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ABSTRACT

Back ground: Open defecation is a serious sanitation issue globally most developing countries are
battling with it. The situation is even worse in the sub-Saharan African countries including Ethiopia,
despite various interventions to end open defecation practice. Even if latrine coverage increases with a
significant change, Open defecation remains a public health challenge especially in low income
countries like Ethiopia including the study area and the prevalence of open defecators and associated

factors is not well documented in the study area.

Objective: The main objective of the study is to assess the prevalence of open defecation practice and
associated factors among households who have latrine in rural communities of Machakle District,

Northwest Ethiopia.

Methods: a community-based cross-sectional study was conducted from September to October 2019
in Machakle District, Northwest Ethiopia. A total 476 households includes in the study sample and the
study population was selected using multistage sampling technique and data was collected using pre-
tested questionnaires and observational checklist. Also a total of ten key informant interviews and

three focus group discussions were carried out.

Result: Open defecation practice among households with latrine 27.8%, 95% CI: (23.8, 32).
Educational status of household head (unable to read and write) [(AOR= 5.5, 95% CI: (2.462, 12.36)],
occupation of house hold head (being farmer [(AOR=3.25, 95% CI :( 1.7, 6.26)], presence of under
five children years in the house [(AOR=3.94, 95% CI:( 2.33,6.67)], latrine cleanness status(being
unclean) [(AOR=2.22, 95% CI:( 1.4,3.55) and physical status latrine (latrine need maintenance)
[(AOR=2.6, 95% CI:(1.6,4.25)] were significantly associated with open defecation practice. Despite
having a private latrine at home or access to a public latrine, people were compelled to practice open

defecation due to constraints of habits and hygienic issues in general.

Conclusion and recommendation: Latrine construction is not enough to substantially reduce open
defecation; indeed, the data concluded that open defecation significantly practiced by households with

a latrine. Therefor regular sanitation and hygiene education promotion should be done.

Key words: open defecation, households with latrine, Machakle District
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1. INTODUCTION
1.1. Background

Safe sanitation is essential for health, through preventing infection to improving and maintaining mental and
social well-being, but lack of safe sanitation encourages open defecation (1-3). Improved sanitation includes
sanitation facilities that hygienically separate human excreta from human contact whereas Open defecation
(OD) refers to the practice of defecating in fields, forests, bushes, bodies of water or other open spaces without
any proper disposal of human excreta(4). Human excreta always contain large numbers of germs, When people
defecate in the open, flies will feed on the excreta and can carry small amounts of the excreta away on their
bodies and feet which causes for, the contamination of environment and propagation of flies thus resulting in

the spread of diseases(5).

Open defecation falls into the category of unimproved sanitation. Of course access to sanitation facilities is a
pre-requisite to end OD, but it is not a sufficient condition(6, 7). OD practice had different reasons of these; it
can be a voluntary, semi-voluntary or involuntary choice. Most of the time, a lack of access to a toilet is the
main reason. However, in some places even people with toilets in their houses prefer to defecate in the open.
Poorly constructed and managed facilities may lead to households reverting to OD practice (8).

Eliminating OD by 2030 is an indicator being used to measure progress towards the Sustainable Development
Goal (SDG) Number six. Indeed, between 1990 and 2015, the global proportion of open defecators has dropped,
even though twelve percent of the global population still practices OD(9) and it is an old poor sanitation issue
worldwide including developing countries in particular, which persist till date despite its damning effects. Why
the practice continues to persist is a question that remains largely unanswered (10).And achieving universal

access to adequate sanitation and end OD by 2030 is a major challenge in many parts of the world(9).

Ethiopia had established the National Sanitation Strategy with the goal of 100% latrine coverage to improve
sanitation and hygiene in 2005(11). And the Ministry of Health of Ethiopia had also adopted community led
total sanitation (CLTS) in 2011 to be implemented in the country through its Health Extension program since
2003 to eliminate OD(12). As a result, remarkable success on OD reduction was reported. However, the change
has not been consistently effective throughout the country. And Ethiopia is one those 10 countries who

practiced open deification, 5 of Africa (Nigeria, Ethiopia, Sudan, Niger and Mozambique)(9).


https://en.wikipedia.org/wiki/Sustainable_Development_Goal_6
https://en.wikipedia.org/wiki/Sustainable_Development_Goal_6

Health improvement comes from the proper use of sanitation facilities, not simply their physical presence. This
is best achieved through regular use of clean and well maintained latrines(2). The proper use of latrines can
reduce the risk of diarrheal disease and the combined effect of WaSH reduce more in diarrheal disease(13). But,
currently in Ethiopia disease associated with poor sanitation is a major problem. More than half of the
population still used unimproved sanitation facilities and majority practiced OD(14), means Ethiopia is far

from the SDGs target for eliminating OD practice by 2030(15).



1.2. Statement of the problem

As at the year 2015, about 2.3 billion people in the world did not have access to improved sanitation with 892
million people practicing OD (9). This is a major cause of diseases, under nutrition, poverty and usually
considered as an affront to personal dignity. Those countries where OD widely practice cause for highest
numbers of <5 children death, high levels of under nutrition and poverty (16). Ten percent of the global disease
burden was related with poor sanitation. Every year, 1.7 billion cases of childhood diarrhea occur worldwide, of
these, 525,000 children lost their life(17). Additionally, the practice cause risk of sexual exploitation, privacy,

dignity and Psychosocial stressors on women in low and middle income countries (LMICs)(4).

All sustainable development goal (SDG) regions saw a drop in the number of people practicing open defecation,
except for SSA, whereas high population growth led to an increase in OD practice from 204 million to 220
million, and in Oceania, where the practice increased from 1 million to 1.3 million(18). Poor sanitation related
disease in developing countries with approximately 80 %(9) and inadequate WASH causes for the death of 842
000 in LMIC, of these 280 000 death associated with poor sanitation each year (17). And approximately 126
000 death occurs in SSA were problems occurs currently(19). This indicates that ending OD is not just a matter
of access to sanitation facilities, it also involves motivational drivers such as prestige, well-being and situational
goals(20).

Open defecation is predominantly a rural phenomenon, it is estimated that 7% of the urban population in
Ethiopia practice OD(13). Even the country has achieved greater progress in reduction of OD from 80 to 27 %
at national level and from 90% to 32 % in rural areas (2000 to 2016)(9). But, Several studies revealed that
overall OD practice ranges 32% up to 50.02% of households in Ethiopia (13), this is a major cause of diarrheal
diseases, respiratory problems and malnutrition in the country, approximately, 12% of diarrheal case of <5
children detected in 2016 (13). And also in Amhara region (34.4-50.1)% HHs practice OD which may be
responsible for 13.7% of diarrhea case and 88 deaths per 1,000 live birth(13, 21).

Various studies have been done on OD practices in various countries, identifies factors such as gender of HHs
head, education, household member size access to water, latrine characteristic, traditional norms, and beliefs,
knowledge, enforcement of rules or regulations and attitudes were comely increase OD practice, and the

practice usually take place in fields, forests, bushes, bodies of water or other open spaces (10, 22-25).



Efforts were done on construction of latrines and its use to make open defecation free community status by
government, (NGOSs) trough different approaches like Community-led total sanitation (CLTS) and sanitation
marketing were introduce to Ethiopia (26). These approaches were widely used in the study district and
majority of the HHs addressed by this approach in the study area. Despite the efforts through these approaches,
attaining and sustaining the ‘open defecation free’ status has yet not sustained, there is populations still practice
OD and diarrheal diseases are among ten top killer diseases especially among under-5 years which mostly

associated with OD practice(District annual report unpublished).

This problem cannot be basically reduced unless all community members properly utilize latrine facility or
eliminating open defecation practice at all community level. But the challenge is on identifying such factors that
make people encourage open defecation practice and lack of clear information among HHs with latrine and HHs
without latrine that practice OD in the study area .Therefore, this study was conducted to determine prevalence

of OD practice and identify the underlying factors that contribute to the practice despite having latrine.



1.3. Significance of the study

This study will be vital to assess open defecation practice among household having latrine and associated
factors in the study area. It will provide information for health care workers and HEWSs to intervene for the
health of the community. Thus, the findings of this study will give insight for the District Health Office and
local NGOs working on sanitation activities by providing evidences in reducing open defecation through
different strategies. The households in the rural communities of the district will ultimately benefit from this
study. The local planners will use it for planning purpose in protecting the community health. The study finding

may likewise be helpful to future researchers by giving the evidence on the situation



2. LITERATURE REVIEW

2.1. Open defecation practice

United Nations (UN) launched the SDG goals for the universal access and sustainable use of sanitation facilities
and to eliminate open defecation by 2030, since, Sanitation is essential for life, health and human dignity
improved sanitation includes sanitation facilities that hygienically separate human excreta from human contact.
However, OD continues to be a critical health challenge globally, affecting almost 892 million people, or 12

percent of the global population practice open defecation (9).

A cross-sectional study in Orissa in India shows 72% of the community had latrine facility of these HHs with
latrine 37% of the population practiced OD(6), Consequently the other study in Dharmapuri district, of rural
India also reported that OD is common despite the presence of household toilets, more than half of (54.8%) the
respondents having a toilet practice OD which is significantly influenced with multifarious factor(24).
Additionally, study conducted in Rural Districts of Tamil Nadu, India and in rural Nandivargam village of
Kurnool District, Andhra Pradesh (31%) and 27.6% of the HHs with toilets practice OD respectively(27, 28).

cross sectional study done rural areas of hubballi, India among household with latrine 11% households
practiced OD(29). Similar study done in rural village of Raipur district revealed that, the prevalence of open air
defecation in the study area was found to be 23.2% (30). Survey conducted from in Rural North India, revealed
that 80% of HHs with latrine prefer to practice OD (7) Similar study carried out in Maharashtra. Found in spite of
presence of latrines 67% of the population resorted to OD practice (31). And 64.1% of HHs with latrine in llu
Aba Bor Zone in Southwest Ethiopia and 37 % of HHs with latrine in Aneded district, Northwest, Ethiopia
practice OD respectively (32, 33).

Review on sanitation from nationwide inventory data shows, in 2014. Reported, that 8% in urban and 43% in
rural communities practicing OD based on JMP report. In this review based on Ethiopian DHS survey estimated
that 8.7% of urban and 37.5% of the rural population practiced OD. Increasingly by extrapolating the data, in
2015, 52.1% of Ethiopia’s population use unimproved sanitation from this 35.6% of the community practice
OD(15). The survey done in eight regions of Ethiopia (2017) reported that, the prevalence of OD was seen on
41% of the surveyed HHs, of these, 27% of HHs practice despite having latrine. with the highest in Afar region
(62%), followed by Oromia (55%) while the lowest was in Tigray. 34.3% HHs in Amhara region practice
OD(21).



