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ABSTRACT 

Connor and colleagues have pointed out that the impact of stroke on lower income countries 

has drawn significant attention and attracted the need for quick intervention and deliberate 

policy on creating awareness about this health problem. Research on the matter has revealed 

that the sure way to curb this condition is by availing information to the public about stroke 

and how it can be prevented, treated and managed (Connor, Walker, Modi & Warlow, 2007, 

pp.269-278). As a low-income country, Zambia has not been spared by stroke, and the aim of 

this study was to specifically assess the health communication strategies used by the Ministry 

of Health (MoH) in creating awareness about stroke in Lusaka urban.  Research methods 

used were quantitative survey with 102 respondents, one focus group discussion, and four in-

depth interviews with Stroke and health communication experts at the MoH. Data was 

collected from respondents in Kabwata, Kabulonga and Chaisa townships in Lusaka. 

Research tools used in data collection were questionnaires and interview schedules for in-

depth interviews and a focus group discussion. The key findings showed that 1) The 

incidence of stroke has increased in Zambia, but awareness levels on risk factors, treatment 

and management are low; 2) There has been no deliberate communication strategy, or policy 

on stroke in Zambia; 3) As the main source of health information, the Ministry of Health has 

not done much in creating awareness on stroke, especially on the media; 4) The Ministry of 

health has identified the need for an urgent response to non-communicable diseases and have 

started conducting research and mobilising resources to help sensitise the public about stroke; 

and 5) Information on the prevalence, prevention, treatment and management of stroke is key 

to alleviating or reducing its incidence in the country. In conclusion, it was found that despite 

the public being alive to the rising incidence of stroke as seen in data collected in both the 

qualitative and quantitative survey, there is a lot of ignorance with regards risk factors, 

treatment and management of stroke. The Ministry of Health needs to come up with 

deliberate communication strategies to mitigate the prevalence and impact of stroke in 

Zambia. It is therefore recommended that the ministry, with urgency starts sensitising the 

public using multiple communication channels. There is also need to involve other stake 

holders and consider different audience needs in this effort.  
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CHAPTER ONE 

INTRODUCTION AND BACKGROUND 

1.0 Introduction 

This Master of Communication for Development (MCD) thesis was an attempt to assess 

communications by the ministry of health to help reduce the prevalence of stroke and 

improve its management in selected areas of urban Lusaka. It was aimed at evaluating the 

health communication strategies used by the Ministry of Health (MoH) in creating awareness 

on the prevention, treatment and management of stroke in response to the stroke burden in the 

study area. 

The study was conducted between 2017 and 2018 with the study population for the 

quantitative survey comprising 12,378 respondents in Kabulonga, 34,202 in Kabwata and 

4,445 people from Chaisa townships in Lusaka. A total of 120 questionnaires were 

distributed and 102 were successfully completed, giving a response rate of 85 percent. The 

qualitative survey included four in-depth interviews with communication and stroke experts 

at the MoH, as well as a focus group discussion from seven stroke survivors and three care 

givers. For more data, the researcher reviewed ten studies related to the topic and other 

documents written by stroke experts, although there was no study on communication 

strategies identified from Zambia. 

1.1 Background  

According to the World Health Organisation (WHO), a stroke, sometimes called a "brain 

attack, “is caused by a blocked artery or the leaking or bursting of a blood vessel. And brain 

cells, when denied the necessary oxygen and glucose eventually die, causing permanent brain 

damage or death. The risk factors of stroke are varied, and include hypertension, advanced 

age, previous stroke or Transient Ischemic Attack (TIA), diabetes and increased cholesterol 

levels (World Health Organization Annual Report, 2014). 

 

The WHO report further indicates that, stroke, which affects mostly the productive age group, 

leaves about 65 percent of its victims disabled, and leads to increased loss of manpower both 

at individual and national levels. The report also points out that with the changing lifestyles, 

the incidences of stroke are increasing, and thus, 28 million people are estimated to die in 10 
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years’ time, just in Africa, of which Zambia is part, due to non-communicable diseases 

(NCDs), largely stroke.  

 

Connor and colleagues point out that the impact of stroke on lower income countries has, 

therefore, drawn significant attention and attracted the need for quick intervention and 

deliberate policy on creating awareness about this health problem (Connor, Walker, Modi and 

Warlow, 2007, pp.269-278).  This includes giving the public information about stroke and 

how it can be prevented, treated and managed. 

 

With the concern above, the aim of this study was, thus, to assess the health communications 

by the Ministry of Health (MoH) in creating awareness about stroke in Lusaka urban. A 

review of preceding research was done to determine what other countries had done in 

addressing this health problem, and what had been said about the role good health 

communication strategies play in the fight against disease, and stroke in particular.  

 

Adeloye (2014) argued that while stroke was increasingly becoming a challenging public 

health issue in Africa, the non-availability of information had limited research output and 

consequently the response to this burden. This study was likewise intended to add to the 

volume of data that could help avert incidences of stroke in Zambia. 

