by 85.5 percent of the women. 

About 55 percent of the mothers said that the routine work was reduced in their 

last pregnancy. About 87 % reported being relieved from their routine work after 

delivery. 
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Table 4 . A Table showing the Work Situation of Women in Butajira, 1998. 

Perceived 
effect of work load on health 

n=675 

-Has no effect on health 
-Has effect on health 
-Has serious effect 
-Affects to some extent 

Perceived illnesses indicated due to 
work load:-n=216 

-Abdominal Eain 
& uterus pro apse 
-eye Disease 
-Joint pain and 
leg swelling 

Work load during pregnancy 
and after delivery. ( n = 657) 

work load reduced during pregnancy. 

- Yes 
- No 

work load reduced after delivery 
- Yes 
- No 

Number 

459 
100 
68 
48 

185 
21 

10 

364 
293 

569 
88 

27 

Percent 

68.0 
14.8 
10.1 
7.1 

85 .5 
9.8 

4 .7 

55.4 
44.6 

86.6 
13.4 



5.Health Care Utilization: 

Among the women who replied that they have been visiting a near by health unit 

(576), about 58.5 % of them said that they went for child illness, the 18.9 % for 

their own treatment and the 13.4% visited for their husband's illness. It was 

only 7.1 percent of them who went for delivery. Only 2.1 % of women in the 

study said that they went for child vaccination. 
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Table 5. Reasons for visiting Health Institutions by women in Butajira, 1998. 

n= 576 

Reasons for the last visit 

at a health unit 

-Child illness 

-Own treatment 

-Husband's illness 

-For delivery 

-Child vaccination 

Total 

Number percent 

337 58 .5 

109 18.9 

77 13.4 

41 7. 1 

12 2.1 

576 100 

29 
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6.Perceived Causes of illnesses by women in Butajira: 

Basing the list of commonly available illnesses indicated by the key informants 

through the pilot preliminary qualitative study, a question was forwarded asking 

about perceived causes of illnesses by the respondents. For infectious diseases 

such as Malaria, Pulmonary Tuberculosis(Samba) ,Scabies and Diarrhoea 

perceived causes include, insects or flies bites, exposure to cold (Berde),less 

resistance due to lack of nutritious food (Gudat),God's punishment, consuming 

unpleasant food or drink and evil eye were mentioned as major causes. For 

illnesses related to pregnancy perceived causes include like accidental fall , less 

resistance due to lack of food (Gudat) ,heavy work load and physical problem like 

narrow pelvis were indicated . In the case of mental illnesses excess worry was 

believed to be the cause by 56.2 % of the women. Poverty(" Dehenet") was 

also considered as responsible to cause men tal illness . 
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Tahle 6. Perceived Causes of Illnesses By Study Participants in rural Butajira, 1998. (n~675) 

lllness 
1. [nfectious 
Malaria 

Samba 
(pulmonary TBc) 

Scabies 

Diarrhoea 

2,Obstetric 

Bleeding in pregnancy 

Rerained Placenta 

Prolonged labour 

3.Melltal illness. 

cause 

Insects/flies 
exposure [Q cold 
less resistance! 
Lack of food!Gudat 

lack of nutrition 
Exposure to cold 
Evil spirit! 
evil eye 
Insects/flies 

God '5 punishment 
lack of cleanliness 
Unknown to us 

Eating unpleasant 
food 
Unknown to us 
Evil eye 

Unknown 
Accident!falling 
Lack of food!less 
resistance/Gudat 
-Micche 

God 's punishment 
lack of food!less 
resistance (Gudat) 
heavy work load 
Evil spirit/evil eye 
evil tounge 

Lack of nutrition 
unknown to us 
God's punisbment 
Evil spirit! 
evil eye 
inadequate Pelvis 

Excess worry 
poverty(dehent) 
Unknown to us 
Evil spiritl 
evil eye 

number percent 

319 47.2 
209 31.0 

147 21.8 

294 43.6 
150 22.2 

134 19.9 
97 14.3 

299 44.3 
276 40.9 
100 14.8 

456 67.6 
158 23.4 
61 9.0 

228 33.8 
188 27.9 

163 24.1 
96 14.2 

276 40.9 

241 35.7 
138 20.4 

20 3.0 

313 46.4 
189 28 .0 
110 16.3 

14 2. 1 
49 7.2 

380 56.3 
167 24.7 
73 10.8 

55 8.1 
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7.Women's Coping Strategy: 

