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Abstract  

Introduction: The UN (United Nation) Millennium Development Goals (MDG 4) calls for 
Ethiopia to reduce child mortality by a two-third by the year 2015. The practice of appropriate 
health care seeking has a great potential to reduce the occurrence of severe and life-threatening 
childhood illnesses. However, varieties of factors have been identified as the leading causes of 
poor utilization of primary health care services. Poor socio-economic status, lack of physical 
accessibility, attitude to modern treatment, low literacy level of the mothers, large family size, 
number of symptoms, previous experience of child death, and perceived severity of illness were 
the predictors of care seeking behavior 
Objective: To assess mothers/care givers health care seeking behavior and its determinants for 
childhood illnesses 
Methodology: The study employed both quantitative and qualitative data collection methods 
with face to face prepared questionnaire for quantitative and focus group discussion for 
qualitative study from April 11 to May 10/2014. For quantitative data template was prepared and 
the data was entered, categorized, coded, and summarized using EPI 3.5.3 and transformed to 
SPSS version 20.00 for further analysis. Bivariate and multivariate logistic regression analysis 
was done to see the association of each categories of variable with the outcome variable. 
Significance was checked at 95% CI with p-value <0.05.  
Result: Regarding child hood illness 4 weeks preceding the study. 212 (33.1%) children had 
illness. 

Most of the respondents 438(68.3%) believed that there were childhood illness that could not be 
treated by modern medicine 

Mothers/ caregivers who had diploma and above education level were more likely to seek health 
care than those who were illiterate and Place of residence also appeared as an important factor 
that influenced healthcare-seeking, with residents urban more likely seek health care than rural 
residence.  

Conclusion and Recommendation: The critical predictors of healthcare-seeking identified 
using multivariate analysis are; place of residence, educational status of the mothers/care givers, 
age of the mothers /care givers, distance of the health facility and private drug shop owner. 
Regarding to recommendation, efforts need to be done by government and non-governmental 
organization to improve the mothers’ health seeking behavior by providing information, 
education and behavioral change communication.  

Key words: mothers/care givers, health, care, seeking, behavior, childhood, illness, and rural 
district
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1. INTRODUCTION 

1.1. Background 
 Regardless of a significant progress has been made in reducing mortality in children less than 

five years of age, about 6.9 million children of under five years died in 2011 worldwide. 

Children in Sub-Saharan Africa(SSA) are about 16.5 times more likely to die before the age of 

five years than children in developed region(1-2).More than half of these deaths were due to 

preventable conditions where access to simple and affordable interventions was possible. 

Leading causes of death were pneumonia, preterm birth complications, diarrhea, birth asphyxia, 

malaria(3) and under nutrition contributed to more than a third of these deaths(4). About 49 

percent of the world’s under-five deaths occur in SSA, yet only 22 percent of all the children in 

the world are born in this region(5). It is often cited that 80% of people living in sub Saharan 

Africa have previously used traditional medicines(6). 

In Ethiopia the utilization of modern medicine could be dated back to start with the 16th century 

particularly during the reign of Emperor Liben Dingel. More recently the development and 

expansion of modern health services were started in 1930s, followed by the establishment of 

ministry of health (MOH) in 1948. Since then MOH was the major provider of modern health 

services in Ethiopia, other health service like military, large corporation and state farms have 

directly participated in provision of health care under government rule. Private clinics, drug 

retailers, and nongovernmental hospital are also secondary health care providers in the 

community(7).  

Considerable progress has been made towards achieving Millennium Development Goal four 

(MDGs 4). Since 1990, the global under-5-year-old mortality rate (U5MR) has dropped from 87 

deaths per 1,000 live births in 1990 to 51 deaths per 1,000 live births in 2011. But the rate of this 

reduction is still insufficient to reach the target of a two-thirds reduction of 1990 mortality levels 

by the year 2015(3). There has been less than satisfactory progress, especially in sub-Saharan 

Africa, towards the child and maternal mortality targets of Millennium Development Goals four 

(MDGs 4). The Countdown group reported that most of 68 target countries had made little or no 
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progress towards the child survival target, and that 12 countries in sub-Saharan Africa had 

actually seen reversals in child survival rates(8). 

Ethiopia is one of the 189 countries that signed the Millennium Declaration. The UN (United 

Nation) Millennium Development Goals (MDG 4) calls for Ethiopia to reduce child mortality by 

a two-third by the year 2015. Pursuant of these goals, the Ethiopian Ministry of Health has 

undertaken a number of important public health initiatives aimed at improving the health 

outcomes of women and children. One of these initiatives is the launching of the Health Services 

Extension Program (HEP) in 2003; an innovative way of scaling up the delivery of essential 

health interventions targeting the household and community level(9). 

Parents in all societies raise their children in a way that is generally compatible with the demands 

of their physical environment, socio-economic conditions, demographic characteristics, and the 

belief system that has been ingrained in their society. Categorizations of health seeking pattern 

for children can be grouped as reoccurring determinants and placed into key spheres of influence 

like informal and formal infrastructure. A recent study conducted in the rural area of Bangladesh 

that 86% of women received health care from non-qualified health care providers(10). 

1.2. Statement of the problem  
Of the estimated 8·8 million deaths of children younger than 5 years worldwide in 2008, 

infectious diseases caused 68% (6 million), with the largest proportions due to pneumonia (18%, 

1·6 million), diarrhoea (15%, 1·3 million) and malaria (8%, 0·7 million)(11).  

The highest rates of child mortality continue to be in Sub-Saharan Africa where, in 2009, one in 

every eight children (129 per 1000 live births) died before their fifth birthday a level nearly 

double the average in the developing region as a whole (66 per 1000) and around 20 times the 

average for developed regions (6 per 1000)(12).  

Delays in seeking appropriate medical care is one of the major factors contributing to severe 

disease among children presenting to hospitals with severe forms of malaria, pneumonia and 

diarrhoea(13) 

Ethiopia is among the six countries that account for 50% of children under-five mortality 

globally, with 194,000 deaths every year (14). More than one third of the deaths are largely due 

to communicable diseases that could be easily  prevented and treated using affordable and low-
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technology interventions (15) , even though there are great achievements in decreasing infant and 

child mortality from year 2000 to 2011, still large proportions of Ethiopian children are suffering 

from diarrheal diseases, respiratory problems and malnutrition (16). In response to the country’s 

health problem the government introduces Health Extension Program (HEP). HEP was designed 

based on the concepts and principles of Primary Health Care, to improve the health status of 

families, with their full participations, using local technologies and the community’s skills and 

wisdom (17). 

The practice of appropriate health care seeking has a great potential to reduce the occurrence of 

severe and life-threatening childhood illnesses. However, varieties of factors have been 

identified as the leading causes of poor utilization of primary health care services. Poor socio-

economic status, lack of physical accessibility, attitude to modern treatment, low literacy level of 

the mothers, large family size, number of symptoms, previous experience of child death, and 

perceived severity of illness were the predictors of care seeking behavior(18-19).  

Lack of health insurance coverage especially among the low-income family also influences 

health- seeking behavior (19). 

Different ethnic groups and cultures recognized different illness, symptoms and causes and have 

developed different health- care system and treatments strategies (20). Mothers in developing 

countries, however, often do not have sufficient knowledge of signs that their child's health is in 

danger, or of appropriate treatments, or access to appropriate health services. Poor mothers are 

also more likely to live in remote areas, which can lead to delays in seeking care, and to 

fatalities. A mother's care-seeking behavior is therefore particularly important in resource-poor 

countries (21). 
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1.3. Significance of the study  

Children less than five years worldwide are known to be vulnerable and susceptible in many 

respects, especially on matters on health. Nutritional deficiencies and malnutrition generally 

affect children more than any other group 

Health-seeking behaviors is a function not only of the availability of health facilities and other 

sources of healthcare but also motivation and ability of individuals to seek medical treatment 

(22) 

Detail information in the local setting was lacking. Findings from this study are intended to 

inform the local health extension workers and planners about the prevalence of illness among 

children under five years of age and care seeking behavior of mothers/care givers during child 

hood illness.  

Additionally, care givers/parents/ as a members of community or ethnic group or cultural groups 

they have their own belief system that explain illness, its causes and its consequences and 

depending on these, they have developed different health care system and treatment strategies. 

Similarly an individual’s decision about household management of illness and about when and 

where to seek care are influenced by his/her beliefs and perceptions of types and severity of signs 

and symptoms as well as by financial considerations. Assessing, the perceptions, beliefs and 

practice in childhood illness  management of the mothers/care givers, therefore provides 

evidence  for further intervention such as preparing educational messages based on existing 

beliefs. 

This study therefore aims to determine the factors affecting health seeking behavior (HSB) of 

mothers/ care givers when their children under the age of 5 years are suffering from common 

childhood illnesses such as diarrhea, fever, cough, and difficulty of breathing (DOB). Therefore, 

this study enables one to understand how to influence mothers/care givers behavior by a rational 

policy in order to promote child health. And the result from the study would be used to design 

effective intervention strategies for deaths caused by childhood illness in study community and 

communities with similar culture. 
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2. LITRATURE REVIEW 

The practice of appropriate health seeking has a great potential to reduce the occurrence of 

severe and life-threatening childhood illnesses. However, varieties of factors have been 

identified as the leading causes of poor utilization of primary health care services. Poor socio-

economic status, lack of physical accessibility, attitude to modern treatment, low literacy level of 

the mothers/care givers, large family size, number of symptoms, previous experience of child 

death, and perceived severity of illness were the predictors of care seeking behavior (18-19, 23). 

2.1 Factors affecting health care seeking behavior of mothers/care 

givers for childhood illness 

2.1.1. Magnitude of childhood illness and severity 
millions of mothers and their children live in a social environment that is against seeking and 

enjoying good health (24). The under-five mortality rate is now seven times higher in the African 

Region than in the European Region (25). 

Study done at Derra in 2008 showed that 86.4% of urban children who had diarrhea and 75.0% 

who had fever were taken to health facilities compared to rural children where only 45.5% with 

diarrhea and 34.4% with fever were taken for treatment to health facilities (19). 

2.1.2 Socio –demographic characteristics 
The study done at Mekelle in 2013, showed that child age, religion, educational status was 

significantly associated with mothers health seeking behaviors. Mothers who had children aged 

1- 11 months are significantly more likely to seek medical care than mother of children aged 2-

59 months and the response rates of the respondents  were 96 %, of these 59% were between the 

age of 25-34 while mothers aged 15-24 were 22.8%, 35-44 were 18.2%. Majority of mothers 

were followers of Orthodox Christianity 75.6%, Pertaining to educational status of respondents, 

32.7% were college /university graduate, majority of the respondents were house wives 49.2% 

(26).  

The choice of appropriate treatment were affected not only by the residence of the mothers or 

care takers, but also by other socio-demographic factors like distance of health care facilities, 

Educational status of the respondent women, and age of the respondent (27).  
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Other study done at Bahir dar in 2013 showed that, the response rates of the respondents were 

98.34%. Majority of study participants, 92.3% were biological mothers of the selected child, and 

97.1% were from the Amhara ethnic groups. 73.0% were in the age group of 20 to 35 years. 

83.4% were Orthodox Christians. 43.4% were unable to read and write, 82.4% were married, 

66.3% were from households having family less than or equal to five (28). 

Research done at Bahir dar showed that, 27.3% mothers’/caregivers’ were not sought treatments 

for their sick under five children. The main reasons for not seeking care from health facilities by 

mothers’/caregivers’ were, 26.7% lack of money (28) and also the research done at Derra  

showed that mothers’ main reasons for not seeking care from health facilities were lack of 

money were 36%, and far distance from health facility were 27.7% (19). 

2.1.3. Attitude of mothers/care givers towards health care seeking behavior 

for childhood illness and management 
Attitude of people towards health care seeking is dependent on their belief about Perceived 

susceptibility (people’s belief about cause and the likelihood of having such disease), perceived 

severity (how serious they understand such disease to be), perceived barrier (hindrances that can 

prevent them from taking action for example finance), Cues to action (the level of knowledge 

and information parents have about childhood illnesses help to determine possible action they 

will take), likelihood of action(confidence in the ability of parents helps them to take the prompt 

action in their children’s illness) (29) 

A study in western Nepal found that mothers were more likely to seek appropriate care for their 

children when the child had more than one symptom; mothers had secondary level or higher 

education, and higher family income. Similar to this a cross-sectional study conducted in a rural 

part of western Kenya, identified that, mothers’ health seeking behavior were influenced by 

proximity to the health facility, lack of income, convenience and lack of adequate services at the 

health facility (23, 30).  

The study done  at Nigeria showed that  26% of the respondents believed that their children 

needed to be taken for health-care when the child stop playing, 66% reported that their children 

should be taken for health-care whenever they noticed or observed a change in child’s health 
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condition. While 8% reported that their children needed to be taken for health-care when they 

noticed that the condition of the child is deteriorating(31). 

The major causes of morbidity and mortality for children less than 5 years old in Ethiopia were 

acute respiratory infections (mainly pneumonia), diarrheal diseases, malaria, malnutrition and 

vaccine preventable diseases (32).  

