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Abstract

Background: Childhood infectious illness mainly diarrheal diseases, febrile illnesses, and acute
respiratory tract infection remain the leading causes of morbidity and mortality among children
below five years. Delay and inappropriate healthcare-seeking practice of caregivers’ were the
major reason for under-five child death in developing countries including Ethiopia. According to
WHO, a timely healthcare-seeking practice can effectively save the lives of children by 20%,

particularly from ARIs, and significantly minimize its morbidities.

Objective: To assess the magnitude of common childhood illness, healthcare-seeking behavior,

and associated factors in Efratana Gidim District, Ethiopia, 2020.

Methods: A community based crossectional study was conducted from March 15 to April 15,
2020, among urban and rural respondents. Multistage sampling method was employed to a total
of 661 respondents by using semi-structured questioner through face to face interviews. Bivariate
and multivariate logistic regression were carried out to assess association between healthcare-
seeking behavior and predictive variables. Odds ratio with 95% confidence interval was used to

measure the strength of associations and statistical significance was considered at p-value <0.05.

Results: the overall two weeks prevalence of childhood illness was 24.1%, (95% CI. 21.1%-
27.3%) and 59.1%, (95% CI: 51.1%-66.8%) of caregivers sought treatment at health facility.
Moreover, fever, cough, and diarrhea accounted for 16.9%, 16.8%, and 11% respectively.
Caregivers’ level of education (AOR=2.56:95%CI: 1.09, 5.99) and residence (0.26: 95%CI: 0.09,
0.73) were significant factors for childhood illness and experience of child death (AOR=3.766;
95%Cl: 1.726, 8.873), diarrheal symptoms (AOR=3.914; 95%CI: 2.043, 10.828) and access to
transportation (AOR=3.352; 95%CI: 1.049, 10.710) were predictors of HCSB.

Conclusion: the prevalence of common childhood illness was high however; treatment-seeking
behavior of caregivers for childhood illness was low. Caregivers level of education and residence
were significant factors for childhood illness and experience of child death, symptoms of
diarrhea, and access to transportation were predictors of HCSB of caregiver for childhood
illness. Therefore repeated health education on basic prevention of common childhood illnesses
and health promotion strategies to enhance caregivers’ HCSB are critically important. .

Keywords: Childhood illnesses, Healthcare seeking behavior, Ethiopia
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1. Introduction
1.1. Background

Under-five child mortality is a core indicator not only for child health and well-being but also for
the level of welfare in a country. Globally, under-five child mortality reduced from 93 deaths per
1,000 live births in 1990 to 39 in 2018(1). however, 5.4 million under-five children died in
2017(2), Sub-Saharan Africa countries contributed half of the worldwide death of under-five
children(3) In Ethiopia, although significant achievements have been made under-five child
mortality is still high costing 55 deaths per 1000 live births(4). And the top leading causes for
under five-child mortality were infectious diseases; diarrheal disease (20%), pneumonia (19%)

and acute respiratory infections(ARI)(5) which are also called common childhood illnesses (6)

Common childhood illnesses are communicable diseases that are responsible for considerable
under-five child morbidity, mortality, and disability particularly in low and middle-income
countries across the world. Acute Respiratory infection, diarrheal disease, and febrile illness are
among the leading cause of common childhood illnesses which exerts a major effect on the

health of children below five years (7)

To reduce under-five child morbidity, mortality and disability appropriate healthcare-seeking
behavior by caregivers do have an important contribution(8), where healthcare-seeking behavior
is an action provided by a caregiver who perceived his/her child has a sign and symptom of
childhood illness to find the appropriate treatment, hence, enhancing appropriate healthcare-

seeking reduces severity and death of a child from easily treatable causes (9)

A large number of children still die before reaching health facilities due to delayed and
inappropriate healthcare seeking, despite appropriate healthcare-seeking practice has a
considerable impact to reduce childhood morbidity and mortality (10).

In Ethiopia, the healthcare-seeking behavior of caregiver was reported as poor (11-13), and
various factors were identified for treatment-seeking practice being low. factors such as
socioeconomic, cultural and demographic factors(14), religion, level of education, residence and

family size were some of the reported factors (15-17)



1.2.Statement of the Problem

Children under five years are highly vulnerable and susceptible for various infectious diseases
particularly with common childhood illnesses than any other age groups (18), and health facility-
based treatment for common childhood illness were considered as a powerful interventions to
tackle under-five child morbidity and mortality hence these deaths are due to preventable and
treatable causes and have proven antibiotic treatment (19), however, WHO advocates community

and family based healthcare practices for basic healthcare services of under-five children(20,21)

Appropriate treatment-seeking behavior has a tremendous effect in order to decrease the severity
and complication of common childhood illnesses (9). Hence WHO suggested that timely
healthcare-seeking practice can effectively save the lives of children by 20%, particularly from

an acute respiratory infection, and significantly minimize its morbidities (22).

In Africa particularly Sub Saharan region health care-seeking behavior of caregivers for common
childhood illness was reported as lower than any other region, to mention (41%) in Sub Saharan
Africa, (66%) in North Africa and (62%) in East Asia (23). But a study conducted in Kenya,
Sudan and Tanzania showed bit higher practice of seeking modern treatment from Sub Saharan
countries and reported as 60.5%, 80% and 85% respectively(9,24,25) in contrast in Nigeria
34.5% and Ethiopia 30% were reported to have lower healthcare service utilization (8,24).

Based on EDHS 2016 report, about 14%, 12%, and 7% of under-five children had fever,
diarrhea, and acute respiratory infections respectively two weeks preceding the date of data
collection and only 35%, 44%, and 30% of caregivers sought treatment respectively from health
facility (5)

Several studies conducted in Ethiopia revealed that healthcare-seeking behavior of caregiver
were low and only few caregivers’ sought treatment for their sick under-five children from health
facility (11-13). Studies conducted in Amhara region and North Shoa Zone also reported that

healthcare-seeking behavior of caregivers for children below five years was very low(12,26)

Different literature conducted elsewhere also identified that caregivers' healthcare-seeking

behavior for childhood illness were influenced by various factors including socio-demographic



characteristics, accessibility to health services, level of education, severity of disease, distance to
health facility and residence(11,29,30).

It’s also believed that healthcare seeking practice is a product of interest and motivation of

caregivers to seek healthcare in addition to access and availability of health institutions (18).

In Ethiopia part of Sustainable Development Goals (SDGs), the government made significant
strides to improve healthcare for childhood illness and to decrease death of under-five children
with a minimum of 29 deaths per 1000 live births by 2020 (31). In order to improve healthcare-
seeking behavior and utilization of healthcare services the ministry introduced a community-
based treatment strategy called ICCM(Integrated Community Case Management) for common
childhood illness through the platform of existing HEP (Health Extension Program)(32).

Even though limited knowledge is available on general healthcare-seeking behavior of caretakers
for common childhood illness, some important factors like access to transportation and distance
to health facility and magnitude of common childhood illness with its determinant factors were
not yet sufficiently addressed. Therefore, the purpose of this study was to assess the magnitude
of common childhood illness, healthcare seeking behavior and associated factors in Efratana
Gidim District, East Amhara, Ethiopia, 2020.



