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ABSTRACT

This study on the effect of health education on case
management of acute respiratory illness(ARI) among
mothers or other care givers of under five children was
done in Sululta Awraja which is one of the rural
districts of Addis Ababa Administrative Region in the
central part of Ethiopia. The aim of the study was to
determine the incidence of ARI and to compare the
knowledge, beliefs, attitudes and practices of mothers of
under five children before and after an intervention of
acute respiratory illness (ARI) specific and general
health education.

540 households were selected randomly from three
Farmers’Associations which are found within five
kilometres radius of a health center. Mothers or other
care-givers were interviewed about their knowledge,
attitude, beliefs and practices. One week after the
baseline survey ARI specific health education was
conducted in one Farmers’ Association, general health
education was given in the second community and no health
education in the control Farmers’ Association. The
intervention and the control communities were selected
randomly. The health education was given monthly for four
months. Fortnightly wvisits to both intervention
communities were carried out to determine incidence. At

the end of the four months maternal knowledge, attitudes,
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beliefs and practices were assessed by questionnaire.
Practice was verified with health institution records.

The study showed that the incidence of ARI and acute
lower respiratory illnesses episodes were 13.9 and 7.4/
100 children /four months. The occurrence of ARI was two
times higher in children under one year of age as
compared to children 1-4 years. The percent change in
maternal knowledge, attitude, beliefs and practice after
ARI specific health education was 30.4%, 51.9%, -.75% and
68% respectively. The percent change in maternal
knowledge, attitudes, practices and beliefs after general
health education intervention were -33.4%, 66.3%, 64% and
-5.2% respectively. 75% of the Mothers or other care-
givers of under five children from the ARI specific
health education communities brought their sick children
with ARI to the health center as compared to only 30.7%
from the general health education intervention community.
No change was observed on the knowledge,
attitudes,practices and beliefs of mothers or other care-
givers of under fives in the control community.

The study showed that ARI is common in under five
children and the risk of ARI is much higher in under one
children. The study also showed ARI specific health
education is effective in changing the knowledge,
attitudes and practices of care-givers and general health

education is effective in changing attitudes.



INTRODUCTION

Diarrhoea, acute respiratory infections and protein
energy malnutrition are considered to be the three
leading killing diseases of early childhood (1). The
acute respiratory infections are divided into upper and
lower respiratory infections and include simple common
cold, otitis media, tonsillitis, laryngitis, bronchitis,
bronchiolitis and pneumonia. The acute respiratory
infections also include some vaccine preventable diseases
like whooping cough (pertussis), diphtheria and the
complications of measles.

Although there are no accurate figures of incidence
and prevalence globally, the existing data show that
acute respiratory infections (ARI) are one of the major
causes of death among children under five years of age.
out of the total 15 million deaths among under five
children worldwide, nearly one-third of the deaths are
caused by ARI; and of these, approximately 90% are caused
by pneumonia alone. This means that there are about 4.5
million deaths due to ARI in the world each year. The
mortality rate of ARI in developing countries is more
than 30 times higher when compared to the USA and Canada
(2). The occurrence of ARI in under five children is

about four to eight episodes per child per year; this
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Case management of ARI at the health center and
health station level involves appropriate antibiotic
treatment after classifying the degrees of severity based
on the clinical findings. Case management at the
community level also includes differentiating the
seriousness of the clinical syndromes followed by advice
on home care, antibiotic treatment and referral of the
severe cases. At the household level, care-givers should
have the appropriate knowledge of home care with an early
warning system of self-referral. Community and household
case management of ARI is particularly important in
developing countries, where the access to appropriate
health institutions is often very difficult. Therefore
health education of mothers is seen as a way to improve
this management.

This study tried to assess the effect of health
education on case management of ARI among mothers and
other care-givers of under five children. The purpose
was to compare the knowledge, beliefs, attitudes and
practices of mothers with regard to case management of
ARI, especially of acute lower respiratory
illnesses(ALRI) among under five <children before and
after an intervention of health education specifically
about ARI.

The study was conducted in Sululta Awraja

(district), which is one of the six rural districts near
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to Addis Ababa in central Ethiopia. The area of the
Awraja is 1164 sq.km making it the largest Awraja of the
Region. Sululta Awraja 1is divided into 101
Farmers’/Associations. In the Awraja there is only one
medium sized town which is called Chancho. Climatically
about 62% of the Awraja is Woinadega(middle highland),
with a mean annual temperature of 20.7 degree centigrade.
This shows that the Awraja has temperate to cold climate.

The total population of the Awraja is 119,000 people
out of which 3.6% live in urban areas and 94.6% live in
rural places. The sex ratio is 1.1 male to 1 female.
About 19% and 21% of the total population are children
under five years of age and women in child bearing age
group respectively. Almost all of the population in the
district are Oromos and speak Oromigna. Most of the
people are strict Ethiopian Orthodox Christians. The
population is economically dependent on cattle rearing
and the literacy rate in the Awraja is only 18%.

The health institutions in Sululta Awraja are one
health center and four health stations. The health
center and three of the health stations are under the
Ministry of Health, whereas the remaining health station
is under the Ministry of Industry. 1In Sululta there are
13 community health agents(CHA) and 35 trained
traditional birth attendants(TTBA). The catchment area

of the health center includes Chancho town and 47
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Farmers’Associations with a total population of 63,000
people. The health center 1is staffed by two
physicians,three nurses, four health assistants, one
sanitarian, one pharmacy technician, one 1laboratory
technician and ten administrative personnel.

The major health indices in the Awraja are:

Infant Mortality Rate (IMR) 82.5/ 1000 live
births

Crude Birth Rate (CBR) 44.6/ 1000
population

Crude Death Rate (CDR) 16.7% 1000
population

Source - Data Organized by Central Statistics
Authority for Menagesha Awraja, 1984
census,CSA.

The morbidity statistics in the health center and
health stations show that ARI is the second most frequent
illness comprising 23.9% and 25.5% of the total patients
seen in the health center and in the health stations
respectively. Therefore, this situation makes Sululta an

appropriate setting for this ARI study.
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8TUDY OBJECTIVES
GENERAL OBJECTIVE
To assess the effect of ARI specific health

education on knowledge, beliefs, attitudes and practices
of mothers and other care-givers of under five children.
S8PECIFIC OBJECTIVE
- to assess the knowledge, beliefs, attitudes and
practices of

mothers and other care-givers with regard to case
management of

ARI.
- to compare the effect of ARI specific health education
and general health education on case management of ARI.
- to determine the health care seeking practice of
mothers and care-givers after an intervention of ARI
specific health education.
HYPOTHESES
- The effect of ARI specific health education on case
management of ARI is significantly greater than the
effect of general health education.
- The practice of mothers and other care-givers to seek
medical care for acute respiratory illness in under
five children is significantly greater among those
who attend health education focused on ARI as

compared to those who do not.
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LITERATURE REVIEW

Acute respiratory illnesses in <children in
developing countries contribute to high mortality rates
and a correspondingly high incidence of  other
accompanying severe diseases. Factors 1like poor
sanitation, inadequate nutrition, crowding and
environmental pollutants play important roles in ARI
morbidity and mortality. As a result prevention and
control of ARI is probably directly proportional with the
overall development of a community. However, community
based case management of ARI has proved to be effective
in many studies done in underdeveloped countries.
MORTALITY

Acute respiratory illnesses are among the major
causes of morbidity and mortality in children in
developing countries. 1In many nations of Africa and a
number of countries of Asia and Latin America, about 50%
of all deaths occurs in children under five year old (3).
ARI is estimated to be the immediate cause in one-third
to one-forth of these deaths. 1In other words, at least
four million ARI related deaths occur each year or 11,000
per day. Extensive and precise mortality figures
concerning ARI are not yet available in developing
countries, but it has been shown that the distribution of
ARI mortality from country to country closely correlates

with that of infant mortality rate (4). A retrospective
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study done in 1981 in Jumala, which is situated in the
rural mountainous region of Nepal, showed ARI to be one
of the major causes of infant mortality. The total
infant mortality rate was 488.9 per 1000 live births of
which 333.3 per 1000 were attributed to ARI. The
researchers explained that this strikingly high figure of
ARI mortality could be due to the high rate of parental
smoking, high incidence of measles, heavy exposure of
domestic smoke pollutants and poor living conditions of
the population (5).

Analysis of the information from 32 different
countries also showed that mortality rates associated
with ARI were extremely high in children under one year
of age (1000 or more per 100,000 live births) (4).
Phadke et al. showed that mortality was highest during
the first three months of life, it decreased from 4-9
months and then increased again from the 10th - 12th
months. Phadke also suggested that the vulnerability of
infection in children during 10-12 months could be due teo
increased contact with the external environment and wider
exposure to infections (6). The increased mortality
shown in the first three months of life could be due to
the low state of immunity in that age group.

Mortality due to ARI usually has a direct
relationship with the overall development of a country.

In 1977 mortality from ARI among under fives in North
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America and Australia was 8 per 100,000 whereas in Africa
it was 467 per 100,000 (7). The rate of reduction in
mortality is very slow in developing countries as
compared to that of the industrialized countries. The
mortality from pneumonia and influenza among infants in
the USA and Canada decreased at an annual mean rate of
about 15% from 1969 to 1977. In countries 1like Latin
America, such as Costa Rica and Cuba where the health
information system is well organized the mean annual
reduction was 8% in the same time period(7).

Another way of showing deaths is through the case
fatality rate, which expresses the frequency of affected
children dying from pneumonia and other acute respiratory
infections. Hospital based figures from different
countries showed that the case fatality range from 2.7%-
12.3%. These data were not comparable because of the
differences in the definitions of cases. However, even
the smallest rate of 2.7% in Kuala Lampur is very high as
compared to the reported figures from developed
countries. These rates were even higher in the rural
settings where there are inadequate diagnostic and
treatment facilities. Estimated figures done in the
different rural settings show that the case fatality
rates to be approximately 10% (7). A study conducted in
Goroca, Papua New Guinea, show that the case fatality of

ALRI among untreated cases were 25% whereas in those who
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were treated using antibiotics in different health
institutions case fatality rates were reduced to as low
as 4% (7). These high figures of deaths show that there
are enormous losses of productive person-years in the

developing countries.

MORBIDITY

ARI among the general population particularly in
children under five years of age is extremely common.
Shamar et.al determined the morbidity pattern of children
up-to five years of age in Jaipur, Indonesia which showed
that the main causes of morbidity were acute upper
respiratory tract infections, diarrhoea, and dysentery.
Banik et. al reported a similar trend in morbidity
patterns that respiratory diseases accounted for 59% of
all illnesses and their incidence was higher in late
infancy (10 to 12 months) (8).