Besides the perceived causes of illness the women were asked to explain the first 

measures to be taken in case they themselves or others are sick due to the listed 

illnesses. Consumption and application of herbal medications, doing Tellel, 

slaughtering animals as Chida were the prime action taken according to the study 

participants. However, considerable proportion of women go to the near by 

health institutions and drug shops(Table 7) . 
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Table 7. First Measures Taken to cure Common Illnesses by Women in Butajira, 
1998. (n =675) 

Infectious illnesses number percent 

Malaria 
consuming herbal med. 453 67 .1 

Visit a health center 117 17.3 

Resume prayer(Dua) 105 15.6 

Vaginal Discharge 
Tellel or chida 168 24.9 

visit health center 135 20.0 

Use herbal medication 354 52.4 
unknown 18 2.7 

scabies 

App[y herbal med 337 49.9 

Visit health institutes 120 17.8 

Keep personal hygiene [02 15 .1 

Telle or chida 62 9.2 
Do nothing 54 8.0 

Diarrhoea 
Buy tabs 276 40.9 

consuming herbal med 246 36.4 

visit health unit 153 22.7 

Pulmonary Tb. (Samba) 
visit health unit 325 48. [ 

Go to witch craft [59 23.6 
Take nutritious food 191 28.3 
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Continued ... 

Obstetric Illness 

Bleeding in pregnancy 
Telle or chida 378 56.0 

Consuming herbs 167 24.7 

Vis it health un it 130 19.3 
Prolonged labour 

Go to traditional healer 281 41.6 

Visit health center 172 25 .5 

Resume prayer 222 32.9 

Mental illness 
Telle , chida or holy water 
(Tebel) 279 41.3 

Go to witch craft 396 58 .7 
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Continued ... 

Obstetric Ulness 

Bleeding in pregnancy 
Telle or chida 378 56.0 

Consuming herbs 167 24.7 

Visit health unit 130 19.3 
Prolonged labour 

Go to traditional healer 281 41.6 

Visit health center 172 25 .5 

Resume prayer 222 32.9 

Mental illness 
Telle, chida or holy water 
(Tebel) 279 41.3 

Go to witch craft 396 58.7 
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8.Harmful Traditional Practices: 

The common harmful traditional practices according to the information obtained 

from the key informants were FGM and the nail extraction. Women in the 

village (91.5 %) experienced FGM on themselves, on their daughters and on other 

women of the community. Almost all respondents (96.6%) said female 

circumcision is good. The main reason according to the women (51.5 %) was 

because it is a culture to remain untouched. There were women who supported 

(22. 1 %) FGM for females because girls will get good food inorder that the 

wound is rapidly cured and that indirectly helps the children to grow better. 

Others (11. 3 %) said that it is a sign of honour to the family and to a sign of 

purity to the girls otherwise girls are insulted (15.0%) if not circumcised. The 

second practice is the nail extraction of young girls few months before marriage. 

Women were asked about their opinion to continue or not to continue the 

procedure on the young girls. Sixty eight percent of the women said that it 

should not. The main reason given for its discontinuation was that it causes 

severe pain, bleeding ,infection and deformity. Those who liked the practice 

(31.0%)to continues stated that girls are more beautiful after the procedure. The 

remaining respondents said that it is already an out dated practice(Table 8). 
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Table 8. Experience of women on Harmful Traditional Practices. Butajira, 
1998.(n=675) 

Traditional Practices number percent. 

Experience on FGM. n = 675 
On my self, on girls 
and other women 618 91.5 
I have no experience 57 8.5 

Acceptance of FGM n=675 
I accept 652 96.6 
I do not accept 22 3.3 
I do not know 1 0.1 

Reasons for accepting n=652 
It is our culture 336 51.5 
Girls get good food 144 22.1 
It is a sign of honour 
and purity 74 11.3 
Girls will be insulted 98 15.0 

Experience on Nail Extraction. 
On myself, on girls 
& other women 608 90.1 
I have no experience 9 1.3 
It is outdated 58 8.6 

Acceptance of Nail extraction 
I accept 209 31.0 
I do not accept 460 68.1 
I do not know 6 0.9 

Reasons for accepting n=209 
Girls are more beautiful 169 80.9 
It is our culture 40 19.1 