1.3.Significance of the Study

Despite the availability of literature on magnitude and factors of healthcare-seeking behavior of
caregivers’ for common childhood illnesses, evidences were not available particularly with
factors and magnitude of common childhood illnesses and some important factors of healthcare-
seeking behavior like access to transportation and distance to health facility were not yet well
addressed.

A clear understanding on magnitude of common childhood illnesses, healthcare seeking behavior
and determinant factors will lead to correct decision making by a caretakers and stakeholders
who is vital to improve child health and healthcare delivery at all levels. This assessment is

therefore significant;

To reduce child morbidity and mortality in Efratana Gidim district and other districts with
population of common characteristics by identifying major factors and recommending possible

solutions.

To take actions and to support parents in seeking healthcare for severely ill children and other
children in need.

The finding of this study will also be useful for the concerned stakeholders and local planners to

design interventions for the enhancement of under-five child health in line with SDG targets.

Finally, this study will be used as a source of literature for scholars who wish to do further study
on healthcare-seeking behavior on common childhood illness and associated factors of

caregivers with a child age between 2 and 59 years.



1.4. Literature review

1.4.1. Magnitude of common childhood illnesses
Globally it has been planned to end under-five child morbidity and mortality caused by
preventable infectious disease by the year 2030, hence reducing newborn and under-five child

mortality was a global health priority agenda by sustainable development goals (SDGs)(2).

Common childhood illnesses were responsible for a significant number of under-five child
morbidity and mortality, especially in low and middle-income countries worldwide. Diarrheal
diseases, acute respiratory Infections, and febrile illnesses exert a major impact on the health of

under-five children (7).

A study conducted in different countries of sub-Saharan Africa identified the high burden of
common childhood illnesses within the region(33-35). For instance, a crossectional survey
conducted in Tanzania Kilombero, Ulanga, and Rufiji districts, reported that the prevalence of
common childhood illnesses were 25%, 12% and 6.7% for fever, diarrhea and acute respiratory

infections respectively(34)

Based on EDHS 2016 report, febrile illnesses, diarrheal disease and acute respiratory infections
were reported with about 14%, 12% and 7% of under-five children respectively two weeks

preceding the period of data collection(5)

Different studies conducted in Ethiopia also revealed that the burden of common childhood
illnesses was paramount among under-five children. For instance, a study done at Dangila
District reported that the magnitude of common childhood illnesses were 26%, 24% and 20% for

cough, fever, and diarrhea respectively(16,28,30,36)

Common childhood illnesses have been also creating a big burden for the study area, particularly
in Amhara region. Studies done in different districts of the region specifically for diarrhea
reported that the prevalence was between 13.5-23.8%(37-39)



1.4.2. Status of healthcare-seeking behavior of caregivers for childhood
illness
Various literature from developing nations have reported that delay and not seeking appropriate
healthcare, contributes to a large number of under-five child mortality (26,40,41)

Delayed healthcare-seeking practices were reported to be the major cause of death and
complication among children under five years presenting to different hospitals with pneumonia,
diarrhea, and malaria(42). On the other hand, studies reported that timely healthcare-seeking
behavior had critical importance in reducing life-threatening childhood complications and deaths

for a child with severe disease(43).

Timely recognition of sign and symptom and immediate healthcare seeking for treatment of
common childhood illnesses can prevent many of child deaths (44), and Mothers as a primary
caregiver are expected to be responsible for early identification and seeking treatment of under-
five children since the ability of mothers to recognize sign and symptoms in their children is also

an important step to save the life of several under-five children(45).

A facility and community based cross-sectional study conducted in Ethiopia revealed that the
healthcare-seeking behavior of caregivers for common childhood illness was within the range of
26.5% - 55.4% (11,12,27,29,30).

Similar studies conducted in the study area Amhara region also showed that caretakers
healthcare-seeking behavior for common childhood illness were reported even lower than the
national level(12,46,47)

Analysis from EDHS 2011 and 2016 also revealed that the prevalence of healthcare-seeking
behavior of caregivers particularly for acute respiratory infections were 27.2% and 36.5%

respectively (48,49).



1.4.3. Factors Associated with Healthcare-seeking Behavior
1.4.3.1.Socio-demographic Factors

Several literatures conducted at different places and time reported that sociodemographic factors
are associated with healthcare-seeking practices.

A community-based cross-sectional study conducted in Kenya showed that maternal and child
age were significantly associated with healthcare-seeking behavior of caregivers for common
childhood illness, as result maternal age 35 and older were 51% less likely to take their sick
under-five children for healthcare seeking to health facility than mothers aged less than 35 years.
In addition, child age was also a predictor for healthcare service utilization, where children age
less than one year were more than two times more likely to have treatment from health facilities

than children age four and above(9).

In Ethiopia a cross-sectional study conducted in Hadiya, Southern Ethiopia revealed that the
marital status of mothers and sex of a child was significantly associated with healthcare-seeking
practices. In such caregivers who were married currently were more than three times likely to
receive healthcare services than mothers who were not married and being a male child were
positively associated with modern treatment where male children were 1.49 times more likely to

be taken to the health facility and received care than a female child (50).

With a similar study done at Northwest, Ethiopia identified that having young children were
predictors of mothers’ healthcare-seeking behavior, hence mothers who had under-five children
above two years were nearly two times more likely to seek healthcare services compared to those
who had children aged less than two years (12) .

A research conducted by Sisay at rural Ensaro District, North Shoa also revealed that healthcare-
seeking for common childhood illness were more likely better when the age of caregivers' was
20-29 years compared to age greater than 35 years and those who were able to read and write

was better sought treatment services than those who were unable to read and write. (27).

Besides, as far as my literature review is concerned important socio-demographic factors like
religion, occupation, and the number of under-five children were not significantly associated and

those predisposing factors were considered by the current study.



1.4.3.2. Enabling Factors

Access to the health facility, Family income, residence, the experience of child death before and
distance from health facility was associated with healthcare-seeking behaviors.

community-based cross-sectional study conducted at Uganda identified that distance to health
facility was negatively associated with healthcare services utilization hence caregivers who live
less than one kilometer from a health facility were 1.65 times more likely utilized medical

services than caregivers™ who live above 1km(51).

Similarly, a cross-sectional study conducted in Jimma and Hararghe also showed that household
distance from health institutions was associated with a lower likelihood of using healthcare
services relative to home care services. Only Caregivers who walk less than 30 minutes to reach
health facility were 33% more likely to utilize integrated community case management services

than mothers who walk more than 30 minutes(52).

A household survey conducted in Ghana revealed that mothers from households with higher
socioeconomic status were less likely to take their children to community health workers than

those from lower socioeconomic status (53)

According to Sisay place of residence were appeared as an important factor which influenced
healthcare-seeking, hence urban resident were more likely to seek modern healthcare than rural
residents (27).

A community based study done in south-west Ethiopia and rural Nigeria reported that experience
of child death before were significantly associated with healthcare-seeking behavior. Where a
caregiver with child death experience was 3.5 times more likely to utilize healthcare services
than their counterparts(54,55).