Statistical information about the incidence of acute
respiratory infections in the general population is
scarce. The 1limited data from community based
longitudinal studies indicate that they are very common.
On average a child in an urban area has from 5-8 episodes
of respiratory illnesses annually during the first five
years of life (2). The same incidence range was observed
in towns of Costa Rica (9), Ethiopia (10), India (11) and

the USA(12) (table 1). The available data suggest that



11
even the mean duration varies 1little, amounting from
seven to nine days with one or more respiratory symptoms
per episode. In rural areas of Bangladesh (13),China
(14) ,Ethiopia (15), Guatemala (16), Indonesia (17) and
Papua New Guinea (18) the reported annual incidence per
child was lower than in towns, ranging from one to three
episodes per year (table 2). Although the incidence of
ARI in children in urban areas is higher than in rural
areas, they are not quite comparable since the
methodologies of the studies were different (7). One
study in Trinidad used the same methodology in both rural
and urban localities and found that the incidence of
respiratory illnesses for all ages was 7.7 epiéodes per
person per year in urban part of Spain and 4.4 episodes
per person per year in rural Sangre Grande. This type of
study was also done in Sheffield, England which showed an
incidence of 6.1 episodes over all per person per
year (7). There are very few community surveys in which
the occurrence of pneumonia in children has been
registered over a long period of time. A compiled result
of six studies in rural and urban localities of different
countries are listed on tables 1 and 2. The annual
incidence of pneumonia was between 30 and 40 per hundred
children under five in urban areas of N. Carolina (19)
and Washington state (20). The rate was 91 among Indians

living in an underdeveloped part of the Colorado Plateau
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{21} In the rural area of Dang Guna, near Beijing,
China, the registered annual incidence of pneumonia was
74.6 per 1000 (22) and in Narangual, Punjab, India, 94.1
per 1000 (23). In the survey of Tari Barin, in Papua New
Guinea, it was estimated that the incidence of pneumonia

was 256 per 1000 in the first year of life and 62 per
1000 in children aged from one to four years(24,7).
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Table 1. Community Based Longitudinal Studies on the Fregquency
of Upper and Lower Acute Respiratory Illnesses in Rural

Areas.
Study area Study No. of No. episodes of Respiratory
Year children Illness per year and age
under 1 1-2 2-3
Bangladesh
Dong Guna, 1981-82 134 3.5
China
Dabat, 1968 202 S
Ethiopia
Three Mayan
Indian villages, 1959-64 2877 1.2 0.9 0.5
Guatemala
Pindok Pinang, 1970-71 877 1.6
Indonesia
Asaro valley, 1980-81 1100 1.8 0.4
Papua New Guinea
Source =" The magnitude of the problem of ARI. ARI in

childhood. Douglas
: University of Adelaide 1985".

and Kerby Eaton (eds) Sydney AUS
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Table 2. Community Based Longitudinal Studies on the Frequency of
Upper and Lower Acute Repiratory Illnesses in Urban

Areas.
Study Area Study No. of No. episodes of Respiratory
Year Children illness per year and age
under 1 1-2 2-3

San Jose, 1966-67 137 5.9 7.2 4,2
Costa Rica
Addis Ababa, 1975 216 7.9 6.6
Ethiopia
New Delhi, 1962-67 7493 5.6 503 4.8
India
Vellore, 1965-67 135 7.3 6.2
India
Tecumseh, 1969-71 707 6.1 5.7 4.7
Michigan
Seattle, 1969-72 309 4.5 5.0 4.8
Washington

Source - " The magnitude of the problem of ARI. ARI in

childhood. Douglas and Kerby Eaton (eds) Sydney
:AUS University

of Adelaide, 1985".
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A study done in Tecumseh, Michigan showed that the
incidence of ARI in infants under one year of age was 6.1
illnesses per year. It also showed the annual rate of
illness decreased with increasing age. When the annual
incidence is compared by sex it showed that in infants
under one year of age and one to two years of age the
boys experienced more illnesses than the girls but at
three years of age, the sex ratio reversed and girls had
more frequent attacks than the boys. The study also
revealed that in lower respiratory illnesses boys had
more marked frequency of illnesses than the girls. The
sex difference was also evident in frequency of reports
of illness which showed that, for children under three
years of age boys had more than twice as many episodes as
girls(19).

Research in Tari, Papua New Guinea in 1972-73 showed
that a child could expect to suffer two attacks of ALRI
by the age of five year and of these 1.4 attacks could be
classified as severe on the basis of respiratory rate
(20).

A rural community study in Nepal showed that the
average number of ARI episodes per child during the six
months study period was 2.3. The maximum of 3.4 episodes
was among 1-2 years of age group and the minimum of 1.8
episodes was among 2-5 years age group. The average

number of severe ARI episodes per child was 0.15 in the
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six months study period (5). The incidence of lower
respiratory infections during the first year of 1life
varied from 36 episodes per 1000 child years in Chapel
Hill, North Carolina, to 460 episodes per 1000 child
years in Papua New Guinea. Studies from Papua, New
Guinea and Navajo reservations in New Mexico and Arizona
revealed an incidence of pneumonia was four to six times
higher during the first year of life than during the
second through fourth years. Studies in China and
Colombia found that pneumonia occurred during the first
year of life 1.5 to 1.8 times more frequently than during

the third and fourth years (21).

Health Service utilization

The magnitude of the 1illness could also be
illustrated by health institution attendance. Figures
analyzed by the WHO showed that 22%-42% of clinic
visits in urban and rural areas of the world are related
to ARI (21). In semi-rural northern Nigeria, 25% of the
visits to clinics for children under five years of age
were due to ARI. The frequency of hospitalization for
pneumonia is highly variable. During a two years period,
3.2 cases per 1000 children less than five years of age
required hospitalization in neighborhood health centers
in Colombia (22). Monto and Johnson reported an annual

hospitalization rate of 4.8 cases per 1000 children in
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Panama Canal (23). ARI accounted for 13% of hospital
admissions in Bangkok, Thailand; for 15.5% in Papua New
Guinea and for 25% in Chandigarh, India (24). A two year
ambulatory study in Cali, Colombia in 1979, ALRI
accounted for 4% of all visits to the health centers.
Seventy cases of ALRI per year were diagnosed for every
1000 children less than the age of five years who were
observed in the clinic (22).

Reliable morbidity figures would provide the most
valuable way of measuring the burden that ARI places on
health care services. Absenteeism in different employment
groups of mothers and other care-givers in relation to
ARI in children influence the economic aspect of the
community as well as the country. Even mild upper
respiratory tract infections account for a large number
of lost working days (1).

Acute respiratory infections are among the leading
causes of health service utilization in developing
countries. Information from Brazil (5), Nigeria (26),
Thailand (27), and Iraq (28) indicate that ARI constitute
30% to 60% of all children attending out-patient health
units, most of them because of pneumonia. Another way of
showing health service utilization is through the
information on the number of children admitted into
hospital. Recent data from Bangladesh (29), Burma (30),

Pakistan (31), and Zambia (32) showed that between 30%
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and 36% of admissions of children were attributable to
ARI. Pneumonia and broncho-pneumonia accounted for 70%-

80% (33).

ETIOLOGY

Acute Respiratory Infections are caused by a wide
range of organisms including viruses, ©bacteria,
mycoplasma and chlamydia. Knowledge of the prevalence of
etiologic agents in a community is important for planning
and implementation of effective preventive and control
programmes of ARI. The common cold and other upper
respiratory infections are usually caused by viruses
which are self-limiting. Upper respiratory illnesses are
not usually accompanied by serious signs and symptoms
except when complicated with bacterial super-infections.
In early childhood, bacterial complications of viral
upper respiratory infections are common.
Many studies conducted in developed countries where ARI
morbidity and mortality are low showed that viruses are
the major causes of illnesses. This was illustrated in
Tecumesch, USA where 87.3% of the study subjects had
viral infections and 11.0% had bacterial infection (19).
In developed countries bacterial ARI is no longer a
serious problem due to the introduction of appropriate
antibiotic therapy (34). In developing countries

primary and secondary bacterial ALRI are still major



19
causes of mortality. Bacteriologic findings in 1lung
aspirates from children in developing countries who had
not had antibiotic therapy showed that bacterial agents
were isolated in 62% of the cases. Of the total
bacterial aspirates 54% were due to H. influenza and S.
pneumonia, while staphylococcus aureus accounted for 17%
(22). In a study done in India the main cause of
infection was staphylococcus aureus in 56.7% of
pneumonias (35). This was further demonstrated in Papua
New Guinea where H. influenza and S. pneumonia and
staphylococcus aureus are the main causative agents (36).
In early childhood, bacterial complications of wviral
upper respiratory infections may occur because of the
high carrier rate of the infectious bacterial agents,
although carrier rate of H. influenza and S. pneumonia is
unclear. In Papua, New Guinea these organisms are
acquired by almost all infants by the age of three months
(8) . A study done in Senegal also showed that S.
pneumonia and H. influenza in the nasopharynx predisposes
to the development of pneumonia (36). The predominance
of bacterial etiology has major implications for case
management. The effective use of therapeutic agents such
as co-trimoxasole and ampicillin will thus reduce

morbidity and mortality in the majority of cases.
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RISK FACTORS

It is essential to know the environmental factors
associated with the morbidity and mortality of ARI in
order to formulate effective preventive and controlling
measures. It is commonly known that infections are
passed around within families, often after being brought
by young children from places where children gather such
as schools and playgrounds. Another predisposing factor
is a defective immune response which is wusually
associated with malnutrition, especially in developing
countries. Parental smoking and domestic smoke from
cooking may also increase the risk of ARI. Improved
personal hygiene and feeding practices could also play
important roles in preventing and controlling of ARI in

developing countries.

Nutrition

Ordinary childhood diseases can become very serious
and frequently lead to death in children whose
nutritional status is poor. A longitudinal study in
Manila showed that the annual incidence of ARI was over
seven episodes per child and ARI was found to be more
common in children who were malnourished than in those
who had normal weight for their age. A hospital based
study in the same area illustrated that the case fatality

rate for ARI was six per 1000 in those with mild
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malnutrition and 23 per 1000 in those who were severely
malnourished (37). The relationship between malnutrition
and severe ARI was further demonstrated in San Jose,
Costa Rica (38) where mortality from acute respiratory
illness was 12 times higher in malnourished infants than
in those having normal weight.

Vitamin A deficiency is a major nutritional problem
second only to protein energy malnutrition in the world
(39). Vitamin A deficiency can result in the reduction
of the production of mucus in the respiratory tract,
hence pathogenic microrganisms adhere to the respiratory
epithelium more easily and cause illness. This was
demonstrated in a study done in preschool children in
rural Indonesia where children with mild xerophthalmia
had twice the risk of developing ARI as compared to
normal children (40). Community based studies in
Indonesia (41) and India (34) have shown respiratory
infections to be more frequent and more severe among
children with vitamin A deficiency.