Reasons for not accepting. n=460 
It is painful,causes 
bleeding,deformity 
or infection 348 75.7 
It is out dated 112 24.3 
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9.House hold Decision Making ability of Women in rural Butajira: 

With regard to the decision making of married women at a house hold level, 

87.4 % of the respondents said that the suggestions of their husbands is more 

valuable by the family members than the suggestion of wives. Both husband and 

wife decide on visiting friends, taking children to a health unit, on marriage of 

youngsters, child education, and child discipline. However, about 88 % of the 

respondents said that they seek permission from their husbands to visit a health 

unit. Purchase of house hold commodities mostly done by women. 
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IO.Access to Public Information: 

The majority women (88.3 %) have never listened to the radio. Women also were 

asked about participation in women's association. About 39 % said that they had 

never been participating and almost 37% reported they had sometimes. 
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Table 10. Access to Public Information and additional finding of interest for 
women in Butajira, 1998. n = 675 

Listening to the radio for 
the last six months. 

Yes always 
Yes some times 
Never listen 

Participation in women's 
association for the last six months. 

Yes always 
Yes some times 
Never participate 

Number 

35 
44 
596 

165 
249 
261 

What will happen to childless women 
in your community? 

Nothing happens 113 
Husbands bring another wife 321 
women have subjected to 
divorce 56 
No one takes care of them 185 
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Percent 

5.2 
6.5 
88.3 

24.4 
36.9 
38.7 

16.7 
47.6 

8.3 
27.4 



DISCUSSION 

In general, the results obtained from this study are consistent with similar studies 

done in other part of the world on the same problem. Though the result of the 

study may not be considered representative for the rural women in Ethiopia, it 

has shown the overall picture of the health and socio-cultural problems of women 

in Meskan and Mareko district. It is also reflecting the health and the socio­

cultural problem of women in the country. More over, such a study could create 

curiosity in the minds of health professionals, health policy makers , women's 

organizations and development planners and community organizations to see to 

the women's health at a broader perspective. The majority study subjects were 

married monogamous yet polygamy is a common practice in both Muslim and 

Christian families. The practice of polygamy is always a threat from the 

women's point of view and may result in jealously, insecurity, and instability( 

16) . The coming of a new wife is always harassing and upsetting to the previous 

women. 

The women hardly decide on their own marriage. Some women are still abducted. 

Girls marry at a young age. These factors are the reflection of low status of 

women in the society and a crucial factor in the increased risk of mortality due 

to pregnancy related conditions. A similar observation was made in a study 

conducted in Somalia (16). 
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The study has shown that boys have better chance for education. That may be 

the reason why literacy among men usua:ly rose faster than that among women. 

Women in almost every country are less educated than men (2). The women's 

educational status might have influenced the measures they are taking in dealing 

with health issues. " Education is perhaps the strongest variable that affects the 

status of women. It is a key requirement for ensuring their empowerment and 

enhancing their ability to make decisions on their own lives. Therefore, girls 

education needs a special emphasis. Priorities should include efforts to expand 

girls' enrolment in schools and adopt measures to allow girls remain in schools 

and prevent dropout(3). The perception of women about health and illness could 

also be affected due to the level of awareness which could be determined by the 

level of education. Though different reasons such as expensive school fee and far 

distance of schools in the area were given as additional ground, the main reason 

told by the women in the study for not sending girls to school was their 

engagement with house work. Laborious activities such as "Kocho"processing 

from false banana plant and pepper plantation are usually performed by women 

besides the other farm activities. According to the finding from this study almost 

two third of the women's time in 24 hours is allocated for work. The life time 

and lengthy working hours and the routine duties that demand a great deal of 

physical work might affect the health of women(4). Too much work can strain 

a women's body and might make her too weak to withstand the physical demands 

of pregnancy and child birth(4). Many women in the study reported that work 
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is not reduced because of pregnancy. Women should be taught to avoid heavy 

physical work during pregnancy. Other family members should also be 

encouraged to assist women with work. But most women in this study could not 

imagine that the work they are doing is affecting their health in any way. Those 

women who noted the consequences of excess work mentioned health problems 

that are more or less similar with the illnesses reported else where(4). Physically 

demanding work during pregnancy can cause miscarriage, premature labour or 

under weight infants especially if a women is not eating enough(4). 