A facility-based study conducted in Addis Ababa, Ethiopia revealed that healthcare-seeking
behavior of caregivers’ for under-five children was near to four times more sought treatment of
caregivers’ who had experience of childhood illness, moreover, caregivers’ with experience of
under-five child death before were thirteen times more sought treatment compared with

caregivers’ with no experience of under-five child death before (11).

Access to transportation as enabling factor for healthcare seeking is not yet addressed.
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1.4.3.3.Need Related Factors

Perceived severity and symptom of illness were identified as predictor of healthcare-seeking
practices from health institutions.

A study conducted in Kenya, Nairobi showed that caregivers’ who perceived child illness as
sever were four times more likely to seek healthcare services, meanwhile, a child with diarrhea
was more likely to be taken for treatment than a child with cough and fever based on the severity

of illnesses (9).

A study conducted in Addis Ababa, Ethiopia by 2016 also revealed that caregivers’ who
perceived under-five childhood illness as sever were two times more likely sought medical
treatment compared to mothers who perceived the illness as less sever (11).

1.4.4. Conceptual Framework of the Study
This study was guided by a conceptual framework adapted and modified from Andersen and
Newman's (2005:96) Health Care Utilization Model.

According to this model, individuals' use of healthcare service is a function of three

characteristics: predisposing, enabling, and needs-based(56).

Predisposing factors: mainly consists of sociodemographic factors which exist prior to
occurrence of an illness and influences caregivers’ healthcare seeking behavior and service

utilization.

Enabling factors: includes access to the source of healthcare and family resources such as
income level, distance to health facility, household residence, and access to transportation in

order to utilize healthcare services.

Need-based factors; is caregivers' perception of the child's health and perception towards the

severity of common childhood illness sign and symptoms.
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2. Objectives

2.1.General objective

To assess the magnitude of common childhood illness, healthcare-seeking behavior and

associated factors in Efratana Gidim District, East Amhara, Ethiopia, 2020.
2.2.Specific objectives

1. To determine the magnitude of common childhood illnesses (Fever, Cough, and
Diarrhea) in Efratana Gidim District, East Amhara, Ethiopia 2020.

2. To assess the magnitude of healthcare-seeking behavior of caregivers to their sick under-
five children in Efratana Gidim District, East Amhara, Ethiopia 2020.

3. To identify associated factors for childhood illness and healthcare-seeking behavior of
caregivers in Efratana Gidim District, East Amhara, Ethiopia 2020.

11



3. Methods and Materials
3.1.Study Area and period

The study was conducted in Efratana Gidim District, North Shoa Zone, and Amhara regional
state of Ethiopia. Efratana Gidim district is one of the 27 woredas in North Shoa. Ataye is the
capital of Efratana Gidim District. It is 140 km far from Debre Birhan the capital of North Shoa
Zone and 270 km far from Addis Ababa capital city of Ethiopia.

The total population of Efratana Gidim District was estimated to be 177,785 in 2019, of which
85,791 were women and 24,079 were under-five children from the projection of 2007 Ethiopian
census(57). There were 24 rural and 6 urban kebeles (the smallest administrative unit) and one
primary hospital, 6 Health Centers (HC), 24 Health Posts (HP), and 20 private clinics.

s (DA

Figure 2: Map of Efratana Gidim district
The study was conducted from March 15 to April 15, 2020
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3.2. Study Design
A community-based cross-sectional study was employed.
3.3. Source Population

All caregivers/mothers who had children age between 2 and 59 months and residents of Efratana
Gidim District.

3.4. Study Population
Caregivers who had children age between 2 and 59 months and residents in the kebeles of

Efratana Gidim District at the time of the study.

3.5.Inclusion and Exclusion Criteria

3.5.1. Inclusion Criteria
All caregivers having under-five children prior to data collection were included if they lived in

selected kebeles at least six months before the study period.

3.5.2. Exclusion Criteria
Caretakers of under-five children who were unable to communicate due to hearing impairment or

any other serious illness were excluded.

13



3.6. Sample Size Determination

The sample size was estimated using a single population proportion formula for the first
objective considering the overall prevalence of childhood illnesses 26.5%(30), with a 5% margin
of error and a 95% confidence level. The actual sample size was computed substituting the above
values in the following formula:

n= (Za/2)%p (1-p)

d2
n= (1.96)” 0.265(1-0.265)
(0.05)?

n=299
Where:
n = is required minimum sample size
Za/2 = critical value for 95% confidence level which is equals to 1.96 (z value at o =0.05)
P = overall prevalence of common childhood illnesses from a study conducted at Bahirdar,
Ethiopia
d = an absolute precision margin of error 5%.
The calculated sample size was 299, and the required minimum sample of the study brings 329
caregivers having under-five children by adding a 10% non-response rate.
For the second objective by considering the magnitude of healthcare-seeking behavior of
caregivers 48.8% (12), with a 5% margin of error and 95% confidence level.
Where:
P = magnitude of healthcare-seeking behavior from the study conducted at Northwest Amhara,
Ethiopia.

The calculated sample size was 384, and the total required minimum sample size for the study

brings 423 of caregivers having under-five children by adding a 10% non-response rate.

For the third objective by using double population proportion formula using Epi Info7 software
for individual factors at 95% confidence level with 5% margin of error, 80% power and 1:1 ratio

of exposed to unexposed were calculated and presented with Table 1 below.
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Table 1: Sample size determination for factors associated with healthcare-seeking behavior and

common childhood illnesses using different studies, 2019/20.

Variables Healthcare seeking behavior AOR | Samp | Sample size | Reference
Exposed (%) None exposed le with(10%
%) size nonresponse)
Child age <12months=36 | >=36month=2 | 2.57 | 356 392 (52)
2
Distance to HF | <30min =35 >60min=22 1.31 | 408 449
Education Secondary No 424 | 126 139
Status Education=16. | Education=40. (11)
6 5
Place of | Urban=25.4 Rural=74.6 6.75 |38 42
residence @)
Perceived Disease Disease none | 3.75 |52 57
severity of | severe=45.5 severe=8.1 (15)
disease
Types of | Cough =66 Other 2.24 |88 97
illness symptoms=34
(50)
Diarrhea=49.5 | Other 1.65 | 216 238
(58)
symptoms=30
Fever=61.4 Other 1.79 | 166 183
symptoms=38. (15)
6
Health seeking 384 423
behavior 12
Maximum sample size 408 449

Finally, by adding 10% possible non-response rate and design effect of 1.5 on the maximum

sample size of the third objective the final sample size of the study was 674 caregivers’ with

under-five children.
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3.7.Sampling Procedure

Within Efratana Gidim district there were 30 Kebeles 24 rural and 6 urban. A multi-stage
sampling technique was conducted to select participants for the study. All eligible kebeles were
divided into two clusters; rural and urban. And then two urban and six rural kebeles were
selected by lottery method randomly. The total sample size allocated to each eight kebeles were
estimated with proportional allocation to the number of under-five children per each selected
kebeles.

Households having under-five children were identified by using a family folder from health posts
and then households were selected with simple random sampling by lottery method using the
household record from each health posts as a reference until the total sample size needed in each
specific kebele was obtained.