The study done at Bahir dar in 2013 revealed that, mothers’/caregivers’ perceptions about the 

severity of childhood illness; 69.1% were reported as mild ,  30.0% were reported as severe and 

0.9%  were reported as life threatening. 46.4% received home care at household level by 

mothers/caregivers and  most commonly reported symptoms were diarrhea 11.3%, fever 10%, 

acute respiratory infection (ARI) 6.3%  and others 4.6%. The majority 53.3% of mothers were 

not seek health care for their childhood illness (28).  

Other study at Mekelle in 2013 showed that, the sickness profile of the household for the four 

weeks prior to the study showed that 32.9 % mothers were reported child sickness. Symptoms of 

the disease reported by mothers suffered by their children were cough, diarrhea, fever, skin 

problem, eye problem and tonsils problem. Cough was the most common reported symptoms 

59.3 % and the results showed that child age, religion, educational status was significantly 

associated with mother’s health seeking behaviors. Mothers who had children aged 1- 11 months 

are significantly more likely to seek medical care than mother of children aged 12-59 months.  

(OR(95%CI)=0.9(0.26-.301)), Time to go to health facility 1-72 hr were 0.9 times sought 

medical care than those above 72 hr.(OR(95%CI)=0.01(0.00-0.015)) mothers of those grade 1-12 

where 0.39 times sought medical care than the graduate(OR(95%CI)=0.39(.154- 9.86))(26). 

The Evil-Eye as an etiology of illness has been reported throughout Europe, the Middle East and 

North Africa. Spooner defines the main feature of evil-eye ‘it relates to the fear of envy in the 

eye of the beholder, and (that) influence is avoided or counteracted by means of devices 

calculated to distract its attention, and by practices of sympathetic magic (33). 

The qualitative study at Mekele revealed,  opinion shared by a 35 years old mother in the study 

area “I only visit health facility one year ago because my child were seriously ill at that time but 

now my reason to go health facility is just only for immunization and if may child is sick...” 

Hence, most of mothers do not visit health care facilities unless they are convinced that their 
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child is seriously ill or they do have an appointed for immunization. They also reported that they 

do not have the habit of visiting health care services for checkup and growth monitoring. As one 

mother describe the situation very well by saying that ‘… it is like calling for bad lack ... it is like 

looking for trouble …’ In addition to this however, many woman also mentioned that they do not 

like to visit health facilities in the absence of serious illness because most of the time the health 

facilities was crowded by people, not comfortable and demands a lot of their time. In cases of 

private health facilities ‘the high price’ of the mentioned as main barrier(26). 

2.1.4. Mothers treatment practice for childhood illness 
Even though care seeking intervention have the potential to substantially reduce child mortality, 

in developing countries large number of children die without ever reaching a health facility and 

due to delay in seeking care. Appropriate care seeking is of particular importance in areas where 

access to health services is limited (19), so effective management of childhood illness involves a 

partnership between families and health workers. Families need to be able to respond 

appropriately when their children are sick, seek a timely assistance when children need 

additional care and give the recommended treatments reduce child morbidity and mortality (34). 

The IMNCI strategy has now been extended into communities and households to promote 

improved preventive and curative health behaviors to address the major causes of childhood 

illness and death (35).With the aim of reducing the unacceptably high childhood mortality and 

morbidity and to promoting child health and development, to reduce child mortality in Ethiopia, 

Ministry of Health of Ethiopia adapted IMNCI strategy in 1996 (36). 

Although progress has been made in Ethiopia, access and utilization of health care facilities 

remains low. Only 63% of the households reside in less than 2-hours walk (10 km) from a health 

facility. Child immunization represents the greatest use 54% of health service, with a lesser 

proportion receiving treatment for illnesses 43% (37). 

The study at  Bahir dar showed that during childhood illness mothers/caregivers sought treatment 

for 72.7% from either governmental or private health care facilities (28) and the study at Derra 

showed that, the overall health care seeking, 43.2% were taken to health facilities as compared to 

87.2% urban cases. Health center 53.7% and private clinic 43.9 were frequently visited by urban 

mothers. The rural mothers frequently visited health post 37.5% and health center 33.3% ,the 
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result revealed mothers who live in urban area and who had good knowledge about childhood 

illnesses were more likely to seek care from the health facilities than the others with the odds 

ratio of (OR=5.58 95% CI, 2.05, 15.2) and (OR= 2.27, 95% CI, 1.01, 5.17), respectively (19). 

Other study at Mekelle showed that, mothers of children who had reported cough are less likely 

to sought advice or treatment from a health facility or provider 33.3 %  while mothers who 

reported that their children were sick with a symptom of diarrhoea are more likely 62.1 % to seek 

health care service for their children, According to place of action taken, mothers who had taking 

action from  public health facility and private health facility were 0.2 and 0.9 times more likely 

seeking medical care than the home remedies (OR(95%CI)=0.2(.002.122)), (OR(95%CI 

=0.09(0.009-.97)) (26). 

Studies reported that a significant proportion of the Ethiopian population still depends on 

traditional medicine (TM) for its health care services (38). Among the respondents who claimed 

to have used TM, most (54.8%) believed that TM is more effective, 24.2% claimed the use of 

TM only when modern medicine failed, while 19.1% preferred TM because of its low cost and 

the remaining 1.9% claimed that lack of access to modern medicine prompted them to resort to 

TM.  Most of the respondents of Menge agreed that modern medicine is the first choice during 

an episode of illness. They underlined that treatment recommended by modern medicine is 

strictly followed for the duration of the treatment and in case no improvement was observed 

from this treatment they would then resort to consulting traditional healers Two respondents 

deviated from the opinions of members of their group in that for most of the illness episodes 

homemade remedies were tried before going to health institutions and they even reported that for 

certain illnesses such as “likift”, modern medicines are not believed to work at all (39).  

Traditional healers and other non professional health care provider need to be trained and 

incorporated into child health care (40). Study done on Mecha Oromo lived in Weliso showed 

that 70% of illnesses treated traditionally by using home remedies, traditional healers, holy 

waters and others (20). 

In West Bengal, the overall treatment rate was above 93% and most of the children were treated 

in hospitals and health center (41). 
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Poverty is a serious constraint on a family’s choices about how to treat children’s illnesses. In 

addition, the availability of modern health facilities within the community has a substantial 

impact on the type of providers sought to treat children’s illnesses (42). 

Studies done in Yemen showed that mothers /care givers who were completed secondary 

education and higher more likely seek appropriate health than others (adjusted OR=5.85, 95% 

CI, 2.34–14.61) (43)  

Research done in Ethiopia indicate that modern treatment seeking behavior was more likely 

among mothers aged <19 years and 20-29 years when compared to mothers of age 40-49years, 

(adjusted OR=3.78 (95% CI=1.14-12.51) and (adjusted OR=2.73 (95% CI=1.37-5.45)) 

respectively(44).  
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2.2. Conceptual Framework  
The conceptual framework used in this study is derived from the Mosley and Chen (1984) framework for 

child health and mortality. According to this framework, child mortality and morbidity are influenced by 

underlying factors. Among the proximate factors identified in the 1984 framework are personal behaviors, 

environmental factors, personal illness control and nutrition. Some of the underlying factors identified in 

the framework are cultural attributes (such as religion and traditional beliefs) and socio-economic factors 

(such as women’s education, age, household wealth) (Mosley & Chen, 1984). Although all these factors 

(proximate and underlying) mentioned by Mosley and Chen apply in this study, the main focus will be on 

the underlying factors of education level, wealth status, availability of health facility, age and place of 

residence of caregivers and how these factors influence the healthcare-seeking practice of 

mothers/caregivers. Other additional factors included in the framework are parity, marital status and 

ethnicity of mothers/caregivers as well as age and sex of the child. These factors were selected on the 

basis of what other studies have shown to be important predictors of healthcare-seeking.                                                         

          INDEPENDENT VARAIBLE                                                                                            DEPENDENT VARAIBLE                                                                                                                    

                  

 

Figure 1: conceptual frame work adopted and updated from the Mosley and Chen (1984) 
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3. OBJECTIVES 

3.1. General objective 
 To assess mothers’/care givers health care seeking behavior for childhood illnesses in 

rural Ensaro District, North Shoa Zone, Amhara Region, Ethiopia 2014. 

3.2. Specific objectives 
 To describe the magnitude of mothers/care givers health care seeking behavior for child 

hood illness. 

 To assess determinant factors of mothers/care givers health care seeking behavior for 

childhood illness  
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4. Methods and Materials 

4.1. Study Area: 
The study was conducted in Ensaro Woreda, North Shoa Zone, Amhara regional state of 

Ethiopia. The capital town of the Woreda is Lemi, located 130 Km away from Addis Ababa. 

North Shoa Zone has 24 Woredas; Ensaro Woreda is one of the 24 Woredas found in the Zone, 

with a population size of 61,750(male 31,664 & female 30,086) and under five years account 

8,596(male 4294& female 4302). The Woreda has four health center, 13 health stations, and 2 

pharmacy and rural drug venders. The main ethnic groups are Amhara. The major religion is 

Orthodox. The official language is Amharic. 

"The Amhara Region is located in the northwestern part of Ethiopia between 9°20' and 14°20' 

North latitude and 36° 20' and 40° 20' East longitude." Its land area is estimates at about 170000 

square kilometers. Amhara borders Tigray Region in the North, Afar in the East, Oromiya in the 

South, Benishangul-Gumuz in the Southwest and the country of Sudan in the west. Amhara is 

divided into 11 zones, and 140 Woredas. There are about 3429 kebeles (the smallest 

administrative units). "Decision-making power has recently been decentralized to Woredas and 

thus the Woredas are responsible for all development activities in their areas." The 11 

administrative zones are: North Gonder, South Gonder, West Gojjam, East Gojjam, Awie, Wag 

Hemra, North Wollo, South Wollo, Oromia special zone, North Shoa and Bahir Dar City special 

zone(45) 

4.2. Study Design: 

The study was utilized a community based cross-sectional study design that employed both 

quantitative and qualitative data collection methods to assess mothers/care givers health care 

seeking behavior for childhood illness in a rural Ensaro district. Structured questionnaire was 

used to collect quantitative data and focus group discussion was conducted for key informants to 

collect qualitative data. 
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4.3. Study Period 
The study was conducted from April 11/2014 to May 10/2014 

4.4. Source population 
The source population was all mothers/care givers living in Ensaro District who have at least one 

under five year child. 

4.5. Study population 
Study population was sampled mothers who have at least one under five year child with or 

without illnesses and resident in Ensaro District at least for six month prior to the day of the 

study. 

Study population for qualitative: Key informants like mothers/care givers with at least one 

under five year child, community leader, religion leader, traditional healer, volunteer health 

service provider and health professional  

4.6. Eligibility criteria  

4.6.1. Inclusion criteria 

Mothers/caregivers who have at least one under-five year child and living in Ensaro district for at 

least six months prior to the day of the study period. 

4.6.2. Exclusion criteria 

Mothers / caretakers were unable to participate in this study due to illness and other causes. 

4.7. Sample Size determination 
The sample size was determined by using single population proportion formula. The following 

assumptions were made, marginal error (W) that was tolerated in either sides of the true 

proportion to be 5%, and using 95% confidence level and adding 10% to compensate for non 

responses and the proportion of health care seeking behaviour of mother /care givers for 

childhood illness (P), 72.7%  from research done at Bahirdar (28). 

݊0 =
ቀ௓ഀమቁ

మ
௉(ଵି௉)

ௗమ
 =	݊0 = (ଵ.ଽ଺)మ଴.଻ଶ଻(ଵି଴.଻ଶ଻)

଴.଴ହమ
=304.9=305  
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Using correction formula since population is less than 10,000 in the area (6345 target 

populations mean that mothers/care givers with under five children) 

Where n0=305  

N= target population =6345 

 Then the sample size n=291 

Then design effect 2 is used because multistage sampling to minimize sampling error  

         = (291x2) = 582 

→By assuming non-response rate 10%, the total sample size will be: 

Sample size = (582 x10%) + 582=641 

4.8. Sampling technique: 

4.8.1. Quantitative part: 

By using multi-stage sampling method the 6 rural kebeles (from 10 rural kebeles) and one town 

kebele (from 3 urban kebeles) was selected using simple random sampling methods (lottery 

method) from 13 kebeles in the Woreda. The sampling was considered probability proportion of 

population size in urban and rural. Systematic sampling technique was employed for household 

selection. The first household was selected randomly from the first household list 1st to 6th 

household list by using lottery method then the next household was selected every 6th households 

by using the household record used by health extension worker as reference until total sample 

needed in the kebele was achieved. Within each selected household only one mother with index 

child was selected. Whenever there was more than one mother with under five children in a 

household only one was selected using lottery method. 
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Figure 2: Schematic presentation of sampling procedure 
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4.8.2. Qualitative part: 

 Key informants like mothers/care givers with at least one under five year child, community 

leader, religion leader, traditional healer, volunteer health service provider and health 

professional was involved. A total of 52 women and men were selected using purposive 

sampling for six focus groups, each comprising around 8-10 participants. 