Women in rural Butajira do not decide on important issue concerning their lives 

or their health. Suggestions and voices of husbands in every circumstances are 

more valuable and acceptable in families. The study showed that most women 

ask for permission even to visit a health institution during sickness. In case the 

husbands are not interested the wishes and interest of wives may not be fulfilled. 

Therefore women advocates at a local level should work with the community, 

rural women and governmental and non-governmental organizations so as to 

increase awareness on the issue in the community. 

FGM is a common harmful traditional practice performed on young girls. The 

result has shown that almost all women have experienced FGM on themselves and 

witnessed it happening on others. The women still wanted it to happen since it 

is their tradition which should neither be violated nor changed. The most 

43 



prevalent reason for the continuation of the practice is the same as the reasons 

given in other studies (14). A group of women in this study also stated that girls 

could get good food when they are circumcised thus it has an advantage. The 

health hazard of FGM is well evidenced. Yet it is still strongly accepted and 

seems untouchable in rural Butajira. Finger nail or toe nail extraction of girls 

some months before marriage has been a controversial issue. As that of FGM, 

most of the women have experienced it on themselves and had seen it happening 

on others but they said that it is rarely practised at present. Since it is believed 

to cause unnecessary bleeding, infection and deformity it is already replaced by 

nail polish. This shows that the society has gradually understood the health 

consequences of such a harmful tradition . The reason for nail extraction as per 

the key informants is that engaged girls will be more beautiful and more attractive 

when they are exempted from work and well fed for the wound to heal before 

marriage. Though women have a lot of health problems, there are women who 

never visited a health center at all. Women usually visit a health center when 

their children are sick. This should be used as an opportunity to talk to women, 

to teach them or to treat them. Rural women may not have time or interest to 

deliberately visit a health unit. The health professional must contact women 

whenever it is convenient for the women to come to the health institutes. It is 

estimated that 70- 90% health care takes place with in the popular sector of health 

care in which the main arena of health care is family and women are the main 

actors (24). 
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Women ' s perception may reflect their expenences, beliefs and general 

understanding of a situation. In families , women , usually mothers, tend to 

diagnose common illnesses and treat them with the materials at hand. Women 

in rural Butajira have a lot of things to do. They go to the witch craft. They 

resume prayer with or with out consulting religious leaders. Women do "Tellel". 

Tellel as described by the key informants is a procedure done by the women alone 

inorder to please the unnatural power; when they feel that their own spirit, the 

spirit of their parents or ancestors is angry with them and makes them sick or 

infertile. Tablets and capsules are misused. For infectious diseases like 

Diarrhoea, the respondents said that Tetracyclines capsules are simply bought 

from shops with out consulting a health worker. The same thing is true fo r 

Malaria. White tablets are bought from ordinary shops. This could not be 

helpful or it could even be hazardous to healt.~ . Going to a health unit is usually 

a last measure taken to solve a health problem by most women in the study . 

Some of the action taken by the women are typically dangerous to health and 

lives. For instance, women resume prayer or prefer to go to a traditional healer 

when a woman is bleeding in pregnancy or suffering from prolonged labour. 

This is indicating that the traditional healers, the witch craft or the religious 

leaders are more accepted and are consulted first and their involvement in the 

health matter has to be considered by the health professionals . Husbands have 

more tendency to bring another wife whenever their spouses fail to have children. 

Some women are also subjected to divorce if they can' t give birth . Child less 
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woman in general have no guarantee in life. According to the key informants 

the rural women in Butajira have a great desire to have many children. They 

strongly believe that a women is entirely meant to rear and bear children. Such 

an attitude might have contributed to the demand of having many children and to 

increase fertility . Rural women in Butajira have less access to information. 

More than 88 percent of the women in the study reported that they have never 

been listening to the radio for the last six months. Surprisingly enough, some 

women have never listened to the radio . Most women were not participating in 

associations. This needs a due consideration by the local women advocates and 

women's associations to let the rural women get organize themselves. 

Limitations of the study: 

1. Due to the detailed and complex nature of the problem, it is unlikely that the 

social problems affecting the health of women in rural Butajira are exhaustively 

investigated. 