2.2.  Factors associated with open defecation practice

There are several reasons why the practice of OD has continued of these socio demographic and economic factors
(Age, gender, population density, HHs size, education, occupation, presence of < 5 and absence of student
children in the house), environmental related factors like, inadequate design and incompletely constructed of
toilet, latrine service year, poor accessibility and availability of water, condition of toilet, privacy, safety, and
prestige, and knowledge and behavior related factors ( believes and attitudes, latrine sharing habit, knowledge
regarding possible harms due to OFD, culture and tradition) all of them facilitates OD practice(10, 24, 30, 34).

2.2.1. Socio demographic factors related with open defecation

An analytical cross-sectional study done in in rural south India, 2018; Occupational status of head, education
and age were independently determinant of OD practice(24). Another study done in the same year, on
determinants of OD in the Wa Municipality of Ghana: found that different socio demographic factors (Age,
Education, Sex, HHSs size, Marital status, Occupation, Income) significantly associated with OD practice (10). A
cross sectional study conducted in a rural area of Nalanda District(35) and in Tanzania on Ending OD and in
Thane districts on epidemiological factors associated on OD also identifies Sex and occupation were factor
associated OD practice (36, 37).

A community based cross sectional study conducted in a rural village of Eastern Nepal, those HHs having
children< 5 years, age of the head of the HHs, family size, socioeconomic status, literacy status of the head of
the HHs were factors related with OD(38). Educational level of the HHs head, latrine sharing, and occupation of

the HHs head were factors associated with OD practice as reported in Kenya (25).

A cross sectional study done in Chhattisgarh reported that, gender of study participant, residence, marital status,
presence of < 5 years child in family, Age of HHs head, family size and educational status of HHs head were
significantly associated with OD practice(39).Similar study done in rural HHs of Perambalur district of Tamil
Nadu identifies sex, education and occupation of head of the family independently associated with OD practice
in the study area. OD was more prevalent among females (90.2%), illiterates (93.1%) and farmers(87.3%) but,

the study didn't find significant association with age and income of HHs (40).

According to study done by (Sara and Graham, (2014)); found that incomes, uneducated HHs head, religion,

occupation, are factors that influence the practice of OD. implies that 30% of households practicing OD, with



HHs head had never attended school, presence educated HHs head was significantly associated with latrine or
toilet use (36). Yimam et al., (2014) in rural part of Dembia district revealed, that 13.2% of the HHs with latrine
practice OD, Presence of <5 children and job of mothers (being farmer) were positively linked with OD.
Whereas the presence of secondary school children, high educational status of HHs head were factors
negatively associated with OD(41, 42). In Oda Bultum District, West Harerghe Zone also revealed that presence
of <5 in the house facilitate OD practice (43). And in Laelai Maichew Woreda, Aksum, Tigray, Ethiopia being
farmer encourages OD(44).

2.2.2. Knowledge and attitude related on open defecation

A cross sectional study done by Chakkarwar P and Kinge 2018; even 49% of the HHs have aware about health
hazards of OD, of these about 98 subjects had fear of getting communicable diseases while 41 subjects
perceived it as unhygienic practice, but, lack knowledge about effect of OD (51%) facilitates the practice.
similar study conducted by Bhardwaj et al., 2013 in rural set up of Maharashtra 14.5% were not aware of any
harmful effect of OD and 34.7% subjects know disadvantage of open air defecation with 14.5% people

perceived this act as unhygienic (31, 34).

According to (Geetha and Kumar, (2014)); in Rural Districts of Tamil Nadu, India indicates, Even from HHs
having toilet only 31% of the HHs practices OD. Lack of awareness on causes for the practice(28). Another
cross sectional study carried out in north Karnataka, India: results 99.8% of the population opted to practice OD
which is the consequence of low awareness and low attitude about sanitary latrine (45). Similar study conducted
in rural village of Raipur district found, In spite of presence of community latrine, 23.2% of the population
opted for OD, which is the result of lake of awareness on disease associated with OD. Around 65.2% of study
subjects have not awareness on consequence of OD(30).

Educational status was one of the factors statistically associated with OD practice. Across sectional study done
in rural Community of Chencha District, Southern Ethiopia and Chiro Zuria District, West Harerghe zone,
identifies educational status of HHs head was the significant factor for non- use of latrine(46, 47). Additionally,
the study done in Laelai Maichew District, Aksum, and Similarly study conducted in Hulet Ejju Enessie
District, East Gojjam Zone identifies that education was the significant variable of OD (2, 44). And study done
in rural Communities of Gulomekada District, Tigray Region, North Ethiopia shows similar finding.(48).

Additionally, Study done in Rural Tanzania (36), South East zone of Tigray region, North Ethiopia (49), rural



area of Nalanda District and Perambalur district, Tamil Nadu results that OD practice was significantly
associated with HHs head education(35, 40).

2.2.3. Socio-cultural related factors of open defecation practice

Open defecation is described as traditional, habitual, and part of one’s daily routine, and these social norms are
also held more strongly by open defecators. For example, In Tanzania, 40 percent of all survey respondents
agree or strongly agree that it is normal for people to defecate in the open in their community. In Rajasthan, 28
percent of open defecators state this behavior is practiced by generations and 47 percent agree we are used to

defecating in the open. In Bihar, 49 percent of open defecators agree we are used to defecating in the open(23).

Study done in India by Yogananth, 2018, shows 49.3% stated that open defecation is a day-to-day activity of
village life and 44.6% opined that having a toilet inside the house is against tradition(24). Several sociocultural
and economic factors either make toilet facilities unavailable or inaccessible to HHs or they encourage people to
defecate openly even when facilities for defecation are available (10). A study done in southern India, indicates
that OD practice was an age-old custom and traditional norms and beliefs (accumulate human faecal matter

close to the house was unacceptable)(50).

A mixed-methods research done, in Kenya revealed, that culture was the leading factor as to why people
practiced OD with a frequency of 44% of these ( 49% of the respondents agreed that the OD practice had
become part of their tradition) and 20% of the respondents stated that lack of strict laws that govern sanitation
practices also influenced OD practices. Other study done in the same year on determinant of open defecation in
the Wa Municipality of Ghana indicated that the local taboos, traditional norms and beliefs were factors
associated with OD. By the case 57% of the respondents agreed on OD is an age long practice handed down to

them by their ancestors (10).

2.2.4. Environmental factors related with open defecation practice

A cross-sectional study done in in rural south India, 2018; inadequate design and incompletely constructed
toilets, poor accessibility and availability of water, were significantly associated with OD(24). National DHS
survey in Rural Tanzania reports that, the main reason encourages for OD were poor latrine condition (poor
superstructure, presence of smells so badly, Bad odors and unclean floor), Share with others, temporary latrine

forced HHs to practice OD. hence about 55% of HHs among latrine users were dissatisfied for using it(36).



Banerjee et al (2013) shows that even, lower socioeconomic status was the main factor for OD practice, the
distance of latrine and Water scarcity in their homes to flush toilets properly compels many HH members for
OD practice (27). A cross sectional study carried out in a rural village of Eastern Nepal shows, functional
latrine, frequency of cleaning the latrine, service year of latrine, latrines with closure for privacy, latrine height

less than 1.5 meter and inadequate water were the factors that related with OD practice(51).

A cross sectional study on defecation practices in residents of urban slums and rural areas of Hubballi, Dharwad
reasons out that scared of enclosed spaces (9%), the presence of sites for OD (open fields (77%), alongside
gutter (3%), streets (20%), garbage) were independently determine the practice of OD and do not know how to
use it and are more comfortable with defecating outdoors(52). Similar study done on a tribal community in
Thane district, reported that inadequate water and presence of space for defecation were the factors encouraging

OD practice in the community(34).

According to the study carried out by (Busienei PJ, 2019); 86% of these respondents agreed that tattered latrine
walls, poor roofing materials and poor flooring material, for instance, loose sand, presence of feces on the
latrine floor encouraged OD (25). Similar study done in on open defecation free Kebeles of Wondo Genet
district revealed that, the practice of OD was facilitated by the factors, duration of latrine <2 year, latrine
superstructure made up of wood and plastic and households who construct their latrine following seeing others
were (41).

Different study on latrine utilization in Ethiopia reported that, lack of functional latrine, stay out for farming
and lack of supra structure of latrine, initiation for latrine construction, length of years since latrine was
constructed, cleanliness frequency of latrine, traditional latrine, hygienic condition of latrine, latrine status, type
of latrine owned. Absence of hand washing facility, latrine construction material and distance of latrine from
house were the major predictors affecting nonuse of latrines (32, 33, 42, 46). And other study conducted in
ODA Bultum district, West Harerghe zone (43), and in Laelai Maichew Woreda, Aksum, Tigray, Ethiopia (44)
and in Aneded District, North West Ethiopia, shows latrine cleanness had strong association with OD practice
(33).
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2.3.

Conceptual frame work

Conceptual frame work that was adapted from different literature and modified for the study is provided as

follows

Socio-demographic factors

% Family size

% Gender of HHSs head

% Educational status of HHs head
% Marital status of head of HHs
¢+ Occupation of HHs head

% Presence of <5 children

+« presence of student in the house

N

Knowledge and attitude related

factors

Personal attitude on OD
Initiation of toilet use

Knowledge on effect of OD

Open

defecation

Environmental factors

Type of latrine

hygienic condition of latrine
Latrine cleaning frequency
Distance of toilet from the house
Latrine service year

Super structure of latrine

Availability of bushes, forests, beaches,

open spaces

Knowledge on benefit of latrine
use

Knowledge on cause of diarrhea

Figure 1 Conceptual Frame work for open defecation practice in
district 2019, adapted from different literatures (10, 22, 24).

A
Socio-cultural factors

7
L X4

7
L X4

7/
A X4

7/
L X4

Community rules
Traditional beliefs
Taboos

Norms

rural household having latrine of Machakle
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OBJECTIVES

3.3. General objectives

To assess the prevalence of open defecation practice and associated factors among households having a
latrine in rural communities of Machakle district, East Gojjam zone, Amhara region, Northwest Ethiopia,
2019

3.4. Specific objective

To determine the magnitude of open defecation among households having a latrine in rural communities of

Machakle District, East Gojjam zone, Amhara region, Northwest Ethiopia.

To identify the factors associated with open defecation practice among households having a latrine in rural

communities of Machakle District, East Gojjam zone, Amhara region, Northwest Ethiopia.
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4. METHODS

4.3. Study design and period

Community-based cross-sectional study was conducted from September 1/2019 to October 15/2019 to
investigate and provide valuable information pertaining to open defecation practice and associated factors in
Machakle District, Northwest Ethiopia.

