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Abstract 
 
 
Purpose: To assess diarrhea-related knowledge, attitude and practice through successive educational 
interventions.  
Methods: This was an interventional study conducted at nine different locations of Morang district, 
Nepal from March 2010 to January 2011. Multistage random sampling approach was adopted to sample 
630 subjects and they were randomly assigned to test and control groups. The subjects in the test group 
were provided an educational intervention designed on the basis of World Health Organization 
guidelines. Data collection followed by intervention was conducted at baseline, 1 month and 3 months; 
at 6 months, only data were taken without intervention. 
Results: About 90 % of the mothers were from the age group 16-30 years and most (93 %) of them 
were agricultural laborers. A majority (> 62%) of the mothers were not educated. Educational 
interventions brought about significant improvement in knowledge, attitude and practice at 1st, 2nd and 
3rd follow-up. The median scores of knowledge, attitude and practice increased from 14, 7, 6 to 26, 9, 
13, respectively, due to repeated interventions. Furthermore, interventions strengthened the correlation 
between knowledge, attitude and practice.  
Conclusion: Intervention was beneficial in improving mothers’ knowledge, attitude and practice 
regarding diarrhea and its management.  
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INTRODUCTION 
 

Diarrhea is a major public health problem in 
Nepal as evident from its increasing 
incidence and fatality [1]. Unlike other 
diseases, diarrhea is generally not 
considered as an illness and, thus most 
diarrheal cases are either not managed at all 
or managed at home through traditional 
approaches [2]. About one half of children 
under five years are not taken to any 
healthcare center and about one-third of the 
children with diarrhea do not receive any 
treatment at all [3].  
 
Managing diarrhea at home is quite common 
among rural mothers, but their level of 
knowledge is poor [4]. Perception of the 
seriousness of diarrhea or other health-
related conditions is a paramount factor for 
seeking healthcare [5]. There is a practice of 
reducing and even stopping fluids during 
diarrhea [6,7]. Despite universal popularity of 
oral rehydration solution (ORS) in preventing 
dehydration due to diarrhea, its use in 
practice is very low [4,8]. The poor practice of 
using ORS is accompanied by its incorrect 
preparation which is related to lack of 
mothers' prior experience [9,10].  
 
The present study was conducted with the 
objectives of determining mothers' 
knowledge, attitude and practice about 
diarrhea and its management at home and to 
evaluate the effects of educational 
interventions undertaken at different specified 
time intervals on these parameters.  
 
METHODS 
 
The study was approved by the Research 
and Ethics Committee of Nobel Medical 
College, Biratnagar, Nepal.  
 
Study design  
 
This was an interventional study involving 
multiple follow-up.  
 
 
 

Study duration and location 
 
The study was carried out from March 2010 
to January 2011 at Baijnathpur, Bhaudaha, 
Budhanagar, Kadmaha, Kathari, Lakhantari, 
Siswanijahada, Tankisinuwari Village 
Development Committees and Biratnagar 
municipality of the Morang district, Nepal.  
 
Study population 
 
The study population was the mothers in 
south-west region of Morang district, Nepal. 
The study was multiple interventional 
requiring repeated follow-up. Thus, this area 
was selected for the ease of multiple visits 
from the main city, Biratnagar. The mothers 
were targeted as the study population 
because they are the immediate and most 
reliable caregivers to their children and, thus 
their knowledge, attitude and practices are 
more significant compared to the other family 
members. The subjects were eligible to be 
enrolled in the study if they were between the 
age of 16 - 40 years, had child/children with 
diarrhea at the time of enrollment or in the 
preceding 3 to 6 months from the time of 
enrollment and willing to participate in the 
study.  
 
Sample size and sampling procedure  
 
The effect size of 0.75 and standard 
deviation of outcome variable of 3.35 was 
used from the similar study conducted in the 
Philippine [11]. The minimal sample size to 
see the difference with a power of 80 % at 95 
% confidence level was determined as 315 in 
each group by using sample size formula for 
difference in means, shown in Eq 1.  
 
 
 
 
where n is sample size in each group 
(assumes equal sized groups), Zβ is desired 
power 80 % (Zβ = 0.84), Zα/2 is desired level 
of statistical significance of 5% (Z α/2 = 1.96), 
σ is standard deviation of the outcome 
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variable and d is effect size (the difference in 
means). 
  
