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ABSTRACT 

Background:Acute diarrheal diseases are the leading causes of preventable death especially, 

among children under-five in developing countries including Ethiopia. It causes 23% of death 

and 44% of stunting in children under-five age. However, there is a limited information about the 

prevalence of diarrhea and its associated factors among under-five children in Hababo Guduru 

District, Oromia Region, Western Ethiopia.  

Objective: To assess the prevalence and associated factors with under-five diarrhea in Hababo 

Guduru District, Oromia Region, Western Ethiopia, from February 15 to March 10/2018. 

Methods:A community based cross-sectional study was conducted in Hababo Guduru District. 

Pre-surveywasconducted   to identify allthe illegible households withunder-five children in 

randomly selected kebeles. From 12316 households, a total of 624households with under five-

childrenwere selected by simple random sampling technique from randomly selected kebeles 

through proportional allocation.Pre-test was done on structured questionnaires before data 

collection. The collected datawas coded, cleaned and double entered into Epi DataVersion 3.1 

then exported to SPSS Version 22.0 for univariable, Bivariable and multivariable analysis. Odds 

ratio along with 95% Confidence Interval was used to measure the degree of association with 

statistical significance level of p value less than or equal to 0.05. 

Result: The prevalence of under-five children was149(24%) (95% CI: 20.8, 27.3)The occurrence 

of diarrheal disease was significantly associated with age of the child 6-11 months (AOR: 2.491, 

95% CI (1.112, 5.577)), 12-23 months (AOR: 1.833, 95% CI (1.072, 3.133)), poor knowledge of 

mothers/care takers about diarrhea prevention methods (AOR: 1.945, 95% CI (1.129, 3.349)), 

poor family wealth index (AOR: 4.186, 95% CI (2.142, 8.179)), children who were not 

vaccinated with measles (AOR: 4.204, 95% CI (2.213,7.984)), improperliquid waste disposal 

system (AOR: 3.523, 95% CI (1.872,6.629)) and number of siblings ≥2 in the family (AOR: 

2.679, 95% CI (1.610, 4.457)) 

Conclusion: The prevalence of under-five diarrhea was found to be highcompared to EDHS, 

2016 report (12%) and its occurrence was found to be significantly associated with age of the 

child (6-11 and 12-23), knowledge of mothers/care takers about diarrhea prevention methods, 

family wealth index, measles vaccination status, liquid waste disposal system and number of 

siblings in the family. So health education to the community about diarrhea prevention, 

expanding access to measles vaccination and proper disposal of wastes, child birth spacing were 

recommended. 

Keywords: Under-five age children diarrhea, households, Hababo Guduru District 



 

 

 

 

1. INTRODUCTION 

1.1. Background 

Diarrhea:is the passage of unusually loose or watery stools, at least three times in a 24 hours 

period. However, it is the consistency of stools rather than the number that is most important. 

Frequent passing of formed stools is not diarrhea. Babies fed only breast milk often pass loose, 

“pasty” stools; this also is not diarrhea (WHO/UNICEF, 2009, WHO, 2013).There are three 

main forms of acute childhood diarrhea; all of which are potentially life threatening and required 

different treatment courses: 

Acute watery diarrhea includes cholera and is associated with significant fluid loss and rapid 

dehydration. The pathogens that generally cause acute watery diarrhea include V-cholerae or 

E.coli bacteria, as well as rotavirus (WHO, 2005, WHO, 2009 and WHO, 2014). 

Bloody diarrhea, oftenreferred to as dysentery, and is marked by visible blood in the stools. It is 

associated with intestinal damage and nutritional losses in an infected individual. The most 

common cause of bloody diarrhea is shigella, a bacteria agent that is also most common cause of 

severe cases (WHO, 2005, WHO, 2009 and WHO, 2014).  

Persistent diarrhea is an episodes of diarrhea, with or without blood that lasts at least 14 days 

(WHO, 2005, WHO, 2009 and WHO, 2014). 

Diarrhea is more prevalent in the developing world in large part due to the lack of safe drinking 

water, sanitation and hygiene, as well as poorer overall health and nutritional status. According 

to the latest available figures, an estimated 2.5 billion people lack improved sanitation facilities, 

and nearly one billion people do not have access to safe drinking water. These unsanitary 

environments allow diarrhea-causing pathogens to spread more easily (UNICEF/WHO, 2009, 

WHO, 2013). 

Open defecation is the norm in rural and urban Africa –only about a third of the population uses 

improved sanitation facilities and this contributes in various ways to a heavy disease burden in 

which diarrhea is a prominent one. Although it impacts seriously on health it gains much less 

global attention to break this main route (Kar K and Milward K, 2011). It is estimated that 15% 

of the global population still engage in open defecation(OD) and  also underlines that open 

defecation (OD) leads to deadly diarrhea and other intestinal diseases which kills hundreds of 

thousands of children every year (WHO/UNICEF, 2012). An estimated 64,540 children could be 

saved every year by improving Water, Sanitation and Hygiene in the country. It is critical to 
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understand what factors influence the pace to reduce OD in order to develop effective strategies 

to improving sanitation and reducing diarrhea morbidity and mortality caused by the lack of 

sanitation (WHO, 2014).  

1.2. Statement of the problem 

Globally, there are nearly 1.7 billion cases of childhood diarrheal diseases account for 1 in 9 

child deaths, making diarrhea the second leading cause of death in children under -five. Even 

though diarrhea is both preventable and treatable, it kills 525,000 children under-five years each 

year and it is a leading cause of malnutrition in children under five years old(WHO, 2017). 

Worldwide, 73% of deaths in children younger than age 5 years are attributable to six causes: 

pneumonia (19%), diarrhea (18% which includes 17% of deaths in children 1-59 months and 3% 

of neonate deaths), malaria (8%), neonatal sepsis (10%), and preterm delivery (10), birth 

asphyxia at birth (8%).The four communicable disease categories which are both preventable 

and treatable account for more than half (54%) of all child deaths from which diarrhea is the 

second prominent (Bryce et al., 2005). 

The world has made substantial progress on child survival since 1990 and the global under-five 

mortality rate has dropped by 56% from 93 deaths from 1000 live births in 1990 to 41 in 

2016.Nonetheless, accelerated progress will be needed in more than a quarter of all countries, to 

achieve the Sustainable Development Goal (SDG) target (1) on under-five mortality by 2030. 

Meeting the SDG target would reduce the number of under-five death by 10milion between 2017 

and 2030. But focused efforts are still needed in Sub-Saharan Africa and South East Asia to 

prevent 80% of these deaths (WHO, 2017).   

According to the result of systematic and comprehensive study conducted to estimate child 

mortality due to diarrhea in developing countries, South East Asia and Africa assembled together 

78% (1.46 million) of all diarrheal deaths occurring in the developing world and this study 

revealed that Ethiopia was the 4
th 

ranked country from the top 15 countries that account 73% of 

all under-five diarrheal deaths occurring worldwide(Boschi-pinto et al., 2008). 

India is one of Asian country with 626 million people who practice open defecation which is the 

highest prevalent and accounts for 90% of the 692 million people in south Asia who practice 

open defecation and 59 percent of the 1.1 billion people in the world who practice open 

defecation (WHO/UNICEF JMP Project, 2014).  
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The majority (42%) of deaths due to diarrheal disease were concentrated in the Sub-Saharan 

Africa including Ethiopia (88 per 1000 live births) where hygiene and sanitation is poor (Bryce 

et al., 2013).  An improved sanitation is one that hygienically separates human excreta from 

human contact and an improved drinking water source is one that by the nature of its 

construction adequately protects the source from outside contamination, in particular from fecal 

matter and generally a systematic study conducted in London school of hygiene and tropical 

medicine revealed that improvement in hygiene specially hand washing with soap alone showed 

48% reduction in diarrhea mortality (Cairncross et al., 2010). Even though 63% of the global 

population use toilet and other improved sanitation facilities but significant proportion which 

was about 2.6 billion peoples lack improved sanitation and 1.1billion people(15% of the global 

population practice open defecation (WHO/UNICEF JMP, 2014).    

Similarly, the study conducted in sub-Saharan Africa to explore changes in open defecation 

prevalence based on national level indices, from 34 countries included in analysis in which 

Ethiopia was a member, only one country in the analysis, Angola, is on track to end open 

defecation by 2015 based on their performance between 2000 and 2010. The study revealed that, 

most of the national level indices including economic status were not associated with the change 

in the open defecation prevalence. According to the study eighteen among 34 countries had a 

national sanitation policy that was prepared by government and endorsed by parliament. 

However, none of the countries allocated more than 0.5% of the GDP (Gross Domestic Product) 

to the sanitation sector (Galan et al., 2013). 

In Ethiopia, 3/4 of the health problems of under-five children are communicable diseases comes 

from the environment, especially water and sanitation (WHO, 2014). Diarrhea is the leading 

cause of Under-5 mortality causing 23% deaths and around 44% stunting and in Ethiopia over 

75-80% of the communicable disease are caused due to poor environmental health conditions 

arising from unsafe and inadequate water supply and poor hygienic and sanitation practices. 

(WHO, 2014).  

Nearly two-third of the households(65%) obtain their drinking water from improved source 

according to 2016 EDHS report which declared visible improvement when compared with the 

2011 EDHS report of 54% . Based on this study the most common source of drinking water in 

rural area are public tab or stand pipe (19%), a tube well or bore hole (13%) and a protected 

spring (14%) (EDHS, 2016).  
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The study conducted on current state and trends of access to sanitation on Ethiopia and the need 

to revise indicator to monitor progress on the post-2015 era had revealed that, 52.1% of 

Ethiopia‟s population use unimproved sanitation facilities and 47.9% have access to un improved 

sanitation facilities. Of the 52.1% using unimproved sanitation facilities, 35.6% practice open 

defecation indicating that Ethiopia is far from the MDG target(56%) for access to improved 

sanitation coverage (Beyene et al., 2015).  

This study considers ODF as a factor which was not considered in all reviewed literature except 

that the sustainability of the program was tested in our country and Asia (Spears et al., 2013). 

Even though the sanitation coverage of the Hababo Guduru District is 76%, there is dominance 

of open defecation practicein the district according to the 2009 E.C of the district report(Hababo 

Guduru Woreda Health Office, 2017).Using unsafe drinking water like unprotected spring, 

unprotected well, river and stream are also the most prominent problems in this area which are 

the most important causesof diarrheal diseases. Likewise, as far as the investigator knowledge is 

concerned, there is no study conducted in the study area before now. As a result, this study helps 

to reveal and assess the prevalence and associated factors of under-five childhood diarrheawith 

different demographic and socio-economic, environmental and behavioral factors. 

1.3. Significance of the study 

The primary beneficiaries of the study will be Hababo Guduru District Health Office and Non-

Governmental Organizations whowork on health and health related issues. This office and the 

organizations use this study result as base line evidence to get additional input in order to 

prioritize the problem existing in the community, to strengthen strategy to prevent the diarrheal 

disease, to mobilize resource, to set local solutions in line with the existing strategy in work. This 

will ultimately benefit the mother (primary care takers) on how toimprove the diarrhea status of 

under-five age children through different prevention and control intervention mechanisms. 

Children that will found sick during the study period will be referred to the nearby health facility 

for treatment.At the end of the study, if the listed facts are maintained, the community 

participation on Diarrhea prevention activity will increase and also the knowledge of community 

on prevention and control of diarrhea will improved.  

This study also helps the principal investigator for partial fulfillment of his master‟s degree. 
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1.4. Objectives 

1.4.1. General Objective 

 To assessthe prevalence and associated factors with diarrhea diseases among children 

under-five years of age in Hababo Guduru District, Oromia Region, Western Ethiopia, 

from February 15 to March 10/2018. 

1.4.2. Specific objectives 

 To assessthe prevalence of under-five children diarrhea. 

 To identify factors associated with under-five children diarrhea. 
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2. LITERATURE REVIEW 

2.1. Magnitude of under-five diarrhoea 

 According to the study that was conducted in Indonesia through consumption of Indonesian 

Demographic Health survey data of 2007 and 2012, (14.43%) children; their mother reported 

that they suffered from diarrhea in the preceding two weeks. Another comparative cross-

sectional study conducted in Burkina Faso, Mali, Nigeria and Niger declares (states) that the 

highest prevalence of diarrhea morbidity is among children in Niger (36.4%) whereas the lowest 

proportion were recorded among children in Nigeria (14.7%) (1995-1999 birth cohorts compared 

to other countries). In Niger, although the results show an overall decrease of diarrheal 

morbidity, there is an increase in the last birth cohort (2010-2015) compared with the previous 

birth cohorts (2005-2009 and 2000-2004) ( Aristide  et al., 2016). 