4.4,  Study area

The study was undertaken in Machakle District, located approximately 328 km from Addis Ababa and 236Km
from the capital city of Amhara Regional states capital city (Bahir Dar) and found in east Gojjam zone of south
west Ethiopia. The capital town of district is Amanuel found 28 km far from East Gojjam zone capital town
(Debire Markos). According to 2007 census, the district has a total projected population of 143516 with 33376
households. For administrative purposes the district is divided into 32 administrative units (Kebeles) in which
six of them are urban whereas 26 were rural Kebeles. Machakl share boundaries with four districts: Debre Elias
in the south, Gozamin in East, West Gojjam in the west, Bebugn in Northwest and Sinean in the north
directions. The climatic of the district was Dega, woynadega and kola. There are 6 health centers and 33 health

posts which makes 97% household latrine coverage in the district (District annual report, unpublished)

Regional Map of Ethiopia Map of East Gojam

Figure 2 Map of Machakle District, East Gojjam zone, Amhara regional state, Northwest Ethiopia 2019
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4.5. Populations
4.5.1. Source population

All households having latrine in rural setting residing in the district was the source population in Machakle

District, East Gojjam zone, Northwest Ethiopia.
4.5.2. Study population

Households with latrine in the selected Kebeles of the rural community of Machakle district during the study

period

4.5.3. Study unit

The selected households from the selected Kebeles and respondents (household head or the house mother (if the
father not available) of this study in the district during the study period

4.6. Inclusion and exclusion criteria

4.6.1. Inclusion criteria

All households having latrine in rural setting residing in the district and head of the household was included in

the study
4.6.2. Exclusion criteria

Households who had not functional latrine and household head that is unable to give response due to mental

disorder or other health problem.

4.7. Study variable
4.7.1. Dependent variable

Open defecation practice among households with latrine
4.7.2. Independent variable

e Socio demographic variables
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Family size in in the house, presence of under five years children in the house and presence of students in the

house, (Age, gender, marital status, educational status, occupational status) of house hold head.
e Environmental variables

Toilet type, service year of toilet, distance of toilet, physical maintenance status toilet cleaning condition of
toilet, frequency of latrine cleaning, availability of bushes, forests, beaches, open spaces.

e Socio- cultural variables
Traditional beliefs, taboos, norms, presence of community rules in the village

e Knowledge and Attitude related variables
Personal attitude on open defecation practice, initiation of toilet use, knowledge on (effect of open defecation,

the benefit of latrine use and mode of transmission of latrine)
4.8. Operational definition

Open defecation practice: The human practice of defecating outside rather than into a toilet. People may
choose fields, bushes, forests, ditches, streets, canals or other open space for defecation. In this study, open
defecation is a self-reported behavior or observational measurement was also takes place in the compound on

the singe of open defecation practice or latrine utilization on HHs(53).

Functional latrine: Latrine that provided services at the time of data collection even if the latrine required
maintenance(44)

Latrine utilization: households with either shared or private functional latrines and the family both adults and
under-five children disposed the faeces in a latrine by all occasion, and show at least one sign of use, the latrine
is smelly, absence of spider weave in squatting hole, presence of anal cleansing material, the slab is wet, no
observable faeces in the compound, observable fresh faeces on the inner side of the squatting hole and the

presence of clear foot-path to the latrine is uncovered with grasses or other barriers of walking(14).

Knowledge on open defecation practice: The response of knowledge questions about OD practice were
summed up and a total score is compute from ten questions related to hygiene an effect of OD. The respondents
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were considered as Good knowledge which answers greater than seven questions whereas respondents have
Poor knowledge if they answered less than or equal to seven from OD related questions practice(54).

Attitudes towards OD practice: It is individual belief on OD practice and latrine utilization and obtained and
assessed from 12 questions by sum statements related to this belief which scored using 5 point Likert-scale and
above mean (39.91) indicates High attitude on OD practice and below or equal to mean (39.91) indicates Low
attitude towards OD practice.

Clean Latrine: means no faecal matter presents inside the facility on floor or walls, which are not full, not
smell bad and can hygienically separate human excreta from human contact (42).

Community rule and regulation: A rule and regulation sated by community collectively monitored and

regulated by community leaders assigned by community itself(23).
4.9. Sample size determination

The required sample is calculated using a single population proportion formula with assumption of OD
prevalence of 16.9% (0.169) found from study done in OD free Kebeles of Wondo genet district(41), and
marginal error (d) of 0.05, a standard Z score of 1.96 corresponding to 95% confidence interval (Za/2), design
effect of 2, to provide correction for the loss of sampling efficiency resulting from the use of stratified sampling,

and 10% non-response rate:

Then the sample size is calculated as:

2

n—=\| zZ >
2 d*

Where

n= Sample size

z= standard normal deviation (1.96) with corresponds to 95% confidence level

p= expected prevalence (0.169) OD in Wondo genet district on HHs with latrine was 16.9%
1-p=q whichis q=1-05=0.5

d = Marginal errior,which is 0.05
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There fore

0.169(1—0.169)
(0.05)"
0.169 =< 0.831

N =3.8416 x< = 216
0.0025

And assume the design effect as two because the study needs many sampling techniques, then the final sample

N = ((1.96)"% <

size is calculated as:
N=216=<2 =432

Then by assuming 10% of non-response rate and the last sample size is calculated as 476

For qualitative study: Focus group discussion and KII was carried out by segregation of sex (women and men)
in selected Kebeles till the information is saturated. KII participants were the district, health extension worker
and leaders in selected Kebeles. Three Focus Group Discussions (FGDs) comprising 6-8 participants per group
and ten KllIs were selected purposely based on their willingness to participate in the study and the fact that they
have first-hand knowledge about the community. For all the six administrative units, there were one female

FGD groups and two male FGD groups.
4.10. Sampling method and procedures

A Multistage sampling procedure was used to select households for the study. All Kebeles in the district was
considered in the sampling process for the selection of the study participants, using simple random sampling
technique six Kebeles was included in the study. The sample size was allocated based on the proportional size
of households available with latrine at each Kebeles. Systematic random sampling technique was employed to
select households from selected Kebeles. The study HHs was selected every (K™) household intervals, by
dividing the total number of HHs with latrine in selected kebele to the allocated sample size. The first
household was selected randomly. The household head or the house mother (if the father not available) was

included as respondent.

Sample size for each Kebele = No of HHs with latrine in each Kebele * total sample size (476)

Total No of HHs with latrine in the selected Kebeles of the district
Then the HHs with latrine in each selected Kebeles multiplied by the fractions found from the above calculation
gives the sample size allocated for the respective Kebeles.

Sampling interval (K) = Total HHs with latrine in each selected Kebele
Sample size for the respective kebele
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Sampling procedure

[ Machakle District = 26 rural Kebeles }

/LN

Simple Random Sampling Method

v L\ N

Amari besh i .
fratt yewubest, Tisas Dar Delima, Debre Kelemo, Yewula, Kerer,
983HHs 1020 HHs | 1171 HHs 1290 HHs 1419 HHs | 789 HHs
Total Latrine coverage for each selected Kebeles
 Amari yewubesh, Tisas Dar Delima " Debire kelemo | Yewula - Kerere ‘
| : | I | :
914 HHs - 958 HHs  1112HHs 1200 HHs | 1305HHs 749 HHs

Proportional allocated sample size for each Kebeles from a total sample

(]

Amari yewubesh | Tisas Dar 73 Delima, 85 Debire  kelemo, | Yewula, 99 HHs Kerere 57 HHs
69 HHs selected HHs selected | 91 HHs selected

selected

HHs selected selected

\_\. ..... P . A //

SRS method used to select study unit

Total sample size
allocated in the
District (n=476)

Figure 2 Schematic presentation of sampling procedure for research studies on open defecation practice and
associated factors in Machakle District, East Gojjam zone, Northwest Ethiopia, 2019.
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4.11. Data collection methods and procedures

Structured questionnaires and observation checklists were used to collect the data. The questionnaire first
prepared in English and translated to local language of Amharic and finally the questionnaire was translated

back into English by an expert who is fluent in both languages to maintain its consistency.

During screening of households with latrine, health extension workers were involved. And six trained
environmental health professionals were collected the data using interview and observational checklist. Two
supervisors were involved to oversee the data collector during data collection. To gain exact information,
household head, father, mother, or representative of household was interviewed. For qualitative data collection
tool: interview guide questionnaire, audio recording, note taking for FDG and KII. The qualitative component
elaborated more on these factors thus giving a deeper meaning to the situation. Both the FGD and the KiI
questions were based on factors contributing to OD, nature of latrines.

4.12. Data quality assurance

Training was provided for data collectors and supervisors for two days before actual data collection takes place.
The training was focused on how to fill the questionnaire and how to approach the respondents. And during data
collection time, a clear introduction that explains the purpose and objectives of the study was provided to
respondents. After training, pre-test was done to assess the applicability of procedures and tools using 5% of
participant’s from another Kebeles which is not actually included in the in the selected Kebeles. Some revision
and corrective modifications was done on the questionnaire based on the result of pretest.

The principal investigator and supervisors was performing close site supervision during the whole data
collection period. The collected data was checked for completeness, consistency, accuracy and clarity on a daily
base. Finally, after collection of the necessary data, identified problems during an evaluation process was
discussed with health officers.

For qualitative data: - There were two moderators moderating each of the focus group discussions. Training was
given for the moderators who were familiar with the local language, to conduct, observe and record the FGDs.
The study objectives and FGD moderation skills were briefed to the moderators through a one-day course. One

moderator facilitated the discussion, while the other concentrated on note-taking and audio recording.
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4.13. Data management and analysis

Data was checked visually, coded and entered into Epi info and was exported to SPSS (Statistical Package for
Social Science) version 20.0 software package for further statistical analysis. Accordingly, the data was edited,
coded, and cleaned. Some consistency checks were verified by running frequencies and crosstab. The data was
analyzed using Bivariable and multivariable logistic regression to determine the effect of various factors on OD
practice. All variables with p value of 0.25 and below in the bi-variable analyses was entered into multivariable
logistic regression models(24), during this time back ward stepwise regression method was used. The goodness
of fit of these models was assessed by the Hosmer-Lemeshow test. Odd ratio at 95% CI was used to measure
strength of association between outcome and predictor variables and those variables having p value of less than
0.05 was considered to declare statistically significant association with OD practice.

For the qualitative data, once the FGDs and the Klls were done, the audiotape of the discussions was carefully
transcribed and others were translated. After the data had been transcribed, it was coded following keywords,
key concepts and analyzed for common themes to achieve improved organization when pulling out the results
and the key findings. Topic coding was used to group the texts into various categories in accordance with the
subthemes of this study. This analysis was thematically presented in narrative form.