2.Though a careful attempt has been made to effectively use both the open ended 

and closed ended questions, the open ended questions were difficult to be fully 

understood by every respondent as well they may not be administered in the same 

way by every interviewer. 
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3. Since the study was attempting to see the over all situation of women including 

their decision making ability especially at a house hold level, unmarried, younger 

women who are free from family responsibility, women who were dependent on 

their families or relatives including older women in families were excluded from 

the study. Therefore the responses of all variety women could not be obtained. 
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CONCLUSION 

This study has demonstrated that women in rural Butajira are exposed to the 

social problems affecting health such as high level of illiteracy, exposure to 

harmful traditional practices, exposure to long hour of work and limited decision 

making ability. Further more, the women's perception towards health and illness 

as well as their general health seeking behaviour are too traditional. The women 

give the at most priority to their cultural practices inorder to solve health and 

reproductive related problems. Eventhough there are few actions and beliefs 

which could be encouraged like replacing nail extraction by the nail polish , in 

most instances the understanding of the local women towards health, illness, 

causes of illness and towards measures taken during illnesses are far away from 

the modern concept of health. The tradition in rural Butajira still give a high 

value to fertility. Many of the women are still intimidated by polygamy. They 

have a very limited access to information. Therefore taking into account what 

women believe about health and what they say about their health problems and 

needs, how they would like to solve their problems in the health services has an 

enormous importance to serve as a foundation and in improving their health. 
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RECOMMENDATION 

1. A multitude of traditions and social factors surrounded the health of women in 

rural Butajira. Information is yet scares on the social and cultural problems 

influencing the health. Therefore the local health bureau and the health 

professionals needs to be aware of the broader perspective of women's health 

beyond MCR services. Further studies should continue to solicit sufficient 

information on the perception and coping strategies of the women. 

2. The over all health IEe strategy needs to include aiming at the women to 

change their perceptions, belief and action towards health and causes of illness 

and the social problems affecting health. Such strategies should be based on local 

problems and encourage the involvement of locally accepted leaders. 

3. The process of emancipation towards empowering women especially in rural 

areas should be a priority and intensive work by all concerned governmental and 

non governmental organizations, political bureaux, development planners, 

community organizations, health policy makers and women's associations both at 

the national, regional and local levels. For the long term improvement of 

women's health a special emphasis should be given to girls education through 

devising a special strategy. Efforts must be consolidated to encourage income 

generating scheme is enabling women be economically independent. 
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Annex 1. 

LIST OF DEFINITIONS. 

l.Berde= The French concept of "courant d'air"(current of air, draught) as a 

possible cause of illnesses shared by most Ethiopian. Eg.Pneumonia (23). 

2.Chida= An animal (sheep, goat, hen, etc.)ready to be slaughtered usually by 

the order of a witch craft when a person is sick. 

3. Dehenet = A local term used to describe poverty. 

4. Dua = is a prayer usually done in a group by religious people and locally 

accepted older men and women. Dua mostly is accompanied by Kchat chewing 

to focus in prayer or to stabilize emotion. 

5.Gudat= A saying to describe less resistance especially due to lack of nutrition, 

illness or heavy work load. 

6.Mitche = An illness caused due to sudden exposure to sun light after eating 

spicy food or drink like coffee and with out proper washing of hands and mouth. 

7. Samba = A local term to describe Pulmonary Tuberculosis. 

8.Tebel= A term used to describe holy water. 

9. Tellel = is a procedure done by the women alone when they feel that their 

own spirit or the spirit of their parents is angry with them and makes them sick 

or infertile. Some amount of local cheese is prepared and sufficient amount of 

spicy and melted butter is poured on it. The butter is used as a mirror to show 

the sick women's face through. The women belief that when they look at their 

own faces through the butter as a mirror the bad spirit will go out of their body. 

The butter and cheese after the procedure is eaten by the sick women. In case it 

is excess she is assisted by small children under five. 
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Annex 2 

AN INDIVIDUAL IN-DEPTH INTERVIEW QUESTIONNAIRE FORMAT. 

TO STUDY HEALTH AND SOCIO-CULTURAL PROBLEMS OF WOMEN 

IN BUTAJIRA. 

This questionnaire format is to be used by an expert interview who wishes to get 

a required in depth information on issues of interest by interviewing an individual 

believed to be a resource person. 

INTRODUCTION: 

Introduction of self and purpose of the interview. 

Ask for permission to tape or record the interview in any form including the 

reason for doing so. 

Be sure whether the permission is obtained or not. 

GENERAL SITUATION: 

1. According to your view, what are the common problems that women face in 

this community these days? (probe for different kinds of problems, ask for 

examples, probe for reasons or causes). * Accompanied by a free listing format. 