The cross-sectional study conducted in Mbour, a secondary coastal city of Senegal on the edge of 

the Atlantic Ocean with a total of 596 households with under-five children revealed that, the 

diarrhea prevalence during the two weeks preceding the interview among the study participants 

was 26.1% which shows slight difference between in girls than boys (27.6% and 24.4% 

respectively (Thiam et al., 2017) and similarly the result from cross-sectional study conducted 

among 551 households in northwest Burundi, on the prevalence of diarrhea per age strata of 

under-five children revealed higher result in 1
st
 two years of life which was 32.6% in which 

gender did not play substantial role regarding the outcome (Dioufet al., 2014).   

According to the crossectional study conducted in Tiko-Cameroon on childhood diarrhea 

determinant in Sub-Saharan Africa showed that the prevalence of diarrhea in children age less 

than five years was found to be 23.8% (Tambe et al., 2015) and similarly study done on 

sanitation and hygiene practices in relation to childhood diarrhea prevalence in Ghana revealed 

that, the two weeks childhood diarrhea prevalence for households was 13% (Danquah et al., 

2014).  

Another community based cross-sectional study conducted in Afar Region clarifies that 

prevalence of diarrhea among under- five children was found to be 26.2% .The highest diarrhea, 

prevalence of 37.5% ,occurred among children aged 12-23 months (Woldu et.al., 2016) 

According to community based cross-sectional study done among under five children in Ferta 

Woreda north west Ethiopia, the overall diarrhea prevalence was 16.7% and of this diarrhea 
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cases 90.4% children experienced diarrhea for less than 14 days and 92.2% watery type of 

diarrhea and the greater (64.7%) of children had three and more episodes of diarrhea per day 

(Genet et al., 2017). 

 

Another  community based cross-sectional study conducted in  Shebedino district, southern 

Ethiopia shows that the prevalence of under-five age childhood diarrhea was 19.6.The greater 

type  diarrhea mentioned were watery (15.8%) and the rest was bloody and mucus type (3.7%) 

(Alemuet al., 2013). 

The crossectional study conducted in Enemay District Northwest Ethiopia on a sample size of 

634 revealed that the two weeks prevalence of diarrhea diseases among under-five children was 

18.6% (Abebaw et al., 2014) and similarly the study conducted on assessment of diarrhea in 

under-five children among ODF and OD rural settings in Dangla District, North west Ethiopia, 

the prevalence of diarrhea was 9.9% among ODF kebeles whereas 36.1% among OD kebeles 

(Abireham, 2016).  

The community based cross-sectional study conducted on prevalence and determinants of acute 

diarrheal among children younger than five years old in Jabithennan District, Northwest Ethiopia 

revealed that 21.5% of children included in study reported diarrhea disease in the two weeks 

before the survey(Alamirewet al., 2014) and another study conducted in Sideman Zone, 

Southern Ethiopia on effect of Community Led Total Sanitation intervention on diarrhea disease 

and other hygienic behavior and sanitation infrastructure sustainability challenges through 

comparative cross sectional study revealed that the prevalence of diarrhea among ODF kebeles 

were 24.7% whereas the prevalence of diarrhea among OD kebeles were 26.5% ( Hunachew et 

al., 2015).  

2.2. Factors associated with under-five diarrhoea 

2.2.1. Socio-economic factors 

According to a cross-sectional study conducted on socio-economic factors associated with 

diarrhea diseases among under-five children of the nomadic population in north east Ethiopia, 

the occurrence of diarrhea was 1.6 times higher among children whose families were 

economically poor compared with children whose families had medium income (Woldu, 2016) 

Another comparative cross-sectional study conducted in Burkina Faso, Mali, Nigeria and Niger 

states that in all four countries, age of child is associated significantly with diarrhea disease 
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among under five children has a U shape according to the Childs age. Compared with children of 

0 to 6 months, the odds ratio is between 1.5 and 3.7 for children whose age is between 7 and 36 

months, whereas after 37 months the risk of diarrhea disease is reduced (Aristide et al., 2016).  

According to the result revealed from cross-sectional study conducted among 551 households in 

northwest Burundi, children whose primary care takers believed that diarrhea cannot be 

prevented had about 2 times higher risk of developing diarrhea than children whose primary care 

takers believed to be prevented, children whose primary care takers were under the age of 25yrs 

were 1.4 times more likely to develop diarrhea than children‟s whose primary care takers 40yrs 

or older (Diouf et al., 2014).  

Another descriptive, cross-sectional study design conducted at sebeta town with a total of 477 

households shows that children of mothers who have no knowledge on the causes of diarrhea 

was 3times more likely to develop diarrhea than mother‟s who have knowledge on the cause of 

diarrhea (Al Mohammed and Li Zungu, 2016). 

According to the community based cross-sectional study conducted in Mecha District, west 

Gojam, with a total of 768 with under-five childrenreveals that low educated mothers‟ children 

had more than five times higher chance of having diarrhea than those children having higher 

educated mothers, children who were 12-23 months had about 2.76 times higher risk of 

developing diarrhea than children of 0-5 months (Muluken et al., 2011).  

The community based cross-sectional study conducted at Arba Minchi Zuria, southern Ethiopia 

on 590 mothers of index children aged under-five years showed that diarrheal disease was 

significantly associated with maternal education, child age and maternal hand washing practices. 

The result of multiple regression model revealed that children whose mother did not attend any 

formal education were 1.89times more likely to develop diarrhea compared to children whose 

mothers attend formal education and the age of children was also significantly associated with 

the occurrence of diarrhea. Children of age 6-23months were about 3times more likely to 

develop diarrhea than children whose age was less than five months (Shikur et al., 2014). 

Another study conducted on prevalence and determinants of childhood diarrhea among graduate 

households in rural areas of Shebedino district, southern Ethiopia shows that the chance of 

developing diarrhea in children who lived in households where two or more children were 

present were about 2times higher than children who lived in households where there is only one 

child, children who do not feed by cup were 2times higher to develop diarrhea than children who 
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feed on cup and children who were under nourished were 4times higher to develop diarrhea than 

normal children (Alemu et al., 2013). 

Similarly, the study conducted in Kersa Demographic Surveillance and Research Center in 

Eastern Ethiopia on prevalence of diarrhea and associated risk factors among children under-five 

years of age, the final logistic regression model of multivariate analysis indicates that, diarrhea 

was independently associated with rural residence, number of siblings under 5years in household 

and age of the child under this factors. Especially, the possibility of developing diarrhea was 1.74 

times higher in children from the households with two or more siblings compared to children in 

the households with only one siblings (Bezatu et al., 2013). 

 Community based cross-sectional study conducted on prevalence and determinants of acute 

diarrheal among children younger than five years old in Jabithennan District, Northwest Ethiopia 

revealed  that children who receive bottle method of complementary feeding were 50.88 times 

higher to develop diarrhea than those feed by cup method, children from rural community were 

more than eleven times more likely to develop diarrhea disease compared to children from urban 

areas, regarding  gender of the child boys were more than 2 times  more likely to be affected by 

diarrheal disease than girls and children from households using broad necked equipment‟s for 

water storage were at more than 19 times greater risk of diarrhea compared to children from 

households using Jerrican(narrow necked water container( Alamirewet al., 2014).  

 

2.2.2. Environmental factors 

In line with descriptive cross-sectional study conducted in sebeta town households with un 

improved latrine facility were 63% more likely to develop diarrhea than households with 

improved latrine facility and another fact which was seen by this study is that households 

without hand washing place were 60% more likely to develop diarrhea than households who 

have hand washing place(Al Mohammed and Li Zungu, 2016).Similarly, the community based 

cross-sectional study conducted with sample size of 998 in Farta District, North-West Ethiopia 

revealed that,  children of households who go > 30 minute to obtain drinking water were 1.65 

times higher to develop diarrhea disease than who walk less than 30 minute, children of 

households who wash their hands with water only were 1.57 times more likely to develop 

diarrhea thanchildren of households who wash their hands with water and soap, children who 
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were not vaccinated Rota Vaccine were 1.75 time higher to develop diarrhea than vaccinated 

children (Genet et al., 2017). 

The result of secondary analysis of EDHS 2011 data revealed that, when the number of under-

five children in the   households was two or less, the risk of diarrhea decreased by about 42% 

compared to households who had more than three under-five children and children from 

households who had no toilet facilities had six times more risk for having diarrhea than children 

from families who had toilet facilities (Thomas et al., 2014) and similarly a community  based 

cross-sectional study conducted in Mecha District, west Gojam showed that, children of 

households without latrine had 2times chance of developing diarrhea than children of households 

with latrine (Muluken et al., 2011).  

Another study conducted in Kersa Demographic Surveillance and Research Center in Eastern 

Ethiopia on prevalence of diarrhea and associated risk factors among children under-five years of 

age, the final logistic regression model of multivariate analysis indicates that, diarrhea was 

independently associated with open dumping of refuse around the house and lack of hand 

washing facility as environmental factors. Especially, in households who openly dumped refuse 

around the house their children had 2.22 times higher chance of developing diarrhea as compared 

to children in the households who used a waste disposal pit and children in the households 

without hand washing had 1.92 times higher chance of developing the outcome(diarrhea) as 

compared to children in the households with no hand washing facility(Bezatu et al., 2013) 

According to comparative cross-sectional study conducted in rural community of Sheko District 

South West Ethiopia, Mothers who were not practicing hand washing at critical times were about 

2 times more likely to develop diarrhea than their counter parts and families who were practicing 

improper refuse disposal were 3 fold more likely to develop diarrhea compared to families who 

practice proper disposal (Gebru et al., 2014). Based on the study conducted on determinants of 

childhood diarrhea among under-five children in Benishangul Gumuz Regional State, North 

West Ethiopia children of mothers who had no education had about 2 times higher odds of 

diarrhea than the children whose mothers had primary and above education. When the number of 

under-five children in the household was two or less, the risk of diarrhea decreased by about 

42% compared to households who had more than three under-five children. Also save disposal 

child stool was found protective of childhood diarrhea morbidity by 50%. The risk of diarrhea 
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peaked at the age of 12-23 months, and higher ages and birth orders had a significant association 

with childhood diarrhea morbidity (Sinmegn et al 2014). 

2.2.4. Child and young feeding practice 

According to the annual health survey conducted in India using evidence of 112 districts, over 

70% of households defecate in the open and 71 out of every 1000 babies born alive die before 

they are 1 year old. Districts with more open defecation also have more stunting which was the 

long-term complication of persistent diarrhea in the first two years of life (Spears et al ., 2013). 

Across-sectional study conducted on child feeding practice and diarrhea disease among children 

less than 2 years of age at Hadaleala District, Afar Region, Northeast Ethiopia including 367 

children revealed that the likelihood of diarrhea was 13.33 higher among children who didn‟t 

exclusively receive breast milk compared with children who receive breast milk exclusively. 

Similarly, children who didn‟t start breast feeding within one hour immediately after birth had 

9.13 times higher risk of developing diarrhea than their counter parts (Gizaw et al ., 2017) .  

2.2.5. Immunization Practice 

According to the study conducted in Enemay District Northwest Ethiopia with the sample size of 

634 children who were vaccinated with measles were 80% less likely to develop diarrhea than 

those who did not vaccinated and children who were not supplemented with Vitamin A were 

3.98 times more likely to develop diarrhea than those children who did supplemented with 

vitamin A. According to a multi-country study conducted in the Democratic Republic Congo, 

Ethiopia, India, Nigeria and Pakistan, children who were given the measles vaccine had lower 

risk of diarrhea by 12-22% than those who did not receive it (Bawankule et al., 2017). 
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2.3. Conceptual Framework 

 

  

 

 

 

 

 

        Distal Factors  

 Intem.Fac. 

 

 

 

 

 

 

  

 

 

 

Proximal Factors 

Figure 1: conceptual framework on the prevalence and factors associated with under-five 

diarrhea in rural and urbanKebeles of Hababo Guduru District, 2017. Adapted from (Bezatu et 

al., 2013, Abireham,2016, and Teklit, 2015) and modified according to study objective. 
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3. MATERIALS AND METHODS 

3.1. Study area and Study Period 

The study wasconducted in Hababo Guduru district, which is located in the Western part of 

Ethiopia 350 km from the capital city of Addis Ababa. The district is structured under 2 urban 

kebeles and 12 rural kebeles.According to Woreda Based Health Sector Planning IV (2017), 

Hababo Guduru has a total population of 61,045which is 30654 maleand 30391 female among 

which 3725 urban and 57320 rural,total households12,715 and total children under-five years 

10,030. The health service coverage of Hababo Guduru Woreda is 87%.To make the health 

service accessible to the society trained health extension personnel (trained nurses) are assigned 

in urban and rural areas. They play their role in reducing maternal and infant mortality rate. 

There are 4 Health Centers and 12 health posts. Moreover, there are about five primary clinics 

and two drug stores which are owned by private institutions in the district (Hababo Guduru 

Woreda Health Office, 2017). The data collection was held from February 15, 2018 to March 10, 

2018.  

3.2. Study Design 

Community based cross sectional study wasemployed. 

