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ABSTRACT 

 

Background: Despite progress, undernutrition remains a public health concern featured 

under the 2015 Sustainable Development Goals (SDGs). The major reason why 

undernutrition matters is because of its strong link to morbidity and mortality. Due to greater 

physiological fragility and susceptibility to infections, severely wasted young infants are at a 

higher risk of mortality than older infants and children. Globally, a total of 8.5 million infants 

are acute malnourished. Infants <6 month are a special age subgroup for several reasons 

and there are numerous causes for the extra challenge involved in the management of this 

age group. Ethiopia is among the countries in the world with a high prevalence of neonatal 

morbidity and mortality and the causes are driven by a range of socio-economic, political and 

demographic factors. The objective is to explore and understand health seeking behaviour 

and identify infant health perceptions. This project is important because it is vital to rely on 

published literature on the topic in this setting in order to bring about determined changes in 

the field.  

Methods: A systematic search was performed in Medline, Embase and Global Health 

selected keywords and MeSH terms. Quantitative and qualitative studies that reported 

perceptions of <6 months infant’s health by mothers/caregivers, communities, facilitators of 

health seeking behaviour and barriers in Ethiopia were included. Collected data was 

analysed and synthesised using the Social-Ecological Model.  

Results: A total of 17 studies (7 for health seeking behaviour, 5 for Infant health perception 

and 5 mixed) were included in the review. Prevalence of health seeking in infants <6 months 

is low in Ethiopia. Some of the barriers in health seeking and poor infant health and practices 

were linked to knowledge of infant health, PNC attendance, cost, transportation, lack of 

information, scarce services/facilities and traditional/religious influences.  

Conclusion: Although there are barriers and other factors that constitute resistance that 

hampers effective interventions and pragmatism, infant health education should be bolstered 

and routinely positively reinforced among caregivers, families and communities. 
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 INTRODUCTION 
 

 Malnutrition 

 Epidemiology  

Despite progress, undernutrition is a public health concern featured under the 2015 

Sustainable Development Goals (SDGs), with a focus on ending hunger by 2030 (1). The 

Global Nutrition Report from 2018 estimates that 150.8 million children under five years old 

are stunted (22.2%), 50.5 million are wasted (within which 16 million are severely wasted) 

and 20 million newborn babies are of low birth weight. Every year, 800,000 deaths globally 

are attributed to wasting, of which 60% are from severe acute malnutrition (2). Children can 

also experience multiple forms of malnutrition: 15.95 million children under five (3.62%) are 

estimated to be both stunted and wasted (3).  

 

Among the 40 countries with the highest prevalence of child stunting (40% or more), 23 are 

in Africa, 16 in Asia and 1 in Latin America. At 50%, East Africa has the highest prevalence 

estimates in the UN subregions of children under five and underweight. 

 

Although a larger number of countries in Africa suffer the burden, Asia accounts for 60% of 

the stunting total due to its population density (2). There are efforts at international level to 

reach the SDG’s targets and there is certain to be a focus on these countries to estimate the 

effects of interventions on the burden of child morbidity and mortality.  

 

Undernutrition matters because of its strong link to morbidity and mortality. Children who are 

wasted in childhood have an increased risk of death or disability from common illnesses such 

as diarrhoeal disease and pneumonia (4). In addition, it shapes long term health by 

compromising physical and intellectual development (5). Similarly, stunting in early life can 

reduce developmental cognition and educational performance, leading to low employment 

productivity, salaries and an increased risk of chronic disease later in life (6). Figure 1. is a 

conceptual framework from UNICEF that illustrates the complex causes and underlying 

causes of child malnutrition and its consequences (7). 

 



 

 10 

 

Figure 1. The UNICEF conceptual framework of undernutrition (7) 

 

 Key Definitions  

Malnutrition is a group of conditions related to insufficient or low quality nutrient intake, poor 

absorption or utilization. Undernutrition is a form of malnutrition characterised by the low 

intake of energy and nutrients and it is highly prevalent in children of low and middle-income 

countries. The two main types of malnutrition are:  

• Macronutrient malnutrition 

• Micronutrient malnutrition 

 

Children can experience different forms of macronutrient malnutrition:  Acute malnutrition 

(wasting), Chronic malnutrition (stunting) and Acute and chronic (underweight) .   
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Table 2. Types of malnutrition, their physical appearance, causes and cut-offs (8) (9).  

Type Appearance Cause Classification cut-offs 

Acute 

malnutrition 

Wasting 

or 

thinness 

Acute inadequate nutrition 

leading to rapid weight loss or 

failure to gain weight normally 

Moderate 

Low Weight-for-Height/ Length 

(<-2 Z-score) 

Low MUAC (<125 mm) 

Severe 

WFH <–3 Z-score or MUAC = 

<115 mm 

Chronic 

malnutrition 

Stunting 

or 

shortness 

Inadequate nutrition over long 

period of time leading to failure 

of linear growth 

Low Height-for-Age 

(<-2 Z-score) 

Acute and 

chronic 

malnutrition 

Underweight 

A combination of both types, 

which can occur as a result of 

wasting, stunting, or both 

Low Weight-for-Age 

(<-2 Z-score) 

 

 

Acute Malnutrition: Acute malnutrition is categorised by rapid weight loss or failure to gain 

weight at the expected rate (4). Acute Malnutrition can be classified as either moderate acute 

malnutrition or severe acute malnutrition.  The condition results from one or more 

macronutrient deficiency, which impairs the optimal function of body tissue. Macronutrient 

deficiency occurs singularly, or in combination, from an inadequate diet, impairment of 

absorption of nutrients or during illness, such as a chronic inflammatory condition. This last 

condition increases the demand for nutrients and promotes a catabolic state (10).  

 

Stunting: This is caused by inadequate nutrition over a long period of time, leading to failure 

of linear growth. Stunting can result from the exposure of the foetus and/or the young child to 

nutritional deficiencies and/or to infectious diseases. Undernutrition during pregnancy results 

in foetal growth restrictions, and increases susceptibility to infection. This can result in pre-

term delivery and therefore a LBW baby (11). 

 

Underweight : Although there is limited evidence on the association between wasting and 

stunting, both share common risk factors (inadequate feeding, diarrhoea, infectious diseases) 

and linear growth slows down during wasting. For this reason, it is believed that prevention of 

stunting in specific contexts could possibly be addressed by early detection and treatment 

(12). 
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 Malnutrition in Infants <6 months of age 

 Why infants matters  

Malnutrition in young infants have been are often excluded from nutritional surveys, which 

have been causing  an underestimation of the prevalence of undernutrition among children 

under 5. Fortunately, the recognition of acute malnutrition in young infants has increased in 

the last years, since new the anthropometric references were released.  

 

Due to greater physiological fragility and susceptibility to infection, severely wasted young 

infants are at a higher risk of mortality than older infants and children. The younger they are 

the more vulnerable they will be. Globally, 4.7 million infants <6 months are considered 

moderately wasted and 3.8 million severely wasted (4), which totals 8.5 million infants who 

are acutely malnourished. In forty one percent of all children under five, this occurs in the 

first month, of which more than 90% take place in LMIC (13).    

 

 

Infants <6 month are a special subgroup for several reasons: 

 

• They are dependent on mother’s breast milk to fulfil their nutritional requirements. 

• Their physiological development such as their immune system and organs mature at 

a more accelerated rate compared to older infants. 

• They are more vulnerable to a range of pathologies and the risk of mortality is high. 

• Their health can be compromised from day one if they are born with a LBW.  

 

 Low Birth Weight Babies /Small Babies 
 

A baby born with a LBW is from either a preterm birth (before 37 weeks of completed 

gestation) or small gestational age (SGA) (weight-for-gestation <10th percentile), or a 

combination of both. However, some infants can also have underlying intra-uterine growth 

retardation (IUGR), which is not necessarily synonymous with birth weight (11). Evidence 

suggests that early interventions to reduce stunting should be targeted at both mother and 

child during the period of the first ‘‘1000 days’’. This “window of opportunity” runs from 

conception to the age of two and an increasing number of nutrition programs aiming to 

reduce the prevalence of stunting are currently focusing on this period to prevent babies 

being born with LBW and undernutrition (14). 
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 Breastfeeding 

In addition to low birth weight (<2500g), diarrhea and sepsis, the development of wasting in 

infants, is mainly attributed to suboptimal feeding and due to poor breastfeeding practices 

(4). Low rates of exclusive breastfeeding and the introduction of food before 3 months of age 

puts infants at risk of microbial infection and malnutrition (15). Proper care and feeding 

practices during infancy is fundamental in poor settings. It not only saves lives but can also 

be an opportunity to influence long-term health and development (16).  

 

Breastfeeding is the best feeding practice for providing the nutrients an infant needs for 

appropriate growth, development and protection against infection (17). For this last reason, 

the benefits of EBF up until 6 months of age are greater in countries or settings where 

populations have poor sanitation, nutrition and medical care. Breast milk should support the 

child’s diet, at least until the age of two. The WHO recommends early initiation of 

breastfeeding within an hour of birth, EBF until six months of age and then the introduction of 

complementary feeding alongside breastfeeding to the age of two (18). 

 

The management of severe wasting in young infants has been primarily focused on 

establishing or re-establishing exclusive breastfeeding. Only on exceptional occasions, when 

breastfeeding is not possible, should breast-milk substitutes or complementary feeding be 

introduced earlier than the first 6 months of life to the ill infant (19).  