2.What do you see or think as the women's most important needs? 

Accompanied by a free listing format. 

HEALTH SITUATION 

3. In your opinion what does health mean? 

* 

4. When do you say that a woman is healthy? Give a story of a woman whom 

you may think is healthy. 
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5. How do you know that a woman is not doing well? Give an example. 

6. What are the different kinds of health problems that a woman in this 

community face at this time? Please try to mention all what you know or have 

met yourself in your practice. Give examples. * Accompanied by a free listing 

format. 

7. What are the complaints that a woman would make for the health problems 

that you have mentioned? (Specify for each problem.) 

8. In your opinion, what are health problems or illnesses that you have 

mentioned? (Specify for each problem). 

9. What are the health problems or illness which you think are considered 

difficult or shameful for a woman to talk about openly in your community? 

(probe for Metaphors used) . 

10. What will happen to women if it is revealed that she has this kind of health 

problem? (probe for example and ask a story). 

11. Could you describe any health hazard related to domestic violence affecting 

the health of women? What is regarded as a violence in your community? 

12. What do you like to say about a type a treatment you are getting and about 

the attitude of health workers in health institutions in a community? (probe for 

reasons they are pleased about and for reasons they are unhappy). 

COPING STRATEGIES: 

13. What do women do when they are ill? (Probe for different type health care 

seeking behaviour, self treatment, traditional healer or medical care) . 
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14. What are the reasons for choosing the different options? (Interms of problem 

type, cost, distance, taboos, stigmatization, belief) . 

15. How does the family cover expenses for the care needed to solve health 

problems? (Probe for differences bIn family members age and gender give 

examples and probe for reasons). 

16. What do women do to keep their health and prevent diseases in your 

community? 

DECISION MAKING: 

17. When a person in a family is seriously ill, who makes the decision to take 

him or her to the health center? (Probe on difference by illnesses and gender. 

Probe for reasons, request for a specific story). 

18. How are decision made for serious health problems during child birth? 

(Probe on timing, cost, center of decision . Probe for reasons request of a story.) 

19. If a women is sick who will decide for the cost of treatment? 

20. Who is the most important person in the household? Why? 

21. Who is making important decisions like marriage of youngsters in the family? 

22. How is the pattern of labour division in the families of this community . 

(probe for household chores, for farming). 

NUTRITIONAL TABOOS: 

23. How is the feeding pattern of families in the community? 

24. Do women and men eat together? What about children? Do you serve the 

same food for every family member? If you serve different foods how is that? 

Who is served the best food? 
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SUGGESTION FOR CHANGE: 

25 . What suggestion you like to make to improve the health of women in the 

community? 

26. Is there any thing that you would like to add upon the issues we have been 

discussing so far. 
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Annex 3 

A FOCUS GROUP DISCUSSION GUIDE TO STUDY THE HEALTH AND 

SOCIO-CULTURAL PROBLEMS OF WOMEN IN BUTAJffiA. 1998. 

Theme I. warm up Questions: 

1. According to your view what are the common health problems encountered 

by the community you are living in? 

2. What is your opinion about the differences between the health of 

women and the health of other people in a community and in a 

family?(Accompanied by free listing form.) 

Theme 2. Health problems: 

3. What are the different kinds of health problems that women in your 

community face this days?(Please try to mention all what you know or have 

met your self in your experience?) 

Give example: 

3 a. When do you say a women is healthy? 

3 b. How do you know that a women is not doing well? 3 c. What are the 

complaints women made? 

3 d. What are the diseases considered shameful to 

women to discuss them freely? (probe for metaphors). 

(probe for what will happen in case a woman is having that disease and when 

people came to know she is possessed). 

4. In your opinion, what are the causes of ill health in your community? 
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Theme 3. Coping Strategies: 

5. What do women do when they are si<.k? Do they go for a medical care or to 

traditional Healers? What about other places? What are the reasons for 

choosing the options? 

*Probe for social reasons. 

*Probe for economical reasons. 

*Probe for Geographical reasons. 

*Probe for health providers attitude and discipline. 

*Probe for service availability and quality. 

What is the cost variation? 

6. What do women do to keep up their health? 

(probe for specific activities and for the reasons doing each action) . 

Theme 4. General situation in the household: 

7. In the family, who is responsible for permitting the use of money in 

case a family member is sick? 