 

1.2 Situation analysis 

Globally, about 16 million new cases of stroke and 62 million stroke survivors were 

estimated in 2005, with deaths from stroke accounting for 9.7 percent of all global deaths, 

and this is expected to increase to over 23 million new stroke cases and 7.8 million stroke 

deaths by 2030 in the absence of significant global public health response, of which 

awareness is key (Strong, Mathers and Bonita, 2007). 

According to Spark and colleagues, the stroke health challenge has prompted many 

developed countries to make stroke awareness a health priority. The Canada National Stoke 

Foundation, for example, has been cited for holding public sensitization campaigns and using 

various channels to educate people about stroke for many years now. This was after research 

findings indicated that there was limited awareness of stroke symptoms and knowledge on 
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what to do if someone developed any symptoms among the public in that country (Spark, et 

al.,2011). 

Feigin (2014) asserts that the burden of stroke is also increasing in many low- and middle-

income countries (LMIC). And due to high fatality rates and overwhelming resource incurred 

by the health systems, stroke and many non-communicable diseases are now becoming 

targeted public health priorities in these regions too (Chin, 2012). Between 2002 and 2004, 

estimates further showed an increasing prevalence with 8 percent of new stroke cases and 5 

percent of stroke survivors occurring in Africa (Truelsen, 2010). 

Unfortunately, as observed by Walker and other authors, most African countries do not yet 

have recognized national health strategies to successfully address stroke risk factors like 

smoking, alcohol, physical inactivity and unhealthy diets. Furthermore, stroke units where 

awareness on these risk factors could have been raised are rarely available (Walker, et al., 

2013). 

In Zambia, the disease has already had its negative impact on the country, especially on the 

health system, the silent victims and care givers. The Medical Association of Zambia (MAZ), 

in their medical journal point out that, “while the infectious epidemics around us ebb and 

flow, there is an increasing burden of non-communicable diseases. Every day in the 

University Teaching Hospital (UTH), in Lusaka, there are middle aged adults struck down by 

stroke in medical admission wards,”(MoH Annual Health Statistical Bulletin, 2008).  

Another study at the University Teaching Hospital estimated that out of the 1696 patients 

who attended the physiotherapy out patients department in 2004, 33 percent were stroke 

victims, showing high prevalence and disability levels (Chongo, 2005). A subsequent study 

disclosed an increase in the number of stroke patients at the University Teaching Hospital 

outpatient physiotherapy department (Muyanga, 2006). This evidently suggests that the 

incidence of stroke may be higher today, looking at the number of years that have gone by. 

With the given situation, it was therefore imperative that this study focus on assessing 

communications by the Ministry of Health in trying to create awareness on prevention, 

treatment and management of stroke in Zambia. This research was meant to help identify the 

information gaps that existed in this area. Nevertheless, the study focused on communications 

in Lusaka urban due to limitation in time and resources. 
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1.3 Zambia 

Zambia is a landlocked state located in Southern Africa, with an area of 752,614 square 

kilometers (km) and a total land boundary of 5,664 km. Lusaka is the capital city and the 

country is surrounded by eight countries namely; Angola sharing a border length of 1,110 km 

in the West, the Democratic Republic of Congo 1,930 km and Tanzania 338 km in the North, 

Malawi 837km and Mozambique 419km in the East, Namibia 233km, Zimbabwe 797km, and 

Botswana   in the South (Zambia-advisor.com, 2018). 

Figure 1: Map of Zambia 

 

Source: https://commons.wikimedia.org/wiki/Atlas_of_Zambia 

Prior to independence Zambia was called Northern Rhodesia. After attaining independence in 

1964, Zambia’s first president was Dr Kenneth Kaunda. To date, Zambia has had six 

presidents, namely, Kenneth Kaunda, Fredrick Chiluba, Levy Patrick Mwanawasa, Rupiah 

Banda, Michael Chilufya Sata and the current president Edgar Lungu. At the time of writing, 

Zambia has a population of close to 14 million and is considered to be one of the most highly 

urbanized countries in Sub Saharan Africa (ibid). 

About 44% of the Zambian population is concentrated in a few urban areas along the 

transport corridors, while the rural are sparsely populated. The population comprises 
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approximately 72 ethnic groups, most of which are Bantu-speaking. Almost 90 percent of 

Zambians belong to the nine main linguistic groups: Chewa, Bemba, Lozi, Tonga, Kaonde, 

Lunda, Tumbuka, Luvale and Nkoya. Economically, the country is still grappling with high 

levels of poverty, unemployment and high inflation (Wikipedia Foundation Inc., 2018). 

1.4 Ministry of Health profile  

The 2012 National Health Policy (NHP) describes the Ministry of Health as a government 

department mandated to get quality health services as close to the people as possible, 

however, the health sector has also had its own challenges. The current National Health 

Policy is anchored in the Vision 2030 and is hoped to be implemented through successive 

National Development Plans and National Health Strategic Plans. Government has 

committed itself to prioritise among other programmes, primary health care services, hospital 

referral services, human resource development and management, medical supplies and 

logistics, infrastructure development, legal framework and health care financing (ibid). 

According to the 2012 NHP, consideration has been taken by the MoH on emerging health 

issues at both national and international levels such as communicable and non-communicable 

diseases, health systems strengthening, gender equality, globalization and climate change. 