By considering a drop-out, e.g. loss to follow-
up margin of 5 %, the total sample size in 
both the groups was calculated as 315 x 2 = 
630 + (630 x 5%) = 662. A drop–out rate of 
30 subjects was estimated by the completion 
of the study. Thus, the final sample size of 
632 was targeted in the study, i.e., 316 
subjects per group. Multi-stage random 
sampling method was used to select the 
subjects. The selected region was divided 
into three units (subdivisions) each 
containing three Village Development 
Committees. Village Development Committee 
(VDC) is a group of villages in rural Nepal 
which has a sub-health post (SHP) as a 

government health institution and this is the 
first contact point for seeking healthcare for 
the local population. A sample of 630 
subjects (210 from each of the three units) 
meeting the inclusion criteria were taken out 
from the patient register of the government 
health institutions (Figure 1). It was then 
segregated into two groups based on 
diarrhea at present (group I) and diarrhea in 
preceding 3 to 6 months (group II). The 
subjects were numbered separately for each 
group. For group I, the subjects were 
randomly assigned to test (test I) and control 
(control I) groups based on odd and even 
numbers respectively. The same procedure 
of randomization was applied in the case of 
group II to assign into test (test II) and control 
(control II).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Figure 1: Sampling (multi-stage random sampling) design 
 
Instrument 
 
The instrument was a survey-type 
questionnaire containing questions related to 
knowledge, attitude and practice about 
diarrhea and its management. The first draft 
of the instrument containing 29 questions 
was piloted among 15 subjects and the 
reliability coefficient (Cronbach's alpha value) 
was found as 0.585. Furthermore, almost all 
subjects were unable to rate their attitude in a 
5-point Likert scale (i.e., strongly disagree, 
disagree, undecided, agree, strongly agree). 
Thus, necessary amendments were made in 

the instrument. The modified instrument was 
again tested among another 35 subjects 
whose reliability coefficient was 0.78 [12]. 
The instrument was reviewed by a panel of 
experts to ascertain the face validity. Besides 
this, the instrument was validated through 
factor analysis. Measures of sample 
adequacy such as Bartlett’s test of sphericity 
(p < 0.001 and Kaiser Meyer Olkin (KMO) 
value of 0.893 showed that data were fit for 
factor analysis. Principal Component analysis 
was used for extracting factors and four 
factors were retained depending on 
eigenvalues and variance explained which 
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accounts for 80% of the variance. Factor 1 is 
predominant with an eigenvalue of 15.10%. 
Components 1and 2 explain or capture much 
more of the variance than the remaining 
components. Varimax rotated component 
matrix shows that most of the items load 
quite strongly (> 0.4) on the first and third 
components. Very few items load on 
Components 2 and 4.  
 
Interventions and data collection 
 
The interventions were carried out in the form 
of educational sessions (containing both text 
as well as pictures about the importance of 
hygiene, breast feeding during diarrhea, habit 
of hand washing after defecation, use of safe 
water, safe disposal of stool, beneficial as 
well as harmful foods and fluids, danger signs 
of dehydration, correct preparation of ORS 
and SSW solutions, their importance and 
doses) as per the protocol. The intervention 
protocol was developed on the basis of 
United States Agency for International 
Development (USAID) and WHO guidelines 
[13,14]. Before being formally enrolled in the 
study, the subjects were fully informed about 
the research and their written consent 
obtained. At the time of enrolling the subjects, 
their detailed home address along with 
contact number, if any, and name of the 
guardian were recorded for the ease of follow 
up visits. At the first interview (at the time of 
enrollment), data on demography along with 
baseline data on mothers' knowledge, 
attitude and practices about diarrhea and its 
management were gathered. After collecting 
the baseline data, the subjects were provided 
an educational intervention immediately. This 
process of interview followed by intervention 
was continued at second visit (after one 
month) and at third visit (after 3 months from 
the time of enrollment) while in the case of 
fourth visit (after 6 months from the time of 
enrollment), only interview was conducted 
without any intervention. The process of 
interview followed by intervention was 
performed only in test groups, but the 
subjects in control groups were interviewed 
each time without providing any intervention.  

Data analyses 
 
The responses were coded, entered and 
verified before analysis using Statistical 
Package for Social Science (SPSS), version 
11.5, for Windows, Chicago Inc. Appropriate 
statistical tests were used to carry out 
descriptive as well as inferential analyses of 
the data based on the objectives. A priori 
significance level of 0.05 was used in all 
analyses.  
 