4.9. Data Collection Technique and Tools 
The data was collected through face to face interview using structured questionnaires which was 

adopted from different reviewed literature (19, 26, 28, 30). The questionnaire was prepared in 

English and translated from English to Amharic and re-translated back to English to check the 

consistency. Before the actual data collection, the tool was pretested on 5% of the sample size to 

check the reliability. The pre-tested data was not including in the main data. Fourteen diploma 

holder Nurses and/or Midwives were involved in data collection. Three degree holder nurse 

and/or midwife were selected as supervisor. 

During data collection when the house was find locked next time the house was revisited three 

times then if locked the next house was interviewed. 

For qualitative, the data collection was employed with FGD exploration through probing 

questions prepared in Amharic language. Tape recorder was employed to the area where FGD 

was conducted and field note and observation also was undertaken. Mothers/care givers with at 

least one under five year child, Community leader, religion leader, traditional healer, volunteer 

health service provider and health professional were selected from each selected Kebeles. 

FGDs guide questions containing the current situation of child health problems, factors affecting 

provision of the service and ways to promote health care utilization in the area were used to 

collect qualitative data through FGD on health seeking behavior of mothers/care givers on 

childhood illness. Participants were left to discuss each question actively with as little 

interference as possible from the principal investigator who was acting as a moderator, the 

principal investigator assisted by two degree nurses; one assistant was responsible for the tape 

recording while the other was taking field notes 

Focus group discussions (FGDs) were conducted in five kebeles of Ensaro district and in one 

health center; the Kebeles and the health center were purposely selected from a list of 13 Kebeles 

where the participants live and the health center was selected based on patient flow. The Kebeles 

were selected based on geographical directions from the district. 
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FGDs’ participants were recruited one week before the meeting for discussion, through the 

Kebeles health extension worker, health center head and Kebele leader who were informed of the 

criteria for selection of the FGDs participants.  

The discussions lasted between 60 and 90 minutes. At the end, participants were given an 

opportunity to ask general questions on various health issues, and the principal investigator and 

one degree nurse assistant who was a clinician responded accordingly. 

4.10. Variables 

4.10.1. Dependant variable  

Health care seeking behavior of mothers/care givers for childhood illness 

4.10.2. Independent variables: 

Socio-Demographic characteristics: - age of the mother/care giver, sex of the child, marital 

status, family size, educational status, economic status (income), distance of the health facility, 

place of resident and occupation   

4.11. Operational definitions  
Appropriate Healthcare-seeking Practice: Care sought from skilled health care provider in 

government health facilities and private hospitals/clinic 

Caregiver: This is a woman who is responsible of taking care of a child; she can be the relative 

of the child or the mother 

Disease: any deviation from normal function of any part, organ or system of the body diagnosed 

and confirmed by physician 

Health care: an institution which provides promotive, preventive and curative service that can be 

owned by public, private and non-governmental organization 

Household: a group of related people or family living together 

Illness: the subjective response of the patient and of those around him to his being unwell 

Inappropriate Healthcare-seeking Practice: Other types of care which are not according to the 

definition of appropriate healthcare-seeking practice such as purchasing medicine from a 

pharmacy or shops without prescription, home remedies and traditional healers. In the current 

study it also includes those who take no action for the perceived illness 

Kebele: The smallest administrative unit in an urban and rural area 

Modern treatment – the treatment schedules given in health institutions 
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Self-medication: where ill-health is first recognized and all the therapeutic options initiated and 

utilized with or without consulting medical practitioners 

Sickness: the social connotation and socially acceptable role of an ill person 

Traditional medicine: spiritual, religious, and experience based knowledge and practice applied 

to treat patient with apparent illness and sickness. Like treatment given by traditional healers, 

Wogesha, herbalists and magicians (holy water, pray). 

Under-five Children: Children from 0-59 months 

Healthcare-seeking Practice: Any activity undertaken by individuals who perceive themselves 

or their children to have a health problem for the purpose of finding a remedy. This is based on 

the recognition of symptoms, which are interpreted by individuals who then proceed to address 

the problems 

4.12. Data Quality Assurance 
Both interviewers and supervisors were trained on methods of data collection. Questionnaire was 

checked on daily basis for completeness during data collection was cleaned and coded before 

data entry. Data analysis was started by sorting and performing quality control checkup on field. 

Data was checked in the field to ensure that all the information was properly collected and 

recorded. Before and during data processing the information was checked for completeness. The 

questionnaire was pre-tested before data collection. 

4.13. Data processing and Analysis: 

For quantitative data processing, master sheet or template was prepared and the data was entered, 

categorized, coded, and summarized using EPI 3.5.3 and transformed to SPSS version 20.00 in 

the computer for further analysis.   

Frequency and proportion was computed for description of study population in relation to socio 

demographic and other relevant variable (age, marital status,).  Both bivariate and multivariate logistic 

regression analysis was done to see the association of each categories of each variable with the outcome 

variable. Significance was checked at 95 % CI in binary logistic regression.  Variables with p<0.05 in 

binary logistic regression analysis was entered in multivariate logistic regression analysis to control for 

potential confounding variables. Finally, statistical significance was disclosed at P<0.05 at 95% CI to 

identify determinant factors of health care seeking behaviour of mothers/care givers for childhood illness. 

The results were presented in the form of tables, figures, and summary statistics. 
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The qualitative data that was obtained from FGD was auto taped, transcribed, translated and coded. The 

response was transcribed to Amharic and translated to English and the main response was 

categorized to its theme. The main responses from the respondents were reported using narrative 

and mentioned in direct quotation. Inductive content analysis was used to process of analysis and 

systematically coding segment by segment based on the request questions.  Finally the narrative 

qualitative information and the observation was organized and integrated according to emerging themes 

and concepts that were answered the research questions and the results were triangulated with quantitative 

finding. 

4.14. Ethical consideration 
Ethical clearance was obtained from ethical review committee of Addis Ababa University, 

department of nursing and midwifery and this was communicated to the Amhara regional state 

Health Bureau, the North Shoa Zone Health office, and the Woreda Health Office. Prior to data 

collection, verbal consent were obtained from the study participants. All information that was 

obtaining from the individual was treated confidential. 

4.15. Data dissemination  
The result of the study will be communicated to relevant bodies including Ensaro Woreda Health 

office, North Shoa Zone Health Office, Amhara Regional State Health Bureau, Federal Ministry 

of Health and Addis Ababa University.  Furthermore, all attempts will be made to present the 

findings to scientific conference and attempt will be made to publish the finding in different 

reputable journal. 
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6. Result 
In this study 641 mothers/caregivers were interviewed, resulting in an overall response rate of 

100%. 

A total of 52 women and men were participated in the six focus groups, each comprising around 

8-10 participants. The majority were women, reflecting the fact that women are the ones who 

commonly accompany sick children to health facility within the study setting.  

5.1 Socio-demographic characteristics of mothers/care givers and the selected youngest 

child 

Almost all of study participants 640 (99.8%) were from the Amhara ethnic groups. 191(29.8 %) 

were in the age group of 25-29 years with mean age of 28.9 years (SD±7) and 639 (99.7%) the 

respondents were Orthodox Christians, regarding to marital status 575 (89.7%) were married and 

478(74.6%) of the respondents were lived in rural part of Ensaro Woreda. 

More than half of the respondent were farmers 331 (51.6%), followed by House wives 181 

(28.2%) and Governmental workers 54 (8.4%).  

Approximately 177(27.6%) were earn 300-600 birr per month with mean of 761(SD±705). The 

literacy status showed that 301 (47%) were illiterate and 38 (5.9 %) diploma and above. The 

median household size were 4 and 457 (71.3%) were had two to five families in the household. 

Most of the index child 272(42.4%) were 12-24 months and 82(12.8%) were 0-11months with 

327(51%) were female children, 133(20.7%) house hold had previous child death history (table 

1) 
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Table 1: Socio-demographic characteristics of mothers/care- givers and the selected youngest 
child, Ensaro Woreda, Ethiopia, 2014 

Variables Frequency  Percentile 
Age of the mother in year (N=641) 15-19 15 2.3 

20-24 158 24.6 
25-29 191 29.8 
30-34 136 21.2 
35+ 141 22.0 

Age of the child in month (N=641) 0-11months 82 12.8 
12-24 months 272 42.4 
25-36 months 129 20.1 
37-59months 158 24.6 

Sex of the child (N=641) Male 314 49 
Female 327 51 

Educational status of the mother /care 
givers (N=641) 

Illiterate  301 47 
Read and write only 162 25.3 
Primary education 79 12.3 
Secondary education 41 6.4 
Certificate 20 3.1 
Diploma ad above  38 5.9 

Occupation of the mother (N=641) Farmer 331 51.6 

House wife 181 28.2 

Governmental worker  54 8.4 

Merchant 45 7 

Daily worker 28 4.4 

Student 2 .3 

Place of resident (N=641) Urban  163 25.4 

Rural 478 74.6 

Religion (N=641) Orthodox  639 99.7 

Protestant  2 .3 

Ethnicity (N=641) Amhara  640 99.8 
Tigire  1 .2 

Marital status (N=641) Married 575 89.7 
Single 22 3.4 
married but lived in separate place 22 3.4 
Widowed 22 3.4 

Monthly income of the family  
(N=641) 

<300 172 26.8 
300-600 177 27.6 
601-1000 174 27.1 
>1000 118 18.4 
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Family size (N=641) 2-5 457 71.3 
>5 184 28.7 

Death of under five (N=641) Yes  133 20.7 
No  508 79.3 

 

5.2. Sickness profile of the children and type of measures taken for sickness 

641 mothers/care givers were asked about the health status of the selected under five children in 

the 4 weeks proceeding to this study. The overall 4 weeks prevalence of childhood illness that 

had one or more symptoms of disease was 212 (33.1%). According to the mothers /care givers 

the causes of childhood illness were curse from God 86(40.6%), microorganism 49(23.1%), evil 

eyes 26 (12.3%), teething 25 (11.8%), eating contaminated food and water 23 (10.8%) and 

shortage of nutrient 12 (5.7%) (Table 2), this finding can also be substantiating by the FGD 

discussant as follow  

 “Dirty, shortage of food, yefetari kuta, parasites, and insects like mosquito were most common 

cause of 

Child hood illness.” From 34 years FGD participants (Informant # FGD2)  

Health care seeking were sought by 192(90.6%) of mothers /caregivers for their sick children. 

Majority of the mothers/caregivers seek care from governmental health care unit 127(59.9%), 

followed by traditional treatment 35(16.5%), private health care unit 23(10.8), no action were 

taken 20 (9.4%) and give home remedies 16 (7.5%). The finding was supported by focus group 

discussant as follow  

 From FGD the 32 years old mothers said that  “Basic needs is very important to my child who 

is ill, what I normally give include porage, milk, vegetable and fruits, soft drink, breastfeeding 

and juice like rani)” - (Informant #FGD 1). 

 

“We usually go health center, but sometimes they don’t have libratory equipment and drug. They 

tell you to go and do it at a private clinic and come back with results and drug. We find it 

difficult so we decided to go directly to the traditional healer ...” 

 

Most of the mothers/care givers classified child hood illnesses as moderate were 104(49.1%) and 

more than half of mothers/care givers identified severity of childhood illness when child refused 
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to eat or breast feed were 121(57.1%). Most of the respondents 148 (69.8%) the importance of 

identifying childhood illness were to decide on management. 