Through this policy, it is envisaged that Zambia will reach the objective of the ‘health for all’ 

principle as adopted by the World Health Organisation, with priority given to the provision of 

free primary health care services to the Zambian citizens.  

1.4.1 The MoH and Non-Communicable Diseases (NCDs) 

In response to the challenges posed by non-communicable diseases, government has, through 

the MoH set up a NCDs Unit at the ministry of health and built a cancer hospital to provide 

specialized cancer management care (National Health Policy, 2012), Furthermore, the 

Ministry of Health Directorate of Disease Surveillance, Control and Research, Non-

communicable Diseases Unit, came up with the Zambian Strategic Plan (2013-2016) on non-

communicable diseases (NCDS) and their risk factors. Most of these NCDs, including stroke, 

have been associated with unhealthy diets, physical inactivity, alcohol and substance abuse, 

while others are associated with biological risk factors, such as heredity and old age. 

The National NDCs Strategic Plan was linked to, and was to be implemented within the 

framework of the National Health Strategic Plan 2013-2016 (NHSP 2013-16) and the Sixth 
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National Development Plan (SNDP) 2013-2016. The main aim of the 2013-2016 strategic 

plan was to reduce mortality occasioned by NCDs in Zambia by 25 percent by 2025, and to 

attain the other 8 targets listed in the Global Action Plan 2013-20 for the prevention and 

control of NCDs (GAP, 2013-2020). It is feared and estimated that in sub-Saharan Africa 

from 2008 to 2030 deaths due to NCDs will increase from a total of 28 percent to 46 percent 

(World Bank, 2011). This was also done because developing countries, Zambia inclusive, are 

currently undergoing an epidemiological transition, from “Communicable or Infectious” to 

“Non-Communicable” diseases (Reddy, 2006).There was consensus that despite the 

sufficient evidence that the burden of NCDs in the country is rapidly growing, with major 

consequences on morbidity and mortality levels, NCDs were still not receiving sufficient 

attention, particularly when compared to communicable diseases (HMIS, Zambia). 

According to findings in this strategic plan, raised blood pressure, hypertension, is one of the 

most common preventable causes of premature death with 7.1 million people dying every 

year as a result of raised blood pressure (Mackay and Mensah, 2013). Consequently, Sub-

Saharan Africa has one of the highest rates of mortality due to stroke (WHO, 2006), however 

diagnosis and management of hypertension in the African region is often problematic 

(Damasceno, et al., 2009). In 2009, a total of 100,700 new cases of hypertension were seen in 

Out-patient Departments (OPDs) at the primary and second level facilities across Zambia, 

while in 2010, 117,997 and 143,862 patients were attended to (HMIS, Zambia). 

In conclusion, it is very important that a stance on stroke is taken because hypertension, one 

of the leading NCDs, results in increased incidence of stroke in Zambia. Therefore, a 

deliberate multifaceted communication strategy is urgently needed to create awareness on the 

risk factors and impact of hypertension and stroke. In terms of research, contributors to the 

NHSP(2013-2016), argue that whilst internationally, significant investment has been made in 

advancing research and development in NCDs, locally the efforts are inadequate and lack 

appropriate coordination, prioritization and use of research findings in policy formulation and 

action planning. Therefore, strengthening of the institutional framework for research, within 

the health sector is critical to support programming of interventions. The full implementation 

and expansion of efforts in this strategic plan from cancer to include stroke is yet to be seen.  
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1.5 Statement of the problem 

It is argued that, Africa, is particularly worst hit by unchecked industrialization and increased 

consumption of western diets, as well as increasing stroke risk factors such as smoking, 

hypertension and diabetes among others (Connor, et al, 2007).Zambia is not spared by the stroke 

epidemic, in 2008, the country’s 3rd Republican President Dr. Patrick Mwanawasa died while in office 

due to recurrent stroke. According the NHSP (2013-2016), Lusaka is the second highest in cases of 

hypertension in the country, making its residents susceptible to strokes. However, in the above 

mentioned strategic plan it is not certain what communication strategies the MoH has put in 

place in creating awareness on the risk factors and management of stroke in Lusaka urban, 

and how effective these strategies have been. 

In previous studies on this subject, the mass media has been identified as pivotal in its agenda 

setting role and in encouraging positive change with regards health lifestyles. However, 

before this study, there was nothing known about how the MoH was utilizing the media, or 

how the ministry intended to use this platform in mitigating the stroke burden. Valente (2011, 

p.531) advises that it is important to assess “who communicates to whom”, and how often.  

Just like other scholars in this field, Mensa asserts that to date, the priorities of many African 

countries remain infectious diseases: mainly HIV/AIDS, malaria and tuberculosis (Mensah, 

2003), and regrets the lack of attention on non- communicable diseases in low income 

countries. According to Guttman (2003), there are many aspects that determine the 

effectiveness of health campaigns being executed, and good communication strategies are 

crucial in curbing the stroke burden. 