RESULTS 
 
Based on gender, male children (55.5 %) 
were found more prone to diarrhea than their 
female counterpart (44.5%). Although 
diarrhea was common in all the age groups of 
the children at six months onwards, the age 
groups 36 - 45 months and 12 - 23 months 
had relatively more episodes of diarrhea. The 
median age and inter-quartile range (IQR) of 
the children was 24 (12 - 40) months. About 
90 % of the mothers were from the age group 
16 - 30 years with a median (IQR) of 25 (22 - 
28). Occupation wise, mothers were mostly 
(93%) housewives and were agricultural 
laborers. The remaining mothers were 
engaged in teaching, shop-keeping, tailoring 
and other occupations. A majority (> 62 %) of 
the mothers was not educated (Table 1). The 
mothers represented about 28 ethnic castes, 
but majorities (63%) of them were Rishidev, 
Muslims, Sardar, Sonar, Mandal and 
Jhangad. Other castes were Rajbanshi, 
Tharu, Magar, Newar, Kamat, Harijan, 
Paswan, Mukhiya, Malah, Santhal and Sattar. 
The median total family size (IQR) was 5 (4 - 
7) and the median (IQR) number of children 
was 2 (2 - 3). A majority (65 %) of the 
women’s husbands were industrial hard labor 
employees  with a median (IQR) monthly 
income of Nepalese Rupees 6000 (5000 - 
7000) = US$ 73.10 (60.91 - 85.28).   
 
Comparison of knowledge, attitude and 
practice between test groups  
 
Mann-Whitney U test found that there were 
no statistically significant differences in 
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scores at baseline. However, statistically 
significantly differences were observed only 
in knowledge, practice and total scores were 
(p < 0.001) at first follow up.  
 
Table 1: Demographic characteristics of the 
subjects (n = 632) 
 

 
Repeated measure analysis of 
intervention on knowledge, attitude and 
practice scores  
 
Friedman test was used to detect differences 
in treatments across multiple test attempts 
which was significant in all the cases, i.e. 
test-I and test-II groups (Table 2). To 
examine where the differences actually 
occur, post-hoc analysis with Wilcoxon 

signed rank test was conducted with a 
Bonferroni correction applied, resulting in a 
significance level set at p < 0.004. The 
Bonferroni correction is applied to maintain 
family-wise error rate (the probability of 
making type I errors among all the 
hypotheses while performing multiple 
pairwise tests) on a set of data. So, if the 
significance level for the whole family of tests 
is α, then the Bonferroni correction would be 
to test each of the individual tests at a 
significance level of α/n. 
 
Comparison of knowledge, attitude and 
practice between test and control (group I) 
 
Mann-Whitney U test ascertained that there 
were statistically significant differences in the 
scores between the groups at first, second 
and third follow-ups (Table 3). 
 
Comparison of knowledge, attitude and 
practice between test and control (group 
II) 
 
As in group I, Mann-Whitney U test found 
similar pattern of statistically significant 
differences in the scores between the groups 
(test-II and Control-II) at first, and second and 
third follow ups. 
 
Correlation between knowledge, attitude 
and practice 
 
Spearman correlation test showed 
statistically significant relationship between  

 
Table 2: Repeated measure analysis of test on knowledge, attitude, practice and KAP scores (n=316) 
 

 
Variables 

Baseline 
Median (IQR) 

1st F/U 
Median (IQR) 

2nd F/U 
Median (IQR) 

3rd F/U 
Median (IQR) 

 
P-value 

Test-I group      
K-Score 14 (12-15) 21.5 (18.75- 26) 26 (23-33) 23 (20-30) <0.001* 
A-Score 7 (6-8) 8 (7.75-9) 9 (8-9) 9 (8-9) <0.001* 
P-Score 6 (5-7) 10 (9-12) 12 (10-15) 13 (10-16) <0.001* 
KAP-Score 27 (25-29) 40 (36.75-45) 47 (42-56) 43 (39-52.25) <0.001* 