4.14. Ethical consideration

Ethical approval and clearance was obtained from the Bahir Dar University College of medicine and health
science Ethical Review Board, before commencing data collection legal permission with letter of support was
obtained from Debre Markos zonal health department and Machakl woreda health office and Kebele
administrators and interviewers was informed about the purpose of study, importance and duration of the study
in order to get their free time and prior to informed consent for the survey. Confidentiality was maintained and
respondents were informed that participation was voluntary and they could withdraw at any time from the
study. The right of participants to anonymity and confidentiality was ensured by making the questionnaire

anonymous.
4.15. Dissemination of findings

The results of the study will be submitted and presented to Bahir Dar University and the respective district
health office, zonal health department and regional health bureau with a hard copy and soft copy, and other

stakeholders those who need to know and working with together.
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5. RESULT

5.3. Socio-demographic characteristics of respondents

A total of 474 HHSs, from six Kebeles of Machakle District, were included in the study with a response rate of
99.6%. Of the total HHs, 399 (84.2%) were predominantly headed by males whereas 15.8% were female. The
mean age of the HH head was 46.05 with standard deviation of (£SD) of (£13.38) years. Regarding to the
marital status of the HH head, 371 (78.3%) was married and 371 (78.3%) of HH head was engaged in farming.

Above half (56.3%) of the HH had a family size of more than five people with a mean (xSD) family size of 5.99
(x2.18). Under-five children were found in 299 (63.1%) HHs and 355 (74.9%) HHs had students attending any

level of education. Regarding to the educational status of HH head, above half, 278 (58.6%) were unable to read

and write (Table 1).

Table 1: Socio-demographic characteristics of study respondents in Machakle District, East Gojjam zone,

Northwest Ethiopia, 2019 (n=474).

Variables Variable category Frequency Percent
Gender of HHs head
Male 399 84.2
Female 75 15.8
Age of HH head (years)
15-29 years 45 9.5
30-44 years 166 35.0
>44 years 263 55.5
Marital status HH head
Married 371 78.3
Single 24 5.1
Widowed 30 6.3
Divorced/Separated 49 10.3
Occupation of HH head
Farmer 371 78.3
Non farmer 103 21.7
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Presence of under five children in the house
Yes
No

Family size in HH

>5
Presence of students in the house
Yes
No
Educational status of HH head
Unable to read & write
Can read and write

Primary schooling and above

299
175

207
267

355
119

278
122
74

63.1
36.9

43.7
56.3

74.9
25.1

58.6
25.7
15.6

5.4. Defecation practice of respondents among HHs with latrine

Out of 474 HHs with a latrine involved in the study, 132 (27.8%) reported that they practice OD, of 120(90.9%)

of the participants responded that they defecate in the nearest bushes or open space as site of defecation. Above

half, 69.8% of the respondents use leaf for anal cleaning material. On the other hand from HHs having babies

112 (37.5%) were disposing in the open field (i.e., throw in to the nearby garbage, ditch and left open). And

from 132 HHs practicing OD, 86.3% were reason out, big squat hole of the latrine and 85.6% of respondents’

offensive odour of the latrine pushed them to outdoor defecation (Table 2).
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Table 2: Defecation practice and child faces disposal practice of respondents of Machakle District, East Gojjam
zone, Northwest, Ethiopia, 2019

Variables Category Frequency Percent

Open Defecation practice

Yes 132 27.8

No 342 72.2
Place of practicing OD (n=132)

In bushes or forests 120 90.9

Others 12 9.1
Anal cleaning materials used by respondents *

Leaf 327 69.8

Water 185 39

Paper 107 22.4
Baby faces disposal practice (n=299)

Put in the latrine using 187 62.6

Put in the drain/ditch 41 13.7

Throw in the garbage 47 15.7

Left open 24 8
Reason for practicing Open Defecation practice*

Big squat hole of latrine 114 86.3

Offensive odour 113 85.6

Latrine structure not safe 89 67.4

Slab is not safe to defecate 54 40.9

Others 26 19.7

*multiple response questions
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From the total households practicing OD, under five children contributes 84.6% HHSs of the practice. Likewise,

50.6% of the husband or wife was practicing OD as indicated (Figure 4).

2.60%

u < Five children
® Husband/wife
u >Five children
m |1l personen

® Pregnant women

Figure 3 Magnitude of family members who practice OD in Machakle district, East Gojjam zone, Northwest
Ethiopia 2019 (n=132).

5.5.  Socio-cultural characteristics of respondents

Among a total of 474 respondents 91.6% reported that the practice of OD did not against any tradition and
62.9% prefer night time to defecate. On the other 80.8% answered OD practice didn’t give manure for
agricultural activity. Additionally, 93.2% HHs were reported that people did not object when a person practice
OD. Likewise, 97.5% the subjects reported that there were no penalties related to OD in their village. Whereas,

362(76.4%) of respondents reported that they clean their latrine at different frequency (Table 3).
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Table 3: Selected socio-cultural characteristics of respondents on OD practice in Machakle District, East Gojjam
zone, North west, Ethiopia, 2019(n=474)

Variables Category Frequency Percent

Is open defecation practice against traditional activity

Yes 434 91.6
No 40 8.4
Preferred time for defecation
Night 298 62.9
Day 176 37.1
Is Open defecation is an a life-long practice
Ye 123 25.9
No 351 74.1
Is there a tradition OD gives manure for agricultural activity
Yes 91 19.2
No 383 80.8
Taboos related with OD
Throwing the faces away from home is good 184 38.8
Collecting faces in one place is good 290 61.2

Presence of penalty related with open defecation practice

Yes 12 2.5

No 462 97.5
People objects persons practicing OD in the village

Yes 32 6.8

No 442 93.2
Do you clean the latrine

Yes 362 76.4

No 112 23.6

Concerning with the latrine cleaning frequency, from 362 households that clean their latrine 271 (74.9%) clean
the latrine rarely and when it was dirty. From 362 HHSs that cleans their latrine at different frequency and family

members that share the responsibility for cleaning the latrine were, women account as 90% of the total
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households with latrine with outhumbered from men and children, which reported as 30% and 25% for men and

children respectively (Figure 5).

Frequency of latrine cleaning(n=362)

0%

1.90 o0 - Always
— - Sometimes

74.90% Rarely

« Others

Figure 4 Frequency of latrine cleanness in Machakle district, East Gojjam zone, North West Ethiopia, 2019
(n=362)

5.6. Environmental (latrine) related variables of respondents

Majority, 98.9% HHs involved in the study had pit latrines, only 5 HHs were with ventilated improved (VIP)
latrines. Majority, 86.9% of latrines were constructed more than 2 years and longer prior the study period. The
mean (£SD) of duration of having a latrine was 5.09 (£ 2.119) years. Only, 55(11.6%) share the latrine facility
with others and of these all of them share with two households. On the other hand, only, 62(13.1%) of the
latrines were reconstructed on all parts of it. Of 474 HHSs interviewed more than half 56.1% observed the

presence of bush and open fields nearby the house.

Concerning the conditions of a latrine, most of the latrines in the study are with super structures; about 90.3%
had a super structure. However, 56.5% of the observed latrine during data collection period needs maintenance
and 238(50.2%) of HHs with unclean latrine. On the other hand, about 70% of latrines had no cover on the
squatting hole and about 53% of latrines were located greater than or equal to six meters far away from houses
(Table 4).
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Table 4: Environmental and latrine related characteristics on household in Machakle District, East Gojjam zone,

Northwest Ethiopia, 2019.

Variables Category Frequency Percent (%o)
Latrine type
Pit latrine 469 98.9
VIP latrine 5 1.1
Presence latrine super structure
Yes 428 90.2
No 46 9.8
Years you have a latrine
< 2years 62 131
> 2 years 412 86.9
Latrine sharing
Yes 55 11.6
No 419 88.4
Latrine status
Neither reconstructed 216 45.6
Upgraded 196 41.4
Reconstructed 62 13.1
Presence of bush nearby the house
Yes 266 56.1
No 208 43.9
Physical status of household latrine
Need maintenance 268 56.5
No need maintenance 206 43.5
Distance of latrine from the living room
<6 meter 228 49.1
>6meter 246 51.9
Having Cover on the squatting hole
Yes 142 30
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No

Latrine cleanliness status
Clean
Not clean
Height of latrine
< 1.5 meter
>1.5 meter
Latrine Having good lighting
Yes
No

332

236
238

348
126

346
128

70

49.8
50.2

73.4
26.6

73
27

5.7. Knowledge of respondents on open defecation practice

Regarding to the respondents knowledge on OD effect and benefited of latrine utilization, as the computed

resulted that 56.8% of the study subjects had good knowledge. However, 68.1% respondents knew that a human

face was the principal source of diarrhea and 70.9% subjects answered that there was a risk of getting problems

if neighbors practice OD. 60.5% of the respondents, reported that latrine use can avoid diarrheal disease and

67.9% reflects that latrine had an effect to increase overall family health (Table 5).

Table 5 Knowledge of respondents effect of Open defecation practice and latrine utilization in communities

areas of Machakle District, North West, Ethiopia.2019 (n=474)

Variables Yes (%) No (%)
Does defecation any palace have its own problem
Yes 439 92.6
No 35 7.4
Does poor latrine condition encourages open defecation practice
Yes 219 46.2
No 255 53.8
Does presence of flies encourages open defecation practice
Yes 181 38.2
No 293 61.8
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Daily hand washing with water and soap prevent diarrhoea

Yes 358 75.7

No 116 24.5
Can household toilet improve personal hygiene

Yes 314 66.2

No 160 33.8

Is using latrine to defecate is one way to break the chain of diarrhea disease transmission
Yes 322 67.9
No 152 32.1

Latrine condition need not be checked on a regular basis because it is not possible to fix immediately

Yes 171 36.1
No 303 63.9
Does Children are remarkably more vulnerable to diarrhea diseases than adults
Yes 278 60.5
No 187 39.5
Does Open defecation practice is principal source of diarrhea
Yes 323 68.1
No 151 319
Is there risk of getting disease if neighbors defecate openly
Yes 336 70.9
No 138 29.1
Over all Respondents knowledge on Open Defecation practice
Poor Knowledge 205 43.2
Good Knowledge 269 56.8

Concerning the problems related with OD practice, the majority 439(92.6%) of respondents reflected that

defecating in the open had its own problem on human beings. Of these 88.3% and 82.2% perceived that disease

and flies were the major problems related with OD practice (Figure 6).
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Disease Flies smell Shame privacy othersDon't know

Figure 5 Perceived problems related with open defecation practice in Machakle District, East Gojjam zone,
Northwest Ethiopia, 2019 (n=439).