Thus, in this research, this student sought to evaluate current health communications by the 

Ministry of Health on stroke awareness in the hope of closing the perceived information gap 

in eradicating stroke. It was important to see if these strategies, if any, were fully operational 

and whether they considered different audience variations and preferences where channels, 

methods, messages and languages of communication were concerned. At the time of this 

research, there had not been any previous study on communications by the MoH to mitigate 

and manage stroke in the nation. 
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1.6 Rationale  

Stroke, which is commonly caused by hypertension and other risk factors already identified, 

has become a major health concern and burden in Zambia. Therefore, this study was 

necessitated by the need to assess the health communication strategies being used by the 

MoH in sensitizing the public about stroke and its risk factors in Lusaka urban. To the best 

knowledge of this researcher, no study has been undertaken in this area in Zambia. 

It is anticipated that the study will be a useful guide to the MoH on the best approach for 

creating awareness about stroke. This education will help the public prevent strokes and 

know how to manage the condition. Consequently, the incidence of stroke and its negative 

impact on the victims and their families, as well as the burden on the health system will 

reduce. Furthermore, the study will help the MoH identify the research and health 

communication challenges that are typical to Zambia in responding to stroke. This document 

also becomes an addition to previous stroke studies, and will serve as the first on stroke 

health communications in Zambia. It will not only maximize opportunities for answering 

urgent questions about this health problem, but will also be an instrument for championing 

strong policy on making stroke a health priority.  

1.7Research Objectives 

The objectives in this study were classified as main and specific objectives as outlined below. 

They served as a tool and guide to help get a correct and specific answer to the research topic 

at hand. 

1.7.1 Main objective of the study 

The main aim of this study was to assess the health communications by the Ministry of 

Health in creating awareness on the prevention, treatment and management of stroke in 

response to the stroke burden in Kabulonga, Kabwata and Chaisa townships, in Lusaka urban, 

Zambia. 

1.7.2Specific Objectives of the study 

(i) To assess the levels of awareness about stroke prevention, treatment and management 

among residents of Kabulonga, Kabwata and Chaisa townships. 
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(ii) To assess the communication strategies used by the Ministry of Health on stroke 

prevention, treatment and management. 

(iii)To generate a report on communication needs for stroke awareness. 

 

1.8 Research questions  

(i) How informed are residents of Kabulonga, Kabwata and Chaisa about stroke 

prevention, risk factors, treatments and management? 

(ii) What communication strategies are being used by the Ministry of Health in creating 

awareness about stroke? 

(iii)What are the communication needs for stroke awareness as perceived by the 

respondents? 

1.9 Scope of the study 

This study focused on communication strategies being used by the MoH in disseminating 

health information about stroke in mitigating the high incidence of this condition in Zambia, 

specifically in Lusaka Urban. In order to determine the existing communication strategies on 

stroke by the MoH, if any, and their impact on the study sample, this research sort to answer 

three questions listed above.  

1.10Conceptual and Operational definitions  

Here the researcher gave definitions, concepts and theories, as well as their application to this 

study.  

1.10.1 Stroke 

The World Health Organisation (WHO) 2014 annual report describes stroke as the 

neurological deficit of cerebral vascular cause that persists beyond twenty-four hours or is 

interrupted by death within 24 hours. In this study, stroke is a health condition which leaves 

its victims temporarily or permanently physically impaired if not interrupted by death as 

pointed out above. 

1.10.2 Communication 

According to McQuail (2005, p.551), communication has many different meanings and 

definitions but the central idea is of a process of increased harmony or sharing between 
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participants on the basis of sending and receiving messages. Communication in this study 

simply referred to the sharing of information between two or more people. There are five 

components of communication that are important to this study (1) the source of information 

(2) the content of the message (3) the person receiving the message (4) the channel and (5) 

the effect of the message to the receiver. 

1.10.3 Communication channels 

A communication expert Davis (1969, p.272) defines a communication channel as a means of 

passing information from a sender to a recipient. He further argues that determining the most 

appropriate channels critical to the effectiveness of communication. In this study, 

communication channels mean the different mediums used to help create awareness about 

stroke, and these include the media and other avenues. Among them is television, radio, the 

internet, newspapers, books, group discussions and one on one interaction. 

1.10.4 Communication strategy 

In this research, this meant a coherent narrative that describes a communications solution to 

the problem of stroke. A communication strategy sets out the nature of the problem or 

challenge, the key considerations in addressing it, the choices that have been made, the key 

drivers of those decisions, the resources required, the stages it has to go through and the 

criteria (GCS, 2012). 

1.10.5 Media 

The word ‘media’ is the plural of a Latin word ‘medium’. Bwalya (2008, p.38) explains that 

medium is a Latin word which means “something lying in the middle or intermediate 

position, a middle way, as something through or by which something is accomplished, 

covered, or carried on, and as the material or technical means for artistic expression”. 

According to Bwalya, the term media also refers to “a media organization, producing and 

sending programmes like a broadcasting station, a newspaper office or a film producing 

company”. He further points out that media are means of transmitting a communication 

message between a source and a receiver.   
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1.11Main Theories  

Every discipline has a body of theories that provide explanations and improves a better 

understanding of a given incident in the field, in this case the stroke phenomenon. This is 

because information does not happen in a vacuum and the adoption of theories “invariably 

facilitates the understanding of issues in the field” (Wimmer and Dominick 2003, p.467).  