Whenever there was two or more caregiver with under-five children in a family only one who
were most intimate possibly biological mother of the selected under-five children were selected
and if a caregiver has more than one under-five children within a household only one child was
selected by lottery method.
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Figure 3: Schematic presentation of sampling procedure for sample size per selected Kebeles in
Efratana Gidim District,, 2019/20
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3.8.Data Collection Procedures

3.8.1. Data Collection Tool
The data was collected by using a semi-structured and pre-tested questionnaire. It was
contextualized based on the research objective from the reviewed literature. To facilitate
understanding of each question, first questionnaire were designed in English and then translated

into Amharic, and translated back to English to check for consistency.

3.8.2. Data Collection Procedure
Informed voluntary written consent was obtained from each study participant after explaining the
objective and purpose of the study. Data was collected through face to face interview of
caregivers’ by using semi-structured questionnaire. Data was collected by four clinical nurses

and a public health officer was recruited for supervision.

3.9.Variables

3.9.1. Dependent Variable
Occurrence of common childhood illnesses with a child between 2 and 59 months (Cough,
Diarrhea, and Fever)

Caregivers’ healthcare-seeking behavior for their sick under-five children between 2 and 59
months (Yes/No).

3.9.2. Independent Variables
Socio-demographic factors: Caregivers age, educational status, marital status, family size,
occupation, religion, child sex, child age and number of under-five children,
Enabling factors: monthly income, distance from health facility, Experience of child death
before, place of residence, access to transportation.

Predisposing factors: perceived severity of illness, and perceived symptoms of illness.
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3.10. Operational Definitions

Common childhood illnesses: includes acute respiratory infections, Diarrheal diseases, and

febrile illnesses(59)

Cough: was defined as the presence of cough which was reported by caregivers’ within two

weeks before the date of data collection.

Diarrhea: was defined as the passage of three or more loose/liquid stools per day as perceived

and reported by caregivers’ within two weeks before the date of data collection (60)

Fever: were defined as a subjective feeling of increased body temperature as perceived and

reported by caregivers’ within two weeks before the date of data collection.

Healthcare-seeking behavior: Caregiver who responds for visiting health institutions for the
recent symptom of his/her child with common childhood illness was considered as having
healthcare-seeking behavior.

Presence of childhood illness: was the occurrence of at least one or more of the following

symptoms (cough, diarrhea, or fever) within two weeks before the date of data collection.

Caregiver: was defined as a person who was responsible for taking care of a sick child and age
18 years and above; can be mother, father, or the relative of a child such as a guardian or legally

approved person by the court.

Access to Transportation: was defined as the ability of caregivers to get safe and affordable

transportation vehicles within five-kilo meters of the radius.

Manpower: was defined as the bulk of labor available for different kind of work including for
carrying sick people to health institutions acute respiratory infections, Diarrhea diseases and

febrile illnesses(61)
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3.11. Data Quality Assurance

Data quality was assured through training of data collectors and supervisor before a date of data
collection. Pilot testing was done at Kewot District, which is near to Efratana Gidim district and
has similar socio-demographic characteristics. Pretesting was done with 5% of the sample size

and five percent of the data were double entered to compare and assure the quality of the data.
3.12. Data Processing and Analysis

Data entry was made using Epi-data version 3.1 and then exported to Statistical Package for
Social Sciences (SPSS) version 26 for further analysis. Before analysis, data were cleaned for
possible errors and completeness and consistencies of questionnaires were checked. Descriptive
statistics was made for categorical and continuous variables in the form of percentage and means
respectively.

Binary logistic regression model were carried out to identify variables that could independently
associate with healthcare-seeking behavior. Variables whose p-value less than 0.25 in bivariable
analysis were included in the multivariable model. Odds ratio along with a 95% confidence level
were estimated to measure the strength of association. Variables were interpreted as having a

statistically significant association when the p-value was < 0.05.
3.13. Ethical Considerations

Ethical approval was obtained from the Research and Ethical Committee of the School of Public
Health, Addis Ababa University. A letter of cooperation was written from the school of public
health to the Efratana Gidim district health office.

Data collection was made after written and signed voluntary consent was taken from each
participant of the study. In order to maintain privacy and confidentiality of study participants’

information revealing identification were not collected.
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4. Results

4.1.Demographic and socio-economic characteristics of respondents

A total of 661 caregivers’ were interviewed giving an overall response rate of 98%, and the
majority 92.6% of them was married. Almost all, 99.1%, of the study participants were mothers

as primary caregivers.

The mean (£SD) age of caregivers’ was 37.44 (£7.29) with a range of 21 to 68 years. Most of the
respondents (84.6%) were in the age group of 25-45 years and all most all 623 (94%) of

participants were Orthodox by religion.

Regarding the occupational status of respondents, the majority 473 (71.6%) were housewives
followed by government-employed (19%), and nearly two-thirds of the respondents 419 (63%)
had only one under-five child.

With regard to the sex of the child nearly half 333 (50.4%) were males and the rest 49.6% were
females. The mean (£SD) age of children was 24.19 (£13.3) months ranging from 2-58 months.

Two hundred seventy four (41.5%) of them were within the age group of 25-36 months.

The median monthly income of respondents were 900 birr with the range of 100 to 8000 birr per

month and only 306 (46.3%) of respondents have attended formal education.
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Table 2: Demographic and socio-economic characteristics of study participants in Efratana

Gidim district, east Amhara, Ethiopia, 2020 (n=661).

e ————————)

Variables Category Frequency (n) Percent (%)
Female 655 99.1

Sex Male 6 0.9
<25 22 3.3

25-45 559 84.6

46-65 79 12

Age >65 1 0.2
Married 612 92.6

Widowed 24 3.6

Marital status Divorced 25 3.8
Illiterate 355 53.7

Elementary 105 15.9

Secondary 142 21.5

Education Higher 59 8.9
Orthodox 623 94.3

Muslim 23 3.5

Religion Protestant 15 2.3
Housewife 473 71.6

Merchant 46 7

Government Employed 126 19.1

Occupation Others+ 16 2.4
1 419 63.4

Number of under 2 238 36
five Children 3 4 0.6
<500 34 5.1

500-1000 383 57.9

1001-5000 223 33.7

Monthly Income >5000 21 3.2
Female 328 49.6

Child sex Male 333 50.4
2-12 Months 203 30.7

13-24 months 88 13.3

25-36 Months 274 415

Child Age 37-59 Months 96 14.5

Others+ includes Farmers and Daily laborers
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4.2.Enabling and need related characteristics of respondents

Of the total 661 participants responded the average (mean) household size was four in numbers

and nearly one third 209 (31.6%) of the respondents were urban residents.

Regarding distance from the health facility and access to transport one-fourth of respondents

161(24.4%) were living more than five-kilo meters far from health institutions, meanwhile, the

majority of 302 (45.7%) respondents reported that they did not have any access to transportation

services.

Out of the total study, participants interviewed only 38 (5.75%) reported that the household had

an experience of child death before the time of interview and only two percent of participants

had a sick child with severe disease as perceived by the respondents.

Table 3: Enabling and need related factors of respondents in Efratana Gidim district, east
Ambhara, Ethiopia, 2020 (n=661).