Out of a total of 474 HHs, 198(41.8%) Hearing of information on latrine utilization on the last six months, and
276(58.2%) did not get any information on latrine utilization in the last six month. Of these 85% respondents
were get it from HEW and a few 15% of respondents were get it from other sources (Figure 7).
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Figure 6 Respondents response on source of information for latrine utilization in the last six months in
Machakle district, east Gojjam zone, north, west Ethiopia 2019 (n=198).
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5.8. Attitudes of respondents on open defecation practice

Assessing of respondents attitude towards different issues related to OD practice, by using Likert scale analysis,
the cut point (mean) of the total (twelve) attitude questions is calculated as 39.91 with standard deviation of +
5.51. By using this cut point the computed attitude of respondents resulted that 223(47%) had Low attitude and
251(53%), of respondents had High attitude on OD practice (Table 6).

Table 6 Attitude of respondents on open defecation practice in Machakle District, East Gojjam zone, Northwest,
Ethiopia, 2019 (n=474).

Variables SD D N A SA

Presence of faeces all over the floor of the latrine forces the users to opt for the practice of OD?

252(53.2) 134(28.3) 7(1.5) 64(13.5) 17(13.6)
Do you agree open defecation is unsafe practice and should be discouraged

92(19.4) 176(37.1) 41(8.6) 130(27.4) 35(7.4)
Sharing a latrine between HHs may lead to poor latrine conditions which eventually discourage

49(10.3) 89(18.8)  39(8.2) 241(50.8) 56(11.8)
Do you agree People should embarrassed when see others practice Open Defecation?

71(15) 122(25.7) 39(8.2)  188(39.7) 54(11.4)
Do you believe defecating on the beach or in a river have no any problem

79(16.7) 165(34.8) 18(3.8)  155(32.7) 57(12)
Human excreta smell bad, attract many flies inside the latrine facility, so defecation in the bush more comfortable

95(20) 139(29.3) 30(6.3) 148(31.2) 62(13.1)
Do you agree using public toilet feels discomfort and have health problem?

89(18.8) 143(30.2) 9(1.9) 140(29.5) 93(19.6)
Do you agree diseases will spread to children if family members share the toilet?

156(32.9) 161(34) 32(6.8) 96(20.3) 29(6.1)
Do you agree children’s feces are not harmful and OD by them is common?

101(21.3) 171(36.1) 60(12.7) 112(23.6) 30(6.3)
Do you agree people practicing OD put all community at risk of disease

42(8.9) 64(13.5)  59(12.4) 222(46.8) 87(18.4)
Do you perceive most of the illnesses occur as a result of Open Defecation practice
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25(5.3) 37(78)  31(65) 225(47.5) 156(32.9)

Do you believe punishment regarding with OD helps to stop the practice

19(4) 23(4.9) 16(3.4) 183(38.6) 233(49.2)
Overall attitude of respondents Poor attitude Good attitude
223(47%) 251(53%)

SD= Strongly Disagree, D =Disagree, N =Neutral, A = Agree, SA =Strongly Agree

5.9. Factors associated with OD practice among the households with latrine

5.9.1. Factors associated with OD practice on the households with latrine during Bivariable

logistic regression analysis

The selected variables were tested their individual contribution for open defecation practice through binary
logistic analysis. The variables showed significant association were the educational status of household head,
presence of school age children in the household, occupation of household head, family size of house hold,
presence of under five children in the household, distance of latrine from the house hold, conditions of
cleanliness of the latrines, latrine without full superstructure, latrine without adequate lathing, latrine need

maintenance and initiation of latrine use (P-value < 0.25).

5.9.2. Factors associated with OD practice among HHs with latrine during multi variable analysis

For multivariate analysis variables eleven variables that had a p-value less 0.25 were candidate. These Variables
were family size of HHs, presence of under five children in the house, occupation of HHs head, educational
status of HHs head, presence of students in the house, latrines need of maintenance, initiation for latrine use in
the last six month, conditions of cleanliness of the latrines, the latrines having wall, latrine distance from the
living room and lightening status of latrine were the variables selected during Bivariable analysis.

After that these predictors were entered together to determine their effect on the outcome variable (OD)
through logistic regression model and five of the predictors; presence of under five children, educational status
of the HHs head, occupation of HH head, conditions of cleanliness of latrine and latrine need maintenance

remained a significant and independent predictors of OD in the multivariable analysis.

The households having under five children 3.94 times [(AOR=3.94, 95% CI: (2.33, 6.67)] more likely to
practice open defecation than households without under five children and HHs with farmer headed was 3.25
times [AOR=3.25, 95% CI: (1.7, 6.26)] more likely to defecate open than HHs headed by other occupants.
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Likewise, HHs headed by a head that unable read and write uneducated 5.5 times [AOR=5.5, 95% CI: (2.462,
12.36)] more likely to defecate open than HHs headed by a head that have primary schooling and above. On the
other hand HHs having latrine that need maintenance 2.6 times [AOR=2.6, 95% CI: (1.6, 4.25)] and HHs with
unclean latrine 2.22 times [AOR=2.22, 95% CI :( 1.4, 3.55)] more likely to practice open defecation than HHs

with maintained and clean respectively (Table 7).

Table 7 Factors associated with Open defecation practice in Multivariable logistic regression analysis (n=474)

in Machakle District, East Gojjam zone, Northwest, Ethiopia, 2019.

Variables OD practice COR (95% CI) AOR (95% CI)
Yes No
Family sizes in the house
<5 members 45 162 1 1
> 5 members 87 180 1.74 (1.15, 2.64) 1.15(0.70,1.9 0)
Presence student in the house
Yes 106 249 1 1
No 26 93 0.66(0.40, 1.07) 1.64 (0.96, 2.82)
Presence of under five children
Yes 104 195 2.80(1.75,4.48) 3.94 (2.33,6.67)***
NO 28 147 1 1
Occupation of household head
Farmer 118 253 2.97(1.62, 5.43) 3.25(1.7,6.26) ***
Non farmer 14 89 1 1
Educational status of HH head
Unable to read and write 106 172 4.45(2.13, 9.31) 5.5(2.462,12.36)***
Can read and write 17 105 1.17(.49, 2.778) 1.24(.49.3.13)
Above primary schooling 9 65 1 1
Latrine cleanness status
Not clean 84 154 2.14(1.41, 3.23) 2.22(1.4,3.55)**
Clean 48 188 1 1

Latrine Distance from house
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<6 meter 50 178 1

>6meter 82 164 1.78(1.18 2.68)
Presence of latrine super structure
Yes 113 315 1
No 19 27 1.96 (1.05, 3.67)
Having of latrine good lightening
Yes 87 255 1
No 45 87 1.52(0.982,2.34)
Physical status of Household latrine
Need maintenance 98 170 2.92 (1.87,4.55)
No need maintenance 34 172 1

Hearing of latrine use information in the last six month
Yes 43 155 1
No 89 187 1.72(1.13,2.62)

1
1.42(.89,2.27)

1
1.66(.79,3.48)

1
1.43(.86,2.36)

2.6(1.6, 4.25)***
1

1
1.30(.80,2.13)

Note:- *= p<0.05, **= p<0.001, *** =p<0.0001
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5.10. Qualitative data associated with OD collected from respondents

The result of qualitative data collected through Focus group discussion (FGD) and key informant interview

(K1) supports the quantitative study results.

Educational status issue: Knowledge which is personal belief of the capacity to practice OD influenced by
religion traditions and educational level, the results suggest that there is some relationship between educational
background of respondents and OD practice as 38% of the HHs headed by ahead that cannot read and write
practice OD. On the other hand, only 12% of those who had primary education and above practice OD. And the
participant’s in FGD states that people who practice OD hadn’t enough awareness on threat of OD.

“In our village most people was compel by force to construct latrine in the first time. By the means most of them
are constructed using poor quality not to be punished by law and then maximum after a year this latrine may

collapsed, the family members opted to defecate open”(male FGD and KII participants, 2019).

Lack strict laws and follow-up issue: In certain situations, sanitation behaviors may be influenced by law
enforcement and other regulations, therefore, lack of strict laws that govern OD practices was also stated as one
factor contributing to continue OD practice. In one FGD that contain kebele leaders and selected persons,

because there are no strict laws that prohibit residents from doing so. The interviewees stated that,

“Even the most household had access latrine facility, but the major reason why the residents used bushes,
beaches and agricultural field as well as open space was the limitation in strict laws that prohibit residents
from doing OD practice. People like being monitored and with an introduction of a sanction, | am sure the OD

practice in the village will be eliminated ” (Male FDG participants, 2019).

“As of our kebele found far distant from the health post and any of health professional was not visit our kebele,
there for lack follow up by the health workers encourages open defecation practice in the village” (KII
participants, 2019).

Existing practice (habit) and location of latrine: Defecating at night by women was perceived to be deeply
influenced by the prevailing societal practice since historical times and building of a latrine in inappropriate

places far apart from the house were also reasons for continuing OD.as 62.6% of respondents prefer night time
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to defecate and 33% HHSs with the latrine far apart 6 meter from the house defecate outside. And Participants of

female FGD expressed that,

“As the latrine was built far away the house and wild animals visit the toilet at night, therefore, it is believed
that accidents will occur on us as we go far at night. Therefore, we used open field on the backyard (female,

FGD participants).

Hygiene and maintenance issue: Some of the respondents continued open defecation despite having a latrine
at their house due to nuisance smell from the latrine. While some expressed concerns over cleaning up after
using, some expressed concerns over the maintenance of the latrine and continues defecating in a latrine nearby
their home was considered a source of disease. As the gquantitative result from 238 HHs with unclean latrine
35% practice OD. But only 21% from HHs with clean latrine defecates outside. On the other hand, 36% of HHs
with unmaintained latrine practices OD and only 17% of HHs with maintained latrine practices OD. Both FGD

and K1 participants states that;

"We did not have any idea before construction of the latrine, what nuisance the smell would be rather than use
punishment for construction the latrine. It feels like we excrete in the bushes near by the house sometimes. And
also, some individuals feels exposes for disease asthma, if we use latrine daily” (female, FGD participant,
2019).

“There are people who used to say ‘we were about to vomit because of the smell,” but now they are being

accustomed to it” (female, FGD and KII participant, 2019).

“There is no person to clean after the public toilet. The administration made the public toilet but hasn’t hired a
person taking care of. The toilet gets filthy if not cleaned each day. I lose my urge to defecate on that situation.
It’s the reason I prefer going to open spaces or the river banks or the bushes’’ (KII, participants, 2019).

The occupation and season: The results again reveal that there is a relationship between occupation of
respondents and OD practice. Out of 371 respondents who were farmers, only 32% Practice OD. However, only

13% non-farmers practice OD. Moreover it is also states by KIl and FGD participants.
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“I spend most of my time on my farm and keeping animals so as this time, if i want to defecate simply use open
space and in the bush before coming home, because there is no latrine facility around that place and the

farming place was far apart from our home” (KII communication 2019).