 Nutrition Programmes 

 Management of acute malnutrition in children >6 to 59 months (CMAM)  

The Community-based Management of Acute Malnutrition (CMAM) is a decentralized 

community-based approach that has re-modeled the system to treat uncomplicated 

severely malnourished children aged 6-59 months. The key elements of the CMAM 

programme are: 

 

a) Early identification of children with malnutrition through active case finding in the 

community before they develop serious complications;  

b) Inpatient stabilization for acute malnutrition with complications; 

c) Outpatient therapeutic care for severe and moderate acute malnutrition without 

complications, with supplementary feeding, 

d)  Increased area of coverage by providing both inpatient and outpatient care (20)  
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The CMAM is currently implemented in more than 70 countries and is an evidence-based 

model that aims to reduce mortality and morbidity from acute malnutrition by acting 

promptly and effectively. The approach allows anyone with little training to identify acute 

malnutrition in the community using simple coloured plastic stripes, designed to measure 

the mid-upper arm circumference (MUAC). At home, the child is fed with RUTF, a pre-

prepared food that contains macro- and micro-nutrients needed for the child to replenish 

body stores and for catch up growth. Evidence shows that 80% of children suffering from 

severe acute malnutrition identified in the community can be treated at home (21).    

 Community Management of Acute Malnutrition in infants <6m (cMAMI)  

Despite the growing evidence, success and acceptance of CMAM, the effective 

management of malnutrition in infants <6 months is comparably behind.  

 

There are numerous reasons for the extra challenge involved in the management of this age 

group. Contrary to younger infants, a child older than 6 months can and should be fed with 

solid and semi-solid foods, in addition to breastmilk. Therefore, Infants of less than 6 months 

who should be exclusively breastfed are automatically not eligible for CMAM treatment with 

RUTF. Secondly, the dependency of the child on the mother for (breast)feeding imposes an 

additional challenge. The mother’s mental and physical ability, or the need to return to work, 

are also factors that can cause EBF to cease. Additionally, both mother and child may need 

simultaneous intervention, and not the child alone.  

 

If EBF is not being practiced, establishment or re-establishment should be the first treatment 

attempt (22). In contrary to CMAM, this requires more complex training and community 

members are unlikely to have these specific skills. In the absence of skilled community 

members, the management of outpatients with breastfeeding as the only viable strategy may 

be questionable. Equally, in areas where health services are poor or inexistent, active case 

finding in the community may be discouraging due to the unavailability of treatment provision 

(23). Consequently, there is an increased need for resources and time to manage acute 

malnourished children  <6 months.  

 

In 2013 the WHO finally endorsed guidelines for the outpatient treatment of uncomplicated 

severe acute malnutrition in this age group (9).  Because these are based on poorly 

evidenced research, organisations at national level feel reluctant to adopt this new approach 
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(19), which is also due to the potential cost and scalability. The MAMI project conceived in 

2008, which the 2013 WHO guidelines was based on,  aims to fill this evidence gap in 

outpatient management of undernutrition in infants <6 months so new policies can be 

developed.  

 

There are several breastfeeding assessment tools, but none are considered a gold standard 

(19). To overcome the difficulties in implementing an operational system, ENN and LSHTM 

have developed a C-MAMI tool which is a check-list that facilitates the process of 

assessment and recognition of breastfeeding issues.  

 CMAMI in Ethiopia 

Ethiopia has one of the highest rates of neonatal morbidity and mortality in the world and the 

causes are driven by a range of socio-economic, political and demographic factors. Many 

mothers and caregivers do not seek healthcare promptly during illness or as a measure of 

prevention that has a major impact on care seeking behaviour for young infants. Many of 

these deaths could be prevented through infant care education and sound monitoring (24) 

 

Ethiopians living in rural areas (80%), are deeply influenced by traditional beliefs which have 

a major influence on attitudes and practices and can over-ride governmental policies. The 

socio-economic environment also influences maternal and newborn health through 

determining understanding of the baby’s needs and the financial capacity to afford treatment 

or even transport to a health center (25). Understanding the context, the perception of infant 

health and the barriers and facilitators of health seeking behaviour is crucial to developing 

strategies to educate health workers to achieve positive outcomes for the mother and infant.  

 

Neonatal deaths can be prevented through achieving high coverage of a few key practices 

including, thermal care, early and exclusive breastfeeding, community based care for low 

birth weight and care seeking for illness in low income countries (26). The recommended 

interventions focus on maternal, newborn and child care including attendance to antenatal 

care (ANC) and postnatal care (PNC) for the mother and the newborn. Training community 

workers is considered a strong strategy to improve young infant health in the community, 

and some studies have shown that it could have a major impact on neonatal mortality and 

improve behaviour and practices (27).   

 

A trial of cMAMI is planned;  A year’s formative work will precede the trial (which will also 

include formative qualitiatve work). Hence, this project is important because it is vital to rely 
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on published literature on the topic in this setting in order to bring about determined changes 

in the field. 
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 AIMS AND OBJECTIVES 
 

Research question: What are the perceptions of infant health and what the determinants of 

care seeking behaviour in Ethiopia.  

 Aim 

 
1. The aim of this systematic review is to inform forthcoming research on infant health 

nutrition and well-being in Ethiopia.  

 Objectives 

 
1. How caregivers and communities perceive health and illness in young infants in 

Ethiopia.   

2. To understand the determinants of health seeking behavior (facilitators and barriers) 

among mothers and caregivers.  
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 METHODOS 

 

The structure of this systematic review follows a PRISMA (Preferred Reporting Items for 

Systematic Reviews and Meta-Analyses) checklist from 2009. Checklist is available at in 

appendix 1. 

 Information Sources and Search Strategy  

All studies published in English were searched in OVID platform with the following 

databases: 

 

• MEDLINE(R) and In-Process & Other Non-Indexed Citations and Daily 1946 to 

August 02, 2019 (Last search: 15/06/2019) 

• Embase 1980 to 2019 (Last search: 21/06/2019) 

• Global Health (Last search: 22/08/2019) 

 

The search strategy used in each database was performed using keywords, exploded 

keywords and medical subject headings (MeSH) for:  

 

a) Perception, Health, Infant, Ethiopia;  

b) Determinants, Health Seeking Behaviour, Infant, Ethiopia.   

 

Appendix 2 shows the concepts pre-selected for the search and appendix 3 shows in detail 

the list of the terms using Advanced Search. The words chosen were selected from similar 

articles and also with the aid of a thesaurus website to identify extra synonyms. Figure X 

shows the search strategy process and exportation to Mendeley. For each research 

question, one single search strategy was run in the three databases separately. The search 

results were then exported to the software Mendeley, also separately, using ‘ris.text file’. In 

Mendeley the results of the three databases were put into one folder to check for duplicates. 

This process was done for each question separately.  

 

Some hand-searching from reference lists, a basic search on Google Scholar and LSHTM 

Library discover using each research question and Web of Knowledge was performed to 

identify extra potential studies.  
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 Screening Process 

Screening process was according to the pre-defined inclusion and exclusion criteria and was 

performed in two stages: 1) exported from OVID to an excel spreadsheet to screen both 

titles and abstracts; 2) exported to Mendeley software to remove duplicates, to screen full 

text and obtain full references.  

 Inclusion Criteria 

Population: Infants under 6 months of age are the main population under study.  

Intervention/Exposure: Any exposure or interventions will be considered.   

Comparison: Any study type including uncontrolled studies.   

Outcome: Studies carried out among mothers, fathers, caregivers and communities to identify 

any factors on:   

a) Perceptions of health, illness and wellbeing in infants. 

b) Facilitators and barriers to health seeking behavior.  

 

Study Design: This review contains both qualitative and quantitative studies carried out 

among mothers, fathers, caregivers and communities to identify factors affecting the utilisation 

of health facilities and perceptions of child wellbeing in Ethiopia. 

 

Period: The project reviews articles over the period 1999 to present (2019). This is because 

it covers measurement of the Millennium Development Goals (MDGs) and studies older than 

1999 risk providing messages which are not readily generalizable today. 

 

Setting: Studies carried out in Ethiopia in both rural and urban settings.  

 Exclusion Criteria   

• Non-human studies 

• Literature or Systematic Reviews 

• Grey literature and unpublished records 

• Studies in children that do not cover the period of 0 to 6 months 

• Unavailable text 

• Papers that are focused on a specific illness (not generalised) 

 Data Extraction 

 
Information from selected articles was summarised in an Excel spreadsheet (appendix 4) 

organised with the information of: Title, Author, Year, Study Design, Region, Setting, 
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Sample Size, Participants, Age, Aim, Findings, Predictors of Association and 

Comments. Studies that did not fulfilled the criteria were excluded. 

 

 Data Grouping 
Studies were organised by each research question and then by study design; quantitative, 

qualitative and mixed. To ease the process of analysis, findings were grouped using the 

Social Ecological Model (appendix 6).     

 Risk of Bias 

An important step in any systematic review is the assessment of the risk of bias within the 

included studies. A poor design or conduct of the studies may lead to bias that may affect 

the results. Due to time constrains, risk of bias assessment was not performed for every 

individual study in this review.  

 Results 

 Study Selection 
 

The process of selection of the studies is represented in Figure 2 and Figure 3.  Of the total 

1942 (890+1052) papers identified using the search criteria mentioned above, 944 

(249+695) were duplicates and 962 (618+344) were considered irrelevant when the title and 

abstract were examined. The texts of the remaining 44 (25+19) papers were checked. After 

reading them, 26 (16+10 were excluded). The remaining 17 (7+5+5 mixed) were again re-

checked and evaluated.  