Test-II group      
K-Score 14 (12-15) 19 (16-22) 27 (23-32) 26 (20.75-33) <0.001* 
A-Score 7 (6-8) 8 (7-9) 9 (8-9) 9 (8-9) <0.001* 
P-Score 6 (5-7) 8 (7-10) 11.5 (10-14) 10 (8-14) <0.001* 
KAP-Score 27 (24-29) 35 (31-40) 48 (41-54) 45 (38.75-54.25) <0.001* 

*Difference was significant at the 0.05 level (2-tailed); P-value was calculated with Friedman test 

Characteristics Number % 
Child's age   

<6  months 
6-11 months 
12-23 months 
24-35 months 
>35 months 

06 
116 
140 
131 
239 

0.9 
18.4 
22.2 
20.7 
37.8 

Mother's age 
16-25 years 
26-30 years 
>30 years 

 
396 
171 
65 

 
62.6 
27.1 
10.3 

Mothers' education   
No education 
Primary 
Secondary and higher 

393 
170 
69 

62.2 
26.9 
10.9 

Monthly income (Nepalese 
Rupees) 

  

Up to 5000 
5001-10000 
>10000 

248 
331 
53 

39.2 
52.4 
08.4 
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Table 3: Comparison of knowledge, attitude, practice and KAP scores between test-I and control-I groups 
(n = 316) 
 

Variable Test-I group 
Median (IQR) 

Control-I group 
Median (IQR) 

P-value 

Baseline    
K-score 14 (12-15) 14 (13-16) 0.516 
A-score 7 (6-8) 7 (6-8) 0.043* 
P-score 6 (5-7) 6 (5-7) 0.711 
KAP-score 27 (25-29) 26 (24-29.25) 0.608 

First F/U    
K-score 21.5 (18.75-26) 14 (12-15) <0.001* 
A-score 8 (7.75-9) 7 (6-8) <0.001* 
P-score 10 (9-12) 6 (5.75-7) <0.001* 
KAP-score 40 (36.75-45) 27 (25-29) <0.001* 

Second F/U    
K-score 26 (23-33) 15 (13-16) <0.001* 
A-score 9 (8-9) 7 (6-7) <0.001* 
P-score 12 (10-15) 6 (6-7) <0.001* 
KAP-score 47 (42-56) 28 (26-30) <0.001* 

Third F/U    
K-score 23 (20-30) 15 (13-16) <0.001* 
A-score 9 (8-9) 7 (6-7.25) <0.001* 
P-score 13 (10-16) 6 (6-7) <0.001* 
KAP-score 43 (39-52.25) 28 (26-30) <0.001* 

*Difference was significant at the 0.05 level (2-tailed); P-value was calculated by Mann-Whitney U test  

 
Table 4: Correlation between K-score and A-score, K-score and P-score, and A-score and  
P-score 
 

Variables Median (IQR) Median (IQR) Spearman's rho P-value 

Correlation between K-score and A-score 
Baseline  14 (12-15) 7 (6-8) 0.300 <0.001* 
1st F/U 20 (17-24) 8 (7-9) 0.248 <0.001* 
2nd F/U 27 (23-32) 9 (8-9) 0.551 <0.001* 
3rd F/U 24 (20-32) 9 (8-9) 0.582 <0.001* 

Correlation between K-score and P-score 
Baseline 14 (12-15) 6 (5-7) 0.484  <0.001* 
1st F/U 20 (17-24) 9 (7-11) 0.662 <0.001* 
2nd F/U 27 (23-32) 12 (10-15) 0.747 <0.001* 
3rd F/U 24 (20-32) 12 (9-15) 0.704 <0.001* 

Correlation between A-score and P-score 
Baseline 7 (6-8) 6 (5-7) 0.294 <0.001* 
1st F/U 8 (7-9) 9 (7-11) 0.267 <0.001* 
2nd F/U 9 (8-9) 12 (10-15) 0.451 <0.001* 
3rd F/U 9 (8-9) 12 (9-15) 0.529 <0.001* 

*Correlation was significant at the 0.05 level (2-tailed); P-value was calculated by Spearman correlation test 
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K-score and A-score, K-score and P-score, 
and A-score and P-score. But, the intensities 
of correlations were more in the case of 
knowledge and practice mainly due to 
interventions (Table 4). 
 