“Since this is the time of collecting our crops and if the latrine is collapsed at this time all the family members

did not any choice rather than using open field to defecate’(Male FGD, communication, 2019).
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6. DISSCUSSION

The findings of this study revealed that the prevalence of open defecation practice among households having
latrine was about 132(27.8 %( 95% CI :( 23.8, 32)). This result was more comparable with that reported earlier
from eight regions of Ethiopia (27%) and in Rural Districts of Tamil Nadu, India (31%) of the HHs with toilets
practice OD (21, 28). Additionally, it was similar with the result reported in rural Nandivargam village of
Kurnool District, Andhra Pradesh 27.6% of HH practice OD despite having a latrine(27).

The result of the study lower than others study done in llu Aba Bor zone, Southwest Ethiopia and Aneded
District, Northwest Ethiopia, resulted that 64.1% and 37 % of HHs with latrine practice OD respectively(32,
33). Educational status and occupation of the HH head may cause for this variation. Similarly, the result was
more lower than other study done in rural set up of Maharashtra and south India, OD was practiced by 67% and
54.8% of the HHs despite having a latrine respectively, likewise 80% of HHs with latrine in rural north India
had at least one member who defecates in the open (7, 24, 31). The variations might be due to different health
related information distribution, demographic characteristics and may also from difference in the sample size,
the year of study done since communities awareness towards effect OD and benefit of latrine utilization

increased time increases.

And the result was more higher than other study done in different places, like, cross sectional study done rural
areas of hubballi, India among household with latrine 11% households practiced OD(29). And 23.2% of the
population practice OD despite having a latrine in rural village of Raipur District, India(30). And also higher
than study done in Wondo genet district, South Ethiopia 16% of HHs with latrine practice OD(41). The
difference might be coming from the educational status; place of residence of respondents and place for the
study conducted might be the difference on OD prevalence and time of study. And also the low use of latrines
in the study area can be explained that health extension workers promote the construction of latrine rather than

utilization and less active in teaching proper latrine utilization.

As indicated by findings from the presented analysis, Presence under-five children was associated OD practice,
HHs with < 5 children 4 times more practice OD than HHs without < 5 children. Similarly, Study done in
Dembia district, the extent of latrine utilization were influenced by presence of < 5 children and in Eastern
Nepal revealed that presence of <5 children was the predictor variable for OD practice(38, 42). In Oda Bultum
District, West Harerghe Zone (43), And in Wondo Genet district, South Ethiopia, results that < 5 children is the

major facilitator for encouraging OD practice (41). The factor was presented in the study done in Chhattisgarh
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presence of < 5 years children in the house encourages OD practice at household level(39).The reason may be
children less than 5 years cannot use the latrine properly so they practice OD, and improper disposal of child

faeces by parents. Those members accompanying these children could have practiced OD.

The results indicate a significant relationship between occupation and open defecation. Farmers constituted the
single largest group 78.3% of respondents meaning that households whose heads are engaged in farming have a
higher probability of defecating openly with 3 times more practice OD than non-farmers headed HHs. In other
study also Occupation was the significant factor of non-utilization of latrine. And in Laelai Maichew Woreda,
Aksum, Tigray, Ethiopia (44). other study done in Wa municipality of Ghana also identifies also occupation of
HH head as the factor for OD practice, means being farmer should encourages OD practice (10) and study
conducted in a rural area of Nalanda District, shows that occupation was significantly associated with OD
practice(35). Study done in Tanzania on Ending OD and A community based cross sectional study done on
tribal community in Thane districts on epidemiological factors associated on OD also identifies occupation was
factor associated OD practice (36, 37). The possible reason for this is there is also the likelihood of farmers not
having the urgent maintenance for damaged latrine since they spend a greater part of their time on farms during
the farming season and there is no facilities around their farm, and exposes them to their family practice OD as of
unmaintained latrine facilitates the practice. The result was supported by the qualitative finding, by saying “/
spend most of my time on my farm and keeping animals so as this time, if | want to defecate simply use open
space and in the bush before coming home. Because there is no any latrine facility around that place and the

farming place was far apart the home”(KII, participants 2019).

Educational status was one of the factors statistically associated with OD practice. In this study HH head that
can’t read and write was 5.5 times more practice OD than HH head that had above primary schooling. Other
study conducted in rural Community of Chencha District, Southern Ethiopia and Chiro Zuria District, West
Harerghe zone, identifies educational status of HHs head was the significant factor for non- use of latrine(46,
47). The study done in Laelai Maichew District, Aksum, and Similarly study conducted in Hulet Ejju Enessie
District, East Gojjam Zone identifies that education was the significant variable of OD (2, 44). Additionally,
study done in rural Communities of Gulomekada District, Tigray Region, North Ethiopia shows similar finding.
The possible elaboration for this is that education helps the literate HH head to access the information from
different sources than illiterate HHs head about the effect of OD and advantage of latrine utilization. Likewise
educational levels of HHs head increases direct influence on health related decisions and end up OD at HH

level. Additionally, educational status of HH head significantly associated with OD as study done in Rural
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Tanzania (36), South East zone of Tigray region, North Ethiopia (49), in rural area of Nalanda District and
Perambalur district, Tamil Nadu results respectively (35, 40). The model result confirms that households who
had educated head have more access to sanitation and hygiene related messages than households who had
uneducated head. The qualitative finding also simplifies similar saying, lack education may encourage OD

practice.

The practice of OD in the study area significantly associated with cleanness of latrine indicated that HHs with
unclean latrine was 2 times more practice than HHs with clean latrine. Study done in Dembia district
households which have unclean latrines were 4.3 times more likely to practice OD compared with HHs with
clean latrines(42). And other study conducted in ODA Bultum district, West Harerghe zone, revealed that extent
of OD on HHs have unclean latrine was high than HHs with clean latrine(43). Additionally, in Laelai Maichew
Woreda, Aksum, Tigray, Ethiopia (44) and in Aneded District, North West Ethiopia, district also shows latrine
cleanness had strong association with non-utilization of latrine or OD practice (33). The strong association
between unhygienic conditions latrine and OD practice could be attributed to the user’s fear of contamination,
odour and flies on unclean latrine and the participant’s behavior will be motivated through attractive
environment. Hygienic condition of latrine was the factor accelerating the practice of OD as motioned by the
FGD and KII participants. “There are people who used to say ‘we were about to vomit because of the smell,’

but now they are being accustomed to it” female, FGD participant, 2019.

Latrine that needs maintenance was the selected significant factors on OD practice; as indicated from analysis
on the study, being unmaintained latrine was 2.6 times more practice OD practice than HHs with maintained
latrine. Similarly, study conducted in Wondo genet and south west Ethiopia revealed that latrine that need
maintained was the predictors of open defecation practice or non-utilization of existing latrine (32, 41). National
DHS survey in Rural Tanzania reports that, the main reason encourages for OD were poor latrine condition and
temporary latrine forced HHs to practice OD(36). The reason behind it might be the HHs with unmaintained
latrine reflects that gives various problems such as leakage, privacy issues, lack of comfort that may hinder its
use. And it will expose them for different accidents like fear of falling down, means if home toilet facilities are
not well maintained, some HH members may opt to defecate in the open, especially where there are

opportunities for them to practice OD.
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7. STRENGTH AND LIMITATION

7.1. Strength of study

The study was supported by observation to confirm the response of respondents and complemented by
qualitative finding data through focus group discussion and key informant interview study to strength the

finding from quantitative approaches could be considered as the strength of the study.

7.2. Limitation of the study

The possibility of social desirability bias could be taken as the limitation of this study and the study was at the
HH level, and thus we could not distinguish individual-level behaviors from HH practices could be taken as the

limitation.
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8. CONCLUSION

The data concluded that even if the latrine built for every household, OD is significantly practiced in the study
area. Latrine cleanness status, latrine maintenance status, educational status of household head, presence of
under-five years’ old children and occupational status were significantly associated with OD practice and may
impair people from the use or avoidance of infrastructure considered safe and hygienic by environmental and
health standards. Lack of follow up by professionals, strict laws that govern OD practice and habit of the
respondents were the additional factors accelerating open defecation practice in the study area. Therefore, this
study finally concludes that even though latrine coverage are high in the study area, provision of a latrine
facility alone may not be able to solve the current issue of open defecation without addressing the issue of

factors encouraging the practice.
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9. RECOMMENDATION

For health institutions

New and innovative approaches to public education need to be considered. Such an approach should consider
moving away from law enforcement and emphasize on eradication of OD practice behavior through the design
of appropriate educational campaign messages. Attention must be given to expand child-friendly feature of
latrine, and assigning appropriate number of HEWSs in the rural areas, serious follow-ups on the frequency of
visits and quality of information

For health extension workers

Ongoing follow up for the communities found far from the kebele health post. Sanitation and hygiene education
promotion should be done regularly, repeatedly and continuously to adopt behavior on latrine utilization in

community particularly to mothers who can spend most of their time on the caring of their children.
For the community

Community based health development army and kebele cadres at community level should strengthen and
enhance the agenda of latrine utilization closer to the community. Encouraging people to give immediate
maintenance for damaged latrine and their latrine hygienic. Encourage children to use toilets by informing about
hazards of OD.
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ANNEXES

I.  Annexes 1 Participant information sheet

Bahir Dar University Collage of Medicines and Health Science, School of Public Health Department of
Environmental Health

Dear participants
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Good morning/afternoon;

My Name [S--------=-mmmmm oo I am working as a data collector for the study being

conducted in this community by Abathun Temesgen who is studying his Master’s degree at Bahir Dar
University College of Medicine and Health Sciences School of public health, Department of Environmental
health. Currently, He will be conducting a research on a topic entitled as assessment of open defecation practice
and Associated Factors among house holds having latrine in Machakle district, East Gojjam Zone, Amhara
Regional State, South west Ethiopia. | kindly request you to lend me your attention to explain you about the
study and being selected as the study participant.

The purpose of the study The purpose of this study is to assess prevalence of open defecation practice and
associated factors among house holds having latrine in Machakle district, East Gojjam Zone, Amhara Regional
State, south west Ethiopia knowing this have paramount importance for the district health office to plan
strategies that can create open defecation free environment and its sustainability system in the area. Moreover,
the aim of this study is to write a thesis as a partial requirement for the fulfillment of a Master’s Program in

water, sanitation and hygiene for the principal investigator.

Risks and benefits: - The risk of being participating in this study is very minimal, but only taking your time.
There would not be any direct payment for participating in this study. But the findings from this research may

reveal important information for the local health planners.

Participant rights: - Participation for this study is fully voluntary. You have the right to declare to participate or
not in this study. If you not to decide to participate, you have the right to withdraw from the study at any time and
this will not label you for any loss of benefits which you otherwise are entitled. You do not have to answer any

question that you do not want to answer.
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 study community and will not reflect anything
particular of individual persons or housing. No reference will be made in oral or written reports that could link

participants to the research directly.