 

The total number of results is low but this was expected because the research question is 

limited to Ethiopia. Studies considered irrelevant were those which did not answer one of the 

research questions. This selection was possible through the description given in the title and 

abstract. The articles checked in full but excluded were focused on a specific condition 

(health seeking for delivery, diarrhea, teething), did not study the period between 0 to 6 

months of age or aimed to test a model. Appendix 5 show list of excluded studies.  
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Figure 2. Prisma Flow Diagram Search for ‘Perception of Infant Health’ 
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Figure 3. Flow Diagram Search for ´Determinants Health Seeking Behaviour ´ 
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 Study Characteristics  
 

Studies included were all in English and covered the period from 2008 to 2019. From the total 

of 17, 10 were published from 2018 onwards. Table 1A, 1B, 1C, 2A, 2B, and 2C presents a 

summary of the characteristics of the included studies on both research questions.  

 

 Population and Study design  

From the 17 studies, 7 explored the Determinants of health seeking behaviour, 5 explored the 

Perception of infant health and 5 studies answered both research questions. Ten of the 17 

studies were quantitative, 4 qualitative and 3 had both designs.  

 

All studies selected were observational: Cross- Sectional, In Depth Interviews (IDI) and Focus 

Group Discussions (FGD). They were conducted across different regions in Ethiopia including 

both rural and urban areas. In cross-sectional studies, participants were mothers and/or 

caregivers. The smallest sample size was 410 and the largest had 1216 participants. The 

lowest response rate was 92% and the highest was100%.  

 

For the qualitative studies, both FGD and IDI were carried out predominantly with 

mothers/caregivers but also included health workers, community members, fathers, religious 

members, grandmothers, older women, influential elders, traditional birth attendants (TBA) 

and women of reproductive age and their partners.  

 

The age covered was 0-59 months and included the period 0-6 months. The age under 

observation described in the summary results tables are according to how the author made 

reference in the study.  When the study did not mention the period, it was possible to predict 

the aimed period was covered by the aims and outcomes of the study.  

 

 

 

 

 

 

 

 



 

 

Table 2A: Summary of studies on ‘Determinants of Health Seeking Behaviour’ 

Author, Date Study design n=  Age Region/ Setting 

Tafesse A.  
(2018) 
(28) 

Community based 
cross-sectional 

801  
Childbearing 
women who had given at 
least one birth in the past 
two years 
 
(Response rate 95.51%)  

(Not mentioned) 

Benchi-Maji Zone, 
Southwest Ethiopia 
 
Urban 
Semi-Urban 
Rural  

Abegaz N., et 
al., (2019) 
(29) 

Facility-based cross-
sectional  

422 mothers/ 
caregivers 

 0–59 months Addis Ababa, Capital 

Simieneh M., 
et. al., 
(2019) 
(30) 

Community based 
cross-sectional study 

410 mothers 
 
(100% response rate) 

< 5 years  

Aneded district, Northwest 
Ethiopia. 
 
Rural Area 

Assefa T., et. 
Al., 
(2008) 
(31) 

Community based 
comparative cross-
sectional 

563 mothers  
 
(92% response rate) 

<5 years 

Derra District,  
Oromia State  
 
Urban  
Rural 

Awoke W. 
(2013) 
(32) 

Community based 
cross-sectional 

415 mothers/caregivers  
 
(98% response rate) 

<5 years Bahir Dar, Ethiopia 

Kolola T., et. 
al., 
(2016) 
(33) 

Community-based 
cross-sectional study 

422 caregivers 
 
(98% response rate) 

<5 years  

Jeldu District, Oromia 
Regional State 
7 Rural kebel 
1 Urban Kebel 

Onarheim, et 
al., (2018) 
(34) 

Qualitative study 
design 

*30 Mother/caretaker of sick 
newborn.  
*1 Key Informant,  
*12 Health Workers. 
*5 Community Members  

< 1 year 

Butajira  
 
Semi-urban  
Rural area / Farmland  

 

 

 

Table 2B: Summary of studies on ‘Perception of Infant Health’ 

Author, 
Date 

Study Design  n=  Age Region 

Tirhas B. et 
al. 
(2018) 
(35) 

Population-based cross-
sectional study 

373 postpartum mothers 42 days 
Mekelle 
City, Northern Ethiopia  
Urban 

Tesfaye Y.  
(2018) 
(36) 

Community based cross 
sectional study 

806 (757, response rate of 
94%) 

<12 months 
 2-5 years 

Hararge Zone, 
Oromia Region. 

Megbey B. 
et al.,  
(2016) 
(37) 

Facility based cross 
sectional 

423 women  <6 months  
Aksum Town, Tigray, 
Northern Ethiopia 

Bang K., et. 
al.,  (2015) 
(38) 

Community-based cross-
sectional 
descriptive  
 
FGD 

1,216 women  
(97% response rate)  

7 days 
Tigray regional state, 
Kihen and Mesanu,  North 
Ethiopia. 



 

 

Bogale T., 
et. al., 
(2018) 
(39) 

Phenomenological 
qualitative study 

FG 
98 individuals 
IDI 
*6 HEW  
*30 women (pregnant or 
who delivered in the past 6 
months) 

<6 months 
Gondar Zone, Amhara 
region, North Ethiopia.  
Rural 

Degefie T., 
et. al., 
(2014) 
(40) 

Qualitative 

27 Mothers 
15 Fathers 
8 Grandmothers  
7 TBA  

Newborn 
<3 months 

Oromia Region. 
Rural  
Predominantly farmers 

 
 

Table 2C: Summary of studies on ‘Determinants Health Seeking Behaviour’ and 
‘Perceptions of Infant health’ 

Author, 
Date 

Type of Study n= Age Region 

Charlotte W.  
(2010) 
(41) 

Qualitative 

1000  
*Newly delivered mothers 
*Older women 
*Husbands/fathers  
* Health providers 
* TBAs 
* Religious leaders 
* Elderly influential persons 

Newborn 
11 regions 
Across Ethiopia’s 

Tesfahun  
F., et al.  
(2018) 
(42) 

Cross-sectional 
and community-
based 
 
FGD 

836 (mothers who gave birth 
within the last year) 
(Response rate 98.09 %) 

Age not mentioned 

Gondar Zuria District  
 
85% Rural areas 
15% Cities and towns 

Jalu M. et 
al., 
(2019) 
(43) 

Explorative study 
design 

50 
*Women of reproductive age 
and their partners 
* HEWs   
* Health care providers 
* Health administrators 

Neonatal  
0-12 mon 

Somali Regional state 
Muslim 
*Urban 
*Agro Pastoralist 
*Pure Pastoralist 

MershaI A., 
et. al., 
(2018) 
(44) 

Community-based 
cross sectional  
 
FGD 

630  
(100% response rate) 
  
3 FGD 
18  mothers   

<6 months 

Chencha District, Southern 
Ethiopia. 
 
63% Rural 

 

 



 

 

Table 3A: Results of studies on ‘Determinants of Health Seeking Behaviour’ 

Author 
Date 

Aim Results Predictors of association 
 Type of 

assessment 
Comments 

QUANTITATIVE STUDIES  
  

Tafesse A.  
(2018) 
(28) 

To assess PNC 
service utilization 
and its 
associated factors 
among married 
women 

51% Women attended PNC 
Reason for using PNC  
*78% Immunization of baby 
*71% Family Planning  
Reason for not using PNC 
*86% Lack of information  
*Appointed to come after 45 days  

 
*Farmer women less likely to attend PNC 
then housewives 
 
* Literacy not associated with services 
utilization   

 

Semi-structured, an 
interviewer-
administered 
questionnaire 

*Only half attended PNC 
 
* Infant care seeking mainly just for 
immunization 
 
* Limited knowledge of the services 
available for Infants was the main 
reason to not seek health care 

Abegaz 
N.,  
et al., 
(2019) 
(29) 

To assess 
healthcare seeking 
behaviour of 
mothers/caregivers 
towards childhood 
illnesses in selected 
health centres 

Care seeking during illness 
*27% sought health care within a day of 
recognition of illness 
 
*74% sought health care one or two days 
after recognition of illnesses 
  

Seeking behaviour in childhood 
illnesses influenced by:  
*Child's age (<12 months) 
*Mothers/caregivers level of education 
*Family size (≤5 members) 
*Perception of illness severity 
*Previous experience of similar illnesses 
* Experience with a <5 death. 

 

semi-structured 
questionnaire 

 
 
*Health seeking quicker in children 
younger than 12 months, Previous 
experience of similar illnesses and 
under-five child death 

Simieneh 
M., et. al., 
(2019) 
(30) 

To assess 
mothers/caregivers 
health 
care seeking 
behaviour for their 
children in Northwest 
Ethiopia. 

84% choose post and health centres 
institutions 
Health Seeking during child illness 
*27% sought health care within a day 
*48.8% sought health care later than a 
day  
Reason not to seek care 
*73% Mothers perceived that the disease 
would resolve by itself 
*40% Belief in traditional medicine  
*30% Work load  
*27% Financial 
*18% Distance  
*2% Indecision 

Factors associated with mothers 
healthcare seeking behaviour during 
their child illness 
*Awareness of childhood illness  
*Perceived importance of early treatment 
*child age < 24months  
* illness not being perceived as severe  

 

Structured Yes/No 
Questionnaire 
 
(when women had or 
not appropriate 
health care seeking 
behaviour) 

* Low health care seeking due to 
very low awareness of childhood 
illness and perception of importance 
of early treatment. 
 