Variables Category Frequency (n) Percent (%)
Distance from | <=5 km 500 75.6
Health Facility >5 km 161 24.4

Rural 452 68.4
Residence Urban 209 31.6

<=5 546 82.6
Family Size >5 115 174

Severe 13 2
Severity of disease None severe 648 98
Experience of Child | Yes 38 5.75
death No 623 94.25

Yes 209 31.6
Access to | Sometimes 150 22.7
Transportation No 302 45.7
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4.3.Childhood illness prevalence

The overall prevalence of common childhood illnesses which have one or more symptoms
among under-five children between two and fifty-nine months was 24.1%, (95% CI: 21.1%-
27.3%). Out of 661 households surveyed, presence of cough, diarrhea and fever were 16.8%,
(95% CI: 14%-19.9%), 11%, (95% CI: 8.8%-13.7%) and 16.9%, (95% CI: 14.2%-20%)
respectively.

Furthermore, 2.4%, (95% CI: 1.4%-3.9%) of children between the age of 2-59 months had
symptoms of cough, fever, and diarrhea simultaneously.

Clinical characteristics of the sick child

3.40% m Cough only

| m Diarrhea only

= Fever only

m cough and Diarrhea
m Diarrhea and Fever
= Cough and Fever

= Cough, Diarrhea and Fever

Figure 4: Clinical characteristics of sick under-five children between 2 and 58 months in
Efratana Gidim district, east Amhara, Ethiopia, 2020 (n=159).

4.4.Healthcare Seeking Behavior

Overall 59.1%, (95% CI: 51.1%-66.8%) of respondents sought healthcare for their sick child.
Out of 94 caregivers who have sick children and sought modern medical treatment the most
28.7% of respondent’s primary preference were health institutions followed by traditional healers
17%, holy water 16%, religious institutions 13.8%, at home 12.8% and from pharmacy 11.7%.

24



For caregivers who preferred health facilities, health centers were the most chosen source of

healthcare services where treatment was chosen by 50% of caregivers and the rest 35.1% sought

treatment from health posts, 8.5% from the hospital, and 6.4% from a private clinic. The major

reasons for treatment-seeking from health facilities were the child’s condition worsened 51.1%

followed by fear of complication 26.6%, people's advice 18.1%, and facility was nearly 4.3%.

Table 4: Caregivers healthcare seeking behavior for common childhood illnesses in Efratana
Gidim district, east Amhara, Ethiopia, 2020.( n=159)

Variables Category Frequency(n) Percent (%0)
Did you sought | Yes 94 59.1
treatment (n=159) No 65 40.9
Religious Institution 13 13.8
Health institution 27 28.7
Holy water place 15 16
Traditional healer 16 17
Where did you first | At home 12 12.8
sought Treatment?
(n=94) From pharmacy 11 11.7
Health post 33 35.1
Health center 47 50
What type health | Hospital 8 8.5
institution? - —
(n=94) Private clinic 6 6.4
Child’s condition worsened 48 51.1
Reason for seeking | gier peoples advice 17 18.1
healthcare Fear of complication 25 26.6
(n=94) Facility is near by 4 4.3
Time of healthcare 2 21
) Hours '
seeking 72 76.6
Days '
(n=94)
Weeks 20 21.3
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Ninety four of caregivers who sought treatment were asked for the time of healthcare-seeking

after the onset of symptoms, the majority 72 (76.6%) of caregivers brought medical treatment

within days of symptom recognition and 20 (21.3%) were sought treatment weeks after the onset

of symptoms and very few caregivers 2 (2.1%) were sought treatment immediately within hours

of symptom recognition.

As reported by participants the main reason for not seeking healthcare were identified and

mentioned as treatment cost being expensive 19 (29.2%) followed by illness was not serious 16
(24.6%), lack of transportation 13 (20%), lack of money 11 (16.9%), and long-distance from
health facility 6 (9.2%).

35.00%

30.00%

25.00%

20.00%

15.00%

10.00%

5.00%

0.00%

29.20%
24.60%
20%
16.90%
i 9.20%
Lack of money Distance from [lIness was not Treatment was Lack of
health facility serious expensive transportation

Figure 5: Reasons reported for not visiting health facilities for common childhood illnesses in
Efratana Gidim woreda, east Amhara, Ethiopia, 2020. (n=65)
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4.5.Factors affecting common childhood illnesses

In the bivariate analysis caregivers’ level of education, religion, occupation, monthly income,
residence of caregiver, number of under-five children, and child age were associated with
common childhood illness.

However religion of caregiver, occupation, monthly income, and number of under-five children
were not significantly associated with childhood illness by multivariable logistic regression
analysis.

Meanwhile level of education (AOR=2.56:95%CI: 1.09, 5.99) and caregivers’ residence
(AOR=0.26: 95%CI: 0.09, 0.73) were determinant factors of common childhood illnesses at p

value <0.05.
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Table 5: Factors affecting childhood illness in Efratana Gidim district, Ethiopia, 2020 (n=661)

Variables Childhood illness COR (95%CI) AOR (95% CI)
Yes No

Educational Status

Iliterate 93 263 1.06(0.57, 1.98) 0.96(0.34, 2.75)

Elementary 34 71 0.78(0.38, 1.57) 0.81(0.27, 2.48)

Secondary 16 125 2.74(1.27, 5.88) 2.56(1.09, 5.99)*

Higher 16 43 1 1

Religion

Orthodox 145 478 1.65(0.55, 4.90) 3.21(0.92, 11.24)

Muslim 9 14 0.78(0.19, 3.04) 0.67(0.15, 2.93)

Protestant 5 10 1 1

Occupation

Housewife 125 348 0.58(0.22, 1.55) 0.82(0.26, 2.58)

Merchant 7 26 0.77(0.22, 2.77) 0.82(0.19, 3.45)

Government Employed 22 104 0.99(0.34, 2.87) 0.49(0.13, 1.83)

Others 5 24 1 1

Number of under-5 children

1 98 321 0.95(0.65, 1.38) 8.02(0.70, 91.88)

2 58 180 0.11(0.01, 0.99) 8.30(0.72, 95.37)

3 3 1 1 1

Average monthly income

<500 10 22 0.52(0.14, 1.94) 0.49(0.11, 2.41)

500-1000 106 279 0.62(0.21, 1.88) 0.79(0.19, 3.24)

1001-5000 39 184 1.11(0.35, 3.48) 1.21(0.35, 4.14)

>5000 4 17 1 1

Residence

Urban 33 181 2.06(1.35, 3.15) 0.26(0.09, 0.73)**

Rural 122 321 1 1

Child Age

2-12 Months 61 142 0.61(0.34, 1.09) 0.86(0.44, 1.65)

13-24 Months 20 68 0.89(0.44, 1.81) 1.13(0.52, 2.45)

25-36 Months 58 216 0.98(0.55, 1.74) 1.23(0.65, 2.33)

37-59 Months 20 76 1 1

*significant at (P<0.05),* *significant at (P<0.01), ***significant (P<0.001)
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4.6.Determinant factors associated with healthcare-seeking behavior

The result of bivariate analysis revealed that educational status of caregiver, caregivers
occupation, number of under-five children, monthly income, distance to the health facility,
household residence, child age, a caregiver who had an experience of child death before,
presence of diarrheal symptoms, presence of cough, diarrhea, and fever together and accesses of
transportation were significantly associated with healthcare-seeking behavior and were a
candidate for multivariable logistic regression, whereas the age of caregiver, marital status,
household size, caregivers religion, sex of caregiver, presence of cough symptom, child sex and
perceived severity of childhood illness by caregivers were not significant at p-value <0.25.