Another important nutrition-related risk factor are
the feeding practices of infants. Many studies have
shown that breast fed infants have lower rates of ARI
than bottle fed infants. This was observed in several
studies done in New Zealand (42) where bottle fed infants
had four times the risk of ARI. A study done in

NewCastle, England (43) also showed that breast feeding
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is protective against illness and artificially fed
infants had two to three times the risk of ARI as
compared to those of breast fed children. Mortality
rates are also lower in children who are breast fed as

compared to non-breast fed in Brazil (43,44).

Low Birth Weight

Low birth weight is defined as a birth weight lower
than 2500 gm (45). The incidence of low birth weight in
many developing countries ranges from 20% to 40% while in
developed countries it varies from 5% to 7% (19). A
study made in Birmingham, England in 1969 showed that the
major cause of death in low birth weighed infants was
pneumonia (46). This was also confirmed in a study done

in England, Wales and Scotland (47).

Environmental Pollutant

Mortality from ARI decreased in developed countries
since the first half of the century due to the gradual
socio-economic development. However, recently in most of
the industrialized countries the occurrence of ARI has
increased because of adverse environmental conditions
(23). The unfavorable environmental conditions did not
show major improvement in most developing countries.
About 90% of the rural and 30% of the urban households in

developing countries use wood, crop residues and manure
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from domestic animals for cooking and heating. The smoke
of these materials damage the tracheo-bronchial mucosa
and the alveolar epithelium which may contribute to
increased susceptibility to infections (19). Of the 132
infants admitted to a hospital in South Africa due to
severe ARI, 70% were exposed to smoke from cooking and
heating (48).

Research done in a residential suburb of London
showed that the children of adult smokers have an
increased rate of bronchitis and pneumonia (49).
Schenker et al. showed an association between the number
of smokers in the house and occurrence of ARI (50). A
two year prospective study in Boston showed that maternal
smoking was associated with an increased rate of ARI

signs and symptoms (49).

PREVENTION AND CONTROL

Although the term "ARI" includes some relatively
mild illnesses it also includes pneumonias which can be
fatal. The present methods of prevention and control of
pneumonia are inadequate, particularly in developing
countries. Because of the high mortality attributed to
ARI, the WHO has developed standard guidelines for the
control of ARI (51,52). A protocol for the clinical
management of pneumonia in under five children was also

developed in Papua New Guinea by Shann et al. after
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several years of experimental trials (53). Another study
by Edmundson and Harris reviewed recent epidemiological
studies and suggested appropriate treatment and case-
management guidelines (54). Several field trials have
been made based on the suggested protocols and most of
them showed the need to understand what families already
know, what makes care givers seek treatment for the child
and what are the signs and symptoms recognized.
Therefore, it is essential for any intervention to be
successful to know the customs, traditions, perceptions
and beliefs which are known to have significant influence
on the behavior and attitudes to illness and treatment.

Before interventions are implemented it is also
important to know the signs and symptoms of ARI which are
recognized by the mothers. In a study conducted in India
where pneumonia morbidity and mortality was f;und to be
high, the major symptoms observed by mothers were fever
(94%), breathlessness (76%), and cough (70%) (55). A
study done in Gambia has showed that fast breathing is a
sign of severe illnesses and hence, fast breathing was
predictive for the presence of pneumonia (56). The
commonest reasons for a mother to seek treatment for a
child were fever, severe cough, difficulty of breathing
and systemic signs like poor appetite and being sleepy.
Many of the signs and symptoms are already recognized by

mothers in different cultures (55,56).



25

The suggested control programmes are standardized
case management, immunization and health education
(51,52,57). The activities in the control programme
involve voluntary community health workers as well as
salaried health workers who are essential in implementing
effective control programme. A study done in Indonesia
suggested that there were certain limitations in this
type of intervention, because community health workers
need considerable training time and continuous ongoing
supervision.

About 50% of children with pneumonia die within
three to four days of illness which allows very few days
for family members to learn and recognize ARI signs and
symptoms, give supportive care at home for mild upper
respiratory illness and seek medical care urgently for
more serious lower respiratory illness (54). For this
reason maternal education on the important signs and
symptoms and case management is mandatory. Flow charts
have proved useful as educational tools since they
provide clear points of reference for both mothers and
educators. They can also be useful in the field and are

helpful for project supervisors who monitor health

programmes (51,58). The Family Asthma Programme in
Buffalo, New York (49,50), 1is one example of these
efforts. In that particular programme, education was

conducted by a team of health professionals in six, two-
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hour sessions, two group of parents and other care-givers
and was followed by a decreased number of emergency
treatments.

Simply giving information may increase patients
knowledge but does not necessarily bring the changes in
health behavior which are required for case management of
ARI (61,62,58,63). Therefore, health education should
aim at motivating family members, particularly care-
givers, to adopt the new health care behavior on an
ongoing basis (64,55,65). An intervention of mass
education on childhood pneumonia and case-management done
in Godchiroli, India, showed a significant reduction in
infant and childhood mortality rates (66). Another
intervention study in Bagamoyo, Tanzania has
also shown a reduction in 67.4% in ALRI specific
mortality rate among under five children after an
intervention of health education and case-management of
ALRI by village health workers (67).

A community based survey conducted in Bohol,
Philippines on health care practice of mothers showed
that 10% of urban and 4% of rural mothers referred their
children for medical care, 10% of urban and 12% of rural
did nothing, while 80% of urban and 84% of rural mothers
gave medicine without consulting a health worker (54).

In general, treatment with antibiotics at home and

active case detection methods reduce mortality. However,
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since active case finding is time-consuming and is not
feasible in most circumstances, it is essential to rely
on specific community education to encourage mothers to
recognize early signs of pneumonia and to seek care
guickly from health institutions. In addition, case
finding also misses children who develop pneumonia
between visits. Therefore, better education of care
givers to recognize signs and symptoms of ARI is the main
method of improving case detection and reduction of

mortality (67).
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MATERIALS AND METHODS

This study on the effect of health education on case
management of ARI among mothers or other care-givers of
under five children was conducted in Sululta Awraja from
April, 1990 to August, 1990. The study included 540
mothers or other care-givers of under five children
living in three Farmers’ Associations which were within
five kilometres from Chancho health center and at least
15 kilometres apart from each other.

From the five Farmers’ Associations found within
five kilometres radius of Chancho health center, three
Farmers’ Associations were selected using a simple random
sampling procedure. The Farmers’ Associations within
five kilometres radius were chosen because of their
access and equal distance from the health center. The
three Farmers’ Associations were relatively far apart so
that contamination of intervention and investigation was
minimized.

The sampling procedure was started by choosing the
Farmers’ Associations for the ARI specific, general
health education intervention and control group using a
lottery technique. Then discussions were conducted with
the formal and informal community leaders concerning the
purpose of the study. The maps of the villages of the
Farmers’ Associations were sketched and each household

was numbered. From the numbered households 540 houses
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were selected randomly using a random table. Interviews
were conducted with mothers and other care-givers of
under five year old children. If the selected household
was without a child who was under five years of age, then
the adjacent household was interviewed. This also held
true if the sampled household members were not willing to
respond, which happened only rarely. If there were more
than one under five children in a household then the
mother was interviewed about the youngest under five
child.

To ensure an adequate response rate and to obtain
the informed consent of the study subjects, the study was
discussed in general terms with the Farmers’ Association
leaders,the Awraja health committee and by the
Revolutionary Ethiopian Womens’ Associations(REWA).
Mothers or other care-givers were informed about the
study through the Farmers’ Associations and the REWA.

Before the study was conducted, three types of
questionnaires were prepared (see Annex I). The first
type of questionnaire was used at the beginning of the
study as a baseline survey in all three Farmers’
Associations. The (questionnaire <constituted an
assessment of knowledge, beliefs, attitudes and practices
regarding the case management of ARI. The second type of
questionnaire was used every fifteen days following the

baseline survey. The interviews were conducted in both
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intervention communities but not in the control Farmers’
Association. The second questionnaire consisted of
questions about signs and symptoms of ARI and an
assessment of the previous medical history of the child.
This part of the questionnaire was designed to show the
incidence and the actual medical care seeking practice of
mothers and other care-givers. The third type of
questionnaire was administered at the end of the
intervention in all three Farmers’ Associations to see
the difference in knowledge, attitudes, beliefs and
practices of care-givers after the intervention of health
education.

The questionnaires were first written in English and
then directly translated into both Oromigna and Amharic.
All questionnaires were back-translated to assess
reliability. Then the questionnaires were pretested in
a community which is similar in social, economic and
educational back ground but 35 kilometres away from the
study communities. For this purpose 30 households were
selected randomly using the random table, and were
interviewed.

To conduct the interviews ten interviewers and two
supervisors were recruited. The selection criteria for
the interviewers were females who:

- were in the child bearing age

- had completed at least 10th grade but not more than
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12th grade
- could read, write and speak Oromigna
- were resident within five kilometres radius of the
Chancho Health Center
- were neither very active nor very passive

- Kept high levels of personal hygiene
The interviewers were trained with general and
specific techniques of interviewing (see Annex II).During

the training interviewers were taught to :

- understand the purpose of the study

know the type of data to be gathered

record answers without expressing their own opinions

follow the schedule of the study.

Two supervisors were also recruited and trained in
the same way with special emphasis on how to supervise
the interviewers.

After the training, the interviewers were divided
into two groups of five. One group was assigned to the
ARI specific intervention community and the other group
went to the general health education intervention
community. The interviews were conducted for a total of
four months and the interviewers did not know about the
different interventions throughout the study period. The

baseline and final interviews took fifteen days each; the
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questionnaire which was used every fifteen days took
three to five days of interviewing. Supervision was done
by the supervisors and administrative workers from the
health center. Supervision and monitoring were conducted
every day checking the questionnaires for misscoding and
other problems. Additionally, 5% of the interviewed
households were re-interviewed during the intervention
period on 10 different days after each fortnightly

interview.

Training of Health Assistants

Before the intervention started, four health
assistants were selected based on their
concern,commitment, knowledge, community acceptance and
their ability to speak and teach in Oromigna. This
information was obtained from personnel files, personal
discussions with the health workers and conversations
with community leaders. The health assistants were then
trained in ARI,and how to approach and educate mothers
using the module of ARI from the Ministry of Health. The
training was conducted for four days on the magnitude of
the illness, etiological agents, diagnostic criteria,
signs and symptoms, epidemiology and disease prevention
and case management at home, primary care level and
referral. At the end of the training a short quiz was

administered and were found to have satisfactory
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knowledge about the characteristics and case management
of ARI. The programme of the trained health assistants
was arranged in such a way that, during the study period
they didn’t go to the other study communities for any
other activities and they were also told not to conduct
ARI specific health education in any other sessions or
places. In addition,all health workers in the health
center had monthly seminars on case management of ARI and
the recording system. Co-trimoxasol and procaine
penicillin were constantly available in the health center

throughout the study.