*Preference for health institutions  

Assefa T., 
et. Al., 
(2008) 
(31) 

To assess and 
compare mothers’ 
health care seeking 
behaviour and its 
determinants among 
urban and rural 
communities for 
common childhood 
illnesses 

Health Seeking Rural vs Urban 
*48 (43%) of rural children sought for 
care  
*41 (87%) of urban children sought for 
care 
Major reasons for not seeking care 
*36% Lack of money 
*28% Distances  
*25% Perception of the illness not being 
serious  

Major predictors of health care seeking 
practices from health facilities. 
*Residence  
*Mothers knowledge  

 

interviewer 
administered pre-
tested structured 
questionnaires 

* Mother's from urban areas were 
twice more likely to seek health care 
than from rural areas.  
* Mothers’ responses and actions 
were frequently influenced by their 
perception of severity or worsening 
of illness 
* Financial and distance from 
services were reasons not to seek 
health care.  



 

 

Awoke W. 
(2013) 
(32) 

mothers’/caregivers 
care seeking 
behavior for child- 
hood illnesses 

73% sought health facilities for sick 
children 
Reasons for not seeking care 
*53% Illness was not serious 
*27% lack of money 
*13% did not see any benefit in using 
healthcare for such childhood illness. 

(Not mentioned)  

 

Structured pretested 
questionnaire 

 Fair prevalence of health seeking 
behaviour among mothers 

Kolola T., 
et. al., 
(2016) 
(33) 

Aimed to assess 
health care seeking 
behavior for 
common childhood 
illnesses and 
associated factors 

20% sought health care 
From the ones who sought care: 
*75% Sought health facilities 
*32% Religious healers 
*22% Traditional healers  
*5%  'Holy water' 
Reasons to seek health care 
*58% When the child had two or more 
different symptoms   
*46% When perceived illness was 
severe 

Predictors of health care seeking behavior. 
*number of symptoms experienced by the 
child 
*perceived severity of the illness  

 

Interviewer 
administered 
structured 
questionnaire 

* Low prevalence of health seeking 
behaviour 
* Prompt care was very low 

QUALITATIVE STUDIES 
   

Onarheim, 
et al., 
(2018) 
(34) 

Explore intra-
household resource 
allocation, focusing 
on how families 
prioritize newborn 
health versus other 
household needs 
and their coping 
strategies 
for managing these 
priorities. 

Decision-making on health seeking  
*Households struggled to pay out-of-pocket for services such as admission, 
diagnostics, drugs, and transportation. 
*When newborns fell ill, families made hard choices balancing concerns for newborn 
health and other household needs. 
*It was common to borrow money from friends and family, or even to sell a sheep or the 
harvest to pay for care. 
*Before spending money, families waited before seeking health care, or used cheaper 
traditional medicines. 
*Decision-making made by the man 

 

41 IDI 
 
7 FGD 
 

The ability to seek care, obtain 
services, and follow medical 
advice depended on the social and 
economic assets of the household. 

 

 

 

 

 

 

 



 

 

Table 3B: Results of Studies on ‘Perceptions of Infant Health’ 

Author, 
Date 

Aim Results Predictors of Association 
Type of assessment Comments 

QUANTITATIVE STUDIES 

Tirhas B. 
et al. 
(2018) 
(35) 

Knowledge of 
postnatal mothers 
towards ENBC 
(Essential New 
Born Care) 

Infant Health Practice  
*36% Have good knowledge of ENBC 
*81% Have good Practice  
*66% Know ≥3 Danger Signs of Newborn 
*97% Practice EBF 
(Good:  ≥75% answered correctly) 

Infant health knowledge 
associated with:  
*Mother's Education  
*Mothers living far from health 
centre  
*Mothers who received education 
about newborn care 
*Mothers how had a good 
knowledge of newborn care and 
Danger signs. 

ªYes/No Questionnaire 

Good care practice positively 
associated with: 
* Mothers Education and 
attendance of ANC visits  
*Living far from the health 
centre  
* Receiving education in ANC 
visits 

Tesfaye 
Y.  
(2018) 
(36) 

To determine 
women knowledge 
on key neonatal 
danger sign and 
associated factors 

9% of the women knew four or more danger signs 
Recognition of Infant Danger Signs 
*Hypothermia (3%) 
*Small Birth (12%) 
*Lethargic (13%) 
*Difficulty in breathing (24%) 
*Poor suckling (25%) 
*Fever (34%) 

Infant danger signs knowledge 
associated with: 
* At least one neonatal follow up 
* Giving birth at a health facility  

Knowledge score for neonatal 
danger signs 

* Overall all very poor 
knowledge of infant danger 
signs  

Megbey 
B. et al.,  
(2016) 
(37) 

To assess 
magnitude of 
essential neonatal 
care utilization and 
associated factors 
among 
women visiting 
public health 
facilities 

Infant Health Practice 
*27% Fulfilled essential new born care practice 
*43% Had knowledge of newborn danger signs 
*63% Had knowledge of optimal BF 
*33% Had good knowledge of thermal care 
*45% Had vaccinations 

Factors significantly associated 
with knowledge and practice of 
essential new born care. 
* Employed mothers 
* 2±3 number of parity  
* Received counselling during 
delivery on new born care  

Structured interview 
administered questionnaire 

* Newborn care practice was 
low 
 
* Education, employability and 
more than 1 parity was 
positively associated with infant 
care perception.  
 
* The majority mothers had 
knowledge of optimal 
Breastfeeding 

Bang K., 
et. al.,  
(2015) 
(38) 

To identify the 
perceptions of 
women about 
newborn health 
problems. 

Recognition of Infant Danger Signs  
*92% Difficult or fast breathing 
*86% Poor sucking or feeding 
*48% Yellow skin/eye color 
*46% Very small baby 
*36% Lethargy/Unconsciousness 

Having a husband showed a 
significant difference in the number 
of perceived serious health 
problems  

To measure perceived infant 
health they were asked to 
choose 
serious health problems that 
could be occurred during that 
period. 

*Good perception that difficulty 
in breathing, sucking and 
feeding during the first 7 days 
were serious health problems  
 
*Poor perception of being small 
for gestation age, Jaundice and 
lethargy as a serious health 
problem.  

QUALITATIVE STUDIES 



 

 

Degefie 
T., et. al., 
(2014) 
(40) 

Beliefs and 
practices on 
immediate 
newborn and 
postnatal care 

Perception of Infant Health  
*Grandmother's and TBA's are aware of low birth weight babies and perceived LBW as a 
risk of death, sickness or remaining thin and for that reason should be taken to health 
facilities.  
*Some mothers reported no awareness of such LBW babies.  
 
*Some mothers believe a local herbal medicine protects the baby from illness and 
therefore the babies is not EBF.  
*Mothers recognises the importance of maintaining continued warmth in the neonatal 
period, but some demonstrated poor skin-to-skin care. 
*Some believe that babies would grow to normal weight if they receive good care, such 
as breastfeeding and frequent baths 

Key informant interviews  
 
IDI  

* Cultural beliefs and newborn 
care practices do not conform 
to recommended standards. 

 
 

Table 3C: Results of mixed studies: ‘Determinants Health Seeking Behaviour’ and ‘Perceptions of Infant health’ and/or Qualitative 
and Quantitative Design. 

Author 
Date 

Aim Results 
Predictors of 
association 

Type of 
assessment 

Comments 

QUANTITATIVE AND QUALITATIVE 
  

Charlotte 
W.  
(2010) 
(41) 

explore and 
understand 
health seeking 
behaviour, and 
identify the 
positive practices 
surrounding care 
of the newborn. 

QUALITATIVE  
Infant Health Perception 
*Malevolent spirits are frequently cited as causes of neonatal morbidity 
*Immunization is positively viewed 
*Some mothers believe if the illness is related to the ‘evil eye’ they must go to the 
traditional healer first.  
Health Seeking Barriers 
*Tradition recommends mothers/ newborns to stay at home for 40 days 
*Remedies from traditional healers are often preferred to skilled health workers 
because of cultural and religious beliefs. 
*Lack of accessible health care in event of emergencies 
*Men’s beliefs may prohibit any care seeking in early postnatal 
period 

 
* Wealthy women 
appear more likely to 
seek care for a sick 
Newborn. 

 
 
 
 
 
 
 
IDIs and FGDs 
 

*Infant health 
perception and health 
seeking behaviour 
influenced by spiritual 
beliefs  
 
 

Tesfahun 
F., et al.  
(2018) 
(42) 

To assess 
mothers’ 
knowledge, 
perception and 
utilization of PNC 

QUANTITATIVE 
67% Attended PNC services 
Reason to attend a health centre in the post-natal period 
*98% Immunisation 
*23% Receive nutritional advice 
*7% Discuss breastfeeding  
Reasons for not attending PNC services 
*30% Lack of time 
*19% Long Distance to provider 
*12% Lack of awareness 

Factors associated 
with PNC utilisation:  
*place of residence 
*distance from a 
health institution  
*antenatal care 
attendance 
*Having decision 
making authority for 
utilization  

 
IDIs and FGDs 
 
Questionnaire 

QUANTITATIVE 
* Mothers perception of 
the need for PNC is 
high but utilization was 
lower 
  
* Poor utilization of 
services to receive 
nutritional advice and 
very poor for 



 

 

*9% Cultural barriers  
*9% Lack of services  
*3% Costly Transportation  
 
QUALITATIVE  
Barriers utilising PNC 
*Mothers stated they are instructed for vaccination and child nutrition but they don't 
practice because there's no services in the area.  
*The health facility is too far and they don't have financial capacity.  
*Most mothers have a positive perception of PNC services but in rural areas the 
perception of mothers was negative.  
*CHW stated that although mothers have awareness, they need to be motivated to 
use the services. 
*Majority assumed services were only given for children and vaccination 45 days 
after birth. 

breastfeeding advise 
 
QUALITATIVE 
*Distance and 
transportation cost 
were barriers often 
mentioned to seek 
health care 

JaluI M. 
et al., 
(2019) 
(43) 

To identify 
barriers to child 
health care-
seeking 
behaviours. 