1.11.1      Health Belief Model (HBM) 

This model was developed by social scientists at the U.S. public health service in the 1950sto 

help understand the failure of people to adopt disease prevention strategies or screening tests 

for the early detection of disease (Glanz, K, Marcus, L. F. & Rimer, B.K, 1997). The HBM 

suggests that the person’s belief in a personal threat of an illness or disease together with a 

person’s belief in the effectiveness of the recommended health behavior or action will predict 

the likelihood the person will adopt the behavior (ibid). Today the model has evolved to 

address newer concerns in prevention and detection as well as lifestyle behaviors such as 

sexual risk behaviors and injury prevention. “Theory at a Glance: A Guide for health 

promotion practice”, (1997) outlines six key HBM concepts as follows; 

 

 Perceived susceptibility, Perceived severity, Perceived benefits, Perceived barriers, 

Cues to action, Self-efficacy (new on the least)  

 

The HBM has been most-often applied for health concerns that are prevention-related and 

asymptomatic, and according to Conner and Norman (1996) three broad areas can be 

identified that include (1) Preventive health behaviors, which include health promoting (e.g 

diet, exercise) and health risk (e.g smoking). (2) Sick role behaviours, which refer to 

compliance with recommended medical regimens. (3) Clinic use that includes physician visits 

for variety of reasons. Clearly this theory is relevant to reduce risk factors for stroke. 
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Figure 2. Health Belief Model  

 

Source: Medical Care, (1975) Figure 1, p. 12.  

The above illustration theorizes that people’s beliefs about whether or not they are at risk for 

a disease or health problem, and their perceptions of the benefits of taking action to avoid it, 

influence their readiness to take action. Researchers and program planners can select from 

individual-level theories such as the Health Belief Model, which emphasizes beliefs of 

susceptibility and severity of a health problem, and perceived benefits and barriers of taking 

action. This makes the basis of this study because unless the study population is aware that 

they are at risk of suffering a stroke, they may not see the need to take the recommended 

change in lifestyle. Similarly, it is clear that the public needs to be certain about the positive 

results from the recommended lifestyle by the MoH in order to willingly follow it.  

This model however has been criticized for among other things not accounting for a person’s 

attitudes, beliefs, or other individual determinants that dictate a person’s acceptance of a 

health behavior. It also does not consider environmental, economic, social and other factors 

that may prohibit or promote the recommended behavior. 

1.11.2        Agenda setting theory 

The Agenda Setting Theory describes a very powerful influence of media, the ability to 

determine to us what issues are important. Potter (2008, p. 49) refers to media as all mass 

media technologies, including, newspaper, the internet, radio, and television, which are used 

for mass communication, and to the organizations which control these technologies. The 
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mass media, therefore, have been seen to be key in shaping public opinion on different 

pertinent issues. McLuhan (1964, p.23) asserts that these are forms of communication that are 

designed to reach a large audience, therefore vital. 

As far back as 1922, the newspaper columnist Lippmann (1922) was concerned about the 

agenda setting attribute of the media. McCombs and Shaw (1972) investigated presidential 

campaigns in 1968, 1972 and 1976. In the research done in 1968 they focused on two 

elements: awareness and information. Investigating the agenda-setting function of the mass 

media, they attempted to assess the relationship between what the voters said were important 

issues and the actual content of the media which exerted a significant influence on what 

voters considered to be the major issues of the campaign. Griffin (2005) also shows a 

situation where people were given questionnaires to determine what made vital news on 

television. All respondents rated items that aired at news time as important. This is because 

the media attach greater importance to news, and the audience has been fashioned to think 

like that.  

This theory has been used in this study because, as highlighted in it, the use of media has 

been cited by previous research as the key strategy in creating awareness on stroke and 

inspiring positive change. With the introduction of Information Communication technology 

(ICT), the media has even become more effective. Nworgu (2006, p. 89), highlights that ICT 

enables the creation, handling, sharing and distribution of information in the broadcast and 

print media and allows the spread of information to not only be faster, but also cheaper. The 

media also helps assess what people deem important in regard to content and programmes in 

both the print and broadcast media. These two platforms play an important role in influencing 

the public on pertinent issues, not only the general public but policy makers too. Looking at 

our study population which is in Lusaka urban, it is assumed that these respondents are 

exposed to media channels and messages more than other communication tools. Hence, the 

MoH would do well to take advantage of this. 

The downside with this theory is that it mostly takes into account a population that is exposed 

to information communication technologies, and with less or no regard on how the rural 

communities would be sensitized about stroke.  
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1.12 Limitations of the study 

No literature was found on Zambia with regards health communication strides made so far in 

creating awareness on stroke prevention, risk factors and treatment, therefore the researcher 

had to draw insight and lessons from data by scholars outside Zambia, as well as the 2013-

2016 strategic plan on NCDs and 2017-2021 National Health Strategic Plan by the MoH. 

Resources could not allow the research to capture the whole country in terms of study 

population, hence the concentration on Lusaka urban.  