3.3. Source population 

The source population for this study were all under-five children living inrural and urbanKebeles 

of Hababo Guduru District. 

3.4. Study Population 

The study population were all under-five children and their care takers living in the selectedrural 

and urban Kebeles of Hababo Guduru District during the study period. 

3.5. Inclusion and Exclusion Criteria 

3.5.1. InclusionCriteria 

All households having under-five children who were living for at least 6 months in the selected 

kebeles of the District and one child from one household was selected randomly for those who 

had more than one under five children. 
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3.5.2. Exclusion Criteria 

Seriouslysickrespondents (mothers/care takers)who were unable to speak and mentally 

impairedwere excluded from the study. Children of homeless families, because those children 

may not had compressive information on explanatory variables.  

3.6. Sample size Determination 

For Objective One: The sample size for prevalence of under-five diarrhea is calculated by using 

single proportion formula. Study conducted in Northwest Ethiopia revealed that Prevalence of 

under-five diarrhea was 24.5 (Zalalem et al., 2017). 

 

n1 = [(Zα/2)2 x P x (1-P)] x DE = (1.96)
2
(0.245) (0.755) 

                      d
2                                                          (0.05)2 

 

When n = the desired sample size, P = Assumed prevalence of under-five diarrhea, in northwest 

Ethiopia, critical value at 95% confidence level of certainty (1.96), d = margin of error between 

the sample and population = 5%. By taking 10% non-response rate and design effect 1.5, the 

sample size is 466. 

Sample size for Objective Two: Factors associatedwith under-five diarrhea. Sample size was 

calculated using EPI INFO version 7 software program for double population proportion 

formula. Considering ODF status from the study conducted in rural kebeles of Dangla District 

North West Ethiopia as a factor of under-five Diarrhea (Abireham M., 2016). 

P1 = proportion of diarrhea among unexposed (Open Defecation Free). 

P2 = proportion of diarrhea among exposed (Open Defecation). 

And from study conducted in Kersa Demographic Surveillance and Health Research Center, 

Eastern Ethiopia, by considering number of under-five siblings and hand washing facilities in the 

household which had significant association with under-five diarrhea (Bezatu et al., 2013).  

P1 = Proportion of diarrhea among unexposed (Households with only one under-five siblings 

and who use manure for refuse disposal). 

P2 = Proportion of diarrhea among exposed (Households with two or more under-five siblings 

and who openly dumped refuse around the house).  
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Table 1: Sample size calculation for prevalence of under-five diarrhea and its associated factors 

among rural kebeles of Hababo Guduru District, 2017/18. 

 Factors 

considered 

Power 95% 

confidence 

level 

Ratio of 

Exposed: 

Unexposed 

P1 P2 Sample 

size 

n(calculated 

sample size) 

ODF 

status(Abireham 

M, 2016)  

80 1.96 1:1 9.9 36.1 94 155 

Number of 

under-five 

siblings in the 

household 

(Bezatu et al., 

2013). 

80 1.96 1:1 17.1 29.8 378 624 

Refuse disposal 

system (Bezatu 

et al., 2013).   

80 1.96 1:1 22.9 40.9 230 380 

 

We conclude that from calculation of objective one and two the final sample size which was the 

largest of all was 624.   

3.7. Sampling Technique 

A stratified sampling method was employed to select households which had under-five children. 

First, the kebele are stratified into urban and rural kebeles. Then one urban kebele and three rural 

kebeles were selected by lottery method from the 12 rural and 2 urban kebeles after stratifying 

the existing kebeles by residence due to the fact that under-five diarrheal morbidity was assumed 

to be differing by residence. By applying proportional to size allocation method, households with 

under-five children were selectedfrom each selected urban and rural kebeles. To select each 

study participant,simple randomsampling technique (through generating random number being 

assisted by computer)from the sampled kebeles was used after enumerating the households with 

under-five children from each of selected kebeles based on the sample size allocated.Households 

with at least one under-five years of age child was eligible for the study. One child was selected 

at random to collect information on the child‟s demographic, environmental and health 

characteristics for households with two or more under-five years of age children. 
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Figure 2: Schematic Presentation of Sampling Procedure to assess prevalence and factors 

associated with under-five diarrhea in rural and urban kebeles of Hababo Guduru District 

January 2017/18. 

Key: L/M = Loya Malole                                       RSK = Randomly Selected Kebeles 

         G/D = Gudane Dadu                SRS = Simple Random Sampling 

          B/N/B/K = Biftun Nufi Bate Kidame            HHs = Households with Under-Five Children 

          D/01 = Dadu 01. 

Hababo Guduru District has 12 rural and 2 urban kebeles 

Simple random sampling technique/lottery method 

HHs in RSKs 
HHs in RSK 

G/D 

716 

L/M 

785 

B/N/Q 

689 

D/01 

703 

Proportionally allocated sample size 624 samples 

K1=154 
K2=169 

K3=149 

K1=152 
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3.8. Data collection method 

3.8.1. Data collection instruments 

The data was collected by using structured questionnaire interview. The questionnaires were 

initially prepared in English and then translated in to Afan Oromo (local language of the study 

area). The data collection questionnaire wasdeveloped from literature review, WHO/UNICEF, 

2006 and EDHS, 2016. 

It has five parts, the first part contains Background characteristics, the second part 

containsquestions related to infant and young child feeding practices, part three contains 

questions related towater, sanitation, and hygiene characteristics the fourth part contains 

occurrence of diarrhea disease among under five children, and the fifth part addresses 

socioeconomic variables (wealth index). The adapted questionnaires were modified and 

contextualized to fit the local situation and the research objective. 

3.8.2. Data collection procedure and data collectors 

The data collection was conducted by eight clinical nurses and two BSC holders which were 

Health officerswere assigned as supervisors. Two days training was given for data collectors and 

supervisors on how to approach the study groups and fill the questionnaires by principal 

investigator. Data collection was carried out through house to house visit. The data collectors 

wereexplaining the purpose of the study and convinced the study participants to get their 

consent. For households with two or more children under-five years of age, the candidate child 

wasselected by a lottery method. 

 

3.9. Variables 

3.9.1. Dependent Variables 

Occurrence of diarrheal disease among under-five children 

3.9.2. Independent Variables 

Socio-demographic and economic variables: Age and sex of the child, maternal education and 

occupation, marital status of the mother. 

Environmental Health condition variables: Availability of toilet facility, Type of toilet facility, 

Type of water source, Accessibility of water resource, Availability of hand washing facility, 

Hand washing practice, Latrine utilization, Child faeces disposal practice, Water storage practice 
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at home Water treatment practices at home, child feeding practice, measles vaccination status 

and ODF status. 

3.10. Operational Definitions 

Diarrhea: is defined as having three or more loose or watery stool in a 24 hour‟s period in the 

household within the two weeks period before questions administered as reported by the 

mothers/care taker of the child (EDHS, 2016, WHO, 2014). 

Prevalence of diarrhea: the total number of diarrhea cases at the time of the interview divided 

by the total number of under-five children who participated in the study. 

Improved water sources: It includes Piped water into dwelling, Piped water to yard/plot, Tube 

well or borehole, Public standpipes, protected dug wells, protected springs and Rainwater. 

“Improved” source is one that is likely to provide "safe" water (WHO/UNICEF JMP, 2016). 

Unimproved sanitation facilities: It includes a flush/pour flush to elsewhere, a pit latrine 

without slab, bucket, hanging toilet or hanging latrine, no facilities or bush or field 

(WHO/UNICEF, 2016). 

Kebele: The smallest administrative unit in Ethiopia (EDHS,2011). 

Open Defecation: Disposal of human feaces in fields, forests, bushes, open bodies of water or 

other open spaces or with solid waste (WHO/UNICEF JMP, 2017). 

Open Defecation Free: Is the termination offeacal-oral transmission, defined by no visible 

feaces found in the environment/village and every household as well as public/community 

institutions use safe technology option for disposal of feaces (Indian Ministry of Drinking Water 

and sanitation, 2015).  

Proper disposal: Is a way of disposal refuses which included burning, burying, in a pit or 

storing in a container and disposing in designated site, where as disposing in open fields 

considered as unimproved disposal method (Dessalegn M et al., 2011).  

Improved toilet facilities:include any non-shared toilet of the following types: flush/pour flush 

toilets to piped sewer systems, septic tanks, and pit latrines; ventilated improved pit latrine 

(VIP); pit latrines with slabs; and composting toilets (EDHS, 2016). 

Improved sources of drinking water:Include piped water, public taps, standpipes, tube wells, 

boreholes, protected dug wells and springs, and rainwater. Because the quality of bottled water is 

unknown, households that use bottled water for drinking are classified as using an improved 
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source only if the water they use for cooking and hand washing comes from an improved source 

(EDHS, 2016). 

Narrow neck storage container: In this study Jerrican was considered as narrow water storage 

container and Buckets and Pots were considered as wide (not narrow neck water storage 

container). 

Unimproved water sources: Unprotected dug well, unprotected spring, Cart with small tank or 

drum, surface water(e.g. river, dam, Lake Pond, stream channel or irrigation channel) and bottled 

water (EDHS, 2016).  

Family Wealth index: Households are given scores based on the number and kinds of consumer 

goods they own, ranging from a television to a bicycle, in addition to housing characteristics 

such as source of drinking water, toilet facilities, and flooring materials. These scores are derived 

using principal component analysis. Ranking each person in the household population by her or 

his score, and then dividing the distribution into three equal categories (Rich, Middle, and poor). 

(CSA, 2016).  

Knowledgeable: study groups who werescored above mean on knowledge questions. 

Not knowledgeable: study groups who werescored mean and below the mean on knowledge 

questions.  

3.11. Data Quality control 

To maintain the quality of data, structured questionnaires were developed in English and then 

translated in to Afan Oromo(local language of study area) by fluent speakers and writers and 

then translated back into English to assure its accuracy. Data collectors were trained on proper 

sample collection method involved in the study, on content of the questionnaire and interview 

skills.Pre-test wasconducted on5% (32) of study participantsout ofrandomly selected Kebeles 2 

weeks before actual data collection period at household level to test understandability of the 

questionnaire and its completeness. The data quality was managed at each and every level of data 

collection process. 

3.12. Data processing and analysis 

During data processing, the researcher was conscious to prevent data entry errors through manual 

checks during data collection for completeness and handwriting legibility, range and consistency 
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checking, double entry of data by trained data clerks, validation and screening of data for 

missing, influential value and outliers was performed.  

After cleaning the data, mix of statistical software packages were used to improve the quality of 

data. To decrease error during data entry Epi-Data Version 3.1 which is fast, reliable and allows 

for controlled data entrywas used. Then for further analysis data was exported to SPSSVersion 

22.00 for analysis. Frequency, proportions and measures of central tendency were calculated to 

describe the study subjects. The family wealth index was constructed by using principal 

component analysis(PCA) method by considering locally available household asset and the 

family wealth wascategorized into poor, medium and rich. The multi collinearity effect was 

tested using the standard errorfor all independent variables and no variable found to have 

standard error greater than two to be omitted from the analysis. 

Binary logistic regression was used to compute Crude Odds Ratio(COR) with its 95% 

confidence interval to test the associations between dependent and independent variables then 

variables found to be P<0.25 in the bivariable analysis taken as candidate for multivariable 

analysis. Finally Multivariable analysis with Adjusted Odds Ratio (AOR) with its 95% CIwas 

used to control possible confounders and to determine factors significantly associated with 

under-five diarrhea and P-Value less or equal to 0.05 was considered as the criterion for 

statistical significance. The fitness of the model was tested by Hosmer-Lemeshow goodness of 

fit test.  

During multiple logistic regression, the omnibus test of model coefficient (X
2
=180.13; P< 0.001) 

indicates that the model is appropriate for the analysis since model with explanatory variables is 

better than the model without the variables. 

Hosmer and Lemeshow test (X
2
= 7.21; P > 0.05) for the data is not significant, and the model 

predicts 83% of the response correctly indicating that the model adequately fits the data. The 

multi-collinearity, outliers and influential cases were checked to reduce their effects on the study 

result.   
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3.13Ethical consideration 

After  approval  of  the  proposal,  Ethical  clearance  was  obtained  from Institutional Health 

Research Ethical Review Committee(IHRERC) of the College of Health and Medical Science, 

Haramaya University.  The necessary permission was obtained from Hababo Guduru Woreda 

Health Office. Informed, Voluntary, written and signed consentwas obtained from mothers/care 

takers of the children after explaining the purpose of the study.  Participants  were  assured  that 

their  name  was not stated,  Data  was  kept confidential and anonymous and  it  was used  only  

for  research  purpose. They also informed that they were not forced  to  answer  the  entire  

question  and they  can  withdraw  at  any  time if they didn‟t want to participate. Children found 

to be sick and unable to afford treatment cost were planned to be supported by principal 

investigator and the health institution even though not encountered.   