QUALITATIVE 
Health Seeking Barriers  
*Distance and transportation from health services 
*Decision-making delegated to the husband. 
*Male health workers not well accepted by women  
*Modern health practices not well accepted  
*Unclean health facilities  
*Shortage of trained staff 
*Poor exposure to health information 
Infant Health Perception 
*The community and religion support 2 years gaps between births because spacing 
creates more time for the baby to breast feed and breast feeding minimizes the risk 
associated with repeated delivery. 

Low socio-
demographic and 
economic status are 
factors associated with 
low utilization of health 
services 

*50 individual 
interviews 
 
*17 FGD 

*PNC services 
utilization very low in 
Somali region 
 
* Strong gender 
barriers in decision-
making and utilization 
of health care. 
 
*Mistrust in health 
services and facilities  
 
* Distance and 
transportation reported 
has a barrier  

MershaI 
A., et. al., 
(2018) 
(44) 

assess mothers’ 
current 
practice of 
essential 
newborn care 
and identify 
factors affecting 
newborn care 
practices 

QUANTITATIVE 
Newborn Health Practice 
38% of mothers had good practices in essential newborn care 
 
*75% Had good neonatal feeding 
*71% received optimal thermal care 
*60% BF within the first hour  
*30% BF Initiated immediately after delivery  
QUALITATIVE 
*A mother said birth attendants give water from a false banana plant to the baby and 
order her to wait for some time before start breastfeeding.  
*Mother give fluids with traditional herbs to ease the feeding and prevent gastric 
disturbance.  

Factors statistically 
significantly 
associated with 
practice: 
*Mother receiving 
antenatal care, 
*Attending pregnant 
mothers meetings 
*Receiving immediate 
postnatal care 
*wealth index 
*attended pregnant 
mothers meeting 
*Knowledge of 
mothers 

Structured 
interview  
 
Interview guide 

Overall poor good 
practices in essential 
newborn care 
 
Good feeding practices  
 



 

 

Bogale 
T., et. al., 
(2018) 
(39) 

Beliefs about the 
causes, 
treatment 
practices, and 
preferences for  
neonatal danger 
signs 

Factors affecting health seeking behaviour 
*Disbelief in modern treatment for fever and inability to feed.  
*Restriction of mothers and newborn at home for 10 days 
*Believes that traditional treatments were superior in outcome compared with 
biomedical treatment options. 
 
Newborn health perception (Danger sign: Causal belief) 
*Baby to be cold: Sign of death.  
*Red and swollen eyes and difficulty breathing: Exposure to wind 
*Fever and convulsion: Exposure to sun rays 
*Jaundice: infection in the womb/ mother not eating the type of food she wants 
during pregnancy  
*Baby not eating: uvulitis  
*Convulsion: possession by evil spirit 

 

12 FG 
discussions,  
 
IDI 

*Religious and cultural 
reasons were reported 
to be major 
impediments for 
treatment seeking for 
newborn danger signs. 
 
*Causal assumptions 
and perceived 
seriousness 
of danger signs 
influenced type of 
seeking 
 
*Newborn danger signs 
believed to be caused 
by exposure 
to environmental 
conditions, and spiritual 
causes.  
 
*Unsatisfactory 
outcomes was main 
reason not to seek 
biomedical treatment. 
 
 

 
 
 
 
 



 

 

 

 Risk of Bias and quality assessment 

 

The majority (10/17) of the studies were published in the last 2 years so most methodologies 

were in line with recent report quality standards. Fourteen out of 17 studies reported their 

limitations and potential bias which displays transparency.  

 

All cross-sectional studies had good response rates ranging between 92% and 100%, thus 

minimizing selection bias. Populations under investigation were well described in most 

studies. All cross-sectional studies were limited in reflecting all factors of healthcare seeking, 

especially those influenced by seasonality.  

A study has referred to have trained data collectors to provide accurate information and to 

request impartial answers from the interviewees to minimise response bias. Others selected 

interviewers/data collectors that did not work in in the sampled area or disclose their 

background to reduce potential courtesy bias.  

Most studies assessed knowledge of women who gave birth 6 months or even 2 years before 

the interview/survey. Due to the time gap, responses may have been affected by recall bias. 

This limitation has been recognised in the majority of the studies.   

A study has trained data collectors to provide accurate information and to request impartial 

answers to minimise response bias.   

Some studies selected interviewers/data collectors that did not work in in the sampled area 

or disclose their background to avoid potential courtesy bias. 

 

 Results 
 

Prevalence of health seek 

Three studies reported the prevalence of health seeking (20%, 49% and 73%) for their 

babies. One study reported that health sought was twice as high in urban areas (87%) 

compared to rural areas (43%). The majority of mothers delayed health seeking by one or 

two days (74%) compared to a study that reported mothers seeking care on the first day of 

illness (27%).  

 



 

 

Reasons to seek healthcare 

Two studies reported the main reason for mothers using a clinic in the post-natal period was 

immunisation (78%, 98%) and family planning (71%). However, in one study the community, 

husbands and religious leaders were opposed to family planning. Other reasons for utilising 

health services reported across the studies were; child had two or more symptoms (58%), 

perceived illness as severe (46%), receiving nutritional advice (23%) and to discuss 

breastfeeding (7%).  

 

Source of treatment  

One study reported the majority used health facilities (75%), followed by religious healers 

(32%), and ‘Holy water’ (5%). Four studies, two qualitative and two quantitative, mentioned 

mothers a preference for traditional healers (40%, 22%) and the reasons for that was a 

disbelief in modern medicine, including treatments for fever and inability to feed.  

 

Other reasons for not seeking healthcare mentioned in qualitative studies were decision 

making delegated to the husband, male health workers not accepted by women, unhygienic 

health facilities and lack of information.  

 

Barriers in Health Seeking  

There are several reason that stopped mothers seeking health services for their child. Two 

studies revealed that mothers assumed services were given just 45 days after birth, for 

immunisation, and two said tradition beliefs restricted mothers and newborns at home for 10 

and 40 days. Three studies stated mothers perceived the illness as not serious (53%, 25%, 

13%) and one study mentioned mothers had the perception that the disease would resolve 

itself (73%). Four studies, two quantitative and two qualitative, also made reference to the 

barriers caused by the distance between the household and the health centre, (28%, 18%) 

and an inability to financially afford either treatment services or transportation (36%, 27%, 

27%).  

 

Other reasons for not seeking healthcare mentioned in qualitative studies were decision 

making delegated to the husband, male health workers not accepted by women, unhygienic 

health facilities and lack of information.  

 

PNC Attendence 

Prevalence of PNC attendance was low (51%, 67%) in both studies that reported. One of the 

studies gave the main reason for women not attending PNC as lack of time (30%) and 

distance (19%). Lack of awareness (12%), cultural barriers (9%), lack of services (9%) and 



 

 

cost of transport (3%) were less mentioned. In one qualitative study, PNC services were 

positively perceived by mothers in urban areas but rural areas.    

 

Infant Health Perception  

 

Infant Health Practice/Knowledge  

More studies reported poor levels of essential newborn care practices (38%, 36% 27%) than 

good practice (81%).  

 

Overall breastfeeding practices across three studies varied. Ninety seven percent practiced 

EBF, 75% had good neonatal feeding and 63% had knowledge of optimal BF. In Another 

study, 60% of mothers started to BF within the first hour and 30% initiated immediately after 

delivery.  

 

Thermal care knowledge and practice were 33% and 71% respectively. Only 45% of 

children. 

 

Recognition Danger signs  

Overall, the mothers ability to recognise danger signs were poor (66%, 43%, 9%). There is 

also a large difference between the two studies that assessed mothers knowledge on 

specific danger signs: Difficulty breathing (92%, 24%), Poor sucking (86%, 25%), Small birth 

size (46%, 12%), Lethargy (35%, 13%) Yellow skin/eyes (48%) and Hypothermia (3%). 

 

 

Believes  

In one study, mothers did not know that LBW babies existed, while grandmothers and TBA 

perceived LBW babies as being at risk of morbidity and mortality and in need of health 

facilities. No other special care for LBW babies was reported. Some mothers believed a local 

herbal medicine drink offered protection against illness and therefore the baby was not EBF. 

Another study reported mothers giving fluids with traditional herbs to facilitate feeding and 

prevent gastric disturbance.  

 

In a previous study, some mothers believed that if babies received good care, such as 

breastfeeding and frequent baths, babies would grow to normal weight. The majority 

recognised the importance of warmth in the neonatal period, although some have 

demonstrated poor skin-to-skin care.  

 



 

 

In a different study it was frequently cited that neonatal morbidity was caused by malevolent 

spirits . Some communities believed that if the illness was related to the ‘evil eye’, then they 

should go to the traditional healer first.  

 

A mother in one study mentioned that TBA gave water from a false banana plant to the baby 

and ordered her to wait some time before initiating breastfeeding.  