DISCUSSION 
 
The study aimed to evaluate the impact of 
repeated educational interventions carried 
out at different time intervals on mothers' 
knowledge, attitude and practice about 
diarrhea and its management. Diarrhea was 
slightly more common among male children 
compared to female. This complies with the 
findings of Nepal Demographic Health Survey 
2006 and 2011 at the national level [3,15], 
but the opposite was observed in a study 
conducted in Lebanon [16]. The findings 
indicate that the gender of the children may 
not be an important issue regarding diarrhea 
occurrence. Taking the age of children into 
account, it was evident that diarrhea was 
more prevalent among children of age group 
36 - 45 months. The next most prominent age 
group of the children was 12 - 23 months, 
presumably because babies of this age group 
are usually weaned off breast milk [3], are 
teething or have teethed and can move from 
one place to other. Diarrhea was more 
common among the children of younger 
mothers (16 - 25 years), probably due to lack 
of prior experience [17]. Children of the 
mothers who were either not educated or less 
educated and involved in farming suffered 
more from diarrhea. The finding is also 
supported by other studies [18,19]. This could 
be justified by the fact that these mothers 
might not be familiar with diarrhea related 
basic information due to lack of education 
and might not get enough time for caring for 
their children due to physically intensive 
farming labor work. Diarrhea was more 
common among the children whose fathers 
were factory workers and earned a median of 
Nepalese rupees 6000 per month.  
 
Test-I (diarrhea at present) and test-II 
(diarrhea in preceding 3 - 6 months) groups 
were not significantly different from each 

other and there were similar pattern of 
significant differences in knowledge, attitude 
and practices within the group between 
baseline and first follow up, and first follow up 
and second follow-up. However, after 
comparing the scores between second and 
third follow ups, the effect of intervention was 
found more pronounced in test-I group than 
in test-II group. This illustrates that there was 
comparatively more decrease in recall among 
the mothers of test-II (diarrhea in preceding 3 
- 6 months) group than in test-I (diarrhea at 
present) especially at latter phases of 
interventions. Comparison of test and control 
groups in terms of effect of intervention 
shows that successive interventions caused 
significant differences in knowledge, attitude 
and practice scores between test-I and 
control-I group (i.e. diarrhea at present) as 
well as in test-II and control-II group (i.e. 
diarrhea in preceding 3 - 6 months). This 
declares that successive interventions were 
useful in augmenting knowledge, attitude and 
practice about diarrhea and its management 
regardless of whether the child was suffering 
from diarrhea presently or in the past.  
 
Although there were significant correlations 
between K-score and A-score, K-score and 
P-score, and A-score and P-score even at 
baseline, successive interventions were able 
to strengthen the correlations with the highest 
degree of correlation between knowledge and 
practice. This may be due to the reason that 
there were not much variations among the 
mothers’ attitudes. Furthermore, most of the 
mothers’ attitudes were positive. 
 
Limitations of the study 
 
The main limitations of the study were 
financial constraint and adequate time. 
Therefore, the study did not include mothers 
of other different ethnicities and locations 
which would have required more resources 
as well as time. The researchers wanted to 
determine mothers’ attitude in five Likert 
rating scales, but due to illiteracy among the 
mothers, we were not able to rate their 
degree of agreement or disagreement in five 
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scales. Thus, the scale was reduced to three 
scales. 
 
CONCLUSION 
 
The effect of sustained educational 
interventions was productive in significantly 
improving mothers’ overall knowledge, 
attitude and practices of managing diarrhea 
at home in Morang district of Nepal. The 
study findings may be of help to government 
and health related non-governmental 
organizations working in the related field that 
would need to consider the study findings 
while making interventions at wider level.  
 
ACKNOWLEDGEMENT 
 
The authors would like to thank District Public 
Health Office (DPHO), Morang, Nepal for 
facilitating the study.   
 
REFERENCES 
 
1. Annual Report (2008/2009). Department of Health 

Services, Ministry of Health and Population, 
Kathmandu, Nepal; 2009. 

2. Jintrawet U, Harrigan RC. Beliefs of mothers in Asian 
countries and among Hmong in the United States 
about the causes, treatments, and outcomes of 
acute illnesses: An integrated review of the 
literature. Issues Compr Pediatr Nurs 2003; 
26(2): 77-88. 

3. Nepal Demographic & Health Survey. Ministry of 
Health and Population, Family Health Division. 
New ERA, Calverton: ORC Macro, Kathmandu, 
Nepal; 2006. 