 
Table 2: Childhood Illness and Care Seeking Behavior of Mothers/ Care givers in Ensaro District 
2014 

Variable Frequency Percentile Remark 
child with sickness in the last four weeks 
(N=641) 

Yes 212 33.1  
No 429 66.9  

causes of  childhood  illness (N=212) Curse from God 86 40.6  
Microorganism 49 23.1  
Evil eyes  26 12.3  
Teething  25 11.8  
Eating contaminated food and water 23 10.8  
Shortage of nutrient 12 5.7  

From the most recent symptoms you 
Observed, have you received any treatment 
for your child? (N=212) 

Yes 192 90.6  

No 20 9.4  
action  taken (N=212) Took to governmental health care unit  127 59.9  

Traditional treatment 35 16.5  
Took to Private health care unit 23 10.8  
No action was taken  20 9.4  
Give home remedies 16 7.5  

According to  your perception, 
how sever was your child illness (N=212) 

Severe 77 36.3  
Moderate 104 49.1  
Mild 31 14.6  

the method used to identified  severity of  
childhood  illness  (N=212) 

By combined symptoms of the disease ( 
vomiting )  

63 29.7  

If the child refused to eat or breast feed  121 57.1  
If the illness continue for long time 48 22.6  

The use of identifying Childhood illness? 
(N=212) 

To Decide on management  148 69.8  
To identify the cause  70 33  
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Figure 3: symptoms reported by the mothers/care givers in the preceding four weeks of the study 
in Ensaro district 2014   

A total of 212 sick children, the mothers /care givers reported different kinds of symptoms in the 

preceding four weeks of the study. Among these, fever with chill and rigor accounted 75(35.4%), 

followed by abdominal pain with diarrhea and without diarrhea 55(25.9%), acute air way 

problem with cough 44(20.8%), eye disease 29 (13.7%), skin disease 26(12.3%), and others 5 

(2.4%) (Fig 3). The qualitative study of this finding implied that  

 

The major health problems identified by FGD participants were,” Kulalite, Malaria, Birde, 

diarrhoea, Azurite, Tikusat, Gunfan, Ikek, Kurtemat, likift and evil eye/Buda” 

 

 
Figure 4: the reasons why mothers/ care givers not take action for their childhood illness in 
Ensaro district 2014 

The reasons of the respondents who were not seek treatment for recently observed child hood 

illness 13 (65%) were thought getting well from symptom without treatment, 5(25%) were due to 

shortage of money, 3(15%) were due to Long distance of the health institution, 2(10%) were 

thought sickness is incurable, 2(10%) were lack of time, 1(5%)do not know where it can be treated and 

1(5%) no treatment for the sickness (Fig 4) the finding were supported by focus group discussant as 

follow … 

13

5

3
2 2

1 1

0

2

4

6

8

10

12

14

thought 
getting well 

from symptom 
without 

treatment

shortage of 
money

Long distance 
of the health 

institution 

Thought 
sickness is 
incurable

Lack of time Do not know 
where it can 
be treated

no treatment 
for the 

sickness



 
 

26 
 

One of the daily worker from FGD “I don’t have anybody beyond my child to be bother so unless 

scarcity of money nothing will be barrier for me” – (Informant #FGD 3) 

 

“I am working in governmental institution, and to most of my time, I find it hard to balance 

between work and family time especially during the illness of my child.” (Informant # FGD 2) 

 

One of the farmer FGD respondents “when you approach the nurse and tell her my child’s 

condition is not good, she tells you do not teach me my job. Then you remain without doing 

anything, but wait her while observing your child until when she feels like helping your child by 

herself/himself.” – (Informant #FGD 4) 

 

 

 
Figure 5: Time the mothers / care givers seek health care for their sick child in Ensaro district 
2014 

For the duration of illness before treatment majority of the mothers/care givers sought health care 

113(53.3%) after three or more days of childhood illness, followed by 40(18.9%) after one day 

of childhood illness, 32(15.1%) after two day of childhood illness and 27(12.7%) on the same 

day of childhood illness (fig 5). The finding supported by qualitative data as follow  

A 3 years experienced nurse from the FGD said that “most of mothers do not visit health care 

facilities unless they are convinced that their child is seriously ill or they do have an appointed 
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for immunization. He also reported that they do not have the habit of visiting health care 

services for checkup and growth monitoring.” – (Informant #FGD 6) 

 28 year old diploma holder mothers said about “her infant’s was serious illness. The child had 

cough and increased temperature so I took him to the clinic and was given paracitamol syrup 

which did not help then no change after two days I also took him to a private institution who also 

gave paracitamol syrup which did nothing and I took him to a second private institution they 

also gave him a lot of medication (paracitamol syrup, multivitamins, and cotrimoxazole syrup) 

but that did not help. Then I took him to hospital and given paracitamol syrup and body lotion 

but was never admitted. Two weeks later we went back to the clinic where first examined. They 

were told me, that he was being allergic to soap and he is still going to develop panic and die. 

They were giving me a referral to go to the hospital, in hospital they admitted him and then 

tested his fluids because the doctor was suspecting meningitis. The baby stayed in hospital 

between two and three weeks and then he suddenly developed a rash on his whole body. The 

nurses wanted to change the IV site from his arm to his head but I refused and ended up taking 

him back home with me. We stayed home for one week and then the panic started again so I took 

him to another hospital, then  he was admitted in pediatric ward and died after five day.” – 

(Informant #FGD 4) 

5.3. Mother’s/care givers perception on causes of childhood illness, signs and symptoms of 

illness, severities of illness, transmission and treatment of illness 

Almost half of the respondents 323(50.4%) believed that they treat child hood illness by 

traditional healer, this were due to 122(37.7%) they do not charge to much, 80(24.7) there is no 

long waiting time, 51(15.8%) because they are near and 34(10.5%) treatment is effective (table 

3). Those finding triangulated with the qualitative responses as follow  

 

“I have worked in health institution for about 10 years. We have had mothers wanting to take the 

child from here, wanting us to disconnect IV fluid; she wants to take the child away because the 

traditional healer told them that the child is obsessed by the dead people. So the dead people are 

sitting on them. Their feelings are with them. So they perform a sort of a ritual procedure to 

cleanse them. Then the parent doesn’t want to stay in the health center believing that you are 

delaying the child. So they demand us to remove the child from the IV fluid so that they will go to 

the healer to perform the ceremony, and then come back with the child. Usually you try and 
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convince the mother and say that the baby might die before she reaches the main gate. So, 

usually we try and calm them down. Sometimes, you find, you can convince them. Some do listen 

to us, some just don’t.” (Health Center Nurse Informant’s # FDG6) 

 

The mothers/care givers believed that the treatment they got from traditional healer, the majority 

122(37.7%) herbal medication, followed by 110(34.1%) massage, 96(29.6%) spiritual care, 

28(8.6%) tattooing/cauterization and 10(3.1%) advice. (Table 3).some of the FGD support this 

finding  

 

One religion leader said that “traditional healers are widely available, accessible, and desirable 

to families” (Informant’s # FGD 2) 

 

“Mothers/care givers whose infants became sick at home took their infants to a traditional 

healer during the Child’s final illness. For these children, healers prescribed various treatments 

including infant inhalation/ingestion prepared from different herbs, special holly water for 

drinking or bathing. Caregivers who consulted traditional healers said they associated the 

child’s Symptoms with pathogenic agents or events occurring outside the body such as evil 

spirits.”(Informant’s # FGD3) 

 

one of the 30 years male participant said about the public health center worker, “they didn’t give 

me any help, even paracetamol, because my child had fever, I  requested for paracetamol but 

they told me to go and buy because no paracitamol. But I decided to go without delay towards 

traditional healer as I was afraid because when I was late and I might lose my child” 

(Informant’s # FGD3) 

 

From 641 respondents the majority 491 (76.6%) believed that early health seeking is important 

for their childhood illness. Different types of perceived causes for childhood illness identified by 

mothers/care givers on the study were evil-eye 202(31.5%), curse from God179 (27.9%), eating 

contaminated food and water 175(27.3%), microorganism 165(25.7%), teething 139(21.7%) and 

shortage of nutrient 92 (14.4%) (Table 3). This finding triangulated by FGD as follows…  
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One of the religion leader said that “mothers/care givers should put a sharp iron object near the 

bed side  of the newborn or an iron object should be tied around the neck of newborn, because it 

prevent from evil, and also at the evening 12:00 o’clock a fire “chisachis” should be burned at 

the bed side.( Informant’s # FGD5) 

 

One of the mother said that “the child should be kept indoor because taking out in the sun light 

within 21 days expose the child to evil and cold air, even no light should pass the area where 

he/she sleep, nobody touches, kiss  the mother and baby until the mother is out off Aras Bet” 

(Informant’s # FGD4) 

To identify childhood illness mothers /care givers used different method  359 (56%) when the 

child refused to eat or breast feed, 265 (41.3%) when there was combined symptoms of the 

disease on the child and 96(15%)  when  the illness continue for long time (Table 3). This 

finding were supported by FGD response as follow  

“We believe in cultural things, something like ‘Wogesha, holly water, herbalist “. So when the 

child is sick, the child is crying a lot and, you know, you are giving the baby food, and the baby 

doesn’t want to eat and he just keeps on crying and you do everything that you can and then you 

say, ‘Oh this child has something else.’ then mothers/care givers seek health care for those 

conditions” (Informant’s # FGD3)  

More than half of the mothers/care givers 342(53.4%) perceived that identifying severity of 

childhood illness were important to identify the cause of childhood illness. 465(72.5%) 

mothers/care givers believed that Community or institution health workers were the most 

successful persons for treating childhood illness, so 468(73%) mothers/care givers were 

perceived that treating childhood illness from governmental health care unit had importance. 

Most of the mothers/ care givers 465(72.5%) were decided about their childhood illness 

treatment with family member especially husband. (Table 3) 
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Table 3: Mother’s perception on causes of childhood illness, signs and symptoms of illness, 

severities of illness, transmission and treatment of childhood illness in Ensaro district 2014 

Variables  Frequency  Percentile  Remark  
If your child become sick did you 
treat your child by  traditional 
healers(N=641) 

Yes 323 50.4  
No 318 49.6  

The reason why they need 
traditional healer(N=323)  

They do not charge to much 122 37.7  
There is no long waiting time 80 24.7  
Because, they are near 51 15.8  
Treatment is effective 34 10.5  
They are respectful 26 8  
Because, family recommended it 22 6.8  
don’t get cure from medical care 17 5.2  
Maintain confidentiality 5 1.5  
Maintain privacy 4 1.2  

What type of medication have you 
sought from traditional healer? 
(N=323) 

Herbal medication 122 37.7  
Massage 110 34.1  
Spiritual care 96 29.6  
Tattooing/cauterization 28 8.6  
Advice 10 3.1  

Do you believe that  early health 
seeking is important  for your  
 Childhood illness? (N=641) 

Yes 491 76.6  

No 150 23.4  

Is there childhood illness that can’t 
be treated by modern medicine? 
(N=641) 

Yes 438 68.3  
No 203 31.7  

For the sickness what did you think 
is the possible cause? (N=438) 

Evil eye  202 31.5  
Curse from God 179 27.9  
Eating contaminated food and water 175 27.3  
Microorganism 165 25.7  
Teething  139 21.7  
Shortage of nutrient 92 14.4  

How do you think severity of 
childhood illness  is identified 
(N=641) 

If the child refused to eat or breast 
feed  

359 56  

By combined symptoms of the 
disease ( vomiting )  

265 41.3  

If the illness continue for long time 96 15  
What do you think the use of 
identifying types of Childhood 
illness? (N=641) 

To identify the cause  342 53.4  
To Decide on management  324 50.5  

Which person do you think is the 
most successful in the treating 
childhood illness 
(N=641) 

Community or institution health 
worker 

465 72.5  

Private drug shop owner  124 19.3  
Herbalist  50 7.8  
Magician  46 7.2  
Wogesha  25 3.9  

If your child becomes sick from 
where do you seek care for your 
child illness? (N=641) 

Government health care unit 468 73  
Private health care unit   123 19.2  
Home treatment 88 13.7  
Traditional treatment 75 11.7  
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Local healers 51 8  
If your child becomes ill with 
whom you decide about your child 
treatment? (N=641) 

Household identified( husband )  465 72.5  
Health professional 100 15.6  
Have previous experience 73 11.4  
Neighbors identified 60 9.4  
Religious leader 16 2.5  

 

 
Figure 6: mothers/care givers perception on the types of childhood illness which is not treated by 
modern treatment in Ensaro district 2014 

Most of the respondents 438(68.3%) believed that there were childhood illness that could not be 

treated by modern medicine. They reported that, “likift” 243(55.5%), evil eye 219 (50%), 

teething 74 (16.9%), fever 18 (4.1%) and abdominal belly 14(3.2%) (Fig 6). This quantitative 

finding supported by qualitative responses as follow  

 

One of the farmer respondents said that “If the child has evil eye injection is fatal so am not 

taking my child to health facility unless disproved by traditional healer” (Informant’s # FGD2). 

 

The members of the FGD said that “for most of the illness episodes home remedies were tried 

before going to health institutions and they even reported that for certain illnesses such as evil 

eye ,likift, Setan beshita, is believed to be an illness that can only be treated by traditional 

healers.”(Informant’s # FGD1) 
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5.4. BIVARIATE ANALYSIS AND MULTIVARIATE ANALYSIS 

5.4.1. Factors associated with healthcare-seeking practice for childhood illness 

The results from the unadjusted logistic regression analysis of factors associated with health 

care-seeking practices for under-five childhood illness. 

The odds of seeking healthcare for childhood illness more likely higher when the mothers age is 

20-24 years and 25-29 years than age of the mothers /care givers more than 35 years (OR 2.413; 

[95%C.I 1.384, 4.209], OR 1.888; [95%C.I 1.139, 3.130], respectively. Regarding to mothers or 

caregivers educational status, those who were able to read and write, primary education, 

secondary education, certificate and diploma and above were more likely to seek health care than 

those who were illiterate (OR 2.970, 2.882, 22.708, 10.786, 9.2((95%C.I 1.836, 4.803) (1.521, 

5.463) (3.079, 167.489) (1.424, 81.684) (1.57, 18.42) respectively. According to the occupation 

of the mother governmental health worker were more likely seek health care than house wife 

(OR: 16.514 (95% C.I (2.218-122.977).  

Household who had 2-5 family size were more likely seek health care than household who had 

more than 5 family size (OR: 1.625 (95%CI (1.102, 2.395) and also household lived in urban 

more likely seek health care than rural residence (OR: 9.513(95%CI 4.352, 20.797). 

Caregivers who were earn more than1000 birr per month more likely seek health care compared 

to who earn less than 300 birr per month. (OR 2.123 (95%C.I 1.188, 3.795) (table 4) 

The results from the adjusted logistic regression analysis of factors associated with health care-

seeking practices for under-five childhood illness after controlling for other factors, three factors 

had significant importance when it comes to appropriate healthcare-seeking practices in the 

Ensaro district. 