 

The last study described that the community believed in some causes of neonatal danger 

signs, which were not aligned with biomedical science;  

 

Red and swollen eyes and difficulty breathing were attributed to exposure to wind and poor 

handling of the newborn. Fever and convulsions were believed to be due to exposure to the 

sun’s rays. Jaundice was believed to be related to infection in the womb or the mother not 

eating the type of food she wanted during pregnancy. The baby not eating was perceived as 

uvulitis and convulsions were believed as possessions by evil spirits and a cold baby was 

seen as sign of death.  

 

 Discussion 
 

The studies assessed perception, knowledge, practice and utilisation of young infant care 

among mothers and caregivers in Ethiopia. The difference between the results could be 

attributed to time, region, and social context variations between the selected studies.  

However, some barriers and poor practices were repetitively reported across the studies, 

such as knowledge of infant health, PNC attendance, cost, transportation, lack of 

information, scarce services/facilities and traditional/religious influences.   

 

Individual Level 

 

The utilisation of health care in Ethiopia is affected largely by residential area and social-

economic status. For example, across the studies, communities living in urban settings were 

more aware of and used more services, whereas in rural settings constraints were related to 

availability of services, distance and the capacity to afford transportation greatly affected 

healthcare seeking behaviour. This may have been because urban women had more access 

to information from different sources and due to the increased number of available health 

institutions in urban areas. 

 



 

 

Moreover, the mothers health education, literacy level and wealth were predictors of 

utilisation of health services and good infant care practice in the majority of the studies (29) 

(31)(35)(45)(37)(41)(42)(44). Lack of ANC and PNC attendance was associated with the 

inability to recognise danger signs and poor perception of illness severity in turn limited 

health seeking behaviour. This could be explained by mothers with higher education being 

more willing to receive health education in ATC visits or counseling by HEW in the 

community. Educated mothers are also more likely to read and understand information and 

adopt preventative practices from health education programmes or health professionals.   

 

Women Empowerment 

In Ethiopia 71% of married women made decisions on their own health care(46) and more 

than a quarter did not have that power. Making autonomous decisions was associated with 

women utilising maternal services (35). Some studies reported that the mothers decision-

making in seeking health services for their child was limited because power to make 

decisions rested with the husband. 

 

Interpersonal Relationships / Family Level 

 

Decision Making / Income 

Some studies showed that healthcare visits were a decision made by the husbands, most of 

them stated they were supportive in using services for the health of the mother and the baby 

during illness, but not for family planning (43)(34). Other studies reported that the husbands 

decision making in using healthcare was based on the assets and financial capacity of the 

household(34). 

 

Some studies reported poverty as a limiting factor. In settings where health fees are high 

and patients have to pay for health care services, families faced hardship and dilemmas 

when they had to decide on how to use household income. In one study illustrates the 

decision that is on the side of the man, has to consider all the family and not just the ill 

infant. Some strategies included borrowing money and selling possessions, including 

harvest and sheep. For the very poor, seeking alternative types of care, such traditional 

healers, was the only solution. This practices can compromise seriously the health of 

newborns (34).  

 

Family size and number of parity also influenced health care utilisation in some studies 

(47)(34)(37). This could be possibly due to insufficient income to sustain a large household 

and because having a large families and work load may undermine the attention given to 



 

 

young and ill infants (29). Families who experienced the death of a child under five were 

more likely to have sought healthcare promptly compared to those who had no history of 

child death (47). This implies that perception and experience with illness signs my possibly 

lead mothers to seek early health care.  

 

 

 

Finances/Delay/Healers  

Delays in seeking health care were reported more often than early visits. Reasons to delay 

seeking health services were related to financial difficulties, poor perception of illness 

severity or the hope of the illness resolving its self on its own. In addition, some studies used 

home remedies and traditional healers as their first attempt to treat illness, which impacted 

on the time taken to seek health care and sometimes may have caused irreversible 

disabilities to both the mother or the young infant. 

 

 

Community  

 

Traditional healers 

In rural regions the use of traditional healers to treat child illness was widely reported and 

often preferred to skilled practitioners. Although the majority reported using health facilities, 

many mothers expressed positive belief in treatment based on cultural and religious 

principles rather than modern medicine. The main reason cited was the lack of trust in 

modern biomedical science and ineffective treatment outcomes.  

 

 

Birth gap 

One paper mentioned that both the community and religious leaders were supportive of a 

two year gap between births. Birth spacing was seen as a way of reducing medical problems 

for the mother and baby, and that breastfeeding for a long period minimised the risk of 

repeated delivery (43). 

 

Not leaving the home 

Health seeking behaviour was also affected by the belief that mothers and babies should not 

leave the house for a period following birth, so they could recover.  

 

staff 



 

 

One study conducted in a predominately Muslim area report that women did not accept male 

staff, which affected service utilisation.    

 

Organisational (Structure) Level 

 

Accessibility/ Transport Facilities/ Conditions  

Utilisation of PNC services was lower in rural areas and this was sometimes due to reduced 

implementation and accessibility of services. The main reasons cited were the lack of 

information about services, available services, trained staff, poor infrastructural conditions 

and a lack of health posts. Studies reported travelling long distances was a barrier to health 

seeking. Additionally, HEW also expressed great challenges for practitioners travelling from 

one household to another household. 

 

 

Reasons for mothers not seeking PNC services were related to the perception that health of 

the mother and the baby was good, and also because mothers were told to return 45 days 

after birth for vaccination. These findings demonstrated two important points. Firstly, there 

was an awareness of the need to return to the health center after a period of time and this 

could have been be due to programmes lead by governamental and non-governamental 

institutions who aimed to distribute information about maternal services. Secondly, mothers 

may have had a distorted perception about when and under what circumstances they could 

use services between birth and the next antenatal appointment. In one FGD, mothers 

pointed out that they were aware of PNC services but they did not know when to use them.   

 

Comments on the shortage of trained staff and the inability to provide health services 

discouraged parents from returning to health centers.    

 

Infrastructures 

The distance from the household to the health institution is a major problem affecting 

utilization of services (33) and it has been widely reported in different countries (33, 34). In 

the selected studies, women reported that they walked for more than 2 hours to get to the 

nearest health post. Mothers who travelled less than two hours were more likely to use 

services than those who travelled for longer. 

 

Policy  



 

 

One key informant stated that there is a budget allocated for each health post, but in reality 

governments do not supply adequate resources and the only support given was from an 

NGO and the WHO.  

 

 

 

Infant Health Perception 

According to the Health Belief Model, perceived severity of illness is a major drive behind 

health-seeking behavior (39). Knowledge of key danger signs by women is a significant 

influence over their decision to seek healthcare for their sick neonate promptly. Failure to 

seek professional care may have been linked to the mother’s lack of knowledge of danger 

signs (36). But equally, previous experience, severity perception and magnitude of illness 

has shown itself to be associated with health seeking.  

 

Overall, the mother’s perception of illness and recognition of danger signs was low. 

Additionally, there are reports of beliefs in neonatal danger signs by mothers and 

communities that are not in line with biomedical science. Respondents in a FGD stated that 

newborns that stopped eating was related to uvula problems or tonsillitis. Perception of 

severity of illness was more likely to drive seeking healthcare compared to those who did not 

have this perception.  

 

Limitations: 

Most studies were observational, both cross-sectional and qualitative designs, which did not 

establish causal relationships, thus the reasons for different responses on the determinants 

and perceptions among the participants remains unknown. Also, the cross-sectional studies 

offered limited reflection on all of the factors around healthcare seeking, especially those 

influenced by seasonality. Qualitative studies provided information that filled existing gaps in 

quantitative studies, while qualitative information alone resulted in a poor judgment of the 

overall magnitude of results. Some studies interviewed a diversity of participants which 

allowed for triangulation but others did not.  

Studies of this nature are never absent of response bias, where answers may not be 

accurate or sincere. Social desirability may lead responses in favour of acceptable health 

seeking behaviours and infant care practices.  



 

 

Perceptions of the size of the baby was not widely discussed, which was disappointing 

because one of the intentions of this review was to understand how mothers and caregivers 

perceived LBW babies. This could have been either because there was a gap in the 

literature or the search strategy did not capture this topic.  

Given the nature of the research question, a formal assessment of risk of bias for each study 

was not considered because it was thought that it would not give significant added value or 

influence the final conclusion.  

 Conclusion  

The low usage of health care services in combination with poor infant health education is 

evidently a problem that requires urgent action in order to generate demand for services and 

improve mothers/caregivers, families and community awareness so as to reduce young 

infant death. The results and the purpose of this systematic review serves to inform 

forthcoming initiatives designed to improve child health and the well-being of families and 

communities in Ethiopia. In addition, health workers have an important role in disseminating 

sound information and their motivational skills to increase awareness, mobilise mothers and 

fathers and engage communities in identifying signs of ill-health by asking for help. This 

research serves to reinforce the need to standarise definitions and ways of carrying out 

assessments to ease recognition of infant health care practices and enable prompt 

intervention. Although there are barriers that hinder the effective use knowledge  

pragmatically, infant health education must be reinforced among caregivers, families and 

communities. 
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Appendix 1: Prisma 2009 Check List  
 

Section/topic  # Checklist item  
Reported 
on page  

TITLE   

Title  1 Identify the report as a systematic review, meta-analysis, or 
both.  

Cover 
Page 

ABSTRACT   

Structured 
summary  

2 Provide a structured summary including, as applicable: 
background; objectives; data sources; study eligibility 
criteria, participants, and interventions; study appraisal and 
synthesis methods; results; limitations; conclusions and 
implications of key findings; systematic review registration 
number.  

 

INTRODUCTION   

Rationale  3 Describe the rationale for the review in the context of what 
is already known.  