4. Ogunrinde OG, Raji T, Owolabi OA, Anigo KM. 
Knowledge, Attitude and Practice of Home 
Management of Childhood Diarrhoea among 
Caregivers of Under-5 Children with Diarrhoeal 
Disease in Northwestern Nigeria. J Trop Pediatr 
2011. [Online] [Cited 2011 Jul 20]. Available 
from: http://tropej.oxfordjournals.org/content/early 
/2011/06/02/tropej.fmr048.full.pdf+html 

5. Adegboyega AA, Onayade AA, Salawu O. Care-
seeking behaviour of caregivers for common 
childhood illnesses in Lagos Island Local 
Government Area, Nigeria. Nig J Med 2005; 
14(1): 65-71. 

6. Bani IA, Saeed AA, Othman AA. Diarrhoea and child 
feeding practices in Saudi Arabia. Public Health 
Nutr 2002; 5(6): 727-731. 

7. Berisha M, Gashi SH, Gashi M, Ramadani N. 
Maternal Practice on Management of Acute 
Diarrhea among Children Under Five Years Old 

in Kosova. TAF Prev Med Bull 2009; 8(5): 369-
372. 

8. Ahmed F, Farheen A, Ali I, Thakur M, Muzaffar A, 
Samina M. Management of Diarrhea in Under-
fives at Home and Health Facilities in Kashmir. 
Int J Health Sci (Qassim) 2009; 3(2): 171–175. 

9. Azim W, Shafi H, Qureshi SM, Sheikh TS, Azim S, 
Hayat F. Perceptions and practices of mothers 
regarding child feeding. Biomedica 2005. [Online] 
[Cited 2011 Aug 12]. Available from: 
http://www.thebiomedicapk.com/articles/40.pdf 

10. MacDonald SE, Moralejo DG, Matthews MK. Correct 
preparation and administration of oral rehydration 
solution: essential for safe and effective home 
treatment of diarrhea in Indonesia. Int Q 
Community Health Educ 2005; 24(3): 205-214. 

11. Cabatbat AM. The effect of health education on the 
knowledge, attitudes and practices (KAP) on the 
mothers on diarrhea in Barangay Paglaun, 
Dumalinao, Zamboanga Del Sur. [Online] 1999 
[Cited 2011 May 28]. Available from: 
http://som.adzu.edu.ph/research/pdf/2008-05-09-
100350cabatbat.pdf  

12. George D, Mallery P. SPSS for Windows step by 
step:  A simple guide and reference. 11.0 update. 
4th ed. Boston: Allyn & Bacon; 2003. 

13. The Selection of Fluids and Food for Home Therapy 
to Prevent Dehydration from Diarrhoea: 
Guidelines for Developing a National Policy. 
WHO document WHO/CDD/93.44; 2005. 

14. Guidelines for New Diarrhea Treatment Protocols for 
Community-Based Healthcare Workers: Not yet 
field-tested [Online]. 2005 [Cited 2011 Jun 15]. 
Available from: http://shopsproject. org/sites/ 
default/files/resources/2789_file_CHWguidelines.
pdf 

15. Nepal Demographic & Health Survey, Preliminary 
Report. Ministry of Health and Population, 
Population Division. New ERA, Calverton: 
Measure DHS IFC Macro, Kathmandu, Nepal; 
2011. 

16. El-Azar GE, Habib RR, Mahfoud Z, El-Fadel M, 
Zurayk R, Jurdi M, Nuwayhid I. Effect of 
Women’s Perceptions and Household Practices 
on Children’s Waterborne Illness in a Low 
Income Community. EcoHealth 2009; 6(2): 169-
179. 

17. El-Gilany AH, Hammad S. Epidemiology of 
diarrhoeal diseases among children under age 5 
years in Dakahlia, Egypt. East Mediterr Health J 
2005; 11(4): 762-75. 

18. Vu Nguyen T, Le Van P, Le Huy C, Nguyen Gia K, 
Weintraub A. Etiology and epidemiology of 
diarrhea in children in Hanoi, Vietnam. Int J Infect 
Dis 2006; 10(4): 298-308. 

19. Siziya S, Muula AS, Rudatsikira E. Diarrhoea and 
acute respiratory infections prevalence and risk 
factors among under-five children in Iraq in 2000. 
Ital J Pediatr 2009. [Online] [Cited 2012 October 
07]. Available from: http://www.ijpo 
nline.net/content/35/1/ 