The odds of seeking healthcare for childhood illness more likely higher when the mother age is 

20-24 years and 25-29 years than mothers/care givers age more than 35 years (OR 2.128; 

(95%C.I (1.096-4.128), OR 1.857; (95%C.I (1.017-3.390)) respectively. Regarding to 

mothers/caregivers’ education, those who had read and write, secondary education and diploma 

and above   were more likely to seek health care than those who were illiterate (OR 2.095, 

14.850, 8.03 ((95%C.I 1.247-3.519) (1.944-113.449) (1.2-2.51) respectively. 
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Place of residence also appeared as an important factor that influenced healthcare-seeking, with 

residents urban more likely seek health care than rural residence (OR: 6.748 (95%CI (2.971-

15.326) (table 4) 

Table 4: Unadjusted and adjusted odds ratio from logistic regression analysis of factors 

influencing healthcare-seeking behavior for childhood illness, Ensaro District 2014 

Variables  Health seeking behavior  Crude OR (95%C.I) AOR(95%C.I) 
No (%)  Yes (%) 

Educational 
status 

Illiterate 109(72.7) 192(39.1) 1.00  
read and 
write 26(17.3) 136(27.7) 

2.970(1.836, 4.803)  2.095(1.247-3.519)  

Primary 13(8.7) 66(13.4) 2.882(1.521, 5.463)  1.887(.937-3.801) 
Secondary 1(0.7) 40(8.1) 22.708(3.079, 167.489)  14.850(1.944-113.449)  
Certificate 1(0.7) 19(3.9) 10.786(1.424, 81.684)  6.855(.586-80.232) 
diploma and 
above 0(0.0) 38(7.7) 9.2(1.57,18.42)  8.03(1.2-2.51)  

Occupation of 
the mother  

House wife’s 43(28.7) 138(28.1) 1.00   
Governmenta
l work  1(0.7) 53(10.8) 16.514(2.218, 122.977)  .947(.076-11.819) 

Merchant 4(2.7) 41(8.4) 3.194(1.082, 9.426)  1.164(.345-3.933) 
Farmer  101(67.3) 230(46.8) .710(.469, 1.074) .812(.514-1.282) 
Daily worker 1(0.7) 27(5.5) 8.413(1.110, 63.743)  3.556(.430-29.383) 
Student 0(0) 2(.4) .85(.65,1.23) 1.23(.53-5.8) 

Age of the 
mother 

15-19 years 1(0.7) 14(2.9) 6.351(.810, 49.816) 5.070(.568, 45.250)  
20-24years 25(16.7) 133(27.1) 2.413(1.384, 4.209)  2.128(1.096-4.128)  
25-29years 37(24.7) 154(31.4) 1.888(1.139, 3.130)  1.857(1.017-3.390)  
30-34years 43(28.7) 93(18.9) .981(.591, 1.630) .875(.498-1.537) 
35+years 44(29.3) 97(19.8) 1.00  

Place of 
residence 

Urban 7(4.7%) 156(31.8) 9.513(4.352, 20.797)  6.748(2.971-15.326)  
Rural 143(95.3) 335(68.2) 1.00  

Monthly 
Income  

<300 52(34.7) 120(24.4) 1.00  
300-600 45(30.0) 132(26.9) 1.271(.795, 2.033) 1.210(.720-2.034) 
601-1000 33(22.0) 141(28.7) 1.852(1.124, 3.051)  1.582(.907-2.757) 
>1000 20(13.3) 98(20.0) 2.123(1.188, 3.795)  1.379(.715-2.659) 

Family size  2-5 95(63.3) 362(73.7) 1.625(1.102, 2.395)  .791(479-1.305) 
>5 55(36.7) 129(26.3) 1.00  

 

 Statistically significant for bivariate analysis  

 Statistically significant for multivariate analysis 
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The results from the unadjusted logistic regression analysis of factors influencing mother’s 

perception on causes of childhood illness, signs and symptoms of illness, severities of illness, 

transmission and treatment of childhood illness  

The odds of mothers/care givers who observed fever with chill and rigor for their children less 

likely need seeking healthcare than who observe other symptoms. (OR: 402, 95%C.I (.193-.841) 

This finding supported by FGD responses as follow  

During FGD one of the key informants said that, “it was suggested that some families may not 

provide any care if caregivers identified some signs of illness as normal and expected infant 

conditions. (Informant’s # FGD3) 

A head nurse in health center said “such thinking with respect to cough, weight loss and 

malnutrition is common: ‘They believe it is not an illness that needs to be taken to health care 

unit care.” (Informant’s # FGD6) 

Child refused to eat or breast feed more likely seek health care than who had other sign and 

symptoms (OR: 2.460, 95%C.I (1.298-4.665). regarding to the duration of illness the longer the 

period of illness the higher the likelihood of seeking appropriate health care and the results are 

statistically significant(OR: 2.844, 95%C.I(1.159, 6.979). Household who believed that effective 

treatment were found from Herbalist less likely seek appropriate health care than who believed 

on health institution worker (OR: .511 95%C.I (.278- .940) 

Household who were lived less than 5 kilometer from the health facility more likely seek health 

care than household who were lived more than 10 kilometer from the health facility(OR: 5.656, 

95%C.I (3.140-10.191) (table 5) 

The results from the adjusted logistic regression analysis of factors influencing mother’s 

perception on causes of childhood illness, signs and symptoms of illness, severities of illness, 

transmission and treatment of childhood illness after controlling for other factors, two factors had 

significant importance when it comes to appropriate healthcare-seeking practices in the Ensaro 

district. 

Mothers/care givers who believed effective treatment is found from private health institution 

worker more likely seek health care than who seek from other source (OR: 4.060 (95%CI (1.159-

14.222). This finding supported by FGD responses as follow  
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45 years father said “usually I don’t take my child the health post around us, because it was 

Saturday and the health post wasn’t operating”, “If your child gets sick at night, there is 

nowhere to run to until morning. If you have money then you will look for private clinic on the 

same night. If you can’t afford then your child might die while you are watching for the 

morning.” (Informant’s # FGD2) 

 

54 years old man said that “in some health facilities there is shortage of adequate diagnostic 

facilities and drugs, as a result of which appropriate treatment cannot be provided to the 

patients, who would then resort to tradition treatment.” (Informant’s # FGD4) 

 

Household who were lived less than 5 kilometer from the health facility more likely seek health 

care than household who were lived more than 10 kilometer from the health facility(OR: 12.420 

95%C.I (3.249-47.472) (table5) 

Table 5: Unadjusted and adjusted OR from logistic regression analysis of factors influencing 
mother’s perception on causes, signs and symptoms of childhood illness, severities of illness, 
transmission and treatment of childhood illness in Ensaro district 2014 

Variable  Health seeking behavior  Crude OR (95%C.I) AOR((95%C.I)) 

No (%)  Yes (%) 

Observed sign 

and symptoms  

Fever with 

chill and 

rigor 

Yes  11(21.2) 64(40.0) .402(.193, .841)  2.050(.905-4.644) 

No  
41(78.8) 96(60.0) 

1.00   

Day of 

recognition  

On the same day  11(21.2) 16(10.0) 1.00  

After one day  12(23.1) 28(17.5) 1.604(.577, 4.462) 1.195(.374-3.820) 

After two day  7(13.5) 25(15.6) 2.455(.788, 7.651) 1.915(.550-6.670) 

After three or more 

days  
22(42.3) 91(56.9) 

 2.844 (1.159, 6.979)  2.674(.927-7.712) 

How the  

severity of 

your child 

illness  is 

By 

combined 

symptoms  

Yes  20(13.3) 43(8.8) .637(.358, 1.133) .806(.254-2.559) 

No  32(21.3) 117(23.8) 1.00  

child Yes  21(40.4) 100(62.5) 2.460(1.298, 4.665 1.713(.514-5.706) 
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identified refused to 

eat or breast 

feed 

No  

31(59.6) 60(37.5) 

1.00   

If the illness 

continue for 

long time 

Yes  17(32.7) 31(19.4 .495(.246, .996)  .512(.139-1.879) 

No  
35(67.3) 129(80.6) 

1.00  

Successful 
person for 
treating 
childhood 
illness 
 

Herbalist  Yes  18(12.0) 32(6.5) .511(.278, .940)  .426(.117, 1.555) 

No  132(88.0) 459(93.5) 1.00   

Private drug 
shop owner  

Yes 19(12.7) 105(21.4) 1.876(1.107, 3.178)  4.060(1.159, 14.222)  

No 131(87.3) 386(78.6) 1.00  

Distance of the 

health facility  

<5km 17(11.3) 194(39.5) 5.656(3.140, 10.191)  12.420(3.249-47.472)  

5-10km  76(50.7) 182(37.1) 1.187(.784, 1.798) 1.867(.852 -4.092) 

>10km 57(38.0) 115(23.4) 1.00  

 Statistically significant for bivariate analysis  

 Statistically significant for multivariate analysis 
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7. Discussion 
The objective of this study was to explore the healthcare-seeking practices of mothers/caregivers 

of under-five children with childhood illness, and to find out the socio-demographic factors and 

mother’s perception on causes of childhood illness, signs and symptoms of illness, severities of 

illness, transmission and treatment of illness associated with healthcare-seeking practices of the 

mothers/caregivers, in Ensaro District.  

From this study 641 mothers/care givers were asked about the health status of the selected under 

five children in the 4 weeks proceeding to this study. The overall 4 weeks prevalence of 

childhood illness that had one or more symptoms of disease was 212 (33.1%) when it compared 

with the study done at Bahir Dar showed that the overall two weeks prevalence of childhood 

illness that had one or more symptoms of disease was 110 (26.5%)(28). The difference is due to 

short recall time for childhood illness by Bahir Dar study. 

In this study from a total of 212 sick children, the mother /care givers reported different kinds of 

symptoms in the preceding four weeks. Among these, fever with chill and rigor accounted 

75(35.4%), followed by abdominal pain with diarrhea and without diarrhea 55(25.9%), acute air 

way problem with cough 44(20.8%), eye disease 29 (13.7%), skin disease 26(12.3%), and others 

5 (2.4%) when this study compared with study done at Mekelle the most prevalent symptom 

were cough, diarrhea, fever, eye problems, skin infection and tonsillitis. Cough was the most 

common reported symptoms by 106 (18.9%) mothers (26). The difference might be due to 

geographical and seasonal difference.  

The study showed that 127(59.9%) mothers/ care givers were sought medical care from  

governmental health care unit ,35(16.5%)  from Traditional healer and  23(10.8%) from Private 

health care unit, similar finding from  study done at Mekelle showed that  88% (n=81) of the 

mothers who reported that they were sought modern medical care in the incidence of their 

childldren  sickness reported where as only 22% (n=11) mothers were sought private health 

facility(26). This might be high cost needed to be paid to access private medical facilities. 

This idea is supported by the qualitative finding of this study, One of the house wife from the 

FDG said that “One day my child faced severe illness then we went to private hospital then we 

payed unpredicted payment for “examination and treatment we costs one thousand and we pay 

two hundred for the card so we preferred traditional healer with low cost.” 
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Results from this study showed that 23.4% of mothers/ caregivers perceived that not seek 

healthcare when  their children become sick, This finding is almost similar with a study 

conducted in Bahir Dar which showed that 27.3% mothers/caregivers not sought treatment for 

their childhood illness either from governmental or private health care facilities (28). This might 

be due to the ethnicity similarity in both studies, and the new health policy of the country, the 

health extension program, the health promoter and voluntary health care provider have been 

played a great role in promotion and health education provision in the society.   

On this study mothers/care givers perceived different causes for childhood illness evil-eye 

202(31.5%), curse from God179 (27.9%), eating contaminated food and water 175(27.3%), 

microorganism 165(25.7%), teething 139(21.7%) and shortage of nutrient 92 (14.4%) research 

done at Dera showed almost the same result with the present study (19). It might be due to 

cultural and socio demographic similarity. 

This study showed that about 9.4 % mothers/care givers were not taking action for their 

childhood illness, the major reasons why treatment was not sought from health facility 13 (65%) 

were due to thought getting well from symptom without treatment, 5(25%) were shortage of 

money and  3(15%) were  Long distance of the health institution, other research done at Bahir 

Dar the main reasons for not seeking care from health facilities by mothers’/caregivers’ were, 

26.7% lack of money (28) and also the research done at Derra  showed that mothers’ main 

reasons for not seeking care from health facilities were lack of money were 36%, and far 

distance from health facility were 27.7% (19). The difference might be most of this study 

respondents were illiterate, low income and had believed on traditional treatment.    

In this study 323 (50.4%) had believed on traditional healer, other Study done on Mecha Oromo 

lived in Weliso showed that 70% of illnesses treated traditionally by using home remedies, 

traditional healers, holy waters and others (20).the difference might be due to the introduction of 

health service extension program in the district. The qualitative part of this study triangulated the 

quantitative study, 

Some group of people said that "health professional are mostly trained and prepared for 

provision of health service so they are better". Still some tried to explain that "modern medicines 

have better supply of equipment and medication" and this would be a good reason to be seek 

health towards healthcare unit”, this idea was support by research done at Mekele (26). 
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The finding from the logistic regression analysis showed that mothers/care givers who live in 

urban area were more likely to seek care from the health facilities than the rural mothers 

(adjusted OR: 6.748 (95%CI (2.971-15.326) the finding consistent with other studies done at 

Dera showed that mothers who live in urban area were more likely to seek care from the health 

facilities than the others with the odds ratio of (adjusted OR=5.58 95% CI, 2.05-15.2) (19, 26). 