Moreover, the result of multivariable logistic regression analysis showed that experience of child
death before [AOR=3.766; 95%CI: 1.726, 8.873], presence of diarrheal symptom [AOR=3.914;
95%Cl: 2.043, 10.828] and accesses to transportation [AOR=3.352; 95%CIl: 1.049, 10.710] were
independent predictors of healthcare-seeking behavior of caregivers for common childhood
ilinesses. However, caregivers level of education, caregivers occupation, household monthly
income, distance from a health facility, place of residence, number of under-five children, child
age and presence of cough, diarrhea and fever symptoms together were not significantly
associated with healthcare-seeking behavior of caregivers for common childhood illnesses in the

multivariable analysis at p-value <0.05.
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Table 6: Factors associated with healthcare seeking behavior in Efratana Gidim woreda, east

Ambhara, Ethiopia, 2020. (n=159)
Variables Healthcare COR (959%Cl) AOR (95% CI)

seeking

Yes No

Educational Status
Iliterate 48 44 1.058(0.481, 2.328) 1.136(0.440, 2.936)
Elementary 18 16 0.159(0.034, 0.734) 0.218(0.024, 1.936)
Secondary 15 2 0.275(0.073, 1.029) 0.233(0.018, 3.046)
Higher 13 3 1 1
Occupation
Housewife 70 55 0.636(0.182, 2.224) 0.626(0.112, 3.506)
Merchant 6 6 0.283(0.090, 0.884) 0.452(0.045, 4.502)
Government Employed | 18 4 1 1
Number of under-5 children
1 53 45 0.576(0.290, 1.141) | 0.439(0.177, 1.084)
2 40 18 2.558(0.224, 29.156) | 2.934(0.155, 55.627)
3 1 2 1 1
Average monthly income
<500 7 3 2.006(0.492, 8.178) 1.909(0.345, 10.561)
500-1000 55 51 0.805(0.174, 3.722) 0.681(0.077, 6.034)
1001-5000 29 10 0.778(0.056, 10.861) | 3.398(0.102, 113.41)
>5000 3 1 1 1
Distance
<5km 74 44 1.90(0.926, 3.90) 1.084(0.441, 2.663)
>5km 20 21 1 1
Residence
Urban 26 7 2.971(1.201, 7.349) 0.175(0.009, 3.441)
Rural 68 58 1 1
Child Age
2-12 Months 36 25 0.830(0.290, 2.379) 1.087(0.281, 4.212)
13-24 Months 13 7 0.811(0.385, 1.711) 0.932(0.377, 2.305)
25-36 Months 38 20 2.312(0.824, 6.488) 3.624(0.994, 13.209)
37-59 Months 7 13 1 1
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Experience of child death

Yes 30 5 5.625(2.048, 15.446) | 3.766(1.726, 8.873)*
No 64 60 1 1

Diarrhea

Yes 53 19 3.130(1.598, 6.130) | 3.914(2.04, 10.83)***
No 41 46 1 1

Cough, Diarrhea and Fever

Yes 13 3 3.133(0.855, 11.478) | 1.396(0.233, 8.343)
No 81 62 1 1

Access of Transportation

Yes 41 9 4.813(2.134, 10.857) | 3.352(1.049, 10.710)*
No 53 56 1 1

*significant at (P<0.05),* *significant at (P<0.01), ***significant at (P<0.001)

31




5. Discussion

In this study, the overall prevalence of common childhood illness of under-five children between
2 and 59 months was 24.1%, (95% CI: 21.1%-27.3%). Of these 16.9% were fever, 16.8% were
cough and 11% were diarrhea. Which was high compared with the national figure EDHS 2016
report (5). However, this finding is lower than studies conducted at Addis Ababa Ethiopia,
Tanzania, and India(9,11,34,62). The discrepancy might be due to the difference in the socio-
demographic characteristics, the time of the study, and methods of data collection. For example,
a study conducted in Addis Ababa Ethiopia was a facility-based study done in 2016 and the
study populations were caregivers with sick under-five children only which might increase the
prevalence proportional to all sick child and another study done at Tanzania were conducted at
the most rural districts with a high burden of common childhood illness as well as poor access
and utilization of healthcare services which have a potential to increase the prevalence of

common childhood illness.

Similarly, the two weeks period prevalence of common childhood illnesses was low compared
with studies conducted in different parts of the Amhara region(37-39). The difference in such
prevalence could be due to the study period, sample size, and was primarily focused on diarrheal
illnesses. For instance, a study conducted in Farta district North West Ethiopia was conducted in
2014 and focused mainly on diarrhea and it was done with respondents from only rural kebeles
of the district where a child can acquire any illness due to poor access to basic healthcare

services like immunization might contribute to high prevalence.

Further caregivers’ level of education and caregivers’ residence were significant factors of

common childhood illnesses.

Caregivers’ level of education was significantly associated with childhood illness after
controlling other socio-demographic and enabling factors. In such a caregiver with secondary
education were 2.5 times more likely to have a child with childhood illness compared with
higher educated caregiver. This finding is supported by previous studies done at Jimma, Ensaro,
and EDHS 2016 analysis(27,48,52). This might be due to the fact that more educated caregivers’
could have knowledge and adequate information about prevention mechanism of childhood

illness and can easily comprehend with health messages.
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Occurrences of childhood illness were decreased by 74% among urban caregivers’ compared
with rural caregivers. This finding was consistent with other study findings(29,38). This might be
due to the difference with socio-economic status and infrastructures like access to water supply
and provision of latrine facility.

The current study revealed that the healthcare-seeking behavior of caregiver for common
childhood illness was 59.1%, (95% CI: 51.1%-66.8%). Of 159 children with one or more
symptoms, their respective caregivers sought treatment for 53(73.6%) of diarrhea, 68(61.8%) of
fever, and 63(57.8%) of cough. Which is in agreement with a study conducted at Ensaro District
North Shoa 59.9%, Kenya Nairobi slums 60.5% and Rwanda 58.6% (9,27,43). However, it is
higher than the EDHS 2016 report and studies conducted in Addis Ababa and northwest Ethiopia
(5,11,12). This might result from differences in study setting, differences in the study period, and
sample size. The study of Northwest Ethiopia particularly in the Aneded district was conducted
in 2016 and only rural mothers participated for the interview, which could reduce their
healthcare-seeking behavior due to poor awareness, distance, and poor access to the health

facilities.

In contrast, this finding is lower than previous similar studies conducted in different regions of
Ethiopia (15,30,36,50). The possible explanations for this might be due to some of the above
studies were done in urban settings which can have access to healthcare and quality of services
near to their household and in the other way, most of the study was primarily focused on
diarrheal disease which could be perceived by caregivers’ as more sever and they might seek

treatment better for their sick child.

The current study also identified main reasons reported by caregivers’ for not seeking treatment
from health facilities and the major reasons were caregivers’ perception that the illnesses were
not serious (24.6%), expensiveness of treatment (29.2%), and lack of transportation (20%).
These might be due to rural caregivers’ limited awareness to recognize illness severity and when

to seek treatment in addition to limited resources and poor economic status.