 

Objectives  4 Provide an explicit statement of questions being addressed 
with reference to participants, interventions, comparisons, 
outcomes, and study design (PICOS).  

 

METHODS   

Protocol and 
registration  

5 Indicate if a review protocol exists, if and where it can be 
accessed (e.g., Web address), and, if available, provide 
registration information including registration number.  

 

Eligibility 
criteria  

6 Specify study characteristics (e.g., PICOS, length of follow-
up) and report characteristics (e.g., years considered, 
language, publication status) used as criteria for eligibility, 
giving rationale.  

 

Information 
sources  

7 Describe all information sources (e.g., databases with 
dates of coverage, contact with study authors to identify 
additional studies) in the search and date last searched.  

 

Search  8 Present full electronic search strategy for at least one 
database, including any limits used, such that it could be 
repeated.  

 

Study selection  9 State the process for selecting studies (i.e., screening, 
eligibility, included in systematic review, and, if applicable, 
included in the meta-analysis).  

 

Data collection 
process  

10 Describe method of data extraction from reports (e.g., 
piloted forms, independently, in duplicate) and any 

 



 

 

processes for obtaining and confirming data from 
investigators.  

Data items  11 List and define all variables for which data were sought 
(e.g., PICOS, funding sources) and any assumptions and 
simplifications made.  

 

Risk of bias in 
individual 
studies  

12 Describe methods used for assessing risk of bias of 
individual studies (including specification of whether this 
was done at the study or outcome level), and how this 
information is to be used in any data synthesis.  

 

Summary 
measures  

13 State the principal summary measures (e.g., risk ratio, 
difference in means).  

 

Synthesis of 
results  

14 Describe the methods of handling data and combining 
results of studies, if done, including measures of 
consistency (e.g., I2) for each meta-analysis.  
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Section/topic  # Checklist item  
Reported 
on page 
#  

Risk of bias 
across studies  

15 Specify any assessment of risk of bias that may affect the 
cumulative evidence (e.g., publication bias, selective 
reporting within studies).  

 

Additional 
analyses  

16 Describe methods of additional analyses (e.g., sensitivity 
or subgroup analyses, meta-regression), if done, indicating 
which were pre-specified.  

 

RESULTS   

Study selection  17 Give numbers of studies screened, assessed for eligibility, 
and included in the review, with reasons for exclusions at 
each stage, ideally with a flow diagram.  

 

Study 
characteristics  

18 For each study, present characteristics for which data 
were extracted (e.g., study size, PICOS, follow-up period) 
and provide the citations.  

 

Risk of bias 
within studies  

19 Present data on risk of bias of each study and, if available, 
any outcome level assessment (see item 12).  

 

Results of 
individual 
studies  

20 For all outcomes considered (benefits or harms), present, 
for each study: (a) simple summary data for each 
intervention group (b) effect estimates and confidence 
intervals, ideally with a forest plot.  

 

Synthesis of 
results  

21 Present results of each meta-analysis done, including 
confidence intervals and measures of consistency.  

 

Risk of bias 
across studies  

22 Present results of any assessment of risk of bias across 
studies (see Item 15).  

 

Additional 
analysis  

23 Give results of additional analyses, if done (e.g., sensitivity 
or subgroup analyses, meta-regression [see Item 16]).  

 

DISCUSSION   

Summary of 
evidence  

24 Summarize the main findings including the strength of 
evidence for each main outcome; consider their relevance 
to key groups (e.g., healthcare providers, users, and policy 
makers).  

 

Limitations  25 Discuss limitations at study and outcome level (e.g., risk of 
bias), and at review-level (e.g., incomplete retrieval of 
identified research, reporting bias).  

 



 

 

Conclusions  26 Provide a general interpretation of the results in the 
context of other evidence, and implications for future 
research.  

 

FUNDING   

Funding  27 Describe sources of funding for the systematic review and 
other support (e.g., supply of data); role of funders for the 
systematic review.  
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Appendix 2 
 
Keywords and MESH run in the databases for “Perception of infant health” 

Perception  Health  Infant  Ethiopia 

OR/  
Attitude/ 
concept/ knowledge/ opinion/ 
awareness/ conscious*/ 
approach/diagnose/ attention/ 
notion  

OR/ 

Well-being,   
  

OR/ 

Newborn/  
under 6 months/  
neonatal/ children  

OR/ 
Ethiop* 

Subject Headings (MESH):   
Attitude to Health, awareness, health belief, health perceptions, questionnaire, health, 
infant diseases, newborn, infant, Ethiopia, wellbeing.  

  
Keywords and MESH run in the databases for ´Determinants of Health Seeking Behaviour´ 

Determinant Health Seek Behavior  Infant Ethiopia  

OR/  
Motivation/ reason/   
Motive/ stimulus/ 
rational/ Barrier/ 
engagement/ 
facilitator/factor  
  

OR/  
Care seek/ care attitude 
/health practice/ 
Health utilisation/ health 
utilization  
  

OR/ 

Conduct/ 
practice/ 
management/ 
action/ decision 
making  

OR/ 

Newborn/  
under 6 
months/  
neonatal/ 

child  

OR/ 

Ethiop*  

Subject Headings (MESH):  health care delivery, patient attitude, health service, health 
care utilization, management, decision making, high risk infant, hospitalized infant, Infant, 
newborn. 
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Database: Ovid MEDLINE(R) and In-Process & Other Non-Indexed Citations and Daily <1946 

to June 15, 2019> 

Search Strategy: ´Determinants of Health Seeking Behaviour´ 

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

1     Determinant*.mp. (223627) 

2     exp motivation/ or Motivation*.mp. (216297) 

3     reason*.mp. (403023) 

4     motive.mp. (5980) 

5     stimulus.mp. or exp stimulus/ (159664) 

6     rational.mp. (67632) 

7     barrier*.mp. (278370) 

8     engagement.mp. (54674) 

9     facilitator*.mp. (22556) 

10     factor*.mp. (5304161) 

11     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 (6282032) 

12     Health Seek*.mp. (2496) 

13     care seek*.mp. or exp health care delivery/ (1028064) 

14     care seek*.mp. (2918) 

15     care attitude.mp. (62) 

16     exp patient attitude/ or care acceptance.mp. (24) 

17     health practice.mp. or exp health service/ (2045892) 

18     health practice.mp. or exp health service/ (2045892) 

19     health care utilization/ or health utilisation.mp. (43194) 

20     health utilization.mp. (395) 

21     12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 (2647854) 

22     Behav*.mp. (1587726) 

23     conduct.mp. (73035) 

24     practice.mp. (950286) 

25     exp management/ or management.mp. (1174367) 

26     action*.mp. (891262) 

27     decision making.mp. or exp decision making/ (288876) 

28     22 or 23 or 24 or 25 or 26 or 27 (4326649) 

29     exp infant/ or exp hospitalized infant/ or Infant.mp. or exp high risk infant/ (1154476) 

30     newborn/ or newborn.mp. (725234) 

31     neonatal.mp. (213232) 

32     child*.mp. (2321231) 

33     under six month*.mp. (205) 

34     29 or 30 or 31 or 32 or 33 (2969251) 

35     exp Ethiopia/ or Ethiop*.mp. (16916) 

36     11 and 21 and 28 and 34 and 35 (530) 
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37     limit 36 to (infant <to one year> or child <unspecified age>) [Limit not valid in Ovid 

MEDLINE(R),Ovid MEDLINE(R) Daily Update,Ovid MEDLINE(R) In-Process; records were 

retained] (530) 

38     36 and 37 (530) 

*************************** 

 

Database: Embase <1980 to 2019 Week 33> 

Search Strategy: ´Determinants of Health Seeking Behaviour´ 

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

1     Determinant*.mp. (267767) 

2     exp motivation/ or Motivation*.mp. (142360) 

3     reason*.mp. (568931) 

4     motive.mp. (7222) 

5     stimulus.mp. or exp stimulus/ (232693) 

6     rational.mp. (83135) 

7     barrier*.mp. (355090) 

8     engagement.mp. (75291) 

9     facilitator*.mp. (28794) 

10     factor*.mp. (5214745) 

11     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 (6474955) 

12     Health Seek*.mp. (3222) 

13     care seek*.mp. or exp health care delivery/ (2988425) 

14     care seek*.mp. (3661) 

15     care attitude.mp. (82) 

16     exp patient attitude/ or care acceptance.mp. (378515) 

17     health practice.mp. or exp health service/ (5035024) 

18     health practice.mp. or exp health service/ (5035024) 

19     health care utilization/ or health utilisation.mp. (66145) 

20     health utilization.mp. (557) 

21     12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 (5209485) 

22     Behav*.mp. (1829165) 

23     conduct.mp. (97274) 

24     practice.mp. (1454964) 

25     exp management/ or management.mp. (2905335) 

26     action*.mp. (914922) 

27     decision making.mp. or exp decision making/ (401968) 

28     22 or 23 or 24 or 25 or 26 or 27 (6496752) 

29     exp infant/ or exp hospitalized infant/ or Infant.mp. or exp high risk infant/ (957689) 

30     newborn/ or newborn.mp. (563270) 

31     neonatal.mp. (255416) 

32     child*.mp. (2390130) 
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33     under six month*.mp. (224) 

34     29 or 30 or 31 or 32 or 33 (2989483) 

35     exp Ethiopia/ or Ethiop*.mp. (18007) 

36     11 and 21 and 28 and 34 and 35 (456) 

37     limit 36 to (infant <to one year> or child <unspecified age>) (213) 