This might be due to urban population has more access to information and health facility than 

rural population. 

The finding from the logistic regression analysis showed  that mothers/care givers who had 

educational level read and write ,secondary education and  diploma and above  were more likely 

to seek appropriate health care seeking behavior for childhood illnesses to health facilities than 

mothers/ care givers  who were illiterate (adjusted OR 2.095, 14.850, 8.03 ((95%C.I 1.247-

3.519) (1.944-113.449) (1.2-2.51) respectively, similar to reports from other studies done in 

Yemen showed that mothers /care givers who were completed secondary education and higher 

more likely seek appropriate health than others (adjusted OR=5.85, 95% CI, 2.34–14.61)(43). 

This might be the world concern on education and health with Millennium Development Goal.   

The findings of this thesis showed that younger caregivers are more likely to seek appropriate 

health care than older ones (adjusted OR=2.128, 95% CI 1.096-4.128) other research done in 

Ethiopia had the same finding that indicate modern treatment seeking behavior was more likely 

among mothers aged <19 years and 20-29 years when compared to mothers of age 40-49years, 

(adjusted OR=3.78 (95% CI=1.14-12.51) and (adjusted OR=2.73 (95% CI=1.37-5.45)) 

respectively (44). But study done at Kenya oppose this study finding the result suggest that older 

caregivers are more likely to seek appropriate care than younger ones 40-49 (OR: 1.231) 

compared to 20-29 (30). The difference might be due to cultural and socio-demographic 

difference between the two countries. 

Regarded to the distance from health facility participants who were located near a health care 

facility were more likely to visit the health facility at the time of illness than those who lived far. 

(adjusted OR=12.420, 95% CI, 3.249-47.472) other study done at Kenya showed that 

participants who were located near a health care facility were more likely to visit the health 

facility at the time of illness than those who lived far(30). This might be due to both countries are 

developing countries. 
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The multivariate analysis result showed mothers/care givers who were preferred private drug 

shop owner more likely higher to seek appropriate health care than mothers who preferred 

traditional healer, other study done in Nigeria had the same finding with this study(18). This 

might be people had believed on private health care institution.  
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8. Strength and limitation of the study 

7.1 Strength of the study 

 Large sample size  

 100% response rate  

 It employed community based cross-sectional study which triangulated with the 

qualitative method  

7.2 Limitations of the study 

 This study used a long recall period for four weeks, thus susceptible to recall bias. 

 This study consider the distance of HF as one independent factors but lack of scientific 

distance  measurement only using the district document  

 The study utilized perception and oral report of an individual’s for sickness report. 
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9. Conclusion 
The objective of this study was to identify factors associated with mothers' health seeking 

behaviour to control their childhood illness. The study showed that from 641 respondents the 

majority 491 (76.6%) believed that early health seeking is important for their childhood illness. 

Most common symptoms reported in the area were fever with chill and rigor, abdominal pain 

with diarrhea and without diarrhea, acute air way problem with cough, eye disease and skin 

disease. For the reported symptom of childhood illness, most mothers took their children to 

health facility after three or more days of childhood illness.  The critical predictors of healthcare-

seeking identified using multivariate analysis are; place of residence, educational status of the 

mothers/care givers, age of the mothers /care givers, distance of the health facility and private 

drug shop owner.  
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10. Recommendation 
The findings from this study are intended to inform policy makers, health educators, planners, 

other health professionals, mothers/care givers and community leader about the healthcare-

seeking practices of mothers/care givers for their childhood illness. They can initiate policies and 

programs that respond to the community needs, which will in turn improve family and 

community, childcare practices as one of the components of the IMCI strategies aimed at 

reducing morbidity, infant and child mortality.  

The study therefore makes the following recommendations aimed at improving healthcare-

seeking. Efforts need to be done by government and non-governmental organization to improve 

the mothers’ health seeking behavior by providing information, education and behavioral change 

communication, ensuring the quality of the health provisions in public health facilities. The 

existing private health care unit utilization should be promoted with consideration of quality 

control system, the strengthening health extension program in rural and urban areas with basic 

curative services for common childhood illnesses at community level. Modified strategies should 

be considered to enhance appropriate and prompt health care seeking practices with proper home 

based care. 

Mothers need Health education on how treat childhood illness at her home and where to take 

their child if the illness gets worse, especially rural and illiterate mothers. This might be 

accomplished by health extension workers. 

The Woreda health office should be strengthened the intensive and continuous health education 

for the community to improve the culture of early seeking care from the health facilities/ health 

personnel for childhood illnesses. 

Health personnel better to advice on health care seeking behaviors for those mothers’ who attend 

health facility for delivery, immunization, and ante natal care and for other services.  

For the researcher: farther research has to be done by triangulated with qualitative method, case 

control and cohort method.   
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12. ANNEX 

Annex one: map of Ensaro district  
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Annex two: questionnaires  
Part One: INFORMATION SHEET (ENGLISH VERSION AND CONSENT 
FORM:  

Information to be given to study participant before their participation in the study 

I am a Master’s student from Addis Ababa University currently carrying out my research on 
‘ASSESSMENT OF MOTHERS/CARE GIVERS HEALTH CARE SEEKING 
BEHAVIOR FOR CHILDHOOD ILLNESS IN A RURAL ENSARO DISTRICT, NORTH 
SHOA ZONE, AMHARA REGION, ETHIOPIA  
You are randomly selected to participate in the study   
 The study will provide information that might enable the health personnel, the government and 
the community to improve health care seeking behavior for childhood illness. The study and its 
procedures have been approved by the appropriate authorities. We would like to take your time 
to respond to our interview questions and it will take approximately half an hour. We request you 
to answer as truthfully as possible. Your answer will not be revealed to the health personnel or 
any other people, and the information you give will be treated anonymously and confidential. 
This research imposes no risk and therefore no compensation will be provided for your 
participation in this study. Your participation is totally voluntary and you can anytime 
withdraw or refuse to continue, and this will not influence the way you are treated in the health 
institution or in the community.  

Informed consent  

I have been explained all information and procedures that are part of this research study and I 
have understood the same. I understand that the research imposes no risk on my life and 
therefore no compensation would be provided. 

I hereby agree to participate in this research study and give my voluntary consent. I hereby also 
give rights to the researcher for collecting the data that are required for the study.  

 Agreed _____________                                Disagreed______________ 
Name of the interviewer: ______________Sign. _____     Date of interview________ 
Name of the supervisor: _____________ Sign. _______    Date________ 
 

Principal investigator: Sisay Shewasinad  

Address: phone: 0932013940  

Email: sisyehu@gmail.com    
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Questionnaires (English version) 

Section 1:- General information 
101 Age of mother during the 

time of interview 
------------years                           

102 Age of the child ---------------year/years or 
----------------months                   

 

103 Sex of the child 1. Male                                  
2. Female                             

 

104 Marital status 1. Married 
2. Single 
3. Separated 
4. Widowed 

 

 

105 Religion of mothers/care 
givers 

1. Orthodox                         
2. Muslim                             
3. Protestant                         
66. Other(specify---)                               

 

106 Ethnicity 1. Amhara  
2. Tigire  
3. Oromo  
4. Other (specify….) 

 

107 Educational status of 
mothers/care giver’s 

1. Illiterate                             
2. Read and write                  
3. Primary                      
4. Secondary  
5. Certificate  
6. Diploma or above                  

 

108 Occupational status  1. House wife’s 
2. Governmental work  
3. Merchant  
4. Farmer  
5. Daily worker  
6. Student 
7. Other (specify…)   

 

109 Place of residence  1. Urban  
2. Rural  

 

110 Average monthly income 
of the family 

      ----------------birr 
 

 

111 Distance of the house from 
nearest health 
institution or drug shop 

…………………km  

112 What is your Family size 
including you  
 

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

113 The number of children 
less than five years in the 
family  

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

114 Is there any under five 
death in the family  

1. Yes  
2. No  
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SECTION 2; - CHILDHOOD ILLNESS AND ACTION TAKEN BY MOTHER/CARE GIVER  
No Questions and filters Coding categories Skip to 
201 Was your child attack with any 

sickness in the last four weeks? 
1. Yes  
2. No 

If no to 
Q 301 

202 If the answer is ‘yes ‘for 201, 
which kind of symptom did you 
observe? 

1. Cough with or without sputum 
2. Fever with chill and rigor 
3. Abdominal pain with diarrhea 
4. Skin disorder 
5. Eye diseases 
66. Others(specify----)       

 

203 If the answer is ‘yes ‘for 201 What 
are the possible causes of  your 
child  illness 

1. Shortage of nutrient 
2. Microorganism 
3. Curse from God 
4. Evil eyes 
5. Teething  
6. Eating contaminated food and water 
66. Others (specify….) 

 

204 If the answer is ‘yes ‘for 201  what 
action was 
taken by you 

1. Give home remedies 
2. Took her/him to Private health care unit 
3. Took her/him to governmental health 

care unit  
4. Traditional treatment 
5. No action was taken  
66. Others( Specify) 

 

205 If the answer is ‘yes ‘for 201  After 
how many days of your child 
illness did you 
seek someone’s help 

1. On the same day of childhood illness  
2. After one day of  childhood illness 
3. After two day of  childhood illness 
4. After three or more days of childhood 

illness 

 

206 If the answer is ‘yes ‘for 201  
According to  your perception, 
how sever was your child illness  

1. Severe 
2. Moderate  
3. Mild  

 

207 If the answer is ‘yes ‘for 201 How 
the  severity of your child illness  is 
identified 

1. By combined symptoms of the disease ( 
vomiting )  

2. If the child refused to eat  
3. If the illness continue for long time 
66. Others (specify….) 

 

208 What is the use of identifying your 
Child illness? 

1. To Decide on management  
2. To identify the cause  
66. Others (specify….) 

 

209 From the most recent symptoms 
you 
Observed, have you received any 
treatment for your child? 

1. Yes 
2. No 
99. No response 

 

2010  If the answer is No for question 
301, why didn’t you seek the 
treatment for your child illness? 

1. Thought sickness is incurable 
2. Do not know where it can be treated 
3. thought getting well from symptom 

without treatment 
4. no treatment for the sickness  
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5. Lack of time 
6. shortage of money 
7.  Road is not available 
8. Long distance of the health institution  
66. Others (specify….) 

 

SECTION 3: FACTORS AFFECTING MODERN HEALTH CARE SEEKING BEHAVIOR, 
PERCEIVED CAUSE, SIGNS AND SYMPTOMS OF SEVERITY OF MOTHERS 

No Questions and filters Coding categories Skip to 
301  If your child become sick did you treat 

your child by  traditional healers 
1. Yes 
2. No 

 

302 If yes for 304 what is the most 
important reason 
for sorting traditional healers 

1. don’t get cure from medical care 
2. They do not charge to much 
3. They are respectful 
4. There is no long waiting time 
5. Treatment is effective 
6. Maintain confidentiality 
7. Maintain privacy 
8. Because, family recommended it 
9. Because, they are near 
66. Others (specify….) 

 

303 If yes for 304 what type of medication 
have you sought from traditional 
healer? 

1. Massage 
2. Herbal medication 
3. Tattooing/cauterization 
4. Spiritual care 
5. Advice 
66. Other (specify….) 

 

304 Do you believe that getting early 
treatment is beneficial for your  
 Sick child? 

1. Yes 
2. No 

 

305 Is there childhood illness that can’t be 
treated by modern medicine? 

1. yes  
2. No 

 

306 If the answer on question 401 is ‘yes’ 
which one? 

1. Teething  
2. Evil eye  
3. Abdominal belly 
4. “Likift” 
5. Fever   
6. Other(specify----) 

 

307 How do you think severity of childhood 
illness  is identified 

1. By combined symptoms of the 
disease ( vomiting )  

2. If the child refused to eat  
3. If the illness continue for long 

time 
66. Others (specify….)  

 

308 What do you think the use of 
identifying types of Childhood illness? 

1. To Decide on management  
2. To identify the cause  
66. Others (specify….) 

 

309 For the sickness what did you think is 
the possible cause? 

1. Evil eye  
2. Shortage of nutrient 
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3. Microorganism 
4. Curse from God 
5. Teething  
6. Eating contaminated food and 

water 
66. Others (specify….) 

3010 Which person do you think is the most 
successful in the treating childhood 
illness 
 

1. Herbalist  
2. Magician  
3. Wogesha  
4. Private drug shop owner  
5. Community or institution health 

worker  
66. Other (specify….) 

 

3011 If your child becomes sick from where 
do you seek care for your child illness? 

1. Home treatment 
2. Local healers 
3. Traditional treatment 
4. Private health care unit 
5. Government health care unit 
66. Others (specify….) 