Contact address
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If there are any questions or enquires any time about the study or the procedures, you can contact by using the
following addresses. Principal investigator:

Name: Abathun Temesgen

Mobile phone: +251-9 1860255/ +251-9 00185784 E- mail: kibertemesgen1221@gmail.com

Are you voluntary to participate in the interview?

A. If yes > takes the consent form & continues the interview

B. If No-->Thank you and stop the interview

Il.  Annexes 2 Declaration of informed voluntary consent

| have read for me the participant information sheet. | 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. | have been given the opportunity to ask questions for things that may have been unclear. | was
informed that | have the right to withdraw from the study at any time or not to answer any question that I do not
want. | have been told that my answers to the questions will not be given to anyone else and no reports of this
study ever identify me in any way. Therefore, | declare my voluntary consent to participate in this study with

my signature as indicated below.

Participant

code number date signature

Name of data collector date signature

I11.  Annexes 3 Questioners (English) version

Designed to assess prevalence of open defecation practice and Associated factors in in Machakl district, east
Gojjam zone, Amhara region, south west Ethiopia,2019.

Date of interview ------------------------—-

Questionnaire Number-----------------------

Sub location (village) name -------------------- -
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Respondent code S

Part I: Socio-demographic and economic characteristics

s/No

Questioners

Answers

Code

Skip

101

Gender of household head

Male

Female

102

House hold head age

103

Marital Status of household head?

Married
Single
Widowed
Divorced

Separated

104

Education statuses of house hold head?

Unable to read and write
Read and write

Primary school (1-8)
Secondary school (9-12)
Certificate

Diploma and above

105

Main occupation of the household head

House wife

Farmer

Merchant

Daily laborer
Government employee

Self-employee

S O A WD RO O Ww DN O, DN

(o}
©

106

Family size

107

Do you have Under five children in household?

108

Are there school age children of any age attending

formal education?

No

109

If answer yes, what is the level of their education

Primary

Secondary

N PN PN
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Higher education (>12) | 3
Part I1: Defecation practice
201 | Do you practice open defecation?-(check through Yes |1
observation) No | 2
202 | If yes, where do you defecate? Agricultural fields | 1
Near water source | 2
In bushes/forests | 3
Other--------------- - 199
203 | If yes for Q #201, how frequent do you practice it? Always | 1
Mostly | 2
Sometimes | 3
Rarely | 4
204 | During journey on the road, when you want to defecate I will use public latrine | 1
what action do you take? beside the road
Defecate on the field | 2
Use latrines of house hold
found on the road side. | 3
Other action--------------- 99
205 | Reason for practicing open defecation RGeS
206 | If yes for Q #201, who practice it? Husband/wife | 1
Above 5 male children | 2
Above 5 female children | 3
Under five children | 4
Il person/pregnant | 5
207 | Which material do you use mostly to clean you anus Paper/tissue paper | 1
after defecation? Leaf | 2
Water | 3
Sediment or stone | 4
Other------------------- 99
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108 | How baby’s feces are usually disposed of? (Do not read Put into latrine using Popo | 1
options, Circle only one which is very often) Put into drain/ditch | 2
Thrown in garbage Buried. | 3
Left open | 4

Other (specify)-------------- 99

Part I11. Knowledge and Attitude
Knowledge questions

301 | Which of these contributed towards the construction of Health workers | 1
this latrine? Media | 2
Government officials | 3
Neighbors | 4

Other--------------- --199
302 | Does health extension worker house hold visit have Yes | 1
contribution to stop open defecation No | 2
303 | Have you seen / heard any promotion on latrine Yes | 1
utilization in the last six months? No | 2
304 | If yes, through which source or media have you heard? Radio | 1
Workshop /training? (Do not read options, circle all that Television | 2
apply). Newspaper | 3
HEW | 4
HDA | 5
Family member | 7

Others ----------=-=---mmu-- 99
305 | Is defecation any place have its own problem? Yes |1
No | 2
306 | If Yes for Q# 305, What problems could be attributed? Disease | 1
Stigma | 2
Privacy | 3
Shame | 4
Smell | 5
Flies | 6
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Don’t Know

7
307 | Does human faces are the principle source of diarrhea? Yes | 1
No | 2
308 | Is there risk of getting diarrhea if neighbor practices Yes | 1
open defecation? No | 2
309 | Does Poor latrine condition  encourages  Open Yes |1
defecation No | 2
310 | Does presence of flies in the latrine encourage Open Yes | 1
defecation No | 2
311 | Can house hold toilet improve personal hygiene Yes | 1
No | 2
312 | Is using latrine to defecate is one way to break the chain Yes |1
of diarrhea disease transmission? No | 2
313 | Latrine condition need not be checked on a regular basis Yes |1
because it is not possible to fix immediately? No | 2
314 | Does Children are remarkably more vulnerable to Yes | 1
diarrhea diseases than adults? No | 2
315 | Does daily hand washing with water and soap prevent Yes
diarrhoea? No
Attitude questions
316 | Do you agree presence of faeces all over the floor of the Strongly disagree
latrine forces the users to opt for the practice of OD? Disagree
Neutral
Agree
Strongly agree
317 | Do you agree OD is an unsafe practice and should be Strongly disagree

discouraged?

Disagree
Neutral

Agree
Strongly agree

g B~ W N RO 0O DN
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318 | Sharing a latrine between households may lead to poor Strongly disagree | 1
latrine conditions which eventually discourage people Disagree | 2
from using it? Neutral | 3
Agree | 4
Strongly agree | 5
319 | Do you agree it is embarrassing when people can see Strongly disagree | 1
others defecating in the open? Disagree | 2
Neutral | 3
Agree | 4

Strongly agree
320 | Do you believe it is not a problem defecating on the Strongly disagree | 1
beach, or in a river? Disagree | 2
Neutral | 3
Agree | 4
Strongly agree | 5
321 | Do you agree human excreta smell bad, is disgusting, Strongly disagree | 1
and attract many flies inside the latrine facility, so Disagree | 2
defecation in the bush more comfortable? Neutral | 3
Agree | 4
Strongly agree | 5
322 Do you agree using public toilet feels discomfort and Strongly disagree | 1
have health problem? Disagree | 2
Neutral | 3
Agree | 4
Strongly agree | 5
323 Strongly disagree | 1
) ) ) ) ) Disagree | 2

Do you agree diseases will spread to children if family

members share the toilet? Neutral ) 3
Agree | 4
Strongly agree | 5
324 | Do you think Children’s feces are not harmful and Strongly disagree | 1
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defecation in open spaces by children is common? Disagree | 2
Neutral | 3
Agree | 4
Strongly agree | 5
325 Strongly disagree | 1
Do you agree people who defecate in open put entire Disagree | 2
community at risk of disease? Neutral | 3
Agree | 4
Strongly agree | 5
326 Strongly disagree | 1
Do you agree most of the illnesses occur as a result OD Disagree | 2
practice Neutral | 3
Agree | 4
Strongly agree | 5
327 | Do you agree punishment regarding to OD helps at all Strongly disagree | 1
household to end the practice? Disagree | 2
Neutral | 3
Agree | 4
Strongly agree | 5
Part IV: Socio-cultural and behavioral characteristics

401 | Is the practice of open defecation is part of the tradition? Yes | 1
No | 2
402 | Is there a penalty in place when someone practices open Yes |1
defecation? No | 2
403 | Do people in the community object when a person Yes | 1
defecates in open No | 2
404 | When do men/women mostly defecate? Night time | 1
Day time | 2

Other -------=-=-=uuuuu- 99
405 | OD practice is a continuation of ancestor’s way of life? Yes |1
No | 2
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406 | Defecating in agricultural fields provide manures? Yes
No
407 | Taboos related with defecation practice? Throwing the faces as far as
away from is good
Collecting feces in one place
is good
408 | Do you clean your latrine? Yes |1
No | 2
409 | Who is responsible for cleaning latrines in your house Men | 1
hold? Women | 2
Children | 3
410 | How often clean the latrine? Mostly | 1
Sometimes | 2
Rarely | 3
Other------------------- 99
Part V: Environmental factors (Latrine related and water availability)
501 | What kind of toilet facility does your household have? Pit-latrine 1
VIP latrine 2
Pit latrine with slab 3
Others .........ccocvveninnnn 99
502 | When was your latrine constructed? | cemmeeeeeee-
503 | Do you share the latrine with other households? Yes |1
No | 2
504 | Ifyes,howmany? | e
505 | Did you upgrade or reconstruct the latrine? No
Upgraded
Reconstructed
506 | During your latrine not give service, where do you Neighborhoods | 1
defecate? Open field | 2
Other place---------------- 99
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507 | Is there open space (other place for defecation practice) Yes | 1
close to your house? Observation No | 2
508 | Is there fresh foot path leading to the latrine and Splash Yes |1
of urine or water on the latrine slab/floor? No | 2
509 | What are the possible reasons for non-utilizing of latrine Offensive odor
among family member? Squatting hole is big
Not comfortable to use
The slab is not safe to use
Other------------------
510 | Isthere availability of water for using the toilet? - Yes |1
No | 2
511 | Main source of water for flushing/hand washing Pipe water | 1
Well | 2
Hand pump | 3
Spring/river | 4
Pond/lake | 5
512 | Distance between water source and latrine? <10m |1
(Check through observation) >10m | 2
513 | Doe the latrine present adequate conditions of Not clean (visible feces | 1
cleanliness?-(check through observation) or urine in the floor
Adequately clean(no | 2
visible feces or urine
Poorly clean(some dirt | 3
but no visible feces)
514 | Does latrine need maintenance currently?- Check Yes | 1
through Observation) No | 2
515 | Latrine super structure? Check through Observation) Toiletwall | 1
Toile Roof | 2
Toile Door | 3
Toilet window | 4
Pit /Slab of toilet | 6
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516 | Does the latrine is greater than 1.5 meter in Yes
height?- (Check through Observation) No
517 | Does the latrine have good lightening?- (Check through Yes
Observation) No
518 | Does the latrine hygienically separate human excreta Yes
from human contact?-(Check through Observation) No
519 | Distance of latrine from the livingroom? | e
520 | Does the latrine have cover on the squatting hole?- Yes
(Check through Observation) No
521 | Is hand washing facility near by the latrine? Yes
(Check through Observation) No
522 | Is there water In the hand washing facility? Yes
(Check through Observation) No
523 | Near the hand washing facility, is there soap/substitute Yes
now?- (Check through Observation) No

V.

If there is any question or comment welcome

Thank you for your participation!!!