ARI specific Health Education Intervention Community

After thorough discussions about the importance of
the study with the formal and informal community leaders,
the times and places of health education were decided.
Then the responsibility of informing mothers was given to
the REWA and some informal leaders. After the time and
place of health education was decided, the initial
surveys on the assessment of knowledge, beliefs,
attitudes and practices of mothers and about the health
and health related situations was conducted.

Following the initial survey, health education about
ARI was given to the selected mothers or other care
givers monthly in one

community for four consecutive months. In every session



34
health education covered the seriousness of the illness,
etiology, signs and symptoms and case management of ARI.
To assist in health education posters were prepared and
pretested in a different community (see annex III). The
education was given for 15 - 20 mothers on one session
which lasted for 45 minutes to one hour. 93% of the
mothers attended the health education four times
throughout the study period and 1% of the mothers
attended only once. The health assistants rotated
systematically to teach mothers and balance out any
differences in the skill or enthusiasm of the health

assistants.

General Health Education Intervention Community

In the community with general health education all
activities were carried out 1like that of the ARI
intervention community except that there was no health
education specifically on ARI. Only routine health
education about EPI diseases, family planning and
childhood diseases was continued monthly for four

consecutive months.

Control Community
In the control community there was no intervention
of health education and the questionnaires which were

administered every fortnight in the intervention
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communities were not used. The purpose of this study
community was to control the effect of the repeated
visits made in the community with general health

education and ARI specific health education communities.

Sample Size Calculation

Sample size calculation was done wusing the
calculator of sample size in the statistical package of
EPI INFO version 5.0. In the calculation the confidence
level was 95% ,the power was 80%, the ratio of exposed to
non-exposed was 1:1 and the difference needed by the
intervention was 10%. As a result the number of study
population needed for this study was calculated to be
438. On the calculated sample size 20% was added for the
probable drop outs and the final sample size calculated

was 525.

Analytic Methods

Analysis of the study was done using the SPSS/PC
package. Variables were combined to determine the
economic status, practice, attitudes,beliefs and
knowledge. Measurements for economic status were created
by combining (adding) numbers of cows, oxen and type of
roof. The highest and the lowest scores for economic
status were 8 and 1 respectively. A score of <4.5 is

considered as low (0 - 1 oxen, 0 - 3 cows and roof made
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of grass) and > 4.5 were considered as high (Oxen > 2,

v

4 cows and roof made of corrugated iron sheets).

Questions were combined and a new variable called
practice was created. Each answer was scored as zero or
one. Open ended questions were coded into "home fluid
and food" , " take the child to a traditional
practitioner", "take the child to health institutions"
and "local herbs". Then, "increasing home fluid and
food", "taking the child to a health institution" and
"ventilating the child when the child has fever" were
scored as one. "Decreasing or stopping fluid or food",
"local herbs" and "take the child to a traditional
healer" and "wrapping with more clothes" whenever the
child has fever were scored as zero. The highest practice
score was 21 and the lowest was zero.

Attitude questions were scored as one when they
answered to "continue or increase the amount of fluid and
food", when care-givers answer that cough, difficulty of
breathing and fever are "very dangerous" and "dangerous"
and when they answered they "prefer to take the child to
health institution" whenever the child is sick. A score
of zero was given when the care-givers "want or prefer
to discontinue or reduce fluid or food" when the child
was 1ill, when they answered that cough, difficulty of

breathing and fever to be "not dangerous" and when they
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"prefer to take their sick children to a traditional
healer and give local herbs". The maximum score for
attitude was 18 and the minimum score was zero.
Questions numbered 40 - 44 and 46 were added to produce
the variable "knowledge". When care-givers answered
that ARI is caused by "germs" and "exposure to dirt" the
knowledge was given a score of one and when they
attributed the cause to "effects of the sun", it was
given a score of zero. The maximum knowledge score was
5 and the minimum was zero.

Questions numbered 45.1 - 45.18 were combined to
make the category of "beliefs". A score of one was given
when care-givers "disagree" or "strongly disagreed" that
cough, difficulty of breath and fever are caused by evil
spirit or can be cured by spiritual beliefs and a score
of zero was given if care-givers "agreed" or "strongly
agreed" to the above statements (Annex - I). The maximum
and minimum scores were 18 and zero respectively.

For knowledge, attitude, practice and beliefs,
individuals scoring greater than or equal to 50% of the
total possible score were called positive, and those
scoring less than 50% were called negative.

To show if there is a difference between pre- and
post- intervention mean scores a paired T-test
statistical analysis was performed. To compare the

effect of health education in all the three Farmers’
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Associations one way analysis of variance (ANOVA) was
also done. This method of statistical analysis showed
whether there was a statistically significant difference
among Farmers’ Associations or not. If there is a
statistically significant difference in mean scores among
the Farmers’ Associations the method pinpoints the area

of difference.
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OPERATIONAL DEFINITION

Care-giver - is a person who is taking care of a
child in the absence of the mother for more
than one month. A care-giver can be a
relative (father, grand parents, uncle, ant,
sister,brother etc.) or non-relative (step mother,
adoption, etc.).

Acute Respiratory Illness - is defined as cough,
fever, hoarseness and as well as the symptoms

included in ALRI.

Acute lower respiratory illness - a child is
considered to have ALRI if he/she has more than
two of the following signs or symptoms in

addition to cough.

- cyanosis

- not able to drink and eat

- difficulty of breathing

- chest in drawing

- fast breathing

- severe wheezing

- cough
Knowledge - Facts that the investigator thinks are
true or false with regard to the cause, case

management, symptoms and prevention of ARI.
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Belief - is the conviction that the investigator
holds about what the cause, case management and
prevention of ARI.
Attitude - a ©predisposition to respond in
favourable or unfavourable manner towards ARI.
Practice - a repeated action or habit of case
management of ARI.

Cough or cold - is a child with one of the

following signs and symptoms: cough, wheezing
and fever but no chest in drawing and no fast
breathing.

Pneumonia - a child with fast breathing (50 per
minute or more if the child is 2 months up to
12 months; 40 per minute or more if a child is

12 months up to 5 years) as well as cough and
fever but no chest in drawing.

Severe pneumonia - In addition to cough a child
with one or more of the following signs and
symptoms is considered as have severe pneumonia:
chest in drawing, cyanosis, not able to eat or
drink in association with cough.

Negative practice - is a practice scoring < 11.
Negative attitude - is an attitude scoring < 9.
Negative belief - is a belief scoring < 9.

Negative knowledge - a knowledge scoring < 2.5.
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RESULTS

Of the 540 households selected at the beginning,
473 (86.6%) continued throughout the study period. 67
-(12.4%) mothers and other care-givers left the area and
were considered to be drop-outs. The total number of
households in Kore Roba, Guto and Arbi Akako at the time
of post-intervention interview were 158 (86.8%), 147
(82.6%) and 168 (93.3%) respectively. There was no
statistically significant difference in drop-out rate
among Farmers’ Associations (p >.05).

The age distribution of mothers was classified as
young (15-34), middle aged (35-49) and elderly (50 +).
As is shown on table 3, there was no statistically
significant difference in the distribution of maternal
and other care-givers age in any of the three Farmers’
Associations (p > .05). There was also no statistically
significant difference among Farmers’ Associations, in
the proportion who are illiterate. The number of
illiterate ranged from 157 (88.2%) in the general health
education intervention community to 164(91.6%) in the
control community.

The economic status of the communities was
classified as high or low. In contrast to the other two
Farmers’ Associations, the general health education

intervention community had a greater proportion 123
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(69.9%) of population with lower socioeconomic status as
compared to 107 (59.4%) and 106 (58.6%) of the other two.
This difference was statistically significant. However,
a comparison of the means showed that there was no
statistically significant difference among the Farmers’
Associations.

Marital status was classified as married and others
(Single divorced,widowed and separated). 162(89%), 168
(94.4%) and 162 (90%) in ARI specific health education,
general health education intervention and control
Farmers’ Association respectively were married. There
was no statistically significant difference in marital
status among Farmers’ Associations.

Table 3 shows the relationship of the child with
the care-givers. 162 (89%) in ARI specific health
education intervention, 165 (92.7%) in general health
education intervention and 160 (88.9%) in the control
community were mothers. However the difference was not

statistically significant.
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Table 3. General Characteristics of Care-Givers by Farmers’
Associations, Sululta Awraja, 1990.
(percentage in parenthesis)
Characteristics |ARI specific| General HE| Control FA |P Value
Age (in year)
15-34 86(47.0) 109(61.2)| 90(50.3) 0.07
35-49 75(41.4) 54(30.3)| 67(37.3)
50+ 21(11.6) 15(08.4) 23(12.7)
Total 182 (100) 178 (100)| 180 (100)
Education
illiterate 165(90.6) 157(88.2) | 164(91.1) 0.61
literate 17(09.4) 21(11.8) 16(08.9)
Total 182 (100) 178 (100)| 180 (100)
Economic Status
Low 107(59.4) 124(69.9) | 105(58.6) 0.04
High 73(40.6) 54 (30.1) 75(41.4)
Total 180 (100) 178 (100)| 180 (100)
Marital Status
Married 162(89.0) 165(92.7) 160(88.9) 0.16
Others 20(11.0) 13(07.3)| 20(11.1)
Total 182 (100) 178 (100)| 180 (100)
Relation to child
Mother 162(89.0) 165(92.7) | 160(88.9) 0.39
others 20(11.0) 13(07-3)| 20(11.1)
Total 182 (100) 178 (100)| 180 (100)
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INCIDENCE

Of the total 586 under five children surveyed every
fortnight 95 of them were found to have one or more of
the signs and symptoms of ARI in the four month study
period. 16 of these had unspecified infections and 79
had ARI. As is shown on table 4, out of the 79 under five
children with ARI, 34 (43%) had cough or colds, 38

(48.1%) had pneumonia and 7 (8.9%) had severe pneumonia.
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Table 4. ARI Among Under-Five Children by Severity and
Farmers’Associations, Sululta Awraja, 1990.
(percentage in parenthesis)
Farmers’ [No sign cough Pneu- Severe Total
Assoc. of ARI monia Pneumonia
Specific 253 19 15 6 293
HE FA (86.3) ( 6.5) ( 5.1) { 2.1) (100)
General 254 15 23 1 293
HE FA (86.7) ( 5.1) ( 7.8) ( 0.3) (100)
Total 507 34 38 7 586
(86.6) ( 5.9) ( 6.3) (1.2) (100)