 

3012 If your child becomes ill with whom you 
decide about your child treatment? 

1. Have previous experience 
2. Household identified 
3. Neighbors identified 
4. Religious leader 
5. Health professional 
6. Other (specify….) 
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Annex three probing question for qualitative  
Focus group discussion guideline and informed consent 

I. Instruction for FGD 

1. Greeting by saying: 

Good morning /afternoon. I am thanking you, for waiting me by responding to your passed 

message. 

2. Introduce your self 

My name is _______________________________ I came from AAU, Department of nursing  

3. Explain the aim of the study by saying that: - The reason I came here is to discuss you on child 

hood illness .The aim of the interview is to share your thought, experience opinion that you got 

from past parent and you developed through practicing of childhood illness management .This 

helps to designing acceptable intervention by the community to decrease childhood illness 

problems and other continuing researches. 

I. Verbal informed consent 

Read the following as it is:- 

After I and you share some of our experiences, I start to record and to take note on your 

experiences of childhood illness health care seeking behavior. The FGD question is simply to 

guide our discussion and to go with the subjects .I take more time depending on generating of 

new ideas by our discussion. Our relation is in friendly way and I am new for the information 

you would give me .I promise for you that your name should never used in summery materials 

and data are kept not to passed to the third person .Information that you provide are remain 

confidential .You have the right to stop the discussion whenever you want to stop. 

Would you be willing to participate in the discussion? 

If yes, proceed 

If no, Thank and stop discussion 

Signature_________________________________ 

(Signature of the moderator certifies that consent has been obtained verbally) 
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Section Two:  probing question for FGD 

1. Whenever a child got any form of sickness who is the first person to be contacted? 

Herbalist  

Magician  

Wogesha  

Private drug shop owner  

Community or institution health worker 

Mother   

Husband 

Neighbors    

2. Is there any childhood illness that did not need health care seeking    

                         YES NO  

3. If yes for question 2 which one  

Cough with or without sputum 

Fever with chill and rigor 

Abdominal pain with diarrhea 

Skin disorder 

Eye diseases 

Teething  

Evil eye  

Abdominal belly 

“Likift” 

 Fever  

Other (specify….)  

 

4. From your point of view and experiences how do you identify childhood sicknesses? 

By the child condition  

By combined symptoms of the disease  

If the child refused to eat  

If the illness continue for long time 

Others (specify….) 

5. What are the factors affecting mothers/care givers health care seeking for childhood 

illness in your community? (Income, distance of health institution, availability of drug at 

health facility, mother education, age of child, sex of the child…) 
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Annex four Amharic versions of the questioner 
 የአማርኛ ቃለ መጠይቅ 

የጥናቱ ተሳታፊ የሚሆኑ እናቶች ከህፃናታቸው ጋር ተሳታፊ ከመሆናቸው በፊት ስለጥናቱ ጥቅም ማግኘት 
ያለባቸው መረጃን በተመለከተ 
እኔ የአዲስ አበባ ዩኒቨርስቲ የድህረ ምረቃ ተማሪ ስሆን በአማራ ክልል፣ በሰሜን ሸዋ ዞን፣ በእንሳሮ ወረዳ  ከ 
5 አመት በታች እድሜ ያለው ልጅ ያላቸው  እናቶች ልጃቸው ሲታመም የሚሳክሙበት ቦታ ምርጫን 
በተመለከተ እንዲመርጡ የሚያደርኋቸው ምክንያቶችን ወይም ችግሮችን በተመለከተ ጥናት በማድረግ ላይ 
እገኛለሁ፡፡ 
እርስወ የጥናቱ ተሳታፊ እንዲሆኑ ተመርጠዋል፡፡ ይህ ጥናት ለጤና ባለሙያዎች እና ለመንግስት አካላት 
የእናቶች እና ህጻናትን ጤና አገልግሎት መሻሻልን በተመለከተ እቅድ ለማውጣት ይጠቅማቸዋል፡፡ የጥናቱ 
አስፈላጊነት በሚመለከታቸው አካላት ተረጋግጧል፡፡ለጥያቄዎች መልስ ይሰጡን ዘንድ ግማሽ ያህል ሰዓትዎን 
ልንሻማብዎት ነው፡፡ እርስዎም በተቻለ መጠን ትክክለኛውን መልስ ወይም መረጃ እንዲሰጡን ስንል 
በትህትና እንጠይቃለን፡፡  
የሰጡት መረጃ ለሌላ ጤና ባለሙያ ወይም ሌላ ሰው ያለ እርስዎ ስምምነት ተላልፎ የማይሰጥ መሆኑን 
ማለትም ምስጢሩ የተጠበቀ መሆኑን አረጋግጣለሁ፡፡ ጥናቱ ምንም አይነት ጉዳት እንዳለማድረሱ መጠን 
ምንም ዓይነት ካሳም አያስፈልገውም፡፡ የእርስዎ ተሳትፎ ሙሉ በሙሉ በፈቃደኝነት ላይ የተመሰረተ 
ከመሆኑም ባሻገር በማንኛውም ሰዓት ማቋረጥ ይችላሉ ይህን በማድረግዎ ጤና ተቋም የሚያገኙት 
አገልግሎት በተመለከተ እና በማህበረሰቡ በኩል የሚደርስብዎ ችግር የለም፡፡ 
ክፍል ሁለት፡ የሚስጥር አጠባበቅ ስምምነት 
እኔ ጥናቱን በተመለከተ ተገቢውን የሆነ መረጃ በተገቢው ሁኔታ ተነግሮኝ በአግባቡ ተረድቻለሁ፡፡ ጥናቱ 
ምንም አይነት ጉዳት በህይወቴ ላይ እንደማያደርስ ተረድቻለሁ ስለዚህም ምንም ዓይነት ካሳ 
አያስፈልገኝም፡፡  
እኔ የዚህ ጥናት ተሳታፊ ለመሆን ተስማምቻለሁ፤ የፈቃደኝነት ስምምነትም ሰጥቻለሁ በተጨማሪም ለመረጃ 
ሰብሳቢዎችም ለጥናቱ አስፈላጊ የሆነ ተገቢውን መረጃ እንዲሰበስቡ ፈቅጃለሁ፡፡ 
 
ተስማምቻለሁ--------------------------አልተስማማሁም------------------------ 
 
ፈቃደኛነትን ያረጋገጠው መረጃ ሰብሳቢ ስም -----------------ፊርማ---------ቀን------/-----/----- 
 
የመረጃ ተቆጣጣሪ ሰዉ ስም--------------------------- ፊርማ------------ ቀን------/-----/----- 
 
1. አጠቃላይ የቤተሰብ መረጃ 
001. የመጠይቁ መለያ ቁጥር--------------------- 
002. ቀበሌው ----------------- 
003. ነዋሪነት 1. ገጠር …………………. 2. ከተማ --------------- 
 
የጥናቱ ባለቤት፡ሲሳይ ሸዋሲናድ  
አድራሻ ፡ስልክ 0932013940 
ኢሜል: sisyehu@gmail.com  
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የአማርኛ ቃለ መጠይቅ 
ክፍል አንድ፡ጠቅላላ መረጃ 

ተ.ቁ ጥያቄ አማራጭ መልስ  ኮድ እለፍ  
101 ይህ ቃለ መጠይቅ ሲደረግልዎ 

አድሜዎ ስንት ነዉ(በዓመት) 
------------- ዓመት    

102 የህጻኑ እድሜ ------------- ዓመት/ ወር   
103 የህጻኑ ጾታ 1. ወንድ 

2. ሴት 
  

104 የጋብቻ ሁኔታ 1. ያገባች አብረዉ የሚኖሩ 
2. ያላገባች 
3. አግብታ የፈታች 
4. አግብታ ተለያይተዉ የሚኖሩ 
5. ባልዋ የሞተባት 

  

105 ሐይማኖት  
 

1. ኦርቶዶክስ 
2. እስላም 
3. ፕሮቴስታንት 
66. ሌላ (ይጠቀስ) 

  

106 ብሔር 
 

1. አማራ 
2. ትግሬ  
3. ኦሮሞ 
66. ሌላ (ይጠቀስ) 

  

107 የትምህርት ደረጃዎ  
 

1. ምንም አላዉቅም 
2. ማንበብና መጻፍ ብቻ 
3. የመጀመሪያ ደረጃ ት/ት ከ1-

8ኛ ክፍል 
4. ሁለተኛ ደረጃ ት/ት  
5. ሰርተፍኬት 
6. ዲፕሎማ እና ከዚያ በላይ 

  

108 ዋና ስራዎ ምንድን ነው 1. የቤት እመቤት 
2. የመንግስት ሰራተኛ 
3. ነጋዴ 
4. ግብርና 
5. የቀን ሰራተኛ 
6. ተማሪ 
7. ሌላ (ይጠቀስ) ------ 

  

109 የመኖሪያ ቦታ 1. ከተማ 
2. ገጠር 

  

110 የወር ገቢዎት በወር በብር ሲሰላ? ------------------------ ብር   
111 ጤና ተቋሙ ከቤትዎ ያለው ርቀት 

ስንት ነው? 
------------------------ ኪ.ሜ   

112 እርስዎን ጨምሮ የቤተሰብ ብዛት 
ስንት ነው? 

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

113 በቤት ውስጥ ከአምስት ዐመት በታች 
ያሉ ህጻን/ናት ብዛት ስንት ናቸው?  

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

114 ከአምስት አመት በታች ልጅ 
ሞቶዎቦት ያውቃል 

1. አዎን 
2. የለም 
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ክፍል ሁለት፡ የህፃኑ ህመምና የተወሰደው እርምጃ 

ተ.ቁ ጥያቄ አማራጭ መልስ  ኮድ እለፍ  
201 ልጅሽ ባለፈው አንድ ወር ውስጥ ታሞ 

ነበር? 
1. አዎ 
2. የለም 

 የለም ካሉ ወደ 
ጥያቄ ቁጥር 301 
እለፍ 

202 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ ምን ዓይነት የህመም ምልክት 
አዩ? 

1. ሳል/አክታ ያለው ወይም 
የሌለው 

2. ትኩሳት 
3. የሆድ ህመም 
4. የቆዳ ህመም 
5. የአይን ህመም 
6. ሌላ(ይጠቀስ)----------- 

  

203 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ፤ ለልጅዎ ህመም ምክንያቱ 
ምንድን ነው? 

1. የምግብ እጥረት 
2. በሽታ አምጭ ተህዋስያን 
3. የአምላክ ቁጣ 
4. የሰው ዐይን/ቡዳ 
5. የጥርስ ማብቀል መጀመር 
6. የተበከለ ምግብ እና ውሀ 

መጠቀም 
7. ሌላ(ይጠቀስ)----------- 

  

204 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ፤ ለህጻኑ ምን ዐይነት ህክምና 
ተሰጠው? 

1. የቤት ውስጥ ህክምና 
2. ከመንግስት ጤና ተቋም 

የህክምና አገልግሎት 
አግኝቷል 

3. ከግለሰብ ጤና ተቋም 
የህክምና አገልግሎት 
አግኝቷል 

4. ከባህል(ከልምድ) ህክምና 
ሰጭዎች ህክምና አግኝቷል 

5. ምንም ህክምና አላገኘም 
6. ሌላ(ይጠቀስ)----------- 

  

205 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ፤ ህጻኑ ከታመመ በምን ያህል 
ጊዜ ውስጥ ነው እርዳታ መፈለግ 
የጀመሩት? 

1. በተመሳሳይ ቀን 
2. ከአንድ ቀን በኋላ 
3. ከሁለት ቀን በኋላ 
4. ከሦሥት ቀን በኋላ እና 

ከዚያ በላይ  

  

206 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ፤ የልጅዎትን ህመም አደገኝነት 
በየትኛው ደረጃ ትመድቢዎለሽ? 

1. ከፍተኛ 
2. መካከለኛ 
3. ዝቅተኛ 

  

207 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ፤ የልጅዎትን ህመም አደገኝነት 
የሚያውቁት በምንድን ነው? 

1. በህጻኑ ላይ በሚታዩት 
ተደራራቢ የህመም ምልክት 

2. ህጻኑ መብላት/ መጥባት 
ሲያቆም 

3. የህጻኑ በሽታ ለረጅም ጊዜ 
ሲቆይ 

4.  ሌላ(ይጠቀስ)----------- 

  

208 መልስዎ ለጥያቄ ቁጥር 201 አዎ 
ከሆነ፤ የህጻኑን ህመም በተሎ ማወቅ 
ምን ጥቅም ነበረው? 