 

1.13 Dissertation organization 

This dissertation is organized as follows; the first chapter gave a detailed background to the 

research problem, the situation analysis, the background of Zambia and the Ministry of 

Health. The same chapter outlined the main research objective together with the specific 

objectives and research questions. These were followed by the statement of the problem, the 

rationale and the scope of the study. Chapter one also covered the Conceptual and 

Operational definitions, the main theories of the study, the limitations, and the document 

organization structure. A comprehensive review and analysis of available literature and 

reviews of some authorities in the area at global, continental and local level was done in 

chapter two. The methodology that entailed the road map to arriving at the desired 

perspective and results to the research questions was discussed in chapter three, and this 

consisted both the quantitative and qualitative data collection methods. In chapter four is 

embedded a comprehensive presentation, analysis and interpretation of data collected from 

the questionnaires that were distributed, the in-depth interviews and from the focus group 

discussion. The main discussion of the research results in relation to the main objective, the 

research questions, literature and theories underpinning the study made chapter five of the 

dissertation structure. Finally, chapter six comprised a well thought conclusion deduced from 

the main discussion, and this chapter also makes appropriate recommendations to the MoH 

with regards the best approach and communication strategy in responding to the incidence of 

stroke in the study area and Zambia at large. 

1.14 Ethical considerations 

This research was not purely medical because no human samples were required from the 

study population. However because the study was health related, the researcher still ensured 

that ethical permission was sort, and that objectivity, confidentiality and ethical consent were 
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the guiding fundamentals. Respondents were informed that this work and their input would 

be entirely for academic purposes. The researcher had it in mind to be objective and practiced 

neutrality in the course of data collection. With regards confidentiality the researcher made it 

a point to protect the participant’s privacy, and this entailed not sharing information given by 

individuals to another person without the permission of the respondent. In the area of 

informed consent the researcher personally explained to respondents the main aim of the 

study and the part they were supposed to play in the generation of data. Issues of 

confidentiality and objectivity were also made clear, and this in turn built their confidence 

and trust in the researcher. Therefore, without coercion or intimidation, and with clear 

understanding of what their part was, they freely gave their responses. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.0 Introduction     

This part of the research paper presents past research related to this study. A very thorough 

systematic review of the published studies on stroke incidence, prevalence, and early case 

fatality in sub-Saharan Africa by Connor and colleagues (Connor, Walker, Modi and 

Warlow, 2007) suggests that age-adjusted stroke mortality and disabling stroke prevalence in 

black people in sub-Saharan Africa is similar to those in developed countries. Therefore, a 

critical analysis of global, regional and Zambian research was made so as to among other 

things; see their findings and recommendations on the best health communication approaches 

in creating awareness on risk factors, treatment and management of stroke and its effects. The 

literature review also meant to help the researcher identify the gaps and strengths in previous 

research. From the researcher’s observation so far, no studies had been done to specifically 

address health communication strategies on stroke awareness and management here in 

Zambia. 

 

2.1 The United Kingdom study on stroke knowledge and awareness 

This study was conducted by Stephannie and colleagues in the United Kingdom and 

published in 2009, it was titled- Stroke knowledge and awareness: an integrative review of 

the evidence. The aim of the study was to ascertain the levels of knowledge about stroke and 

the best channels for each study group. An integrative review of published studies about 

stroke knowledge and awareness was performed by searching online bibliographic databases 

and using keywords, from 1966 to 2008. The studies which were included in this review were 

those that focused on risk factors, signs and symptoms, as well as action and information.  

 

The study noted that many factors contribute to delays in seeking treatment for stroke, but the 

principal factor was believed to be a lack of public knowledge regarding stroke symptoms 

and the need for a rapid response (Evenson, Rosamond and Morris, 2001, pp.65–76). In the 

review, the interventions were different types of public awareness campaigns. The impact of 

the interventions was assessed in terms of the participants’ knowledge rather than looking at 

actual health behavior or other patient outcomes. 
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According to scholars in this study, in communities exposed to television and newspaper 

advertising, the numbers able to name the symptoms of stroke increased significantly from 24 

percent to 27 percent and from 39 percent to 46 percent. In another study cited here, it was 

only the community receiving television advertising where 54 percent of people were able to 

identify two or more symptoms compared with 40 percent elsewhere (Silver, Rubini, Black 

and Hodgson, 2003, pp.1965–1968).  

 

Prior to a stroke screening and education programme, only 59 percent of participants were 

able to recognize signs of stroke, and following the intervention, this increased to 94 percent, 

falling to 77 percent when knowledge was tested 3months later with the number of 

participants who could remember all other symptoms had declined from 100 percent to 79 

percent. This result suggested that awareness campaign will need repeating, with an optimal 

time frame being around 3 months after the delivery of the first part of the campaign. 

 

Those with lower levels of education consistently showed poor levels of stroke knowledge, 

while higher levels of education and upper socio-economic status have also been associated 

with appreciable knowledge about the condition (Alkadry, Wilson and Nicholas, 2005, pp. 

73–92). Older age groups also had poorer knowledge of the risk factors and symptoms of 

stroke, and inadequate risk factor knowledge was more common among African Americans 

and Hispanics (Ferris, Robertson, Fabunmi and Mosca, 2005, pp.1321–1326).This shows that 

age and ethnicity also play a part in stroke awareness levels. 