Findings from multivariate logistic regression analysis showed that experience of child death
before, presence of diarrheal symptoms, and access to transportation were independent predictors

of healthcare-seeking behavior of caregivers for common childhood illnesses.
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The caregiver’s previous experience of child death was a strong predictor of healthcare service
utilization. The healthcare-seeking behavior of caregivers with experience of child death before
was nearly four times the odds to utilize healthcare services than their counterparts. This finding
was in line with a study finding from Addis Ababa, southwest Ethiopia, and Nigeria(11,54,55).
This might be due to the fact that previous bad experience of child death might motivate
caregivers to recognize danger signs and symptoms of an ill child that is necessary to take
immediate action and appropriate management for disease conditions, which can also reduce
complication and deaths. On the other way, a caregiver with experience of child death before

could be more sensitive to save the life of the rest live children.

Treatment was sought better for children with diarrhea as compared to cough and fever. The sick
under-five children with symptoms of diarrhea were four times the odds to utilize healthcare than
symptoms of cough and fever. This finding was comparable with the finding reported from
different studies(13,30,50). This could be due to the fact that rural caregivers might consider
diarrheal illnesses as more severe than symptoms of cough and fever since diarrhea is more
visible for caregivers than cough or fever. On the other hand, it could be due to the fact that the
availability of effective treatment that can be safely administered at home and provision of

information to the rural community about the treatment services.

Moreover, the odds of healthcare-seeking behavior of caregiver having access to transportation
were nearly three times more utilized healthcare services compared with caregivers who did not
have any transport access. This might be justified by children living in the most rural
communities far from health institutions without access to transportation were denied of access
to treatment services for common childhood illnesses which could lead to increased occurrence
of childhood morbidity and mortality. In the other hand caregiver who has access to
transportation might have better socioeconomic status and good attitude to seek modern
treatment for their sick under-five children and can better comprehend to health messages and

choose cost-effective interventions.

With the current study, it was noted that factors like age of caregiver, marital status, occupation,
level of education, religion, age and sex of the sick child, household income, residence, distance
from the health facility and perceived severity of illness, did not show significant association

with healthcare-seeking behavior. The reason for this might be due to the fact that most of the
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respondents were housewives and married, had no formal education and most of caregivers

sought treatment from health facilities when the diseases get worsened.
Strengths and limitations of the study

Strength: Being a community-based study and minimal none response rate.
Limitation

Measurement of common childhood illness was not validated clinically since it was taken only
by caregivers’ perception of common childhood illness. Since the data was collected based on
self-report of caregivers’ healthcare-seeking, thus might be susceptible to recall, reporting, and
social desirability bias. Finally, hence a cross-sectional study design was used the association

might not imply temporal relationship.
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6. Conclusions and Recommendations

6.1.Conclusions

In conclusion, the two weeks prevalence of common childhood illness was high compared with
the national figure EDHS 2016 report(5) and, treatment-seeking behavior of caregivers’ for
common childhood illness was low compared with some studies conducted in the Amhara
region(16,58).

Most caregivers sought treatment from health facilities after worsening of common childhood
illness manifestations. Furthermore, caregivers’ level of education and residence were significant
factors for common childhood illness and experience of child death before, symptoms of
diarrhea, and access to transportation were independent predictors of healthcare-seeking

behavior of caregivers’ for common childhood illnesses.
6.2.Recommendations
Based on findings from the current study | would like to suggest the following,

Efratana Gidim District health office; to enhance the provision of basic preventive measures
like immunization and repeated health education about proper housing, hygiene, and sanitation
which helps to reduce child morbidity and mortality and to improve the health status of under-

five children.

The office should also strengthen infrastructures for transport access and health facility for the

most neglected rural population.

Healthcare professionals: should provide health education to enhance caregivers’ awareness
about childhood illnesses and to promote healthcare-seeking practices of caregivers by using
IEC/BCC materials.
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8. Appendices

Annex I: Information sheet and Informed consent statements

Information sheet

Hello! Sir/Madam my name is and | am data collector for this study. We are
conducting a study on the magnitude of healthcare-seeking behavior, common childhood
illnesses and factors associated with healthcare-seeking behavior. The aim of this study is to
collect information about the healthcare-seeking behavior of caregivers’ for common childhood
ilinesses and factors affecting it, in addition to fulfilling thesis work for graduation. The results
of this study will be helpful for the planners to plan appropriate intervention and to improve child

health in this area.
Informed consent

| am going to ask you questions using a questionnaire about your child illnesses within the past
two weeks and your healthcare-seeking behavior. You are randomly selected to participate in this
study. Your participation in this study doesn’t involve any direct risk or benefit for you but is
very useful to improve child health in this area. Your name does not appear on this questionnaire,
and all the information you provide me will be strictly confidential. It takes 20 minutes to finish
the interview and you are not obliged to answer any question that you don’t wish to answer, and
you can end this interview at any time if you wish to do so. Would you like to participate in this
study?  Yes No

Note, if the answer is “Yes” please sign below to certify the client gave her/his oral consent to

take part voluntarily in the study. Otherwise, thank the client and conclude the conversation.

Signature Kebele:

Date Identification No.

Contact address of principal investigator: - Mobile: +251 943862546

E-mail: genanaw21kassaye@gmail.com
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Annex Il English version questionnaire

Section | Socio-demographic characteristics of the sick child and caregivers

S.no Questions(Variable description) Responses Co | Skip
de
101 Age | e Years
102 Sex 1. Female
2. Male
103 Marital status 1. Married
2. Widowed
3. Divorced
4. Single
104 Could you read and write? If so attained | ------- Grade
level of education? | - Informal
105 Religion 1.0rthodox 2.Muslim
3.Protestant 4.0ther
106 Occupation 1.Housewife
2.Merchant
3.Farmer

4. Daily laborer
5.Government employed

6. Other
107 Family size | e Persons
108 Number of under-five children | -=--—-- Children
109 Average level of income | - Birr
110 Distance to health facility | ===-==-mm--- KM
111 Place of Residence 1. Urban

2. Rural

112 What is the sex of your child? 1. Female

2. Male
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113 What is the age of your child? | ~-—--—-- Months
114 Did your child have any illness in the 1. Yes If  your
past two weeks? 2. No answer is
No go to
question
128
115 Did your child had a cough in the last | 1. Yes
two weeks? 2. No
116 Did your child had diarrhea in the last 2 | 1. Yes
weeks? 2. No
117 Did your child have fever at any time in | 1. Yes
the last 2 weeks? 2. No
118 Did your child have a cough, diarrhea, 1. Yes
and fever or both in the last 2 weeks? 2. No
119 Was the disease severe? 1. Yes
2. No
120 Do you have experience of child death | 1. Yes
before 2. No
Section Il: Information about healthcare-seeking behavior of caretaker for a sick child.
s.no Questions Responses Code | Skip
121 Did you seek any advice or 1. Yes If your answer
treatment for your sick 2. No, is No go to
child? question 126
Where did you seek advice | 1. Religious area
122 or treatment? (circle all the | 2. Health institution
apply) 3. Holy water place
4. Traditional healer
5. At home
6.purchasing from pharmacy
123 Where did you first 1. Religious area




seek advice or

Treatment?