1. በፍጥነት ለማሳከም 
2. የህመሙን ምክንያት ለማወቅ 
3. ሌላ(ይጠቀስ)----------- 

  

209 በቅርብ ጊዜ በልጅዎት ላይ ላዩት/ 
ለተመለከቱት የህመም ምልክት ወደ 

1. አዎ 
2. የለም 

  



 
 

58 
 

ህክምና ቦታ ሄደው ነበር? 
2010 መልስዎ ለጥያቄ ቁጥር 301 የለም 

ከሆነ፤ ምክንያቱ ምንድን ነው? 
1. በሽታው የሚድን 

ስላልመሰለኝ 
2. ህክምና የሚሰጥበትን ቦታ 

ስለማላውቀው 
3. ህመሙ በራሱ ጊዜ የሚድን 

ስለመሰለኝ 
4. በሽታው ምንም ህክምና 

ስለሌለው 
5. የጊዜ እጥረት 
6. የገንዘብ እጥረት 
7. የመንገድ አለመኖር 
8. የህክምና ተቋሙ ከቤቴ  ሩቅ 

በመሆኑ 
9. ሌላ(ይጠቀስ)----------- 

  

 

ክፍል ሶስት፡ እናቶች ለልጆች  ህክምና መፈለግ ላይ ተፅኖ የሚፈጥሩ ነገሮች፡ ለህፃናት ህመም መንስኤዎች፣ ምልክቶች እና በህመሙ ክብደት 
ያላቸዉ አመለካከት 

ተ.ቁ መጠይቆች መለያ ቁጥር ይታለፍ  
301 ልጅዎት ቢታመም በባህል ህክምና 

ያሳክማሉ? 
1. አዎ 
2. የለም 

  

302 መልስዎ ለጥያቄ ቁጥር 304 አዎ 
ከሆነ፤ ምክንያቱ ምንድን ነው? 

1. ከዘመናዊ ህክምና ምንም 
እርዳታ  ስለማይገኝ 

2. የባህል ህክምና ወጪው ርካሽ 
ስለሆነ 

3. የባህል ህክምና ሰጪዎች 
አክብሮት ስላላቸው 

4. ህክምናውን ወዲያው 
(በፍጥነት) ስለሚሰጡ 

5. ህክምናው ፍቱን ስለሆነ 
6. ምስጢር ስለሚጠብቁ 
7. በህክምናው ወቅት ማንም ሰው 

ስለሌለ 
8. ቤተሰባችን ሁሉ 

ስለሚያምንበት 
9. በቅርቡ ስለሚገኝ 
66. ሌላ(ይጠቀስ)----------- 

  

303 መልስዎ ለጥያቄ 304 አዎን ከሆነ ለህፃኑ የሚያገኙት 
የቱን ነዉ? 

1. መታሸት 
2. የሚጠጣ የባህል መድሃኒት 
3. የመበጣት 
4. ፀሎትና መንፈሳዊ ፈዉስ 
5. ምክር 
66. ሌላ ካለ (ይጠቀስ….) 

  

304 ልጅዎት ቢታመም በአፋጣኝ ወደ ጤና አገልግሎት 
ቢወሰድ ጥቅም አለዉ? 

1. አዎ 
2. የለም 
 

  

305 በጤና ድርጅት መታከም የማይችል የህፃናት ህመም 
አለ? 

1. አዎ 
2. የለም 

 
 

 

306 መልስዎት ለጥያቄ 401 መልሱ አዎን ከሆነ የትኛዉ 
የህፃናት በሽታ ነዉ? 

1. የጥርስ ማብቀል 
2. የሰዉ አይን (ቡዳ) 
3. የሆድ ህመም (ቁርጠት) 
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4. ልክፍት 
5. ትኩሳት 
66. ሌላ ካለ (ይጠቀስ----) 

307 ህፃናት መታመማቸዉን ለማወቅ ምን ይጠቀማሉ? 1. ህፃኑ ላይ በሚታዩ ተደራራቢ ምልክቶች  
2. የህፃኑ ምግብ አለመመገብ/ መጥባት 

ሲያቆም 
3. ህመሙ ለረጅም ጊዜ መቆየቱ 
66. ሌላ ካለ (ይጠቀስ….) 

  

308 ህፃናት መታመማቸዉን ቶሎ ማወቅ ምን ጥቅም 
አለዉ? 

1. ህክምናዉ ላይ ለመወሰን 
2. የህመሙን ምክንያት ለማወቅ 

66.ሌላ ካለ(ይጠቀስ….) 

 
 
 

 

309 ለህፃናት ህመም ምክንያት ሊሆኑ የሚችሉ ነገሮች 
ምንድን ናቸዉ? 

1. የሰዉ ዓይን (ቡዳ) 
2. የምግብ እጥረት 
3. የበሽታ አምጪ ተህዋሲያን 
4. የአምላክ ቁጣ 
5. የጥርስ መብቀል 
6. የተበከለ ምግብ መመገብ እና ዉሃ 

መጠጣት 
66.ሌላ ካለ(ይጠቀስ….) 

 
 
 
 
 
 
 

 

3010 በእርስዎ እምነት የህፃናትን ህመም ለማከም በጣም 
የሚያዉቀዉ ማነዉ? 
 

1. ቅጠላቅጠል ቀማሚ 
2. ጠንቋይ 
3. ወጌሻ 
4. መንግስታዊ ያልሆኑ የጤና ድርጅቶች 

የሚሰሩ የጤና ባለሙያዎች 
5. መንግስታዊ ከሆኑ የጤና ድርጅቶች 

የሚሰሩ የጤና ባለሙያዎች 
 66. ሌላ ካለ(ይጠቀስ….) 

  

3011 አንድ ህፃን ሲታመም ህክምና ማግኘት የሚገባዉ 
ከየት ነው? 

1. የቤት ዉስጥ እንክብካቤ 
2. ከአካባቢ አዋቂዎች 
3. ከባህል ህክምና 
4. ከግለሰብ ጤና ድርጅቶች 
5. ከመንግስት ጤና ድርጅቶች 
66. ሌላ ካለ (ይጠቀስ….) 

 
 
 
 
 
 

 

3012 ልጅዎት ሲታመም ስለ ህክምናው ለመወሰን 
መጀመሪያ የሚያማክሩት ማንን ነዉ? 

1. ከዚህ በፊት ልምድ ያላቸዉን 
2. የቤተሰብ አባላትን(ባለቤቴን) 
3. ጎረቤቶችን 
4. የሐይማኖት አባቶችን 
5. የጤና ባለሙያን 
66.ሌላ ካለ (ይጠቀስ….) 
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Annex five Curriculum Vita of the principal investigator   
1. Personal data  

Name------------------              Sisay Shewasinad 
Sex-------------------                   male 
Date f birth------------------     29/12/1978 E.C  
Address--------------------         Addis Ababa  
Marital status--------------------- Single  
Nationality------------------------ ETHIOPIAN  
Phone number-----------------------  0932 01 39 40  

2. Educational Back ground 
Educational level Institution Year 
Primary school Leji syoum G/hiwot  1987 -1994 E .C  
Secondary school H/ mariam Mamo  1995-1996E.C 
Preparatory H/ mariam Mamo 1997-1998E.C 
First degree Mada walabu university 1999-2001E.C 
Candidate for Master degree Addis Ababa From 2005E.C 

3. Qualification  
Bsc nurse with CGPA=3.5 

4. Additional skills 
Basic computer skill certificate  
Higher diploma program (effective teaching methodology)  

5. Language  
Language Listening speaking Writing Reading 
Excellent Excellent Excellent Excellent Excellent 
Excellent Excellent Excellent Excellent Excellent 

6. Training on  
-TB and leprosy  
-integrated management of new born and child illness (IMNCI) 
-Safe abortion  
-safe injection  

7. Work experience  
 From 01/02/2002 E.C to 28/03/2003 E.C working at wogere and jihur health center as 

clinical nurse professional and as health extension supervisor  (for one year ,one month 
and 27 days ) 

 From 01/04/2003 E.C to 30/03/2004 E.C working at Aman health science college as 
teacher  

 From 01/04/2004 E.C to 26/03/05 E.C at Mizan Tepi university as a teacher  
8. Hobbies 

Reading different books, magazines, watching films and searching internat 
9. Reference  

Ato Alemayehu Sayih lecturer at mizan tepi university phone 0911669861 
Ato Endalew Gemechu senior lecturer at Addis Ababa university 0911196298 
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Annex six Curriculum Vita of advisor 
Curriculum Vitae 

Personal data of the advisor  

Name: Endalew Gemechu Sendo 

Address:   

Tel(Mobile): +251-911-196298 

Email: endalewaau2012@gmail.com 

Date of Birth: Feb 24, 1972 

Nationality: Ethiopian 

Education:  

Tertiary Education: 

April 2006-August 2009: MSc Degree in Maternity & Reproductive Health , Addis Ababa 
University, Addis Ababa, Ethiopia.  

September 1999- July 2002: BSc in nursing, Jimma University, Jimma, Ethiopia 

September 1990 –July 1992: Diploma in Comprehensive Nursing, Gondar University, Gondar, 
Ethiopia 

Secondary School: 1984- 1989: Lalo Aira Secondary School, West Wollega, Ethiopia 

Job Experiences: 

Oct 2011- to present time: Lecturer, Addis Ababa University, School of Nursing and 
Midwifery, Addis Ababa, Ethiopia. 

November 2009- Oct 2011: Lecturer, Hawassa University, School of Nursing and Midwifery, 
Hawassa, Ethiopia. 

Oct 2005- Oct 2009: Ass. Lecturer, Alkan University College, Addis Ababa, Ethiopia. 

July 2002-July2004:  Head, Aira School of Nursing, West Wollega, Ethiopia 

June 1992- May 1999: In-charge, Dabassa Health Center, West Wollega, Ethiopia 
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Trainings: 

1. Advanced Seminar on Good University Practices in Sexual and Reproductive Health and 
Rights with a Gender perspectives, held in Hawassa from 4th to 8th July 2011 in Collaboration 
with Hawassa University and Group 9 of Universities (Spain).  

2. Finance for non-finance managers Training conducted by Ethiopian Management Institute  
from April 19- 23,2010, Addis Ababa, Ethiopia  

3. Training the Trainers Course on Emergency Obstetrics and Neonatal Care from 7th 
November – 12th November 2010.  

4. Basic training on Infection Prevention From March 7-11,2011 

5. Integrated management of Newborn and Childhood Illness Case Management Course from 
May 10-15, 2009, Addis Ababa, Ethiopia.  

6. Basic Emergency Obstetrics and Neonatal Care Training prepared for Midwifery Tutors and 
preceptors in Derartu Hotel, Assella Organized by Federal Ministry of Health (FMOH) in 
Collaboration with World Health Organization (WHO) July 13-31, 2010.  

7. Teaching Methodology Course for Oromia Health Professional Schools Tutors, Assella, July 
29-Sept.6,2002 

Research and Publications:  

 
1. Disclosure experience to partner and its effect on intention to utilize prevention of mother 

to child transmission service among HIV positive pregnant women attending antenatal 
care in Addis Ababa, Ethiopia: Sendo et al. BMC Public Health 2013, 13:765 
http://www.biomedcentral.com/1471-2458/13/765\  

2. Assessment of Level of Knowledge and Practice of Nursing and Midwifery Students on 
HIV Post Exposure Prophylaxis in Hawassa University, Ethiopia. Journal of HIV for 
Clinical and Scientific Research. www.peertechz.com  

3. Premarital Sexual Practice among Unmarried First Year Undergraduate Students in 
Alkan University College in Addis Ababa, Ethiopia. Global Journal of Medicine and 
Public Health. www.gjmedph.org GJMEDPH 2014; Vol. 3, issue 2  
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4. Prevalence and factors associated with sexual violence among female students of 

Hawassa University in Ethiopia. Global Health Action. 
http://www.globalhealthaction.net/23291  

5. Risky sexual behavior for STIs/HIV infection among Alkan University College Students 
in Ethiopia. Tokyo, Japan. http://www.spp-j.com  

6. Certificate for participation in Scientific Paper Presentation on the event of the 22nd 
Ethiopian Public Health Association Annual Conference, November 01-03,2011  

7. Certificate of attendance on 13th World Congress on Public Health from April 23-27, 
2012, Addis Ababa Ethiopia.  

8. Reviewer, for Bio-Medical Central (BMC) Public Health International and Global Health 
Actions (GHA) peer reviewed Journals, British and Sweden, respectively.  

  

Professional Membership: Ethiopian Public Health Association and Ethiopian Nursing 

Association  

Skills: 

 Able to use personal Computer  

 Good negotiator and interpersonal skills  

References:  

1. Amsale Cherie, Head, School of Nursing and Midwifery, Addis Ababa University, 
Ethiopia. Tel(Mobile): 0911-663763, E.mail: amsalec2002@yahoo.com 

2. Asrat Demissie, Lecturer, School of Nursing and Midwifery, Addis Ababa University, 
Ethiopia. Tel(Mobile): +251-911-201135 

3. Fakadu Aga, Lecturer, School of Nursing and Midwifery, Addis Ababa University, 
Ethiopia. Tel(Mobile):+251-910-033684 

 

Up-dated on June 2014. 
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Appendix seven Assurance of the Principal Investigator 
 

I  the undersigned agrees to accept responsibility for the scientific, ethical and technical conduct 

of the research project and provision of the required progress as per terms and conditions of the 

research and publication office in effect at the time of grant is forwarded as the result of this 

application. I will provide timely progress report to my advisor and seek the necessary advice 

and will communicate timely with my primary advisor.  

 

 

 

 

Name of student:  ______________________________________________ 

 

Signature _____________________________date: _____________________________ 

 

 

Approval of advisor: 

 

Name:  ______________________________________________ 

 

Signature ____________________________    date:____________________________ 

 
 

 

 

 

 

 

 