3.14. Plan for Dissemination of result 

The  findings  of  this  study  was presented  for Haramaya University College of Health and 

Medical Science School of Graduate Studies , Horro Guduru Wollega Health Department  and 

disseminated to  Hababo Guduru Woreda Health Office . The findings will be also published and 

disseminated to different stakeholders that have a contribution on Environmental Sanitation and 

Hygiene practices and for the purpose of planning On CLTS and ODF activities. 
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4. RESULT 

4.1. Socio-demographic Characteristics of study participants 

A total of 620 Households were included in the study with 99.4% response rate. Three hundred 

forty seven (56%) mothers/care takers were in the age group of 25-34 years and their mean age 

and SD was 33+5.54 years.  About half, 323(52.1%) of children were males. Two hundred 

seventy seven (44.7%) children were aged 12-23 months and their mean age and SD was 20 

+10.6 months. The majority, 576 (92.6%) of mothers were currently married and 212(34.2%) of 

mothers were unable to read and write. The mean family size and SD was about 5.4+1.6 SD. 

More than one third, 222(35.8%) of participants were from poor family. Concerning mothers‟ 

knowledge on under-five diarrhea disease prevention, the majority 315(50.8%) werenot 

knowledgeable (Table 2).  

 

Table 2: Socio-demographic and socio-economic characteristics of participants in Hababo 

Guduru District, Oromia region, Western Ethiopia, 2017/18. (n=620) 

 

Characteristics Categories Frequency 

(n=620) 

Percentage 

(%) 

Head of the household Male 580 93.5 

Female 40 6.5 

Residence Rural 468 75.5 

Urban 152 24.5 

Age of mothers/care takers <24  years 31 5.0 

25-34 years 347 56.0 

>35 years 242 39.0 

Ethnicity Oromo 554 89.4 

Amara 65 10.5 

Gurage 1 0.2 

Religion 

 

Muslim 58 9.4 

Orthodox 196 31.6 

Protestant 350 56.5 

Others 16 2.6 

Educational status(of mothers/caretakers)  Unable to read and 

write 
212 34.2 

Informal education 126 20.3 

Grade 1-8 184 29.7 

Grade 9-12 40 6.5 

College and above 58 9.4 

 Marital status Single 35 5.6 

Married 576 92.9 

Others*a 9 1.5 

Main occupation (of the mothers/caretaker) Housewife 362 58.4 
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Merchant 183 29.5 

Employee 

(Gov‟t/Private) 
75 12.1 

Family size <=4 190 30.6 

>4 430 69.4 

Number of children in the family >= 2child 160 25.8 

1 child 460 74.2 

Sex of the child Male 323 52.1 

Female 297 47.9 

Age of the child in months 0-5 48 7.7 

6-11 71 11.5 

12-23 277 44.7 

>= 24 224 36.1 

Wealth index  Poor 222 35.8 

Medium 194 31.3 

Rich 204 32.9 

Knowledge of  mothers/care takers on 

diarrhea prevention 

Poor 315 50.8 

Good 305 49.2 

                      *a=Divorced/Widow 

4.1.2. Feeding and Health care characteristics 

The majority; 569(91.8%) of mothers gave their child other food with breast feeding. More than 

half, 367(59.2%) children started supplementary feeding at 6 months of age and measles 

vaccination coverage among children under-five age were 75.5 %(Table 3). 

Table 3: Feeding and healthcare characteristics of participants in Hababo Guduru District, 

Oromia region, Western Ethiopia, 2017/18. (n=620) 

Chracteristic Categories Frequency (n=620) Percentage (%) 

Started complementary feeding  Yes 569 91.8 

No 51 8.2 

Complementary feeding 

initiation time (n=569) 

< 6 months 123 19.8 

At 6 months 367 59.2 

> 6 months 79 12.7 

Breast feeding status  

 

Breast feed 

(EBF/mixed) 
556 88.7 

Not breast feed 64 10.3 

Measles vaccination status Yes 468 75.5 

No 152 24.5 

Mothers/care takers history of 

diarrhea 

Yes 609 98.2 

No 11 1.8 

4.1.2. Environmental characteristics 

Majority, 527(85.0%) of participants had private latrine facility and more than one third; 

348(56.1%) of them were pit latrine with slab. Five hundred sixty three 563(90.8%) mothers 

disposed child feces in to latrine. About 277(44.7%) and 379(61.1%) of households were 
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disposed their solid and liquid wastes openly everywhere respectively. One hundred seventy 

(27.1%) and 257(41.5%) of households use piped system and protected spring for drinking 

purpose and about 331(53.4%) households do not treat drinking water at their home (Table 4). 

Table 4: Environmental characteristics of participants in Hababo Guduru district, Oromia 

Region, Western Ethiopia, 2017/18. (n=620) 

Characteristics Categories Frequency(n=620) Percentage (%) 

Main source of drinking water Piped system 170 27.4 

 Protected Spring 257 41.5 

well 162 26.1 

River/stream water 31 5 

Time to fetch water (round trip) < 15 minutes 270 43.5 

15-30 minutes 298 48.1 

> 30 minutes 52 8.4 

Home based water treatment (by any 

means) 

Yes 289 46.6 

No 331 53.4 

Mechanism of water treatment Boil 65 10.5 

Add chemical 180 29 

Filter through cloth 43 6.9 

Do nothing 332 53.5 

Daily per capita water consumption Ten litter and less 256 41.3 

More than ten litter 364 58.7 

Type of storage container used Jerrican 498 80.3 

Clay pot 87 14 

Bucket 35 5.6 

Frequency of cleaning water storage 

container 

Every 1-2 days 224 36.1 

Every 3-4 days 204 32.9 

>= 6 days 192 31 

Type of Latrine Ventilated 

improved pit 

latrine  

36 5.8 

Pit latrine with slab 348 56.1 

Pit latrine without 

slab 

142 22.9 

Open pit 94 15.2 

Latrine ownership Private 527 85 

Shared 93 15 

Child stool disposal Dispose in the 

toilet 

563 90.8 

Dispose 

somewhere in the 

yard 

57 9.2 

Solid waste disposal method Dispose openly 273 44.7 

Dispose in 343 55.3 
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prepared hole 

Dispose in 

communal latrine 

2 0.3 

Other specify 2 0.3 

Liquid waste disposal method Dispose openly 

every where 

379 61.1 

Dispose privately 

at designated place 

234 37.7 

Dispose to road 

ditch 

7 1.1 

Hand washing mechanism Without soap/ash 111 17.9 

With soap/ash 509 82.1 

ODF status of the kebeles 1.Yes 319 51.5 

2.No 301 48.5 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

4.2. Status of diarrhea among children under-five years of age` 

The prevalence of diarrheal status among under-five age children was 24%, 95% CI: (20.8, 27.3) 

(Table 5). 

Table 5: Distribution of diarrhea by age and sex among children under-five years of age in 

Hababo Guduru District, Oromia Region, Western Ethiopia, 2017/2018. (n=620) 

Characteristics Categories Status of diarrhea 

Present: 

No (%) 

Absent: 

No (%) 

Prevalence of diarrhea 

by age group of child 

0-5 months 6 (12.5) 42 (87.5) 

6-11 months 26 (36.6) 45 (63.4) 

12-23 months 75 (27.1) 202 (72.9) 
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>= 24 months 42 (18.8) 182 (81.3) 

Prevalence of diarrhea 

by sex of child 

Male 77 (23.8) 246 (76.2) 

Female 72 (24.2) 225 (75.8) 

Prevalence of diarrhea 

by residence  

Rural 116(24.8) 352(75.2) 

Urban 33(21.7) 119(78.3) 

 

4.3. Factors associated with Under-fiveDiarrhea during Bivariable analysis 

During crude analysis, Number of children in the family, Knowledge on diarrhea (of 

mothers/care takers), child‟s vaccination status, complementary feeding initiation time< 6 

months, treating drinking water at home (by any means), type of drinking water storage 

container, liquid wastes disposal system  and hand washing habit (of mothers/care takers), child 

feces disposal system, poor status of family wealth were significantly associated with diarrhea 

status of under-five children at P-value<0.001 and age of child (between 6-11 months), 

complementary initiation time > 6 months, and medium status of family wealthwere significantly 

associated with diarrhea status of under-five child at P-value<0.01 while age of child 12-23 

months was significantly associated with diarrhea status of child at P-value<0.05 and were 

considered as candidate for further multi-variable analysis. However, other predictors were not 

significantly associated at P-value<0.025. 

Children in the age group of 6-11 were about 2.5 times and those in the age group of 12-23 were 

about 1.6 times  more likely to develop diarrhea compared to those in the age group of >= 24 

months (COR= 2.504; 95% CI:(1.391,4.507)) and (COR= 1.609; 95% CI:(1.049,2.467)) 

respectively.Children from the family of number of children>= 2 were about 3 times more likely 

to develop diarrhea than those children from family of single child (COR= 3.189; 95% CI: 

(2.150, 4.731)). Children of mothers who were un able to read/write and informally educated 

were about 5 and 4 times more likely to develop diarrhea than those children from families who 

were college and above educational level respectively ( COR= 4.898; 95% CI: (1.872, 12.812) 

and (COR= 4.077; 95% CI: (1.505,11.042). 

Children of poor knowledge mothers/care takers on prevention of diarrhea were about 4 times 

more likely to develop diarrhea than those children from the mothers/care takers who had good 

knowledge towards the prevention of diarrhea (COR= 3.823; 95% CI: (2.535,5.767)). Children 

from the family of poor and medium wealth indices were about 3.7 and 2.2 time more likely to 
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develop diarrhea than those children from the families of rich wealth indices (COR= 3.761; 95% 

CI: (2.222,6.365)) and (COR= 2.258(1.284,3.970)) respectively. 

Children who were started supplementary feeding < 6 months and > 6 months were about 5.6 

and 2 times more likely to develop diarrhea compared to those children who started 

supplementary feeding at 6 months (COR= 5.696; 95% CI: (2.609,12.437)) and (COR= 2.273; 

95% CI: (1.089,4.745)) respectively.Children who were not vaccinated with measles vaccine 

virus were about 4 times more likely to develop diarrhea than those children who were 

vaccinated (COR= 4.032; 95% CI: (2.703, 6.014)).Children from families who were practicing 

improper disposal of liquid waste were about 3.7 times more likely to develop diarrhea compared 

to those children from families who practice proper disposal of liquid waste (COR= 3.741; 95% 

CI: (2.261,5.930)). Children from families who were practicing improper disposal of solid waste 

were about 3.4 times more likely to develop diarrhea compared to those children from families 

who practice proper disposal of solid waste (COR= 3.390; 95% CI: (2.297,5.003)).  

Children from families who were practicing unsafe disposal of child feces were about 3.8 times 

more likely to develop diarrhea compared to those children from families who practice safe 

disposal of child feces (COR= 3.824; 95% CI: (2.190,6.674)).Children from families who were 

practicing hand washing with only water  were about 5 times more likely to develop diarrhea 

compared to those children from families who practice hand washing with water and soap 

(COR= 5.288; 95% CI: (3.401,8.223)). 

Children from families who were using not narrow neck container for drinking waterstorage 

were about 3 time more likely to develop diarrhea than those children of families who use 

narrow neck container (COR= 3.216; 95% CI: (2.110,4.903)). Children from families who were 

using only water to clean drinking water storage container were about 3.6 time more likely to 

develop diarrhea than those children of families who clean the storage container using water and 

soap (COR= 3.667(2.485,5.409)).  