P > .05
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The proportion of under five children who had ARI
and ALRI during the four months period were 13.9% and
7.9% respectively in the two study communities. The
incidence of ARI was 0.5 episodes per child-year and the
incidence of ALRI was 0.2 episodes per child-year. The
average number of episodes of ARI by severity by age is
shown in table 5. The average number of ARI episodes are
higher in the age group between 0-1. 32% of all children
with ARI are less than 1 year of age. The average number
of ARI episodes in this age group is 0.23. The relative
risk of having ARI among under one year children was 2.05
with 95% confidence interval of (1.35,3.13) times higher
as compared to 1 - 4 year children(table 5). During the
four months,the average number of episodes between male
and female in all age groups were 0.14 and 0.12 episodes
respectively. There was no statistically significant
difference in the incidence of ARI between females and

males (table 6).
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Table 5. ARI Episodes Among Under Five Children by Severity and
Age, Sululta Awraja, 1990.
(average ARI episodes in parenthesis)

Age n No sign cough Pneu- Severe Total
of ARI monia Pneumonia ARI

0-1 [113 | 87 (0.77) 14 (0.12) 10 (0.09) 2 (0.02) 26(0.23)
1-2 [108 | 91 (0.84) 6 (0.05) 11 (0.10) O (0.00) 17(0.16)
2-3 (165 |153 (0.93) 4 (0.02) 6 (0.04) 2 (0.01) 12(0.07)
3-4 [112 ﬂ 98 (0.88) 4 (0.03) 7 (0.06) 3 (0.03) 14(0.13)
4-5 | 88 " 78 (0.89) 6 (0.07) 4 (0.04) 0 (0.00) 10(0.11)

Tot.|586 |[507 (0.87) 34 (0.06) 38 (0.06) 7 (0.01) 79(0.13)
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Table 6. ARI episodes Among Under Five Children by Sex.
(average ARI episodes in parenthesis)
Sex n No sign Cough pneu- Severe Total
of ARI monia pneumonia ARI
Male 334 286(0.85) 20(0.06) 24(0.07) 4(0.01) 48(0.14)
Female 252 221(0.87) 14(0.05) 14(0.05) 3(0.01) 31(0.12)
Total 586 507(0.87) 34(0.06) 38(0.06) 7(0.01) 79(0.13)

p > .05
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PRACTICE

Negative practices decreased after the intervention
of ARI specific health education. The prevalence of
negative practices at the beginning of the survey was 14
(7.9%), 13 (7.5%) and 5 (2.9%) in the ARI specific health
education, general health education and control Farmers’
Associations respectively. After the intervention of
health education, the prevalence of negative practice
changed to 4 (2.5%), 4 (2.7%) and 6 (3.9%) in the ARI
specific health education, the general health education
intervention, and the control Farmers’ Associations
respectively. The percent change of negative practice was
calculated to be 68.3% in the ARI specific health
education intervention community, 64% in the general
health education intervention community and =-34% in the
control community. Although there was a change between
the pre and the post test in negative practice in general
health education intervention and control communities,
the change was not statistically significant. There was
no statistically significant difference in the change
(reduction) of negative practice between the ARI specific
health education intervention and the general health
education intervention community. The difference between
ARI specific health education intervention and the

control community was statistically highly significant.
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When comparison of mean scores was done, the F-test
showed that there was a highly statistically significant
difference between ARI specific health education and
general health education and between ARI specific health

education intervention and control communities (Table 7).
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Table 7 Mean Care-givers’ Practice Scores by Intervention &
Farmers’ Association, Sululta, 1990.
Farmers Mean Practice Score
Associations Pre-interven Post-interven p value
ARI specific HE FA s by % 18.5 0.000
General HE FA 17.0 175 0.215
Control FA 17.4 17.1 0.115
*
F -test 0.271 0.000

* Area of difference

ARI specific versus general health education communities

ARI specific intervention community versus control

community
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Oout of the total episodes of ARI in the study
communities, 40 (50.6%) were from Kore Roba and 39
(49.4%) were from Guto Farmers’ Associations. 1In the
assessment of the actual practice, 35 of 40 cases (87.5%)
of the ARI specific health education intervention
Farmers’ Associations were reported to be treated with
home care (by increasing food and fluid) and by taking
the children to the health center when the illness
worsened. In the general health education intervention
Farmers’ Associations 22 of 39 patients (56.4%) of the
episodes were treated with home care and taken to the
health center when the illness worsened. The difference
in health care seeking practice among the two
intervention communities was statistically highly
significant. The rate ratio of home care and taking to
a health institution was 3.4 with 95% confidence interval
of (1.43,8.33) times higher in the ARI specific
intervention communities. The records from the health
center showed that 30 of the reported 40 cases (75%) from
the ARI specific health education intervention area, 12
of the reported 39 cases (30.7%) from general health
education intervention area and 11 cases from the control
community were brought to the health center. This
difference was statistically significant with a rate

ratio of 2.44 and a 95% confidence interval (1.02,5.89)
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when the ARI health education intervention community is
compared to the general health education intervention

community.

ATTITUDE

The prevalence of negative attitudes toward ARI
decreased in both intervention communities. The number
of negative attitudes before intervention was 14 (7.9%)
in the ARI specific health education area, 18 (10.1) in
the general health education intervention community, and
16 (8.9%) in the control Farmers’ Associations. There
was no statistically significant difference among
Farmers’ Associations in attitude at baseline. After the
intervention of health education, the prevalence of
negative attitudes was 6 (3.8%) in the ARI specific
intervention community, 5 (3.8%) in the general health
education community, and 20 (11.4%) in the control
community. The percent change in the ARI specific health
education intervention area was 51.9%, 66.3% in the
general health education intervention community, and -
28.1% in the control community. This shows that there
was an improvement in the health education intervention
communities but deterioration in the control Farmers’
Associations and these differences were statistically
significant. The control community showed that there

actually was an increase in negative attitude but it was
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not significant. When attitude was dichotomized into
positive and negative there was no significant difference
in the change of negative attitude between ARI specific
health education intervention community and general
health education intervention community. However, when
mean post intervention attitude scores were compared
using one way analysis of variance, the F-test showed
that there was a statistically significant difference in
the post intervention scores between ARI specific healfh
education and general health education intervention
communities and between ARI specific health education and

control communities (Table 8).
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Table 8. Mean Care-givers’ Attitude Scores by Intervention &
Farmers’ Association, Sululta, 1990.

Farmers Mean Attitude Scores
Associations Pre interven Post interven| p value
ARI Specific HE FA X743 18.0 0.025
General HE FA 16.5 17.2 0.042
Control FA 16.8 16.7 0.700
*
F-test 0.095 0.000

* Area of difference

ARI specific versus general health education intervention
communities

ARI specific intervention community versus control community
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KNOWLEDGE

The prevalence of negative knowledge before the
intervention of health education was 67 (59.1%), 89
(52.4%), and 109 (60.9%) in Kore Roba, Guto and Arbi
Akako respectively. After the intervention of health
education, the prevalence of negative knowledge was 65
(41.1%), 102 (69.9%), and 109 (65.5%) in ARI specific,
general health education and control communities
respectively. The percent changes were 30.4% in ARI
specific health education intervention, - 33.4% in
general health education intervention, and =-7.5% in
control Farmers’ Associations. The percent change was
highly significant in the ARI specific and general health
education intervention communities, whereas the change
was not statistically significant in the control
community. There was a statistically significant
difference in the change of negative knowledge between
ARI specific and general health education communities and
between the ARI specific health education intervention
community and the control community. Comparing the mean
knowledge scores gave the statistically significant
results in both pre and post-intervention surveys (Table

9).
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BELIEFS

There was no reduction in negative beliefs in any of
the three communities. The prevalence of negative beliefs
during the baseline survey before intervention was 95
(52.8%) in ARI specific health education intervention, 95
(54.0%) in general health education and 94 (52.2%) in
control Farmers’ Associations. After the intervention of
health education the prevalence of negative beliefs was
84 (53.2%) in ARI specific health education, 83 (56.5%)
in general health education, and 92 (54.8%) in control
Farmers’ Associations. As a result the percent changes
were -0.75%, -5.2%, and -5% in the ARI specific, General
health education and in the control communities
respectively. There was no significant difference
between the pre intervention and the post intervention
results within any of the Farmers’ Associations. When
the beliefs of ARI specific health education intervention
Farmers’ Association are compared to the general health
education intervention Farmer’s Association and control
community after the intervention of health education, no
statistically significant change was noted among all
Farmers’ Associations. The same result was obtained when
the mean scores were compared using t-test and one way

anova (table 10).



Table 10. Mean Care-givers’
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Farmers’ Association, Sululta,

1990.

Belief Scores by Intervention

&

Farmers Mean Belief Scores
Associations
Pre interven Post interven| p value
ARI Specific HE FA 13.3 13.5 0.479
General HE FA 13.5 13.0 0.186
Control FA 13.4 13.4 0.895
F-test 0.911 0.670
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DISCUSSION

The general characteristics of the whole population
were not significantly different among the three Farmer’s
Associations except for some moderate economic
differences in one. Therefore, the study population in
all Farmer’s Associations are generally considered
comparable. Nevertheless, it happened that there were
more people of low economic status in the group which was
given statistical significance. However, the level of
significance was only(p = 0.049) when the economic status
among Farmers’ Associations were compared using the two
categories low and high. A t-test performed on the
difference in mean economic status was insignificant (p
>0.05).

The proportion of children who had ALRI in the study
period were comparable with some studies done in rural
areas of China (23), India (24) and Papua New Guinea
(25). However, the average number of ARI episodes per
child in Sululta is remarkably low when compared to
other community based studies done in Ethiopia
(24) ,Indonesia (26) and Papua New Guinea (27). This may
be due to differences in the operational definition of
ARI cases in this study in keeping recent WHO ARI control
guidance. These other studies of ARI included conditions

like runny nose, tonsillitis and otitis media. In
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addition, this area of Ethiopia has not been affected by
drought, is close to the capital city and the economic
status and nutritional status of the children are
probably better although there are no specific studies.
On the other hand, this study was done during the rainy
season. This season might be thought to have a
relatively high incidence, although 1local health
institution records suggest that the dry and cold season
has an even higher rate. These reasons may account for
some of the differences.

As in the other studies done in Ethiopia (24), Nepal
(15), and Papua New Guinea (27) ARI episodes in this
study are significantly higher in children under one year
of age. This probably is due to the low immune status in
this age group. But in contrast to other studies there
was no significant difference in the occurrence of ARI
among males and females in any age group.