8. Who is the most important person 10 a family in making very 

important decisions like marriage and resource utilization? 

Theme 5.Suggestion: 

9. What suggestion do you like to make inorder to improve the health 

of women in your community? 
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A Survey Questionnaire to study the Health and Socio Cultural 
Problems of women in Butajira, July, 1998. 

Annex 4. 

No Question Response catet!ory Code 
I. IDENTIFICATION DATA 
101 Name ofPA 
102 Household number 
103 Name of household head 
104 Household sex I-Ma le headed 

2~Female headed 
105 What is your name?(interviewee) 
106 What is you age?(in completed years) 
107 What is your ethnicity ? O. Welwne l. Sodo 2. Dobi 3.Meskan 

4. Mareko 5. Silti 6. others 
108 What is your religion? I. Orthodox 2. Muslim 3. CatJl0iic 

4. Protestant 5. No religion 
6. Others 

109 What is your educational status? I O~llleterate 
2 66=Read and write 
3 0 0 ~ grade completed 

lIO What is your marital status? 10 Married monogamous 
20 Married two wives 
3 0 Married thrid wives 
4 0 Married fourth wife 
50 Divorced 
6. Separated 
7. Others 

III What was your age at first marriage? ----- Years 
112 How did your fust marriage arranged? 0 1. Solf 

C.:2. Abducted 
o 3.Arranged by Father 
0 4. Arranged by Mother 
0 5. Arooged by both F:lther & mother 
[ 6 o<her(SpocifY) 

113 Are you in your first marriage? If Ule Cl.yes 2 No. 

answer is "Yes" skip to Ques.llS 
lI4 If you are not in your first marriage, how 

many marriages did you committee? 

115 What is your occupation (more than one I. House wife 2. Family dependent 
response is possible) 3. Fanner 4. Petit trade 5. Others 
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Information 
those 

116 What is the 
husband? 2 66=Read and write 

3 00 ~ 

occupation of your husband? 1. 0 Fanner 
2.0 Trading 

119 

120 

121 

124 

125 

Does your currently 
another wife?Ifthe answer is No skip to 

.122 
How many 
have? 

If you are 
reason? 

your husband 

what is the reason? 

some ,what is the 

126 Do you send boys to school? (lfthe 
answer is I have no boys , skip to 

127 If you are not sending all ofthern , what 
is the reason? 

OJ. Both fanner & trader 
0 4. 

1. Yes 2. No 

2. Females 
4. 1 have 00 dtildrcn. 

1. There is no near by school 
2.Do not afford school fee. 
3.Priority is for maniage 
4. Going to school is not safe. 
5.Girls asssist at home 
6.Husbands object the idea. 
7. Girls assist in the fann. 
S.Education is not needed. 

1. There is no near by school 
2.Do not afford school fee. 
3.Priority is for marriage 
4. Going to school is not safe. 
5.Girls assist at home. 
6 Husbands object the idea. 
7.Girls assist in the fann. 
S.Education is not needed. 
9. Otller 
I. Yes all 
3.No 

2.Yes some 
4.Have no boys. 

1. There is no near by scbool 
2.Do not afford school fee. 
3.Priority is for marriage 
4. Going to school is not safe. 
S.Boys ass ist at home. 
6 Husbands object the idea. 
7.Boys assist in the farm. 
S.Education is not needed. 
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128 Ifyau are sending some of them • what 
is the reason? 

time do you normally start work 
in the morning? 

130 What time do you nonnaUy finish work 
in the evening? 

132 If the answer is Yes, what is the hea lth 
problem? 

133 how do you cope with heavy work load 
at home like preparation ofI Enset? 

142 After how many days of labor were you 
taken to the health center? 

you 
your children? 

144 Who is assisting you in taking care of 
chi ldren when you are delivering ,sick or 

3. Priority is for marriage 
4.Going to school is not safe. 
5.Boys assist at home. 
6 Husbands object the idea. 
7.Boys assist in the farm. 
8.Education is not needed. 
9. Other 

____ hours 

1. Hire assistance 
2.Wark with other group of women. 
3. Men assist us. 
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2.Boys 3. Husband 
5. Neighbor women 

3.Husband 



145 What type of problem do infertile women 1. ~e~ encOlmter no problem 
encolUlter in the comnllmity 2. Husbands marry other wife. 