 

Therefore, improving public awareness about stroke and its symptoms had over the years 

been a key element of the UK Government's National Stroke Strategy, in a country where 

stroke remained a huge health concern. Staphannie and colleagues hoped that their findings 

would be used by the Department of Health in that country in its 3- year campaign aimed at 

raising public awareness of stroke as a guide on how the information should be delivered to 

different groups and how often the message should be delivered, especially to the most at risk 

groups.  

 

The above study is very important because it is in line with the objectives of this study 

evaluating communications by MoH, which calls for ascertaining levels of knowledge about 

stroke among the study public as a determinant of how effective these strategies have been. 
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The researchers noted how levels of information by the public were significantly determined 

by the communication channels and messages they were exposed to, and in this case 

respondents who were exposed to television were more knowledgeable. 

The literature also highlighted how, among other things, levels of education and social class 

could be considered in determining the channels and messages that should be designed for a 

particular target audience. Clearly the need for continuous sensitization could not be over 

emphasized, as seen in the reduction of knowledge 3 months after the campaigns, and this 

definitely paused the question of whether the MoH had incorporated the aspect of repetition 

in the stroke communication strategies. 

Unfortunately, the research mainly focused on awareness of risk factors and symptoms and 

did not say much about communications on treatment and the management of the problem, 

which included information to help survivors and caregivers. However, this literature was an 

eye opener to the advances developed countries, and particularly the UK government had 

made in creating awareness about stroke that could be applied by the Ministry of Health in 

Zambia. 

2.2 The United States of America study on awareness of stroke warning signs  

The study that was done in the United States of America at the Center for Disease Control 

and Prevention in 2001 titled Awareness of stroke warning signs as reported in the Morbidity 

and Mortality Weekly Report 2004; 53(17):359-62. The document asserts that the use of 

communication strategies that enhance awareness of stroke symptoms and increase the 

number of patients who arrive at the hospital in time to be eligible for acute stroke treatment 

is important. However, the study laments the lack of implementation of research findings and 

guidelines on effective use of health communication on stroke. It also notes the absence of 

comparisons that would show which communication elements are the most effective in 

determining the best candidates for widespread sensitization and appropriate channels to be 

used. Scholars here also revealed that despite various studies showing that communication 

and education can facilitate timely and effective care for acute stroke, the problem of late 

presentation has continued.  

The articles reviewed in this study showed a lack of knowledge among the public about 

stroke signs and symptoms, risk factors, and the necessity of calling health emergence toll 

free lines if someone appears to be having a stroke. It also offers some insights into how 
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communication and education interventions have been used to boost awareness of signs and 

symptoms of stroke and to increase communities’ treatment rates for ischemic stroke. Apart 

from this, there was a significant success with behavioral interventions for medical 

professionals and with system changes implemented within hospitals.  

 

In the study under review it was discovered that; 

 Multifaceted efforts that combine multiple communication channels proved to be 

more effective than single-channel communications for reducing patient delays. 

 Television was often cited as the most effective and main source of stroke messages.  

 People at highest risk of stroke had the lowest knowledgeable about stroke warning 

signs and risk factors.  

 Interventions which target medical professional behavior or involve systems-level 

change at hospitals led to significant and sustainable increases in numbers of patients 

receiving timely acute-stroke care.  

 Caregivers, coworkers, and family members needed to know the importance of 

dialing emergence numbers because survivors may not be able to do so when 

attacked. 

This study gave a summary of some of the conclusions from the articles that were reviewed 

as follows; 

The study concluded that patients who received messages from television, radio, or 

newspaper outreach or those who were referred through their physicians significantly reduced 

delay time in getting to the hospital (Alberts, Perry, Dawson and Bertels, 1992, pp.352-356). 

The results led the investigators to conclude that educational efforts can significantly increase 

knowledge about stroke and that such programs should focus on those who are at the greatest 

risk of stroke (Schneider, et al, 2003, pp.343-346). 

In tracking knowledge of the warning signs of stroke, and evaluating the impact of different 

media strategies, the study established that different media channels have different effects on 

different audiences (Silver, Rubini, Black, and Hodgson, 2003, pp.1968-1969). 

 

It was concluded in this article that public recognition of the five major stroke symptoms was 

low and that increasing knowledge of stroke urgency requires education campaigns both to 
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increase awareness among general audiences and to target high-risk persons (Greenlund, et 

al., 2003, pp.315-319). 

 

Like the earlier research, the above findings give this student a broader understanding of 

some of the best approaches that can be applied in reducing the incidence of stroke and 

suggests an effective communication guide in creating awareness in various aspects of this 

condition. However, unlike the UK study, this literature has also indicated efforts to educate 

health personnel about stroke and its complications, as well as how to work with stroke 

survivors and their care givers for better outcomes. 

 

The problem with this study though is that it has not put emphasis on the need for adequate 

support services and information that would help survivors and caregivers come to terms with 

the many social and economic challenges that come with this condition. Yet this data is very 

important to these people because most of the care for stroke patients during recovery is 

home based. The results from the study, therefore, serve as a foundation for analyzing the 

communication strategies of the Ministry of Health on stroke, to see the extent to which some 

of these health communication techniques are being employed and whether they are effective. 