In general the prevalence of negative practices was
quite low even before the intervention of health
education was introduced. This may be due to the
geographical proximity of Sululta to the capital city
that might have enabled the members of these study
communities to make frequent visits and gather new ideas
and better ways of practice. It is also possible that
the majority of the study population gave the correct

answer telling the interviewers what they thought was
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desired. Another reason for this low prevalence of
negative practice could be the arbitrary cut-off 50%
used to dichotomize negative and positive practice.
There was no significant difference in practice before
intervention which indicates that the groups were
comparable at the time of the baseline study. The
statistically significant changes which we obtained in
the ARI specific health education community and the lack
of change in the general health education and the control
community shows that the ARI specific health education
intervention was effective. This was verified by the
fact that a statistically significant larger number of
mothers and care-givers from the ARI specific community
brought their sick children with ARI to the health
center, showing that there is a change in actual practice
due to the intervention of ARI specific health education.
Comparable results were also observed in Tanzania (78)
where mothers were more likely to bring their children to
a health institution after an intervention of ARI
specific health education. The fact that the prevalence
of negative practice as measured by the post intervention
questions was reduced in the general health education
community, but the health institution records did not
show increased numbers of children from this community
being brought there, suggest that desirability bias may

be affecting their responses to the post intervention.
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For both practice and attitude, when the scores were
dichotomized into positive and negative, there was not a
significant difference at post test between the ARI
specific and general health education communities.
However, when mean post test scores are used, a
significant difference is seen. This is likely due to
the arbitrary nature of the cutoff point when
dichotomization is used, and perhaps also to the relative
statistical efficiency changes in mean scores.

The prevalence of negative attitudes was lower than
expected during the baseline survey. This may be due to
some of the same reasons as for the low prevalence of
negative practice. The lack of statistically significant
difference in attitudes among Farmers’ associations show
that the communities were comparable at baseline. There
were significant changes in attitudes both in the ARI
specific health education and the general health
education communities which may be attributed to the
results of the interventions. The change in negative
attitude in the general health education intervention
community may be explained by the introduction of general
and comprehensive health education which might have
broadened their outlook on case management and causality
of illnesses as compared to the very specific health
education on ARI.

The prevalence of negative knowledge on causes and
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case management of ARI is high. This was probably due to
their 1low 1literacy rate. There was a significant
difference in negative knowledge among Farmers’
Associations before intervention. This difference was
due to the relatively high prevalence of negative
knowledge in the general health education community and
which deteriorated after the intervention. After the
intervention of health eduction, there were significant
changes (reduction) in negative knowledge in the ARI
specific community but not in the other two communities.
Therefore, the change in knowledge could be attributed to
the effect of ARI specific health education.

The prevalence of negative beliefs is relatively
high. This may be because of their traditional ideas of
spiritual disease causality which have been held for
generations and are unlikely to change from four months
of health education. This was why this study tried to
differentiate beliefs from knowledge. Anything related
to the spiritual causation of ARI was classified as
belief. Questions referring to scientific concepts of
disease, such as germs, dirt, and poor nutrition causing
disease were classified as knowledge. It was felt that
although beliefs were unlikely to change from the
intervention, knowledge could change. People are capable
of adding new ideas of disease without discarding the

old. In fact, this is what was found in the study. The
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interventions had no effect on belief, although ARI
specific health education did lead to an improvement in
knowledge scores. Thus, while many mothers may still
believe, for example that the evil eye causes difficulty
breathing, they now know that germs are also capable of
causing this.

This study attempted to avoid selection bias by
using a random sampling procedure in selecting the study
population. Recall bias in measuring the incidence was
avoided by the fortnightly visits made by the
interviewers to detect ARI cases. In the control
Farmers’ Associations there was no health education given
and they didn’t have forthightly visits. This was done
to control the effect of the repeated visits which by
themselves may affect maternal and other care-givers
behaviour by means of the so called "Howthorn effect".
The other benefit of the control group was to compare the
effect of ARI specific and general health education with
no health education. The control group helped us to
control the change in practice which could have happened
by the fortnightly visits made by the interviewers.
Desirability and interviewer bias were minimized by
selecting interviewers who are non health workers and
females from the community. In this study two ways of
analysis were used to show the effect of health

education. This was done because of the difference in the
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merits and demerits of the ways. At the beginning
analysis was made dichotomizing the scores. Limitations
in dichotomizing were the arbitrary cut-off, loss of
information which may cover the truth. To overcome these
limitations comparison of means was done which is
efficient and could avoid the loss of information but
less intuitive and is a simple average

Limitations in the study include both the relatively
short period of time of intervention and of follow-up.
An intervention over a longer period of time may result
in larger changes. It would also be important to know
whether or not the changes in practice in the ARI
specific intervention community are sustained past the
study period. The ultimate end points of interest, which
are morbidity and mortality from ARI, although clearly
important, were beyond the scope of this study.

Caution should be used in interpreting the figures
calculated in this study for annual incidence rates, as
this study was conducted mainly during the rainy season
(May through August). Health institution records
indicate that there are a higher number of consultations
for ARI during the months of October and November when
the weather is usually dry, cold and windy. Another
limitation of the study was the relatively few signs and
symptoms involved in the detection of ARI which may have

accounted for the relatively low number of ARI episodes.
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The 50% arbitrary cut-off point for knowledge, attitudes,
practices and beliefs could have accounted for the high
prevalence of negative knowledge and beliefs and the low
prevalence of negative practice and attitude.

Although the changes seen in practice, attitude and
knowledge among the women of +the ARI specific
intervention community were all highly statistically
significant, it might be argued that the absolute
changes 1in score were relatively small and that the
clinical significance of the change is limited. However,
the fact that health institution records show that more
than twice as many children from the ARI specific
community were brought to the health institution as
compared to the general health education and control
communities (30 vs. 12 and 11 children) respectively,
suggest that the effect is important clinically.

Major emphasis on ARI specific health education
should be recommended with caution. ARI specific health
education should not be confused with exclusively
vertical, particular disease oriented health education.
These paper tried to show that: first, before giving any
health education one should identify the priority health
problems; second, health workers should be motivated and
convinced that health education affects the outcome;
third, appropriate training of health workers on health

education is necessary;fourth, the time, and number of
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attendants of health eduction should be convenient for
the care-givers as well as for the educators; fifth,
above all ARI specific health education should be
incorporated with other specific health education
programmes but emphasis should be made on that particular
priority disease problem. Implementing specific health
education with other health education programme should be
designed in such a way that the community as will and the
health workers should jointly identify the priority
health problems. Hence, specific health education should
be given more frequently, the time and place of health
education should be convenient and the education should
be two way discussion in a relatively small groups if
possible.

Therefore we cannot conclude from this study that
health education is effective since we used small group
discussions with appropriately selected and well trained
health assistants. Additionally posters were used and
women had access to health centers and health centers had
enough drugs. In implementing this type of intervention
care should be taken since the routine group health
education may not have strong effects. Referral to
health institution should be carefully recommended since
most mothers in developing countries may not have easy
access to health institutions and, on the other hand,

shortage of drugs in health institutions might increase
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frustrations although increasing foods and fluids and
using community health workers may be appropriate
everywhere.

Although ARI is an important cause of morbidity and
mortality in developing countries, clearly it is not the
only cause. This study did not measure practices related
to other important diseases. It is possible that women
in the general health education community had more
improvement in practices related to other diseases than
women in the ARI specific community. For example, they
may give more appropriate care for children with
diarrhoea. Future studies need to take this into
consideration. In Sululta Awraja ARI is the most
frequent cause of morbidity at the health institutions.
This is comparable with Nigeria (34)and the figures
analyzed by WHO (30 ). Therefore, ARI would seem to
require the necessary attention of the responsible health
workers. Therefore, health institutions should have a
sufficient amount of drugs, as well as well trained
health workers and the referral system should be well
organized.

Morbidity and mortality due to ARI are highly
determined by the overall socio-economic development of
any community. One way of measuring the health status of
a given community is the magnitude of infant the

mortality rate. As in other developing countries, the
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infant mortality rate in Sululta Awraja is high
(82.5/1000 live births). Thus it is to be expected that
mortality due to ARI is also high. Therefore, community
and household management of ARI cases is particularly
important in developing countries, where access to health
institutions is often difficult. Health education to

mothers is seen as a way to improve this management.
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CONCLUSIONS

This 16 weeks study showed that the incidence of ARI
is relatively low compared to other Ethiopian studies.
It also illustrated that the prevalence of negative
practices and attitudes were low whereas the prevalence
of negative knowledge and beliefs were high in the study
communities at baseline.

ARI specific health education was effective in
changing the knowledge, attitude and practice of case
management among care-givers of under five children,
whereas general health education was only effective in
changing negative attitudes. ARI specific health
education made an important impact in changing the health
care seeking behaviour (increased modern health service
utilization and increasing fluids and food to sick
children.). The intervention had no effect on the

beliefs of the communities.
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RECOMMENDATIONS

Health workers should give special attention to ARI
case management since the morbidity from these
diseases is relatively high among the under five
children who visit the health center.

ARI specific health education to mothers by health
assistants in health institutions and out reach
sites at convenient time to mothers can be
recommended as it is effective in changing the
health care seeking practice, knowledge and
attitude of the care-givers of under five children.

Further studies should be carried out to determine:

the sustainability of the changes noted in this study

the effect of a longer intervention or
interventions wusing other techniques on the
outcomes of interest

the effect of ARI specific health education on
morbidity and mortality from both ARI and other
diseases

the effect of ARI specific health education in
other settings, such as urban centers and other
countries.

Since health assistants are few in number,
consideration should be given to training community

health agents about ARI case management in such a
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way they can be utilized in educating the care-
givers of under five children regarding their
practice, attitude, knowledge and belief of these
diseases and to eventually facilitate and sustain
the referral system.

To ensure continuity and expand the control
programme in Sululta Awraja, training of salaried
and community health workers in quarterly refresher
courses and monthly in service training on case-
management and health education of ARI should
continue and drugs should be made available in all
health institutions.

To compensate for the effect of ARI specific health
education on infant mortality, hence, narrowing the
natural birth spacing, education on family planning
should be integrated in the general health
education along with ARI specific health eduction.
Distribution of oral contraceptives will Dbe
maintained at the community 1level wunder the
supervision of the salaried health personnel who

come on a monthly basis.
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Questions from 1 to 46 were interviewed at the
baseline and after the intervention of health education
to assess the knowledge,attitudes,practices and

beliefs of care-givers.

ANNEX I

EKNOWLEDGE, BELIEFS, ATTITUDES AND PRACTICES STUDY
ON PRIMARY CARE - GIVERS OF UNDER FIVE AGE

CHILDREN IN SULULTA AWRAJA 1990

Iz Questionnaire on knowledge, beliefs, attitudes and
practices.
Questions to mothers or other primary care-givers

ounder-five age children.

1 Name of the Farmers’ Association

2. House number

= N Name of the mother or other care-giver
4. Age of the mother or other care-giver

5. Gender
1. Male
2. Female
6. Has any of your under five children been sick with
cough?

1. Yes 2. No
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¥ If yes, for how long was the child(ren) so sick?
1. less than one week
2. 1 - 4 weeks
3. more than four weeks

8. If the child was sick with cough, what did you do?

9. If none of your children were sick, what would you
do if the child

9.1- develops cough for less than one week?