Table 6: Bivariable logistic regressions of factors associated with diarrhea status of participants 

in Hababo Guduru District, Oromia region, Western Ethiopia, 2017/18. (n=620) 

 

Associated Factor Diarrhea Status P-value COR 

Present: 

     No 

(%) 

Absent: 

     No (%)  

Mothers/care 

takers  age 

15-24 years 9(29) 22(71) 0.503 1.328(0.579,3.046) 

25-34 years 83(24) 264(76) 0.918 1.020(0.694,1.501) 
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>34 years 57(23.6) 185(76.4)  1 

Residence Rural 116(24.8) 352(75.2) 0.441 1.188(0.766,1.843) 

Urban 33(21.7) 119(72.3)  1 

Family size <=4 49(25.8) 141(76.2) 0.496 1.147(0.773,1.702) 

>4 100(23.3) 330(76.7)  1 

Age of child 

(in months) 

< 6 6(12.5) 42(87.5) 0.306 0.619(0.247,1.552) 

6-11 26(36.6) 45(63.4) 0.002 2.504(1.391,4.507)** 

12-23 75(27.1) 202(72.9) 0.029 1.609(1.049,2.467)* 

>=24 42(18.8) 182(81.3)  1  

Number of 

children in 

the family  

>=2 66(41.3) 94(58.8) 0.000 3.189(2.150,4.731)***  

1 83(18) 377(82)  
 

1 

SMaternal/care 

takers 

Educational 

status 

Un able to 

read/write 

67(31.6) 145(68.4) 0.001 4.898(1.872,12.812)** 

Informal education 35(27.8) 91(72.2) 0.006 4.077(1.505,11.042)** 

Grade 1-8 36(19.6) 148(80.4) 0.060 2.578(0.961,6.916) 

Grade 9-12 6(15) 34(85) 0.331 1.871(0.529,6.611) 

College and above 5(8.6) 53(91.4)  1 

Knowledge of 

mother/caretake

r) 

Poor 111(35.2) 204(64.8) 0.000 3.823(2.535,5.767)***  

Good 38(12.5) 267(87.5) 
 1 

Wealth index Poor 83(33.5) 165(66.5) 0.000 3.761(2.222,6.365)*** 

Medium 45(23.2) 149(76.8) 0.005 2.258(1.284,3.970)** 

Rich 21(11.8) 157(88.2)  1   

Vaccination 

status (measles) 

Un vaccinated 69(45.4) 83(54.6) 0.000 4.032(2.703,6.014)*** 

Vaccinated 80(17) 388(83)  1 

Complementary 

feeding 

initiation time 

< 6 months 52(42.3) 71(57.7) 0.000 5.696(2.609,12.437)*** 

>6 months 83(22.6) 284(77.4) 0.029 2.273(1.089,4.745)* 

At 6 months 9(11.4) 70(88.6)  1 

Main source of 

water supply 

Un protected spring 60(23.3) 197(76.7) 0.747 0.928(0.590,1.460) 

Well 42(26) 120(74) 0.798 1.067(0.650,1.750) 

River/stream water 5(16) 26(84) 0.304 0.586(0.212,1.623) 

Piped water 42(24.7) 128(75.3)  1 

Water storage 

container 

Not narrow 53(43.4) 69(56.6) 0.000 3.216(2.110,4.903)***  

Narrow 96(19.3) 402(80.7)  1  

Liquid waste 

disposal system 

Improper 123(31.9) 263(68.1) 0.000 3.741(2.361,5.930)*** 

Proper 26(11.1) 208(88.9)  1 

Child feces 

disposal system 

Un safe 29(50.9) 28(49.1) 0.000 3.824(2.190,6.674)***  

Safe 120(21.3) 443(78.7)  1 

Hand washing 

habit 

Using water only 58(52.7) 52(47.3)  0.000 5.288(3.401,8.223)*** 

Using soap and 

water 
6(27.3) 16(72.7) 

0.243 
1.778(0.676,4.676) 

Using ash and water 85(17.4) 403(82.6)   1  

Method of 

cleaning water 

storage 

container 

Using water 75(42.4) 102(57.6  0.000 3.667(2.485,5.409)***  

Using Soap and 

water 
74(16.7) 369(83.3) 

 1  

Solid waste 

disposal system 

Improper 100(36) 177(64) 0.000 3.390(2.297,5.003)*** 

Proper 49(14.3) 294(85.7)  1 

ODF status OD(Open 82(26) 235(74) 0.307 0.577(0.211,1.703) 
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Defecation) 

ODF(Open 

Defecation Free) 

67(22) 236(78)  1 

Maternal 

diarrhea 

Yes 3(27.3) 8(72.7) 0.8 1.189(0.311,4.541) 

No 146(24) 463(76)  1 

 

 

 

 

 

 

 

 

4.4. Factors associated with under-five children diarrhea during multi-variable 

analysis. 

During adjusted analysis, child aged 6-11 months and 12-23 months were about two and half and 

two times higher odds of having diarrhea compared to those who aged >24 months (AOR= 

2.491; 95% CI: (1.112, 5.577) and AOR=1.833; 95% CI: (1.072, 3.133)] respectively. Odds of 

diarrheal were significantly higher among children of mothers/care takers having poor 

knowledge on diarrhea prevention (AOR=1.945; 95% CI: (1.129, 3.349)). Compared to measles 

vaccinated, unvaccinated children were significantly associated with higher odds of diarrhea 

(AOR=4.204; 95% CI: (2.213, 7.984)). 

Odds of diarrhea was about 3 times higher among children of mothers/care-takers who 

dispose liquid waste improperly compared to those children‟s of mothers/care-takers who 

dispose liquid waste properly(AOR=3.523; 95% CI: (1.872,6.629)). Children from the family 

of number of under-five children >= 2 were about 3 times more likely to develop diarrhea 

than those children from family of single child (AOR= 2.679; 95% CI: (1.610, 4.457)) and 

Children from the family of poor wealth indices were about 4 times more likely to develop 

diarrhea compared to children from rich wealth indices(AOR=4.186(2.142, 8.179)) (Table 7) 
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Table 7:Bivariable and Multivariable logistic regressions of factors associated with diarrhea 

status of participants in Hababo Guduru District, Oromia region, Western Ethiopia, 2017/18. 

(n=620) 

Associated Factor Diarrhea Status COR(95%CI) 

 

AOR (95%CI)  

Present: 

No (%) 

Absent: 

No (%) 

Age of child 

(in months) 

<6months 6(12.5) 42(87.5) 0.619(0.247,1.552) 0.890(0.114,12.181) 

6-11 26(36.6) 45(63.4) 2.504(1.391,4.507)** 2.491(1.129,5.577)* 

12-23 75(27.1) 202(72.9) 1.609(1.049,2.467)* 1.833(1.072,3.133)* 

>=24 42(18.8) 182(81.3) 1 1 

Number of 

children in the 

family 

>=2 66(41.3) 94(58.8) 3.189(2.150,4.731)*** 2.679(1.610,4.457)*** 

1 83(18) 377(82) 1 1 

Knowledge on 

diarrhea 

(mother/careta

ker) 

Poor 111(35.2) 204(64.8) 3.823(2.535,5.767)*** 1.945(1.129,3.349)* 

Good 38(12.5) 267(87.5) 1  1 

Wealth index Poor 83(33.5) 165(66.5) 3.761(2.222,6.365)*** 4.186(2.142,8.179)*** 

Medium 45(23.2) 149(76.8) 2.258(1.284,3.970)** 1.697(0.835,3.449) 

Rich 21(11.8) 157(88.2) 1  1 

Complementary 

feeding 

initiation time 

(n=569) 

<6 months 52(42.3) 71(57.7) 5.696(2.609,12.437)*** 1.144(0.430,3.047) 

>6 months 83(22.6) 284(77.4) 2.273(1.089,4.745)** 1.650(0.693,3.931) 

At 6 months 9(11.4) 70(88.6) 1  1 

Vaccination 

status 

(measles) 

Unvaccinated 69(45.4) 83(54.6) 4.032(2.703,6.014)*** 4.204(2.213,7.984)*** 

Vaccinated 80(17.1) 388(82.9) 1  1 

Solid waste 

disposal 

system 

Improper 100(36) 177(64) 3.390(2.297,5.003)*** 0.774(0.418,1.434) 

Proper 
49(14.3) 294(85.7) 

1 1 

Liquid waste 

disposal 

system 

Improper 123(31.9) 263(68.1) 3.741(2.261,5.930)*** 3.523(1.872,6.629)*** 

proper 26(11.1) 208(88.9) 1 1 

Child feces 

disposal 

Un safe 29(50.9) 28(49.1) 3.824(2.190,6.674)*** 1.646(0.756,3.582) 

Safe 120(21.3) 443(78.7) 1 1 
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system 

Hand washing 

habit 

Using water 

only 
58(52.7) 52(47.3) 5.288(3.401,8.223)*** 1.612(0.801,3.243) 

Using soap 

and water 
6(27.3) 16(72.7) 1.778(0.676,4.676) 1.870(0.587,5.951) 

Using ash and 

water 
85(17.4) 403(82.6)  1 1 

Drinking water 

storage 

container type 

(used by 

family 

Not narrow 

Neck) 
53(43.4) 69(56.6) 

 

3.216(2.110,4.903)***  

 

1.586(0.883,2.849) 

Jerrican(narro

w neck) 
96(19.3) 402(80.7) 

 

1 
 

1 

Method of 

cleaning water 

storage 

container 

Using water 75(42.4) 102(57.6 3.667(2.485,5.409)*** 1.374(0.763,2.476) 

Using Soap 

and water 
74(16.7) 369(83.3) 

 

1 1 

Significant at P<0.001=
***

,    at P<0.01=
**

 and at P<0.05=
*
, COR = Crude Odds Ratio, 

AOR=Adjusted Odds Ratio, CI=Confidence Interval  
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5. DISCUSSION 

In this study, the prevalence of diarrhea among under-five age children was 24%, (95% CI: 20.8-

27.3). The present study has examined the socio-demographic and socio-economic 

characteristics, feeding and health care characteristics, environmental characteristics associated 

with diarrheal status among under-five age children in Hababo Guduru District, Western 

Ethiopia. Accordingly child age 6-11 and 12-23 months, poor knowledge of mothers/care takers, 

unvaccinated measles status of the children, improper liquid waste disposal system, number of 

children greater than or equal to two in the families and being poor household wealth indices 

were independent predictors of diarrheal status of under-five children. 

 The prevalence of under-five diarrhea in this study was in agreement with cross-sectional study 

conducted in Tiko Cameroon in Sub-Saharan Africa (23.8), Kersa District, Eastern Ethiopia 

(22.5%), Jabithennan District, North West Ethiopia (21.5%), Shebedino District, Southern 

Ethiopia (19.6%), Enemay District, North West Ethiopia (18.8%), (Tambe et al., 2015, Bezatu et 

al., 2013, Zalalem et al., 2014, Abebaw et al., 2014, Alemu et al., 2013) respectively.The 

prevalence of diarrhea in this study was lower when compared with cross-sectional studies 

conducted in Niger (36.4%), North West Burundi (32.6%), and Afar Region (37.5%) (Aristide et 

al., 2016, Diouf et al., 2014, Woldu et al., 2016) respectively. But this result was relatively high 

when compared with cross-sectional study conducted in Sub-Saharan Africa Ghana (13%) 

(Danquah et al., 2016), the result revealed by EDSH(12%) (EDHS, 2016), Ferta District North 

West Ethiopia (16.7%) (Genet et al., 2017). This discrepancy in prevalence of diarrhea could be 

due to the population difference in many aspects such as socio-demographic, basic 

environmental and behavioral characteristics of the respondents and sample size considered. 

From all Sociodemographic and socio-economic characteristics considered in this study, only 

age of the child, number of siblings in the family and knowledge of mothers/care takers on 

prevention of under-five diarrheal was statistically significant after controlling for possible 

confounders.  
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The study showed that diarrhea was significantly associated with children in the age groups 6-11 

months and 12-23 months compared to children of greater than or equal to 24 months.This 

finding is in agreement with other studies (Bezatu et al., 2013, Gizaw et al., 2017, Sinmegn et 

al., 2014, Genet et al., 2017).The possible explanation for this risk may be children at these ages 

are either crawling or walking and can easily pick dirty or other contaminated objects for playing 

and eating and incidence is highest in the age group 6-11 months because weaning often occurs 

at this age. 

In this study diarrhea was significantly associated with the presence of two or more under-five 

children in the family. According to the study result children from family of two or more under-

five children were about 2.6 times more likely to develop diarrhea compared to children from 

families of one child.This is in agreement with a study conducted in Sub-Saharan Africa Tiko 

Cameroon (Tambe et al., 2015), Eastern Ethiopia (Bezatu et al., 2013), North West Ethiopia 

(Sinmegn et al., 2014). This might be due to the incapability of the care takers to care for a large 

number of children. 

Mothers/care takers knowledge towards prevention of diarrhea is one of the demographic and 

socio-economic factors which is significantly associated with under-five diarrhea before and 

after controlling for possible confounders. Therefore, According to the study result revealed by 

this study mothers/care takers knowledge on prevention of diarrhea disease was significantly 

associated at bi variable analysis before controlling for the effect of other variables and at 

multivariable analysis after controlling the effect of other variables. In agreement with this study 

results a cross-sectional study conducted in Sebeta town Oromia region Ethiopia (Al Mohammed 

and Li Zungu, 2016). 

From all demographic and socio-economic variables household economic status (wealth indices) 

showed significant association like mothers/care takers Knowledge. According to the result of 

this study children whose families were poor economically were about 4 fold higher to develop 

diarrhea compared with children of households who were categorized as rich. 

This study result was in agreement with a study conducted in Sub-Saharan Africa, Nyanza 

Province, Kenya (Woldu et al., 2016). A cross-sectional study conducted in Hadaleala District, 

Afar Region, and North east Ethiopia also supports this study result (Kawakatsu, 2017). The 

possible explanation may be due to the fact that rich families may have greater opportunity to use 

soap for hands washing and aqua-guard at their houses to protect microbial contamination in 
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water and they may construct toilet. Lower income families were suffering from this disease 

because they could not afford these facilities. 