2. Health institution
3. Holy water place
4. Traditional healer
5. At home

6. From pharmacy

124 If your answer for Q122 is 1. Health post
health institution which 2. Health center
types 3. Hospital
4. Private clinic
125 Main reason for 1. Child’s condition
visiting Health worsened
Facility? (Multiple | 2. Other peoples’ advise
answers) 3. Fear of Death
4. The facility was nearby
5. Other
126 Time of healthcare-seeking 1. Hours
after the onset of illness? 2. Days
3. Weeks
4. Months
127 Reason for not 1. Lack of money
Visiting health  facility? 2. The illness was not
(Multiple answers) 3 §I'er2§tl;rs1ent Was
expensive
4. Lack of
transportation
5. Long-distance from
Health facility
128 Did you get access to 1. Always
transportation vehicles 2. Yes

when your child is sick?

3. Sometimes




No

129 What type of transportation Ambulance

vehicles was available Public transport

when your child was sick? Manpower

El A ol

(Multiple answers ) Other, specify

Annex 11 Amharic version Information sheet and Informed consent statements

A5 PHHIP PTINTIHILE PE RS FPLTIFT Pa09lAL DA

PIINTIHOLL P&

AA° M5 LOTAT: AT LOAN: AHY TGT avlB QAN T::0AF
AVGLPT MG AT AnPPI® QUS hG HLOT TACT 1P T hPNELT ATIENT:: AATIA. PU-O+T
£96 TPUCT avavl e Xre ATIHOET | (ASTET MG AT AmPPI® QUS 1P avll AarAA-
AP8UI° FOUCTT oAt SIPGA:: @MoEI® ARPE AQSPPT -+, oY hWP.PHIE. AS PUASTT MS
1R OTATN LLETFPA::

P LAVIT QAN DA

Az ameP NaemPg® AA¢<t v-At A7 AU/ AA M@, 8M.G TFIC AT OA+LL10T Vh9PGs A7hnnn,
TOEOTT hn2PAv-:: ATPRA. ThhAT avAh PPTL@T 1450 T:: (LY TG+ @0 Neeat&Ti/y
PIOFTIAL AP PPIO ORIP 14+ ALTCIO:: PFI® 17 06k @t (HY AN P VAGTH? MG ATTAGA
AOTPR PRCOA:OTH/V OHY aPm@P AL ALAPHINI:u-e® PI°H1°14T ¢ avlBPF Pam.C (A
emPh: PA omeE (LOH Adh 20 L&P ALE LTAA: PFTI° avavAd A LO[1 TPE hA
AL FaAT/N AFIREIIE: aomPe 9P NAFDF/ (TP 1H IR FTeAT/AAY: 0PN Pmek
AP+ ¢ ST NPT Y aPBavC K TANT? AD----m-- NG:-g°-----------

TN FDF: AGFA. A P AOhP APt aPAmITFAT AT DT 014CTT L% AP 17
N7 77 L7057y PAGE::

PP aoMPeP RTC: P0N.:

oo g @. e+ANANNT P77 / / PavZE A-NAN@. Q9O

AATNNCP ATTP019A7!
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Annex IV Amharic version questionnaire

OMA71LE eTHIE earmPP ECI°

heA A28 PALST AS +Than\PTF W0 U3

erC | TOE oAT ne TG
101 | 6&9% (naoot) _ hovt
102 27 1. &t
2. 0%
103 | ¢M&C vt 1.e10/F
2. QA e+t
3. e/
4. a0/t
104 | 910NG av9e FFAAV/PATE hUPt eTIPUCT nea
£ h-aRN5
105 VLTIt 1. ACt&hh +Pv&
2.970A.J°
3. TCEAF T
4. 0A (&meh)
106 0e- 1 o0t hao(t
2108
3.ACO ALC
40947 0ts
5.00°0F A&t
6. &A (&men)
107 | e0-+A0 ANAT A7 SFQ. _0eTc
108 nAPOt havt (31 PA VRST NHT _eTC
109 | eaqta- Ao90% 20, ooy 00000 | C
110 Nor§se A4.C AMS TERI® PAD ACPT | oo n.o%
111 | Poo9e8 Ahaq. T
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112 PR LAM- NS 257 1. ot 2. 0L
113 | PP lA@- A8 0L O7F 10 (D) | - oC
114 0@ U-AF A7 ALY/ vard° 114D+ 1. h®
2. N§2.9°
115 | 0Ad@. v-At A ABU/G COADRATI4AN | 1. AD:
a$LLT  INLO- 2. N§:2.9°
116 | MA@ v-AT AT ASV/O TPUIT OLI° LI° |1, A:
PPAPA (14 1NLO- 2. N§:2.9°
117 | 04d@. vt a7t B/ Tt AG LS | 1. hO:
VLPLR (VA 2. N§:2.9°
118 | MA@ vt AT ASV/A AdrFhat AT | A:
TPTIT (AL AL 14D 2. N§2.9°
119 AT/ T heJ vavar- ehé I0C; AD
N§2.9°
120 hH 01 A8 PANPT La.Ph 1. hD
2. N&2.9°

h&A v-AT: AAST Vh9°T FAPTE AT AnPPI°

®*TC | TE AT he NG
121 0AL.Q. U0t agerk 1.0 oL T
AFavavo- AU/ 9°hC 1. N§:2.9° SkTC 26
®LI° UNI°G ATHHI0/Ad; L0
122 ATEE € 120 AP AP | 1. hYLIICT +BIP
hwrr nergo- 4890 ( hAT® | 2. v ok
NAL aPAN LFAA) 3. hana
4. QYA vheeg
5. 00+ vheeg
6. 1\ &Yt (Lt
123 | (ovgavgg et 48 | 1 hyeaIi +pge

RIANT AT 2. hvnee Lk

3. hané
4. hQVAR vh9°q
5. N0+ vhoes
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6. hah oo &Y+ O+

124 ATPE  ETC 122 9PAOP 1. hms hA
h7hge 0+ heer hetso- 2. nmS ML
3. hwaTra
4. 9 halzh
125 A1\ T etmear-(1t 1. yavar- AAOG
Pn79T;( hAZE (AL aPAn 2 APT 9°hC
LFAR) 3. Ao eeFA@T  @oHH/PT
NGt
4. emS +Eav PCN NPk
126 vaoao- At A (1907 1. 0aAST
fUO L URTT ATdCINeT 2. NGF
hTE; 3. At
4. (ot
127 ATLE ¢ 121 PANP (FAI° 1. P17HAO At
nwrr a9%( hAZe NAL avAn 2. yaeav Png AAPPUE
FAQ) 3. PUhIPG@- aP@LL:
4. I CF AAGTC
5. MAPSE Pa@ mS  A+EP
Gt
128 | AZF  Agever- yheoq 1. Ul
A@-(L  0PCN  av3aRH 2. h?P
FEAT - 3. AANE KOG
4. 0&a9°
129 ATEPE €. 127 PAOP AP VPt 1. APFAIN
ey (hA?e  0Ae  avAn 2. PUHAN “lavAnT
LFAQ) 3. Naa. a0t
4. 0bAT 2PN
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