9.2~ develops cough for 1 - 4 weeks?

9.3- develops cough for more than four weeks?

10. Has any of your children been sick with fever?
l. Yes

2. No



11.

12.

13.

14.

15.

16.
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If yes, for how long was the child(ren) so sick?
1. one day 3. 4-5 days
2. 2-3 days 4. more than five days

If a child was sick with fever,what did you do?

If none of your children were sick with fever, what

would you do if the child develops fever?

Has any of your children ever had difficulty in
breathing?
1. Yes
2. No
If yes, for how long was the child(ren) so sick?
1. less than one day
2. 1-2 days
3. more than two days
If a child was sick with difficulty of breathing,

what did you do?
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18.

19.

20.

21.

22.
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If none of your children were sick with difficulty
of breathing, what would you do if the child

develops difficulty of breathing?

Has any of your children had convulsions in
association with fever?

1. Yes

2. No

If the child had a convulsion, what did you do?

If none of your children had a convulsion, what

would you do if your child(ren) has convulsion?

Has any of your children had whooping cough?
1. Yes
2. No

If the child had whooping cough, what did you do?
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24.

25.

26.

27.

28.
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If none of your children had whooping cough, what

would you do if your child develops whooping cough?

Has any of your children had pneumonia?
1. Yes
2. No

If the child had pneumonia, what did you do?

If none of your children had pneumonia, what would

you do?

What would you do if the under five child develops
fever?

1. Add more clothes

2. Wrap the child with light clothes and try

to ventilate

3. No change
Has any of your chjldren refused to eat or drink in
association with:

28.1- cough 1. Yes 2. No



29.

30.

31.

32.

33.
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28.2- difficulty of breathing
1. Yes 2. No
28.3- fever
1. Yes 2. No
If the child(ren) refused to eat or drink in
association with the above mentioned illnesses, did
you
1. discontinue (decrease) feeding or giving
fluid
2. continue feeding or giving fluid (usual
amount)
3. increase feeding or giving fluid
Do you prefer to
1. discontinue or
2. continue feeding when your child has
difficulty of breathing?
Do you prefer to
1. discontinue or
2. continue feeding when your child has
fever?
Do you prefer to
1. discontinue or
2. continue feeding when your child has
difficulty of breathing?
Do you want to

1. decrease
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2. increase
3. continue the same the amount of food or
fluid when your child has cough?
34. Do you want to
1. decrease
2. increase
3. continue the same éhe amount of food or
fluid when your child has difficulty of
breathing?
35. Do you want to
1. decrease
2. increase
3. continue the same the amount of food or
fluid when your child has fever?
36. Do you prefer to wrap the child with
1. heavy clothes
2. light clothes (ventilate)
3. no change
37. What do you prefer to do when a child develops
cough?
1. home therapy
2. local herbs
3. take the child to a traditional healer
4. take the child to a holy water
5. take the child to a health institution

6. other,specify
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What do you prefer to do when a child develops
difficulty of breathing?

1. home therapy

2. local herb

3. take the child to a traditional healer

4. take the child to a holy water

5. take the child to a health institution

6. other,specify

39.What do you prefer to do when a child develops fever?

40.

41.

42.

1. home therapy

2. local herbs

3. take the child to a traditional healer
4. take the child to a holy water

5. take the child to a health institution

6. other, specify

What do you think are the causes of cough?

What do you think are the causes of difficulty of

breathing?

What do you think are the causes of fever?
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43. What do you think are the causes of whooping cough?

44,

45,

Please indicate whether or not the following are
very dangerous, dangerous or not dangerous.
44.1- Cough

1. very dangerous

2. dangerous

3. not dangerous
44.2- Difficulty of breathing

1. very dangerous

2. dangerous

3. not dangerous
44.3- Fever

1. very dangerous

2. dangerous

3. not dangerous
Please indicate whether you strongly agree(SA),
agree(A), disagree(DA), or strongly disagree(SDA).
45.1- Cough can be caused by an evil eye.

1. SA 2. A 3. DA 4. SDA
45.2- Difficulty of breathing can be caused by an

evil eye.

1. SA 2. A 3. DA 4. SDA
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45.3- Fever can be caused by an evil eye.

1. SA 2. A 3. DA 4. SDA
45.4- Cough can be caused by an evil spirit.

1. SA 2. A 3. DA 4. SDA
45.5- Difficulty of breathing can be caused by an

evil spirit.

1. SA 2. A 3. DA 4, SDA
45.6- Fever can be caused by an evil spirit.

1. SA 2. A 3. DA 4. SDA
45.7- Cough can be caused by quarrelling with

supernatural forces(Wukabi).

1. SA 2. A 3. DA 4. SDA
45.8- Difficulty of breathing can be caused by

quarrelling with supernatural forces

(Wukabi) .

1. SA 2. A 3. DA 4. SDA
45.9- Fever can be caused by quarrelling with

supernatural forces (Wukabi).

1. SA 2. A 3. DA 4. SDA
45.10- Cough can be cured by holy water.

1. SA 2. A 3. DA 4. SDA
45.11- Difficulty of breathing can be cured by holy

water.

1. SA 2. A 3. DA 4. SDA
45.12- Fever can be cured by holy water.

1. SA 2. A 3. DA 4. SDA
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45.13- Cough can be cured by a wizard.
1. SA 2. A 3. DA 4. SDA
45.14- Difficulty of breathing can be cured by a
wizard.
1. SA 2. A 3. DA 4. SDA
45.15- Fever can be cured by a wizard.
1. SA 2. A 3. DA 4. SDA
45.16- A child can die of cough.
1. SA 2. A 3. DA 4. SDA
45.17- A child can die of fever.
1. SA 2. A 3. DA 4. SDA
45.18- A child can die of difficulty of
breathing.
1. SA 2. A 3. DA 4. SDA
45.19- It is not necessary to take a child to a
health institution when he/she develops
cough.
1. SA 2. A 3. DA 4. SDA
45.20- It is not necessary to take a child to a
health institution when she/he develops
difficulty of breathing.
1. SA 2. A 3. DA 4. SDA
45.21- It is not necessary to take a child to a
health institution when he/she has fever.

1. sa 2. A 3. DA 4. SDA
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46. What are the signs and symptoms of pneumonia.

Name of the respondent

Name of the interviewer
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Questions 47 to 96 were interviewed at the baseline

survey to describe the socio-economic and demographic

data.
47. What is

and the

4.
5.

49.

the relation between the primary care taker

child?
mother 6. brother
father 7. aunt
grand mother 8. uncle

. grand father 9. adopted

sister 10. other,specify

person responsible is not the childs’
what has happened to the mother?

divorced

died

separated

sick

other, specify

If the primary care-giver is not the mother of the

child how long has the child been with the other

primary care-giver?

1. less than one month
2. 1-2 months

3. 3-5 months

4. 6-8 months

5. 9-12 months

6. more than 12 months
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51.

52.

53.

54,

55.

Are the grandparents of the under fives living in
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the same village?

1. Yes

2. No

Ethnicity

1. Amhara

2. Oromo

3. Other, specify

Religion

1. Ethiopian Orthodox Christian
2. Muslim

3. Other, specify

Occupation of the primary care-giver

o

2l

3.

4.

house wife 5. local drink seller
student 6. merchant
farmer 7. other,specify

government employee

Occupation of the head of the household

1. farmer
2. merchant
3. government employee

4. other, specify

Educational status of the primary care-giver

1.

2‘

3.

Illiterate
can read but not write

can read and write
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4., completed grade 1-3
5. completed grade 4-6
6. completed grade 7-12
7. completed grade > 12
56. Educational status of the head of the household
1. illiterate
2. can read but not write
3. can read and write
4, completed grade 1-3
5. completed grade 4-6
6. completed grade 7-12
7. completed grade > 12
57. Marital status of the mother or the primary care-
giver
1. married
2. single
3. divorced
4. widowed

5. other, specify

58. Economic status
58.1- Number of oxen
l.none 4. three
2. one 5. four

3. two 6. more than four
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58.2- Number of cows

1. none
2. 1-4
3. 5~8
4. 9-12
5. > 12

58.3- Type of roof
1. grass
2. corrugated iron sheets

3. other, specify

59. Number of rooms

1. one
2. two
3. three
4. four

5. gfeater than four
60. How long has the house been at the present site?
1. less than one year
2. 1-2 years
3. 3-4 years
4. more than four years
61. How many windows are open during the day?
1. none 4. three
2. one 5. four

3. two 6. more than four



62.

63.

64.

65.

66.

67.
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Is the kitchen a separate room?
1. Yes
2. No
Do you make fire in the living house?
1. Yes
2. No
What do you use for making fire?
1. wood 4. dried manure
2. charcoal 5. other, specify
3. wood and charcecal
How long is the fire burning in the house?
1. the whole day
2. half a day
3. in the evening

4. other, specify

What is the source of light in the house?
1. electricity
2. kerosene lamp
3. gas lamp

4. other, specify

From where do you get drinking water?

1. pipe 5. protected spring
2. unprotected well 6. river
3. protected weell 7. other, specify

4. unprotected spring
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69.

70.

71.

72.

73.
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Sanitary facilities
1. none or open field 3. private pit latrine
2. shared pit latrine 4. other, specify
Do animals live in the house?
1. Yes
2. No

How many adults smoke in the house?

1. none 4. three
2. one 5. four
3. two 6. more than four

What do they smoke?
1. cigarettes 4. traditional (gaya)
2. pipe 5. other, specify
3. cigar (tenbaho)
Does the father smoke?
1. Yes
2. No

72.1- If yes, how many times per day?

Does the mother or the primary care-givers smoke?
1. Yes
2. No

73.1- If yes, how many times per day?
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75.

76.

77 «

78.
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How many people live in the house?

1. two 6. seven

2. three 7. eight

3. four 8. nine

4. five 9. ten

5. Bix 10. more than ten

How many of the children in the house go to school?

1. none 5. four 9. eight

2. one 6. five 10. nine

3. two 7. six 11. ten

4. three 8. seven 12. more than ten

Have you attended antenatal care during your last

pregnancy?
1. Yes
2. No

If yes, how many times did you attend antenatal

care?
1. none 4. three times
2. once 5. four times
3. two times 6. more than four times

Who assisted the delivery of your last child?
1. nobody
2. a person who has no knowledge or experience
3. traditional birth attendant

4. trained traditional birth attendant
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80.

81.

82.

83.
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5. health institution

6. other, specify

How many children does the mother of the under five

has?

1. one 5. five 9. nine

2. two 6. six 10. ten

3. three 7. seven 11. more than ten
4, four 8. eight

What is the space (difference in years) between
the youngest child and the second from the
last child?

1. more than one year 4. three years

2. one year 5. more than three years

3. two years

From where does the family get health services?