 

 

 

According to the multivariable result of this study children who were not vaccinated with 

measles vaccine were about 4 fold higher to develop diarrhea than their counter parts. In contrast 

to this study a cross-sectional study conducted in Enemay District, North West Ethiopia revealed 

that children who were vaccinated with measles were higher at risk of developing diarrhea than 

the un vaccinated one (Abebaw et al., 2014). But measles immunization can substantially reduce 

incidence and severity of diarrheal disease (WHO, 2005) and measles vaccination associated 

with decrease in ARI and diarrhea in children (Bawankule et al., 2017).The discrepancy between 

the two study may be the study conducted in Enemay District were not checking the card rather 

the status of child vaccination was determined by the response of mothers/care takers this might 

create problem in giving the correct response about which type of vaccine the child took as 

explained by the principal investigator whereas in this study the immunization card was checked 

to determine the immunization status of the child. The reason behind the strong association of 

measles with diarrhea in Hababo Guduru District was that the area was repeatedly affected by 

measles epidemics. 

From all the environmental variables considered in this study, only liquid waste disposal 

remained significant after controlling for possible confounders. The findings on liquid waste 

disposal proposed that children of mothers/care takers who experienced improper way of liquid 

waste disposal had greater chance of having diarrhea or they were 3fold more likely to develop 

diarrhea compared to children of mothers/care givers who experienced proper disposal of liquid 

waste.This study result was consistent with cross-sectional studies done in Mbour Senegal 

(Thiam et al., 2017), Kersa District, Eastern Ethiopia (Bezatu et al., 2013), Enemay District, 

North West Ethiopia (Abebaw et al., 2014).  

The likely explanation for these results is that liquid waste contains different pathogens which 

can cause diarrhea disease in children. The proper disposal of liquid waste protects food 

materials from contamination since flies cannot reach it easily. To the contrary if not disposed 

properly it will be easily accessible for flies that can transmit pathogens.  
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6. STRENGTH AND LIMITATION OF THE STUDY 

6.1. Strength of the Study 

 Being a community based study helps to detect the true magnitude and factors, and helps 

to generalize the findings. 

 Using WHO and EDHS core based standard questionnaire. 

 It was tried to cover the different demographic and socio-economic, environmental and 

behavioral factors that were supposed to determine under-five diarrhea. 

6.2. Limitations of the Study 

Some of the shortcomings of this study include 

 Self-reported issues and lack of pathogen testing 

 In addition, the information obtained from this cross-sectional study was of diarrhea 

prevalence in the 2 weeks previous to the study, which does not account for seasonality. 

Hence data are not comparable across site or over time. 

 Using mean score rather than comparing with proportion to compare the knowledge 

status of the respondents were with limitation because mean values were always 

influenced by extreme values.  

 Survival bias (length bias) issues because cases of long duration over represented and 

cases of short duration under represented. 

 Some possible confounders were not considered like pre-existing disease that may distort 

the association even though it was assumed to be controlled by multivariable analysis.  
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7. CONCLUSION AND RECOMMENDATION 

7.1. Conclusion 

This study showed the prevalence of childhood diarrhea was found to be high (24%)compared 

with EDHS, 2016 report which was 12%. Children in the study area were suffering from 

preventable diarrhea disease. Age of children 6-11 and 12-23 months, presence of two or more 

under-five children in the family, mothers/care takers knowledge, in appropriate liquid waste 

disposal method, children measles vaccination status and household wealth index were the main 

factors associated with the two week prevalence of diarrhea.  

7.2. Recommendation 

Based on the findings of this study, the following recommendations were made: 

For Hababo Guduru District Health Office 

 Should design a mechanism to increase knowledge of mothers/care takers towards 

diarrhea disease prevention. 

 Should strengthen proper sanitation and hygiene measures with special emphasis to 

proper liquid waste disposal system. 

 Should strengthen/expand access to measles vaccination for all 9 months and above 

under-five children.  

 Should expand health education program to wards child birth spacing. 

For Health Extension Workers 

 Should facilitate and promote diarrhea prevention and control mechanism though closer 

contact between health workers and community. 

 Should mobilize community toward change behaviors in particular towards the result 

achieved by this study.  

For Local NGOs 

 Should work in collaboration with the District Health Office and other stake holders. 

For the scientific community 

 Further study with a different study design like: case control, longitudinal survey and 

similar design to ascertain causality, to address seasonal variability and to identify more 

variables that determine under-five diarrhea.  
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9. APPENDIX 

7.1. Appendix A: Participant information sheet and informed consent for 

mothers/caregivers of selected study participant (English version) 

Good morning/afternoon dear participant! My name is--------------------------. I am working as a 

data collector for the study being conducted in this community by Kefalew Alemayehu who is 

studying for his master‟s degree at Haramaya University  college of health and medical science. I 

kindly request you to give me your attention  to explain you about the study and your role as 

being study participant. 

Study title:Prevalence and factors associated among under-five children diarrhea in Hababo 

Guduru District, Oromia Regional State, Western Ethiopia, from February 15 to March 10/2018. 

Purpose of the study: The findings of this study will have highest advantage for District health 

office and Zonal health department to plan Intervention programs to identify factors associated 

with under-five diarrhea in the district. Thereby improve community health and survival. 

Moreover, the aim of this study is to write a thesis as a requirement for the partial fulfillment of 

master‟s degree. 

Procedure and duration: I will be interviewing you to assess prevalence of under-five diarrhea 

and its associated factors using questionnaires. The answer you provide me withpertinent data 

that will be helpful for the study.There are about 48 questions and some other asset questions. So 

I will fill the questionnaire by interviewing you. The interview will take 40 minutes,so kindly 

request you to give attention  for the interview. 

Risk and benefit:  There is minimal harm on you or your child by participating in this study 

which is taking few minutes from your time. There will not be any direct payment for 

participating in this study, but the findings from this study may give important information for 

the district health office planners. 

Confidentiality:The information you will provide us will be confidential. There will be no 

information that will identify you in particular. The findings of the study will be general for the 

community study and will not reflect anything particular of individual person or housing. The 

questionnaire will be coded to exclude showing names. No reference will be made in oral or 

written reports that could link participants to the research. 
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Rights: Participation in this study is fully voluntary. You have the right to declare to participate 

or not in the study. If you decide to participate,you have the right to withdrawfrom thestudyat 

any time and this will not label you for any loss of benefits which you otherwiseare entitled.You 

do not have to answer any question that youdo not want to answer. 

Contact address:If you have any question, you can ask the principal investigator Kefalew 

Alemayehu by telephone number 0922195441 and email; Kefalewalem@gmail.com.  

You can also contact Institutional Health Research Ethical review committee; office phone 

0254662011 or P.O.Box 235, Harar. 

Declaration of informed voluntary consent: 

I have read/ was read to me the participant information sheet. I have clearly understood the 

purpose of the research, the procedures, the risks and benefits, issues of confidentiality, the rights 

of participating and the contact address for any queries. I have been given the opportunity to ask 

questions for things that may have been unclear. I was informed that I have the right to withdraw 

from the study at any time or not to answer any question that I do not want. Therefore, I declare 

my voluntary consent to participate in this study with my initials (signature) as indicated below.  

Name of the participant------------------------------- Signature of participant------------------------ 

Name of data collector -------------------------------- Signature of data collector--------------------- 

N.B: This is to be signed face to face in the presence of data collector the copy is provided to the 

study participant. 

Thank you for your cooperation! 

 

 

 

 

 

 

 

 

 

 

mailto:Kefalewalem@gmail.com
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7.2 Appendix B: English Version Questionnaires 

Kebele _____________________ 

Household identification code___________________ 

Name and Signature of supervisor_________________________________ 

No Questions Responses Skip to 

Part one :-Background characteristics 

101 Head of the household 1. Male 

2. Female 
 

102 Residence 1.Rural 

2.Urban 
 

103 How old are you? ______________  

104 Ethnicity of the mother 1.Oromo  

2.Amhara 

3.Gurage 

4.Other/specify  __________ 

 

105 Religion of the mother 1.Muslim 

2.Orthodox 

3.Protestant 

4.Other/specify ________ 

 

106  

 

Educational level mother 

1.Unable to read/write 

2. Informal education 

3.Grade 1-8 

4.Grade 9-12 

5.College and above 

 

107  

Current marital status of mother 

1. Single/unmarried 

2. Married/partner 

3. Divorced/separated 

4. Widowed 

 

108 Occupation of mother 1.Merchant  

2.Government employee 

3.Daily laborer 

4.Farmer 

5.Other/specify__________ 

 

109 What is the average monthly income of 

family? 

_____________ ETB  

110 How many family members do you have? ______________  

111 How many under five children do you have? _______________  

112 How old is your child? ______________months 

 

 

113 Sex of the child 1.Male             

2.Female 

 

Part two:- Child feeding and other health characteristics  

201 Is your child currently breast feeding? 1.Yes 

2.No 

205 

202 If no for Q201, when did you stop breast 

feeding for this child?  

____________ months  

203 If no to q201 do you feed the child with glass 1.Yes  
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of milk yesterday in day or night? 2.No 205 

204 If yes for q203 how much of milk given to 

non-breast feeding child (name) yesterday 

during day or night?  

___________   

205 Do you give additional food to your current 

child (complementary feeding)? 

1.Yes 

2. No 

 

301 

206 If yes to q 205 at what age you give to your 

child?  (complementary feeding initiation time) 

1.Less than 6 months 

2.At 6 months 

3.> 6 months 

 

207 How many times did your child eat solid, semi-

solid or soft drinks other than liquids yesterday 

during the day and night? 

1.One times  

2.Two times 

3.Three times 

4.Four times and above 

 

208 Is the child vaccinated with measles? (verified 

by immunization card) 

1.Yes 

2.No 
 

Part three:- water, sanitation, and hygiene characteristics 

301 What is the main source of drinking water for 

your family? 

1.piped system 

2.un protected spring 

3.well 

4.river/stream water 

 

302 Where drinking water source is located? 1.Outside the compound 

2.Inside compound 
 

303 How long does it take to go there, get water and 

comeback?  

_____________minutes  

304 Who usually goes to this source to fetch water for 

your households? 

1.Adult women   

2.Adult men 

3.Female child  

4.Male child 

5.Others(specify) 

 

305 Do you treat water in any way to make it safer to 

drink? 

1.Yes 

2.No 

 

306 What do you usually do to the water to make it 

safer to drink? 

1.Boil 

2.Add chemical 

3. Filter through a cloth 

4.Solar disinfection 

5.Do nothing 

 

307 How much water on average does your household 

consume?  

______________ litter/day  

308 What type of container do you use to store 

drinking water? 

1.Jerrycan 

2.Clay pot 

3.Bucket 

4.Other(specify) 

 

309 In the last two weeks has the water from your 

source of water supply been unavailable for at 

least one whole day?  

1.Yes  

2.No 

 

310 How often do you cleanse your water container? ___________________  

311 How do you cleanse it? 1.Only with water 

2.Using soap and water 

3.Other(specify) 
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312 What kinds of toilet facility do your family use? 1.Flush to piped sewer  

2.Flush to septic tank 

3.Flush to pit latrine 

4. Flush to somewhere else 

5. VIP latrine 

6.Pit latrine with slab 

7.Pit latrine without slab 

8. Open pit  

9. Open defecation 

 

313 How long have you been using this toilet? 1.Less than 6 months 

2.6 months to 2 years 

3.2-5 years 

4.> 5 years 

 

314 Do you share toilet with other households? 1.Yes 

2.No 

 

315 How many households share this toilet? _________________  

316 Where do you dispose child‟s faeces? 1.Dispose  in to toilet 

2.Dispose somewhere in yard 

3.Other(specify) 

 

317 How do you dispose household‟s solid waste? 1.Dispose openly 

2.Dispose in prepared hole 

3.Dispose to communal latrine 

4.Others 

 

318 How you dispose household‟s liquid waste? 1.Dispose openly every where 

2. Dispose privately at 

designated place. 

3.Dispose to road ditch 

 

319 When do you wash your hands (soap &/ash)? 1.Before eating  

2.Before preparing food 

3.After using toilet 

4.After drop child‟s feces 

5.Other(specify) 

 

320 How do you wash your hands? 1.Using water only 

2.Using soap and water 

3.Using ash and water 

4.Other(specify) 

 

321 Is the kebele graduated as ODF? 1.Yes 

2.No 
 

Part four:-occurrence of diarrheal disease among under-five children 

401 Did your child have episodes of diarrhea from the 

past two weeks till now? 

1.Yes 

2.No 

 

402 How frequent was the diarrhea per day? _________________  

403 How many days the diarrhea persists?  ___________________  

404 What are you doing for your child to prevent from 

diarrhea? 

1.Nothing special done Yes(1) No(0) 

2.Prepare special food Yes(1) No(0) 

3.Prepare clean food  

 

Yes(1) No(0) 
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4.Give attention for hygiene of 

family  

Yes(1) No(0) 

405 Did the mother or care giver had diarrhea in the 

past three weeks?  

1.Yes 

2.No 

 

406 Would you mention how to prevent diarrhea 

disease? 