38     36 and 37 (213) 

*************************** 

 

Database: Global Health <1910 to 2019 Week 33> 

Search Strategy: ´Determinants of Health Seeking Behaviour´ 

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

1     Determinant*.mp. (56511) 

2     exp motivation/ or Motivation*.mp. (13330) 

3     reason*.mp. (82783) 

4     motive.mp. (718) 

5     stimulus.mp. or exp stimulus/ (6615) 

6     rational.mp. (10658) 

7     barrier*.mp. (44639) 

8     engagement.mp. (9324) 

9     facilitator*.mp. (3865) 

10     factor*.mp. (680925) 

11     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 (832887) 

12     Health Seek*.mp. (1636) 

13     care seek*.mp. or exp health care delivery/ (1516) 

14     care seek*.mp. (1516) 

15     care attitude.mp. (6) 

16     exp patient attitude/ or care acceptance.mp. (8) 

17     health practice.mp. or exp health service/ (88701) 

18     health practice.mp. or exp health service/ (88701) 

19     health care utilization/ or health utilisation.mp. (9714) 

20     health utilization.mp. (88) 

21     12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 (93847) 

22     Behav*.mp. (230492) 

23     conduct.mp. (14278) 

24     practice.mp. (87679) 

25     exp management/ or management.mp. (197664) 

26     action*.mp. (154863) 

27     decision making.mp. or exp decision making/ (16799) 

28     22 or 23 or 24 or 25 or 26 or 27 (630100) 

29     exp infant/ or exp hospitalized infant/ or Infant.mp. or exp high risk infant/ (74192) 

30     newborn/ or newborn.mp. (41407) 
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31     neonatal.mp. (33965) 

32     child*.mp. (422291) 

33     under six month*.mp. (158) 

34     29 or 30 or 31 or 32 or 33 (498266) 

35     exp Ethiopia/ or Ethiop*.mp. (13837) 

36     11 and 21 and 28 and 34 and 35 (147) 

37     limit 36 to (infant <to one year> or child <unspecified age>) [Limit not valid in Global 

Health; records were retained] (147) 

38     36 and 37 (147) 

*************************** 

 

Database: Ovid MEDLINE(R) and In-Process & Other Non-Indexed Citations and Daily <1946 

to June 15, 2019> 

Search Strategy: ‘Perception of infant health’ 

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

1     exp perception/ (414564) 

2     exp attitude/ (546472) 

3     concept.mp. (294153) 

4     knowledge*.mp. (700357) 

5     exp attitude to health/ (395894) 

6     opinion*.mp. (109938) 

7     awareness*.mp. or exp awareness/ (141275) 

8     conscious*.mp. (89023) 

9     approach.mp. (1235836) 

10     diagnose.mp. (75794) 

11     exp attention/ or attention.mp. (416730) 

12     notion*.mp. (64926) 

13     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 (3463868) 

14     exp health belief/ or exp Health Perceptions Questionnaire/ or Health.mp. or exp health/ 

(2704924) 

15     well-being.mp. or exp wellbeing/ (66928) 

16     14 or 15 (2730821) 

17     exp infant/ or exp infant disease/ or infant.mp. (1154476) 

18     exp newborn/ (588676) 

19     under 6 months of age*.mp. (368) 

20     exp infant/ or young infant*.mp. (1105780) 

21     infancy/ or infancy.mp. (60889) 

22     young child*.mp. (48833) 

23     exp Ethiopia/ or Ethiop*.mp. (16916) 

24     17 or 18 or 19 or 20 or 21 or 22 (1199675) 

25     13 and 16 and 23 and 24 (471) 
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*************************** 

 

Database: Embase <1980 to 2019 Week 33> 

Search Strategy: ‘Perception of infant health’ 

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

1     exp perception/ (315874) 

2     exp attitude/ (710220) 

3     concept.mp. (366757) 

4     knowledge*.mp. (828617) 

5     exp attitude to health/ (104933) 

6     opinion*.mp. (135743) 

7     awareness*.mp. or exp awareness/ (213699) 

8     conscious*.mp. (116815) 

9     approach.mp. (1609388) 

10     diagnose.mp. (109983) 

11     exp attention/ or attention.mp. (629602) 

12     notion*.mp. (75717) 

13     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 (4294088) 

14     exp health belief/ or exp Health Perceptions Questionnaire/ or Health.mp. or exp health/ 

(3726694) 

15     well-being.mp. or exp wellbeing/ (122475) 

16     14 or 15 (3767915) 

17     exp infant/ or exp infant disease/ or infant.mp. (2008527) 

18     exp newborn/ (468187) 

19     under 6 months of age*.mp. (422) 

20     exp infant/ or young infant*.mp. (884781) 

21     infancy/ or infancy.mp. (62502) 

22     young child*.mp. (58459) 

23     exp Ethiopia/ or Ethiop*.mp. (18007) 

24     17 or 18 or 19 or 20 or 21 or 22 (2067073) 

25     13 and 16 and 23 and 24 (427) 

 

*************************** 

 

 

Database: Global Health <1910 to 2019 Week 33> 

Search Strategy: “Perception of infant health” 

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

1     exp perception/ (3590) 

2     exp attitude/ (0) 

3     concept.mp. (27140) 

4     knowledge*.mp. (134900) 
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5     exp attitude to health/ (0) 

6     opinion*.mp. (26536) 

7     awareness*.mp. or exp awareness/ (38213) 

8     conscious*.mp. (7775) 

9     approach.mp. (133682) 

10     diagnose.mp. (10610) 

11     exp attention/ or attention.mp. (72442) 

12     notion*.mp. (6232) 

13     1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 12 (404265) 

14     exp health belief/ or exp Health Perceptions Questionnaire/ or Health.mp. or exp health/ 

(722072) 

15     well-being.mp. or exp wellbeing/ (13742) 

16     14 or 15 (725133) 

17     exp infant/ or exp infant disease/ or infant.mp. (74192) 

18     exp newborn/ (0) 

19     under 6 months of age*.mp. (216) 

20     exp infant/ or young infant*.mp. (2122) 

21     infancy/ or infancy.mp. (10793) 

22     young child*.mp. (17900) 

23     exp Ethiopia/ or Ethiop*.mp. (13837) 

24     17 or 18 or 19 or 20 or 21 or 22 (97629) 

25     13 and 16 and 23 and 24 (154) 
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Appendix 4: Data Extraction Form (exported from Excel and adapted to Word) 

 

Perception of Infant Health  

Title:  
Author:  
Year: 

Ref IH/HSB 
Type of 
Study 

n= Age Region Aim 
Type of 
assessment 

Design Results: Comments: 
Predictors of 
association 

Review/Comments. 

       

 
 
 
 
 
 
 

    

 

Determinants of Health seeking behaviour  

Title:  
Author:  
Year: 
 

Ref IH/HSB 
Type of 
Study 

n= Age Region Aim 
Type of 
assessment 

Design Results: Comments: 
Predictors of 
association 

Review/Comments. 

             

Perception of Infant Health and  Determinants of Health seeking behaviour 

Title:  
Author:  
Year: 

Ref IH/HSB 
Type of 
Study 

n= Age Region Aim 
Type of 
assessment 

Design Results: Comments: 
Predictors of 
association 

Review/Comments. 
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Appendix 5: Excluded Studies   
 
 

Title  Reason for Exclusion  

Health care seeking behaviour of mothers 
towards diarrheal disease of children 
less than 5 years in Mekelle city, North Ethiopia 

Focus on a specific condition  

Maternal and newborn health services 
utilization in Jimma Zone, Southwest 
Ethiopia: a community based crosssectional 
study  

Focus on utilization for delivery  

‘A Normal Delivery Takes Place at Home’: A Qualitative Study 
of the Location of Childbirth in Rural Ethiopia 

The focus is mother seeking health 
facilities for delivery  

Mothers' perceptions of signs and symptoms of acute respiratory infections in their children and 
their assessment of severity in an urban community of Ethiopia.  

No free access  

CULTURAL MODELS OF INFANT EMOTIONS AND NEEDS AMONG THE GAMO PEOPLE OF 
SOUTHERN ETHIOPIA 

No free access in 2/7/2019 

Mothers’ feelings about infants’ negative emotions and motherinfant 
interactions among the Gamo of Southern Ethiopia 

Beyond the scope  

Misconceptions and traditional practices 
towards infant teething symptoms among 
mothers in Southwest Ethiopia 

Age >6 months 

Perceptions and experiences related to 
health and health inequality among rural 
communities in Jimma Zone, Ethiopia: a 
rapid qualitative assessment 

Focus not in infants/children 
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Lactating Mothers’ Perception Toward Diarrheal Disease in 
Bench-Maji Zone, Southwest Ethiopia: Mixed study design 

Focus in one condition, not generalised  

Mothers treatment seeking intention for 
neonatal danger signs in northwest Ethiopia: 
A structural equation modeling 

The focus of the study is to test tests a 
theoretical model  

"Lactating Mothers’ Perception Toward Diarrheal Disease in 
Bench-Maji Zone, Southwest Ethiopia: Mixed study design" 

Not generalised, focused on one disease  

"Mothers treatment seeking intention for 
neonatal danger signs in northwest Ethiopia: 
A structural equation modeling" 

Study focus on care of the baby during 
delivery only 

TRADITIONAL NEWBORN CARE IN JIMMA TOWN, SOUTHWEST ETHIOPIA  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 60 

Appendix 6: Ecological-Social Model  
 
 
 
 
 
 
 

 
 

 

 

 
 

 

 
 
 
 