1. traditional healer 5. community health agent
2. self treatment 6. health institutions
3. holy water 7. other,specify

Were you at the health institution in the last

month?
1. Yes
2. No

If yes, why did you go to the health institution?
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) Y

2.

85.

86.

87.

88.

89.

90.
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uesti a ab i

Name of the under fives Age male female

Was the youngest under five child breast fed?
1. Yes
2. No

If yes,for how long?

1. less than three months 4, 10-12 months

2. 4-6 months 5. greater than 12 months

3. 7-9 months
When was additional feeding started for the
youngest under five?
1. less than four months 3. 7-9 months
2. 4-6 months 4. more than nine months
Was the youngest under five bottle fed?
l. Yes
2. No
Was the youngest under five vaccinated?
1. Yes
2. No

If yes, how many times?
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92.

93.

94.

95.

96.

Was the
the age
1.
25

Has the
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one time 4, four times
two times 5. five times
three times 6. more than five times

youngest under five child vaccinated after
of nine months?

Yes

No

youngest child had oral vaccines

Yes

No

how many times?

one time 3. three times

two times 4, four times

How many people share bedroom a with the under five?

1.

2

3.

4.

5.

none 6. five

one 7. six

two 8. seven

three 9. eight

four 10. more than ten

Which of the following illnesses had the last under

five experienced?

95.1- measles 1. Yes 2. No
95.2- whooping cough 1. Yes 2. No
95.3- pneumonia 1. Yes 2. No
95.4- wheezing 1. Yes 2. No

Has the child experienced the following signs and
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symptoms in the last fifteen days?

1. cough 6. wheezing

2. difficulty of breathing 7. not able to eat
and drink

3. fever 8. abnormally sleepy

or difficulty to wake

4. fast breathing 9. convulsion

Name of the respondent

Name of the interviewer
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Questions 1 to 15 were interviewed every fortnightly
determine the incidence of ARI and to assess the actual
practice of care-givers.

III Questionnaire about the sick under five

1 Name of the farmers association
2. House number
3. Name of the under five
Age
Gender
4, Has the child experienced the following signs or

symptoms in the last fifteen days?
1. cough 6. wheezing
2. difficulty of breathing 7. not able to eat or
drink
3. fever - 8. abnormally sleepy
or difficulty to wake
4. fast breathing 9. convulsion

5. chest in drawing

5. What did you do to help the child?
6. Was the child breast fed?
1. Yes

2. No



10.

11.

12.

13.

14.
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If yes, how long?
1. less than three months 4, 10-12 months
2. 4-6 months 5. more than 12 months
3. 7-9 months
When was additional feeding started?
1. less than four months 3. 7-9 months
2. 4-6 months 4. more than nine months
Was the child bottle fed?

1. Yes

2. No
Was the child vaccinated?

1. Yes 2. No
If yes, how many times?
1. once 4. four times
2. two times 5. more than four times
3. three times
Was the child vaccinated after the age of nine
months?

1. Yes

2. No
Has the child had oral vaccines?

1. Yes

2. No
If yes, how many times?
1. once 3. three times

2. two times 4, four times



15.

Which of the following illnesses had the child

experienced?

15.1-
15.2~
15.3-

15.4~

measles
whooping cough
pneumonia

wheezing

1. Yes 2. No
1. Yes 2. No
1. Yes 2. No
1. Yes 2. No

Name of the respondent

Name of the interviewer
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ANNEX II

TRAINING MANUAL FOR THE INTERVIEWERS

Summary of the Training Given to the Interviewers

The questionnaires were distributed to the
interviewers.

The questionnaires were read through together with
the interviewers and explanations were given.

A half day period was given to the interviewers to
thoroughly study the questionnaires.

An interview was done with one patient in the
health center to demonstrate to the interviewers.
The interviewers did role playing.

Field practice was also undertaken in a community

40 kms from the health center.

Instruction and Guidelines Given to the Interviewers on

how to Identify the Households

Before going out to the research area, interviewers

were instructed to make sure that they were in possession

of chalk, drawing papers, pencils, erasers and rulers.

Then the following guidelines were given:

1.

To introduce themselves to the Farmers’
Associations Officials and show their letters
that request cooperation.

To select a spot from where they can see the entire



113
village.
To draw a map of the Farmers’ Association showing
each house, roads, trees, hills etc.
To number each house on the map.
To write the given number on the houses with the
caution that - it must be seen easily.
- it must be protected against the rain.

To give the map to the instructor so that the

instructor will select the house numbers using a
random table and assign the houses to each
interviewer.

To look at the map of the Farmers’ Associations and

locate the houses they are assigned to.

Clarification Concerning the Usage of the Questionnaires

The following instructions were given concerning the

usage of the questionnaires :

1.

To ask the questions as they are written in the
guestionnaire. If the mother or the person who
is taking care of the child could not

understand the question, it is necessary to repeat

the questions two or three times. If again it
is not understood, ask the question in another
way without changing meaning. They were

instructed not to 1lead the respondent to a

particular answer.
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The answers for the open-ended questions should be
written clearly as has been stated by the

respondent

The opinions (answers for the closed ended
questions) should not be given as a multiple
choice questions unless it is instructed.
Encircle the serial number corresponding to the
respondent’s answer.

If the answer did not have a specific serial
number, write the answer on the space provided
under "others, specify".

If the respondent gives two answers encircle both
serial numbers, but if it is not present
in the options write the answers in the
space provided under "others, specify".

They were instructed to be sure that they have
completed all guestions and have written their
names and the respondents’ name before leaving
the households.

To hand over the filled questionnaires to their
supervisors during supervision or lunch break

or at the end of the day.
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a ications Spe 1 uestion

Questionnaire I and II

Questions from 1 to 4,8 to 10,12,13
16,17,19,20,22,23,25,26,40 to 43,46,83,84 = should
be written clearly as has been stated by the mother
or the primary care-givers.

Questions from 27 to 36 and 44 to 45 = options
(choices for the answers) should be given or read.

Questions from 37 to 39 and 47 to 60 = answers
should not be given as a multiple choice questions.
Encircle the serial number corresponding to the
respondent’s answer.

Question no. 54 =~ occupation of the head of
the household is the main occupation that
generates income for the family.

Question no. 55 and 56 - give reading material
( the questionnaire) to verify the ability of the
respondent.

Question no. 85 to 97 - is about the last
(youngest) under five in the family; be sure to ask
the specific questions about the youngest under
five. Answers for these questions should not be
given as a multiple choice questions. You should
encircle the serial number corresponding to the

respondent’s answers.
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Questionnaire III - is about the sick under five children

and the questions will be asked every two weeks.

Question no. 1,2,3 and 5 - answers should not be
given as a multiple choice but the serial number
corresponding to the respondents answer should be

encircled.

Interview

The interviewers were instructed:

1.

To check their pencil, pen, eraser, sharpener, and
the number of questionnaires they have.

To put these materials in the bag.

To locate the houses on the map.

To go to the first household and explain the
purpose of their visit and ask if there are
children who are under five years of age. If
there are none, proceed to the next household.

If there is a child who is under five years of age,
to ask politely if they can talk to the mother or
to the person who is taking care of the child.

If the mother or the person who is taking care of

the children is not present, ask when she/he
will be back and leave a message that you will
be back.

If there are two mothers of under five children
residing in the same house, interview both of

them separately using two separate questionnaire.
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ANNEX III
HEALTH EDUCATION GIVEN ON ACUTE RESPIRATORY
ILLNES88 TO MOTHERS OR OTHER CARE-GIVERS IN SULULTA

AWRAJA,ETHIOPIA 1990

ARI, especially pneumonia, is one of the commonest
causes of morbidity in Sululta Awraja. Among the under
five children seen in the health center 9 % of the
children who came to the health center had pneumonia.
Many mothers could recognize this illness as a serious
problem. The illness can be treated effectively at home

and at the health center.

Definition - ARI is inflammation of the respiratory
system. Pneumonia is infection of the lung.
Etiology - ARIs are caused by different kinds of germs
which are very small and can’t be seen by the naked
eye. These germs are present everywhere but are
especially found in dirty places. The infection can
be transmitted from one child to another. The
diseases are severe in children who are under
nourished, non breast-fed and debilitated. Crowding
and smoke (cigarette, fire) are said to predispose

children to ARI.



118

Clinical Manifestations -
Cough - is the most common manifestation of ARI.
Most coughs are not serious and they usually
get better by themselves in one to
two weeks. If cough is accompanied
by some other severe signs, it will be a

life threatening illness (see figure - 5).

Fever - Fever could be the sign of different
infectious diseases. High grade fever is
very dangerous and should be lowered

immediately (see figure - 6).

Loss of appetite (decreased ability to feed) - A

child feeding less than half as much as usual
in the preceding 24 hours (one day) is
considered seriously ill. A child with even

a mild illness may lose his/her appetite.

Children have many mild illnesses and if they stop
feeding every time when they are ill, they may

become undernourished; as a result

undernourished children take longer to

recover from infections (see figure - 7)

Fast breathing - Fast breathing is a serious sign of
ARI.Fast breathing means a breathing which is
faster than usual (see figure - 8).

Chest in drawing - Chest in drawing is a very
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serious sign of ARI which is the result of
severe pneumonia. Chest in drawing is
when the muscles between the ribs
retracted inwards during inspiration. This sign is
usually accompanied with flaring of the
nose (see figure - 9).
Treatment -

Home care (see figure - 10)
1. Continue feeding - Continue feeding during an
acute respiratory infection and increase
feeding during convalescence to make up
the lost weight. Loss of appetite is
common during ARI and encourage the child to
eat small but frequent feeds. If the child has

fever,lowering the temperature, may help some
children eat. Clear the nose if it is blocked
and interferes with feeding. Usually foods
given during respiratory infections should
have high amounts of nutrients; for example
gruel made of mixed cereals with a small

amount of o0il or butter and milk.

2. Increase fluid - Children with respiratory
infections 1lose more fluid than usual,
especially when they have fever.

Encouraging extra-fluids will help the child

from deteriorating. In the exclusively breast-fed
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infants, breast-feed frequently. In
children who are not exclusively breast-fed,
offer the child extra to drink :breast milk,
clean water, clean fluid or milk.
3. Reducing fever - Don’t over-wrap a child with a
fever; over-wrapping makes fever worse, and

it can make breathing more difficult.

4. Watch for signs of pneumonia - the most
important home care advice is to watch for
signs of pneumonia. Mothers should
quickly bring a child to the health center
whenever the child develops any of the following:

(see figure - 11).

- chest in drawing,

- breathing becomes faster than usual,

- the child is not able to drink or eat,

- the child has cough and

- the child becomes sicker
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Fig. 11 Take Your Child to a Health Institution When Your Child has

Signs of Pneumonia
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