1.Use latrine to defecate Yes(1) No(0) 

2.Dispose children‟s feces Yes(1) No(0) 

3.Drink clean water Yes(1) No(0) 

4.Treat water Yes(1) No(0) 

5.Wash your hands with soap Yes(1) No(0) 

6.Environmental sanitation 

(good housing condition and 

clean compound) 

Yes(1) No(0) 

 

 

Part Five:Questions to assess the current family wealth (economic conditions) 

 

S.no. asset type response  

 Domestic animals  

 Ox Yes(1)  No(0)   

 Cow Yes(1)  No(0)   

 Calf  Yes(1)  No(0)   

 Sheep  Yes(1)  No(0)   

 Goat Yes(1)  No(0)   

 Horse  Yes(1)  No(0)   

 Donkey  Yes(1)  No(0)   

 Cock and Hen Yes(1)   No(0)    

 Durable asset 

 Television  Yes(1)  No(0)   

 Radio  Yes(1)  No(0)   

 Electricity  Yes(1)  No(0)   

 Refrigerator Yes(1)  No(0)   

 Conventional telephone  Yes(1)   No(0)    

 Mobile phone  Yes(1)  Yes (1)  

 Car Yes(1)  Yes (1)  

 Motorcycle Yes(1)  Yes (1)  

 Cycle Yes(1)  Yes (1)  

 Cart  Yes(1)  Yes (1)  

 Gold Yes(1)  Yes (1)  

 Your own living house Yes(1)  Yes (1)  

 Your own agricultural land Yes(1)   Yes (1)  

 Productive asset 

  Plow Yes(1)  Yes (1)  

 Axe   Yes(1)  Yes (1)  

 Hoe  Yes(1)  Yes (1)  

 Shovel  Yes(1)  Yes (1)  

 Sickle  Yes(1)  Yes (1)  

 Modern beehive  Yes(1)  Yes (1)  

 Traditional beehive Yes(1)   Yes (1)  



48 

  

 

 

 Housing characteristic  

 Indoor plumping/ pipe water  Yes(1)  Yes (1)  

 Type of flooring  Cement/raw 

wood (1) 

Earth/dung 

(0)  
 

 Toilet facility  Sanitary or 

improved pit 

latrine (1) 

Unsanitary 

or 

traditional 

pit latrine/ 

no toilet (0)  

 

 Other household materials  

 Sofa  Yes(1)   Yes (1)  

 Bed  Yes(1)   Yes (1)  

 Table Yes(1)   Yes (1)  

 Chair Yes(1)   Yes (1)  

 Stove Yes(1)    Yes (1)   

 

Thank you very much!! 

 

 

 

 

 

 

7.3. Appendix C: Participant information sheet and informed consent for 

mothers/caregivers of selected study participants(Afan Oromo Version) 

Foormii Odeeffannoo fi Waliigaltee Hirmaattotaa 

Akkam bultan/ooltan! Maqaan koo_______________________ jedhama. Anis 

sassaabduu/sassabaa ragaa qo‟annoo ganda keessan irratti barataa digirii lammaffaa 

Yuuniversitii Haramayaa kan tahe Kaffaaloo Alamaayyootiin gaggeeffamuuti. Isiniis garee 

qo‟annoo keenyaa taatanii waan filatamtaniif waa‟ee qo‟annoo kanaa isinii ibsuuf fi qalbii 

keessan akkanaaf ergiftan kabajaan nan gaafadha. 

Mata Duree Qorannoo  

Facacaatii dhibee garaa kaasaa fi Sababoota isaa daaa‟imman waggaa shanii gadiikeessatti 

Aanaa Habaaboo Guduruu, Lixa Itoophiyaatti: Qorannoo hawaasaarratti hundaa‟e, Gurandhala 

15 hanga Bitootessa 10/2010 A.L.I.     

Kayyoo Qorannichaa 
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Sababiiwwan dhibee garaa kaasaa daa‟imman waggaa shanii gadii hawaasaa keessatti  

Qorannoodhaan addaan baaasanii beekuun hawaasaa Aanaa Habaaboo Guduruutiif akkasumas 

hawaasa biyyattiif (Itiyoophiyaa) baay‟ee barbaachisaadha.  Kaanaafuu  qorannoon  kun  

sababbiiwwan dhibee  garaa  kaasaa  waggaa  shanii  gadii  gadi  fageenyaan  ibsuu/ifaa  baasuu  

irraatti   ga‟ee  olaanaa taphata jedhamee yaadama. Akkasumas, bu‟aan qorannoo kanaa; 

dhaabbilee mootummaa fi  miti-mootummaa  kan  dhibee  garaa  kaasaa  daa‟imman Waggaa 

shanii  gadii  dhibeerraa  bararuuf hojetaa jiranii fi hojjachuuf karoora qabaniif ka‟uumsa guddaa 

taha. 

 Kaayyoon qorannoo kanaa inni biraa immoo qorataan digrii lammaffaa kutaa Saayinsii Fayyaa 

Hawaasaa (Master in Public Health) dhaan eebifamuuf waan isaa barbachisuuf hojjatamaa jira.  

Deemsaa fi Yeroo fudhatu: Hirmaachuuf fedhii qabdu yoo ta‟e gaaffiiwwan garaa garaa 

qo‟annoo kanaaf qopha‟an isiniifan dubbisa. Baay‟inni gaaffii walii galatti 54 Kan hin caalle yoo 

tahu daqiiqaa 30-40 duwwaa fudhachuu danda‟a. 

Faayidaa fi Miidhaa qo’annichaa: Rakkinni qo‟annoo kana keessatti hirmaachuu keessaniin 

isin yookiin daa‟ima keessan quunnamu baay‟ee xiqqaa yoo tahu, innis yeroo keessan muraasa 

(daqiiqaa 30) qofaa fudhachuu taha. Qo‟annoo kana irratti hirmaachuu keessaniin kaffaltiin 

kaffalamu tokko iyyuu hin jiru. Garuu bu‟aan qo‟annoo kanaa ragaawwaan haarawaa waajjira 

fayyaa naannoo keessanii fi qooda fudhatoota biroof ni argamsiisa. 

Iccitii eeguu: Odeeffannoon isin nutti himtan hundi iccitiin qabama. Gaaffiin enyummaa 

keessan fi maqaa keessan ibsu hin jiru. Argannoowwan qo‟annoo kanaa hawaasa qo‟annaa kana 

irratti hirmaatan akka walii galaatti kan ibsu yoo tahu, karaa kamiinuu dhimma namaa dhuunfaa 

hin calaqqisiisu. Haala kamiinuu namoota dhuunfaa qo‟annaa waliin walqabsiisuuf afaaniiniis 

tahe barreeffamaan ragaa hin waamsiifnu. 

Mirga: Hirmaannaan qo‟annoo kana keessatti gootan guutuummaan guutuutti fedhii irratti kan 

hundaa‟e. Mirga hirmaachuu fi hirmaachuu dhiisuu ni qabdu. Hirmaachuuf yoo murteessitan 

mirga yeroo barbaadaniitti qo‟annoo kana keessaa bahu yommuu qabaattan kana gochuu 

keessaniifis faayidaan isin argachuu qabaattanii dhabdan tokko iyyuu hin jiru. Gaaffii deebisuuf 

hin barbaanne deebisuuf hin dirqamtan.  

Teessoo 

Qorannno kana YKN adeemsa qoranichaa ilaalchisee gaafii qabdan kamiyoo yoo jiraate,  

namoota asiin gaditti ibsaman qunnamuu ni dandeessu.  
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Obbo Kaffaaloo Alamaayyoo(Qorataa): Lakkoofsa Bilbilaa: +251922195441 

Koree dhimma qorannoo Koolleejjii Saayinsii Fayyaa fi Meedikaalaa, Yuunivarsitii 

Haramaayaa: Lakkoofsa Bilbilaa:  +251254662011 

Unka walii galtee fedhii irratti hundaa’e: 

Unki walii galtee hirmaattotaa naa dubbifameera/ dubbiseera. Kaayyoo qo‟annichaa, deemsa 

isaa, faayidaa fi miidhaa, dhimma iccitii eeguu, mirga hirmaachuu fi dhiisuu fi teessoon qo‟ataa 

illee natti himamee jira. Waanta ifa hin taane akkan gaafadhuuf carraan naaf keennamee jira. 

Akkan yeroo barbaade qo‟annicha adda kutee bahuu dandahu yookiin gaaffii deebisuu hin 

barbaannee deebisuuf hin dirqamnees natti himameera. Kanaafuu, akkan qo‟annoo kana irratti 

feedhii koottin hirmaadhe maqaa fi mallattoo koo armaan gadiin nan mirkanneessa.  

Maqaa fi Mallattoo hirmaataa/ttuu _____________________________________ 

Maqaa fi Mallattoo odeeffannoo funaanttuu /naa ______________________________________ 

Hubachiisa  

Walii galteen kun fuul-dura hirmaataan qo‟annoo fi odeeffannoo sassaabduun itti 

mallatteeffamuun, kooppiin isaas hirmaataa/ttuf kennamuu qaba. 

 

Galatoomaa!! 

7.4. Appendix D: Afan Oromo Questionnaires 

Hirmaataa/ttuu Qorannoo 

Maatii torbaan lamaan darban keessatti daa‟imni waggaa 5 gadii dhibee garaa kaasaan qabaniin 

fi dhibee garaa kaasaan hin qabamneen abbaawwarraa qorannichaa keessatti hammatamaniin 

Kan guutamu. 

Ganda/Araddaa_________________________Koodii Lakk. Manaa___________________ 

Maqaa fi Mallattoo Odeeffannoo funanaa/ttuu: ___________________________________ 

 Kutaa I:  waa‟ee eenyummaa nama gaafatameekanmullisu. 

Lakk Gaaffii Deebii Irra darbi  

101 Abbaawarraa deebii 

kenne 

1.Dhiira  

2. Dhalaa 

  

102 Bakka jireenya 

Abbaawarra 

1.Baadiyaa 

2. Magaala 

  

103 Umuriin keemeeqa? Waggaa---------------  

 

  

104 Qomookeemaali? 1.Oromoo 

2.Amaara 
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3.Guraagee 

4. Kan biraa… 

 

105 Amantiinkeemaali? 1.Ortoodoksii 

2.Musliima 

3.Protestaantii 

4. Kan biraa………… 

  

106 Sadarkaabarnootaa 1.dubbisuuf barressuu kan hin dandeenye 

2.kutaa 1-8 

3.kutaa 9-12 

4.kolleejjii fi isaaol 

  

107 Haalagaa‟elaa 1.Hinfuudhiin/hineerumiin 

2.Kanfuudeyknheerumte 

3.Kanhiike /hiikte 

4.Kanirraadu‟e 

5.Kanbiraa-------------- 

  

108 Hojiin keemaali? 1.Daldalaa 

2.Hojjetaamootummaa 

3.Kanhinqacaramne/kanhojiihinqabne/soora

makanbahe 

4.Dafqaan bulaa 

5. Kan biraa ……………. 

  

109 Galiin kee fi abbaa warra 

kee ji‟aan qarshiin meeqa 

ta‟a? 

___________________ ETB   

110 Lakkoofsa maatii mana 

kana keessa jiraatanii? 

 

Lakk-------------- 

 

  

111 Daa‟imman waggaa 

shaanii gadii meeqa 

qabdu? 

Lakk---------------   

112 Umuriin daa‟ima 

keessanii meeqa dha? 

----------- months   

113 Saalli daa‟imaa maalii 

dha? 

1.Dhiira 

2.Dubartii 

  

114 Daa‟iminni keessan 

talaalli gifraa 

fudhateeraa/tii? (kaardii 

talaallii ilaaluun haa 

mirkanaa‟uu) 

1.Eeyyee 

2.Lakki 

  

Kutaa II: Sirna nyaata Daa’imaa ilaalchisee gaaffiilee gaafataman?  

201 Daa‟imni kee amma 

harma luugaa jira? 

1.Eyyee 

2.Lakki 

205  

202 Yoo gaaffiin 201 lakkii 

ta‟e yeroo dhalatee qabee 

daa‟iminii yoo harma 

luuguu dhisee? 

________________ months   

203 Yoo deebiin gaaffii 201 

lakkii ta‟e daa‟ima 

keessan aannan qabeen 

1.Yes 

2.No 

205  
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obaastaniituu kaleessa 

guyyaa ykn halkan?  

204 Yoo deebiin gaaffii 203 

Eeyyee ta‟e aannan 

hagamii daa‟ima kanaaf 

kaleessa guyyaa ykn 

galgala kennitan? 

___________________ glass   

205 Daa‟ima keessan kanaaf 

(maqaa) nyaata dabalataa 

kennitaniituu? 

1.Eeyyee 

2.Lakki 

301  

206 Yoo deebiin gaaffii 205 

eeyyee ta‟e uumurii 

hagamiitti kennitaniifii? 