Annexes 4 Subject Information Sheet (Amharic Version)
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NTGE e hmPAL ool AooOm S O9°9°1rF Aov@-O\L ¢FHIE PR NMVCSC RLNCALT MG
AL hAE: (VNLTAN MG F9°VCT 0 DA, MG AmONP FI°VCT AGA: PPTC ALY
AS VRET avCUMC

g 19k HAag4)

NPLoLe WILIT hLLFU/PATD!

[ L ANAAU-: Navr 09T
NMVCAC eLICALT MG A bAE: (UNLHAN mS F°uCH 0+ DAL MG AmONd
FPUCT A PPHC ALENT AS VLET aoCUINC POINHCH £, tavd-d 914 PPt et
AVFU-7 teodT? OHY @48 “TUNLAN ONT @F Coo08ST U-RFT 9°7 AL ARG
°NALLeTT WG NPT E 97 AP ATLLLLI®. TGF ovlB AreONNN-AT  haolVFa-
NAoo-2PF gonh A'h A% T9: 0N TSE AS AMSE HAT4 NooaolFP dA A NLCS TP
FADDTT APSINCNT LN AM@PAV-ACNELS AT CTGE  AATLEDTFI  (tovld-o1ia-
AT QAR NPT oo W8NS Ptheolm DAPT hoodthEP N4t T PTGET mPaa
CHT AG A% ATLTLNHFAD: ANG-L-APT hDBAU-::

PTG PGS ANTE (@LSD.: NIFAN @L5iN°0E-P 189° HT:i2NN 9°4-N AFPA.L 170040
ONT @8 Cav085% T U-'B37 hG aon 1T ao19°19° 10 01490 PHY TG PGS ANY
APS@. +avl-91l av-p Nao-p Paod®Vi-t aoCY MC P> hPCOT, AN, XGTS CIN 70V
amanNe aoCY-IN47 Aaoao-A+G AaoCl-MC AT199AT aod.C PS aodld 10

et AG TPET: ALY TG Meed+e® 141 0N9° 70 10: 1IC 77 WRPT NF LoNSA.
NHY TG+ NooAtGL °39° 9L +TAF e ARTCI . 1C 17 PHY TG THT ArhANSP
PMG AP @B LT hNdAL avlFF ALAR BTAN-::

a7 Fevdnt: AATFE®. 0GP AL FaoOlrt 1@ (WY TS T @O0T Acoate: @gd°
AN 091847 oot ANPTiAAGDARE. haoO't 1977090 Nha noot@d PRLT
aoNTFANE T B L19° ACNE ATIO.4T “11509° FPoVHPTACOTI :AgvaoAN P71 24N
TOE oA A1%.0FE hLe7L8.9°:
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TamC oomNP7 OFevAnt: AT POLOETT ovlE NTLOAMCGC PovfH ALY AMNTINTAL
ACNLT TLAL ovlB ALSCI°:0 TSk TR TF ovvlnt AmMPAL ST@. AG9°  AG P2ANNT
®LI° PMAET AR PULEIANCE ALLAT: NPA @RI NAG PPLN: S7°CHT 1O EPT)
15 oy nra-k: AL N.£1577 LT Mavné L LT hBG I
NATGE @9 984T T NSCPT 0L NATSE Pooanlh oMt “10P 0LNEATPT
N7LhA® PPS® +ovl-o1é W& 4N T1TTT STFAN:

PGM. tavld9l
a9°: aAltuy +ao1y

nAn: 0918660255/0900185784 a7l : kibertemesgen1221 @gmail.com

NAMPAL NTGE HEP NHLLIAL T 104 HOTI9°+HDG A9 1001 htPT NTLE@ AaoA+a L.PLE
"o +?

1. AP LLMF L Th
2. h@LAMI-——--NAINLT LI haoISAD- (71T TLET £ECOT

V. Annexes 5 Informed voluntary consent (Amharic version)

At AFAZ4 Pooll HCHC WPLEAU-iCTGET ANT:E A1 ACHPT i ALIDPT AG TPOITPIT:
OAMLPrE 14T Pood e ooNPT AS AZIST@9° TEELT nae CT7TRTE LA N1AR
TLEELAVE PPSANT AR OAPT TICT AL TPE AoomPP ALA FOATTEA: hTeee
NIO-Nt  N9TE®9° A% POIRLT oot ATSANT FIICSA @L9° PUIALNIDTT TP
PLAgoavAn PTINTA oot ANT. PTELDT aoAONT A%T79° AA A@ ATL7I2AM: F1TCTFA I AGI®
PHY TS S7°CPTF N1 ®9° 00718 A'sT ALH® AILTIPCAN HLLFAU-::
AAHLV: hHY 02T OFeoAht@ AZLT10A® (LY TGT 00T AoA+E (4P aon 19757
ATAIAU-:

Paol G A @ gOAP DE--mmemeee- &G +7

PaolB ANAND  4CY +77
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Annexes 6 Amharic version questionnaire
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L R T 5

209 AMHE @7 W PVISTT N1 A1t 10, A9° 3 NDD8F? N7 +4NA7 0085 W ATTAPAT | 1
NAMN N9L75 1207 03 ATPTAPAT | 2

%% AL ArtoPA? | 3
[ PRI T EE— 99

NEA3: AP T35 hoodAht? Ntaopht
A@.$T7 0toopht

301 a0 8% LT Aoo )T aolS hP T ATH? emS 0T | 1
nén Atk | 2

71488 | 3

Poo 3N AANANS T | 4

107 | 5
X T 99

302 PMG AR TNV 918 AL ov0851T7 ACTNPI° h? |1
ANt POA AND.? ADY° | 2

303 MA@ NLNTFOC ON0T DAoe08E LT AmPPI® AT, AL |1
LOPN? PAD.Y° | 2

304 aANP P nP1 h9°F 21.8.° 10, Phao-? &80T | 1
I | 2

nms e | 3

ATl T ool Py | 4
AA NA------- 99

305 995 AL ov088T TS hA@.? h® |1
PA@Y® | 2

306 ATPE 305 oo ANL AL WP 1%k 9°17 10.? naz |1
VGLt | 2

oo PE; i | 3

AHTN ovlg | 4
AA DA 99

307 POLT BAA ATPOIT ONHS 9°F8 100.? AL |1
ARLAY | 2

308 10T OG5 AL NO8S ATT AFPOIT NTZ LIAMSA? AP 1
PA%e | 2

309 TAC LANT 9008E N 928 AL o851 7 PhGGA? AL | 1

62




£Ag° | 2
310 PHIOF ool 985 AR av0851T7 PN4GA? a? |1
£age | 2
311 e @.O0T 0088 0 70VST7 CIANTA? h? |1
£A° | 2
312 ao08 80T aomd9® ATPTIT N7 oo AN 2134 h? |1
fAm.9° | 2
313 o088 W UBS U-ATH ETTC ALLINT KL109° h? |1
IR @8.LD TG AATILNLAN . £A° | 2
314 AZT h@PamF A0Am AtPoo T OGS FAE STw.? h? |1
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Annexes 7 FGD AND KII QUESTIONNAIRES

AdMINISTIATIVE UNIT. . ..ttt ettt ettt e e e e

| 21D I oo Yo (ST

FGD completed. ... ..oouviniiiii e

A FOCUS GROUP DISCUSSION GUIDE ON THE FACTORS THAT ARE ASSOCIATED WITH OPEN
DEFECATION IN LODWAR SETTLEMENTS

Instructions; Do not write your name in this guide, tick. Explain your opinion in the spaces

provided. To be filled by one member of the FGD group.

© o N o gk~ wDdh -

=
= O

12.
13.
14.
15.
16.
17.

What is the major occupation of the household’s head in this area?...........ccccceeevverveenennen.

Where are the places that people use to defecate that are not in a latrine?

Why do people choose to defecate in their backyard?

Do you think all members of the community dig latrine pits and use them?

Are Men likely to practice open defecation than women? Why is it so?

Is family size likely to have an impact on latrine use in the household? Why?

Is the education level of the members of the households likely to influence latrine ownership and use? Why?
What age of children is more affected by this practice? Why?

Is the practice of open defecation a taboo in your place or is it a tradition?

. Do you think culture has an impact on latrine ownership and use in your community?

. Do you think the practice of open defecation has some cultural;

a) Advantages? Which are these?
b) Disadvantages? Which are these?
Is human faeces considered as being impure in your community? Why?
Do you think sharing a latrine between men and women is okay? Why?
Does religion play a part in latrine use or practice of open defecation in your community? How and why?
Does cleaning of a latrine on a daily basis likely to influence its use? Why?
How is the latrine facilities distributed in the study area? Do you think they are okay? Why?
Do you think the distance of latrine location from the household has an influence on the practice of open

defecation? How?
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18.

19.

20.

21.

22.

23.
24,
25.
26.

217.

Kl
1.

Do people pay for these latrines? If yes, do you think this might be of the contributing factors to the practice
of open defecation in the study area?

Which bodies have contributed towards the construction of latrines in your area? Have they been successful
in curbing the problem of open defecation in your area? If yes, how did they achieve this?

Are latrines shared among households? And if so, do you think sharing a latrine may contribute to the
practice of open defecation? Why?

Do you think the practice of open defecation has some;

a) Advantages? Which are these?

b) Disadvantages? Which are these?

What could be some of the reason some household’s members opt for open defecation whereas they possess
a latrine? Why is this so?

How do you dispose of your children's faeces? Why?

Have you ever received any hygiene advices before? Do you practice them? Why yes or no?

Do you think poor faecal disposal may pose any threat to human health? Why?

What are some of the measures we can do to prevent children from getting sanitation related diseases in the
area? (Probe on diseases such as diarrhoea, typhoid or cholera)

What are your thoughts about girls defecating in the open? (Probe regarding the adolescent girls at school
and their male counterparts)
QUESTIONNAIRES

Demographic information

v" What is your occupation?

v" What are the main income sources in your household?

v Do you think the household’s head income level can have an influence on latrine ownership and use?

Why?

Do you possess a latrine facility in your home? If yes, do all the members of your household use this
facility?

a) If yes, why do members of your household use a latrine to poop?

b) If no, why do members of your household avoid using a latrine to poop?

¢) If no, where do you usually defecate?

Do you think the education level of the household head can have an influence on latrine ownership and use?
Why?
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10.
11.
12.

Do people pay for community latrines? If yes, do you think this has an influence on the
practice of open defecation?

How are the latrine facilities in your village?

If bad, what would you wish to change?

Does the government play a part in the construction of latrines in your area?

A lot of people poop in the open. What is the reason for this? Have you ever thought about why people go in
the open? Does open defecation have any benefits? | am trying to learn

Do people in your village mostly use the latrine or mostly defecate in the open? Why is this so?

If in the open, where are some of the most common open defecation hotspots in your area?

Do you think latrine use have issues to do with tradition? How is this so?

How do you think someone feels when he or she realizes that someone else has seen him or her pooping?
Does this matter to you?
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