3. They are subjected to divorced 
4. Others 

·,<··C-····.: i ':"" .... . 

146 What are the major proble ms 
encoWltered by women in this 

lity? 
147 What are the major health 

: women· in tl,is l ity? 
148 What is the health yo u have 

been , facil1 g 
149 When did you last face the healtll I . One month ago 

problem? 2.Two months ago 
3. 1hree months ago 
4. with in 4-6 months. 
5. with in 7-12 months 
6. One year ago. 

150 What did you do to so lve your health I. ~ell 2. Teilel 
problem? 3. Consult witch craft 

4. consult health center 
5. consu lt private clinic 
6. consult drug shop 
7. consult religious leaders 
8. consult magicians 
9. consult community health agent 10. other 
specify 

151 Wh ere did you get the solution for the I. ~ell 2. Tellel 
current health problem you faced? 3. Consult witch craft 

4. consult health center 
5. consult private clinic 
6. consult drug shop 
7. consult religious leaders 
8. consult magicians 
9. consult commlmity health agent 
10. other specuy 

152 What do you think about the cause of the 
health problem yo u currently face? 

153 How do you, your hea lth? I. ve.ry good 2. good 3. not good or bad 4. 
bad 5. very bad 

For the following list of diseases please 
mention their COllsts and what yo u are 

do and if you get sick 
List of diseases Cause First measure Second 

154 Ma laria 

155 ~during 
156 Vagina l 

157 Scabies 

158 ~ due to .t,;,.~ 

159 

160 

16 
162 Labor 

163 Ahrlnmina l pain 

164 n; Thp< 
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the reason? 

173 

on harmful traditional 

174 Have you been experiencing 

175 

182 To visit re latives and friends. 

2. Consult health worker 

times Yes some times 
4. I have never been failed. 

2.Distance 
3. Less quality of the service 
4. Cultura l problem 
5. Lack of transport facility 
6.Husbands object 
7.There are no people to take care ofthe house. 

1. On my self 
2.On my girl children 
3.On other re latives 
4. I he never seen it. 
5. It is banned. 

I. On my 
3.On other re latives 
5. 

not good or bad. 

not good or bad. 

not good or bad. 

my 
4. I have never seen 

2.My husband 
husband 4. Other 
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183 To buy household items. 1. My self 2.My husband 
3.My self and my husband 4.Other 

184 To take sick children to the health 1. My self 2.My husband 
center. 3.My se lf and my husband 4.Other 

185 To arrange marriage OfyoWlgsters. 1. My self 2.My husband 
3.My self and my husband 4.Other 

186 To use birth contro l methods. 1. My self 2.My husband 
3. My self and my husband 4.0ther 

187 To send children to scbooL 1. My self 2. My husband 
3.My self and my husband 4. Other 

188 To discipline children. 1. My self 2.My husband 
3. My self and my husband 4.0ther 

189 When you and your husband make 1. Both have more value and accepted. 
suggestions on important issues at 2. 'tvline has more va lue and acceptance. 
home ,wbose idea is more va hL:'lble 3. My husbands idea is more valuab le and 
and accepted in the family? accepted. 

4,My idea is never considered useful. 

190 Do you ask for permission to visit a 1. Yes 2. No 3. Other. 
health unit when you are sick? 

191 [[the answer is Yes ,whom do you 1. My husband 2.My in-laws. 
ask for permission? 3. Other male family members. 

4. Other female family members. 
192 1. Eggs and butter. 1. I ask permiss ion to sea l or exchange. 

2. f do not ask permission to sea l or 
exchange. 
J. I can not sea l or excha~ge 

193 2. Who in the family decides on 1. My husband 2. My self 
money expenditure to purchase 3. Both of us. 4. Others 
household items. 

194 Are you a member of an assodation I.Yes 2.No 
in yom area? 

195 If the answer is Yes , of what type of 1. Religious association 
association? 2. Woman 's organization' 

3. Farmers association 
4.Edir 5.PoLitica i association 6. Others. 

196 Where is your money resource to buy lMy husband 2.Petit trade 
househo ld items? 3. Crops 4. I have no resource 

5. Other. 
197 Have you been listening to the radio 1. Yes, many times. 2. Yes, some times 3. 

since the last six months? Never. 
198 Have yo u been partic ipating in I. Yes, many times. 2.Yes, sometimes 3. 

women ' s meetings? Never 
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