1.Ji‟a jahaa gadiitti 

2.Ji‟a jahatti 

3.Ji‟a jahaa oliitti 

  

207 Guyyaa kaleessaa si‟a 

meeqa nyaata jabaa, 

nyaata laafina qabu fi 

dhugaatii lalaafaa 

bishaanii malee guyyaa 

ykn halkan argate?  

1.Si‟a takko 

2.Si‟a lama 

3.Si‟a sadii 

4.Si‟a afuriif isaa ol 

  

Kutaa III: Haala qabinsa bishaanii, Qulqullina naannoo fi dhuunfaa ilaalchisee?  

301 Maddi bishaanii maatiin keessan irraa 

fayyadamu maalii? 

1.Bishaan boombaa 

2.Bishaan Burqaa 

3.Bishaan boollaa 

4.Bishaan laga yaa‟uu  

  

302 Maddi bishaanii kun eessatti argama? 1.Bakka jireenya isaanii 

2.Mooraa isaanii keessa 

3.Bakka biroo  

  

303 Bishaan kana waraabanii deebi‟uuf yeroo 

hagam fudhata? 

--------------- daqiiqaan   

304 Bishaan kana eenyutu fida? 1.Dardara dhiira 

2.Dardara dhalaa 

3.Ijoollee dhiiraa 

4.Ijoollee durbaa 

5.Kan biroo ------ 

  

305 Bishaan dhuugaatiif itti fayyadamtan 

akka rakkoo fayyaa hin qaqqabsiifneef 

maala qulqullessu kamuu ni fayyaamtu? 

1.Eeeyyee 

2.Lakki 

  

306 Bishaan dhugaatiif akka mijatuuf(rakkoo 

fayyaa akka hin qaqabsiifneef) waanti 

raawwattan maal? 

1.Danfisuu 

2.Keemikaala itti dabaluu 

3.Uffata qulqulluun calaluu 

4.Ifa aduu gargaaramuu 

5.Waanti raawwannu hin jiru  

  

307 Maatiin keessan guyyaatti Bishaan hagam 

fayyadamu? 

-------------------Litira 

guyyaan 

  

308 Bishaan dhugaatii kuusuuf Meeshaa 

akkamii fayyadamtu? 

1.Jarikaana 

2.Dhokotee 

3.Meesha bal‟aa hin 

qadadaminni 

4.Gara biraa ibsi------ 

  

309 Torbee lamaan darban keessatti bishaan 1.Eeyyee   
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dhugaatii itti fayyadamtan madda isaa 

irraa guyyaa tokko guutuuf dhibee turee?   

2.Lakki 

310 Meeshaa bishaan dhugaatii itti kuufattan 

yeroo hagamiin qulqullessitu? 

_________________   

311 Akkamiin qulqullessitu? 1.Bishaan qofaatiin 

2.Bishaanii fi saamunaatiin 

3.Gara biroo ibsi------  

  

312 Miseensi maatii keessanii mana fincaanii 

gosa akkamii itti fayyadamu? 

1. Bishaan ujummoo 

humnaan itti naqamuun kan 

qukqulla‟u. 

2.Mana fincaanii hurka 

baasuu 

3.Mana fincaanii qadaada 

boolla qabu 

4.Mana fincaanii xuraawaan  

Keessa xuuxamu 

5.Boolla ffincaanii „‟slab‟‟ 

qabu 

6.Boolla fincaaanii “slab” 

hin qabne 

7.Boolla fincaanii banaa(kan 

ijaarsa hin qabne) 

8.Mana fincaanii hin qabnu 

  

313 Manni fincaanii keessan edda ijaaramee 

hagam fixee jira? 

1.Ji‟a jahaa gadi 

2.Ji‟a jahaa hanga waggaa 

lamaa 

3.Waggaa lamaa hanga 

shaanii 

4.Waggaa shaanii ol 

  

314 Mana fincaanii nama biroo wajjin ni 

fayyadamtuu? 

1.Eeyyee 

0.Lakki 

  

315 Maatii hagamiitu mana fincaanii kana 

qooddata? 

_______________   

316 Udaan daa‟imaa akkamiin eessatti 

maqsitu? 

1.Mana fincaaniitti bahuu 

2. Mooraa keessatti bakkuma 

ta‟eetti gatama. 

3.Fala bira yoo jiraate ibsi----

-  

  

317 Balfa dhangalaa‟aa maatii eessatti 

maqsituu? 

1.Lafa qullatti gadi naqama 

2.Dhuunfaan bakka  

dhangala‟aaf qophaahetti 

gatna 

3.Yaa‟a karaa irratti 

dhangalaasna  

  

318 Balfa gogaa matii akkamiin maqsitu? 1.Lafa qullatti gadnaqama 

2.Dhuunfaan bakka koosii 

gagaaf qophaa‟eetti gatama 

3.Lafa qulla argameetti 

naqama 

  

319 Harka kee yoom dhiqatta? 1.Nyaachuun dura   
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2.Nyaata qopheessuun dura 

3.Mana fincaanii 

fayyadamuun booda 

4.Huduu daa‟imaa 

qulqullessuun booda 

5.Nyata nyaachuun booda 

5.kan biroo yoo jirate ibsi----

---  

320 Harka keessan akkamiin dhiqattu? 1.Bishaan qofaa 

fayyadamuun 

2.Bishaaniif samunaatiin 

3.Daraaf samunaatiin 

4.Kan biroo yoo jiraate ibsi--

--- 

  

321 Gandich udaan irraa bilisa ta‟uun 

eebbifameeraa 

1.Eeyyee 

2.Lakki 

  

Kutaa IV:-Haala dhukkubni gara kaasaa daa’imman waggaa shanii gadii itti uumamu  

401 Daa‟imni keessan torbee lamaan darbaan 

keessatti garaa kaasaan qabamteetii 

(dhukkubsateetii?). 

1.Eeyyee 

2.Lakki 

  

402 Guyyaatti si‟a meeqa garaa kaasa ture ________________   

403 Dhukubni garaa kaasaa kun hagam irraa 

ture? 

_________________   

404 Daa‟ima keessan garaa kaasaa irraa 

baraaruuf maal raawwatu? 

1.Waan addaa waan 

raawwannu hin qabnu 

Eeyyee(1) Lakkii(0) 

2.Nyaata addaa hojjennafii Eeyyee(1) Lakkii(0) 

 

3.Nyaata qulqulluu 

hojjennafii  

Eeyyee(1) Lakkii(0) 

4.Qulqullina maatii irratti 

xiyyeeffanna tasifna  

Eeyyee(1) Lakkii(0) 

405 Haatii ykn namni daa‟imaaf kunuunsa 

taasisu torbaan lamaan garban keessatti 

garaa kaasaan qabameera? 

1.Eeyyee 

2.Lakki 

  

406 Akkamiin akka dhukkuba garaa kaasaa 

ittisnu naaf himuu dandeessuu? 

1.Mana fincaanii 

fayyadamuun 

Eeyyee(1) Lakkii(0) 

2.Udaan daa‟imaa sirnaan 

maqsuun 

Eeyyee(1) Lakkii(0) 

3.Bishaan qulqulluu 

dhuguun 

Eeyyee(1) Lakkii(0) 

4.Bishaan qulqullessuun 

fayyadamuun 

Eeyyee(1) Lakkii(0)  

5.Harka keenya saamunaattin 

dhiqachuun 

6.Qulqullina naannoo fi 

dhuunfaa sirriitti eeguun  

Eeyyee(1)  Lakkii(0) 
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Kutaa 5ffaa :- GaaffiileeHaala qabeenya maatii ilaallatan 

 Kanneen armaan gadii keessaa warren kamtu mana keessaniitti argamaa?  

 

 Gosa qabeenyaa Deebbii  

 Sangaa  Eeyyeen (1)  Lakki (0)   

 Sa‟aa Eeyyeen (1)  Lakki (0)   

 Jabbii Eeyyeen (1)  Lakki (0)   

 Hoolaa   Eeyyeen (1)  Lakki (0)   

 Re‟ee  Eeyyeen (1)  Lakki (0)   

 Farda  Eeyyeen (1)  Lakki (0)   

 Harree  Eeyyeen (1)  Lakki (0)   

 Lukkuu  Eeyyeen (1)   Lakki (0)    

 Meeshaa Dhaabbataa 

 Televizinii  Eeyyeen (1)    Lakki (0)    

 Raadiyoonii Eeyyeen (1)   Lakki (0)    

 Elektirikii   Eeyyeen (1)   Lakki (0)    

 Firijii  Eeyyeen (1)   Lakki (0)    

 Bilbila manaa   Eeyyeen (1)   Lakki (0)    

 Mobaayilii   Eeyyeen (1)   Lakki (0)    

 Konkolaataa  Eeyyeen (1)   Lakki (0)    

 Motarsaayikilii  Eeyyeen (1)   Lakki (0)    

 Saaykilii  Eeyyeen (1)   Lakki (0)    

 Gaarii  Eeyyeen (1)   Lakki (0)     

 Faaya (warqee, qarshii)  Eeyyeen (1)   Lakki (0)    

 Mana jireenyaa dhuunfaa  Eeyyeen (1)   Lakki (0)    

 Lafa qotisaa  Eeyyeen (1)    Lakki (0)     

 Meeshaa Oomishaa 

 Maarashaa  Eeyyeen (1) Lakki (0)     

 Qottoo   Eeyyeen (1) Lakki (0)     

 Doomaa  Eeyyeen (1) Lakki (0)     

 Akaafaa  Eeyyeen (1) Lakki (0)     

 Hamtuu  Eeyyeen (1)  Lakki (0)     

 Gaagura kaannisaa kan amayyaa    Eeyyeen (1) Lakki (0)      

 Gaagura kaannisaa kan aadaa  Eeyyeen (1)  Lakki (0)   

 Haala mana jireenya 

 Bishaan ujummoodhan argamu  Eeyyeen (1)  Lakki (0)   

 Lafa mana keessaa   Cimintoo/ xaawullaa(1) Biyyee(0)  

 Haala mana fincaanii  Qulqullina kan qabu(1) Kan hin 

qabne/gutu

maatti kan 

hin 

qabne(0) 

 

 Meeshaalee Manaa Biroo 

 Soofaa Eeyyeen (1)  Lakki (0)   

 Siree  Eeyyeen (1)  Lakki (0)   

 Xarabeezzaa  Eeyyeen (1)  Lakki (0)   

 Taa‟umsa  Eeyyeen (1)  Lakki (0)   
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 Istoovii  Eeyyeen (1)   Lakki (0)    

Hirmaanna keessaniif baay‟ee isin galateeffanna. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7.4. Appendix E: Curriculum vitae of principal investigator 

1. Personal information  

√ Name: Kefalew Alemayehu Umata 

√ Citizenship: Ethiopian 

√ Sex: Male 

√ Age: 36 
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√ Place of birth: Horro Guduru Wollega ,Ethiopia 

√ Date of birth: 08-Dec-1974 

√ Marital status: Married  

√ Health status: Relatively Healthy  

√ Contact address: 

o Phone: +2519 22195441, +2519 12023269 

o Email: Kefalewalem@gmail.com 

2. Educational Background 

Educational Background 

 

Name of school Year from---to-- 

Elementary school Embabo primary and secondary 

school   

1985---1991 

High school Ambo high school 1992---1993 

Preparatory school Ambo preparatory 194---1995 

Higher education Haramaya University 1996---1998 

 

3. Qualification; 

√ I had Bachelor of Science Degree in PUBLIC HEALTH NURSING from 

Haramaya University in 1998 E.C 

4. Language ability   

Language Listening  Reading  Speaking  Writing  

Afan Oromo Excellent  Excellent V. good V. good 

English Excellent Excellent V. good V. good 

Amharic Excellent V. good Excellent V. good 

 

5. Special skills 

√ Computer skills: I can perform micro soft word, micro soft Excel, using internet 

services. 

 Training experiences: I have successfully completed Survey Methodology 

Techniques training and certified from L10K- 2020 at the regional level in 

2006e.c. 

6. Work Experience: I have been working as Health professional at Government Health 

Centre for three years and District Health Office Head for six years final I am attending 

my MPH master‟s program since 2008 until now at Haramaya University College of 

Health and Medical Science. 

7. Hobbies and interests 
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√ Reading books, News Paper, Fictions Magazines, Watching TV, Foot Ball, and 

Athletics Etc. 

√ Dealing with community problem, Hearing Spiritual songs. 

8. References  

 Haramaya University Harar Campus College of health and medical sciences.  

 Hababo Guduru District Administrative Office 

 Phone: +251576691686 

 Hababo Guduru District Health Office 

 Phone: +251576691684 

 MrDereje Fite: Hababo Guduru District Health Office Head   

 Phone: +251930381351  

 Mrs. Gizaw Fite:Depute Head of Hababo Guduru District Health Office. 

o Phone: +2519 13121696 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