 

2.3 The United States of America study on the health promotion interventions for 

increasing stroke awareness in ethnic minorities 

 

This study is very significant because it focused on stroke awareness among black people, of 

which Zambia is part. Previous researchers have argued that the stroke burden has been seen 

to be more prominent amongst members of black, minority and ethnic communities. Studies 

from the U.S. (Liebson, 2010) and the UK (Gunarathne, et al., 2009) suggest that ethnic 

minorities experience higher stroke risk and incidence and worse outcomes in comparison to 

the general population, due to hereditary, environmental, social and health-system factors.  

According to contributors in this study under review, black minority and ethnic communities 

(BMEs), unfortunately, are believed to experience poorer awareness of stroke symptoms than 

the general population in these countries. It has been noted that ethnic communities seem to 

be affected by cultural barriers, and this calls for tailored health promotion initiatives, 

although the effectiveness of such interventions is still uncertain. This systematic review 
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therefore, aimed at identifying relevant published evidence, synthesize the main study 

components and determine the evidence of the effectiveness of the interventions.  

In order to achieve this, MEDLINE, EMBASE, CINAHL, and PsycInfo were searched for 

journal articles on health promotion interventions for increasing stroke awareness in ethnic 

minorities, published in English between 1995 and 2012. Then the findings were 

comprehensively examined by the authors, an analysis of included studies to identify their 

main characteristics was conducted, as well as a thematic analysis of their content. However, 

due to the heterogeneity of results, no meta-analysis was performed. 

This study is important as it speaks to the main objective and the second specific objective of 

the research this student has conducted (see chapter one), which calls for the assessment of 

the communication strategies the Ministry of Health has put in place in response to the stroke 

burden in Lusaka urban. Its focus on BMEs may also give perspective to the most effective 

approach in creating awareness and tackling the problem of stroke in the African race. 

Authors in this piece of literature see the need to increase stroke awareness in black, minority 

and ethnic communities (BMEs) as a difficult, but vital challenge, required to save lives, and 

justifies the need to look at stroke awareness strategies by the MoH.  

Just like other related studies, this document points out the resultant health system costs 

emanating from stroke-related deaths and disabilities. Given the high stroke incidence in Sub 

–Saharan Africa, this significant financial burden is likely to increase in the future 

(Demaerschalk, Hwang, and Leung, 2010). Therefore, in addition to acting on preventable 

risk factors (Seshadri, et al., 2006), the strategy of increasing stroke awareness has often been 

employed to reduce pre-hospital delays, both in the general population and in BME 

communities. This is to ensure that stroke symptoms are recognized early so that patients 

receive prompt admission, treatment and rehabilitation for better outcomes.  

It is interesting to realise that authors of this paper also agree that initiatives to scale up 

awareness of symptoms of stroke need to be treated as a health emergency. Another review 

referred to in this document showed that awareness of symptoms of stroke is low in the 

general population, and tends to be poorer in ethnic communities (Jones, Jenkinson, Leathley, 

and Watkins, 2010). As a result, stroke awareness improvement has become part of national 

stroke strategies in different countries (National Clinical Guideline for Stroke, 2012). It is 
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highlighted here that such initiatives have been possible through the use of various channels 

and strategies, such as mass media adverts, health education practices and community 

involvement.  

Owing to the growing burden of stroke in BMEs, authors of this document also put an 

emphasis on the need for active, interactive and experiential education initiatives, however, 

only a few gave detail on the educational methods. The most cited methods here included 

interactive multimedia resources, participation in flexible discussion of stroke awareness, 

role-plays and enactment of scenarios by participants (Williams, Desorbo, Noble, and Gerin, 

2012).  Other suggested education methods in this document involved the use of arts and 

music in communities, together with promoting the creativity of participants.  

In longer educational efforts (Williams, et al., 2012), different methods were linked to each 

other and produced positive feedback. One definite successful initiative was the use of 

exercises and assignments to promote involvement of participants in producing health 

promotion materials and spreading the message to their families. For example, in one 

circumstance, students interviewed their parents on stroke awareness and then produced 

information materials accordingly. 

Now Community Based Health Promotions (CBHP) for different ethnic groups have been 

seen as often complex and difficult to plan, implement and assess, hence, the findings here 

are also a basis for recommending the right strategies for stroke awareness in the study 

population of this research. This literature is very important as it was a pioneer systematic 

review on health promotion interventions for stroke awareness in ethnic minorities. The 

review findings also provide a good starting point for researchers and stake holders who may 

wish to further investigate or strategise for health promotion initiatives on stroke.  

However, it would have been more beneficial if authors of this literature also pointed out the 

best way of utilising mass media in responding to the stroke burden. This is because a 

number of studies have argued that many developed countries that have made significant 

strides in creating awareness on stroke, changing attitudes and improving hospital outcomes 

did so through both electronic and print media.  
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2.4 A study on prevention, management and rehabilitation of stroke in low- and middle-

income countries  

It is noted in this review that despite the incidence of stroke reducing in the high-income 

countries (HICs) in the past decades, there is a drastic and significant increase of the 

incidence of stroke in low- and middle - income countries. This research piece suggests that 

the global burden of stroke reflects a pressing need for well-designed strategies to help track 

current trends as well as to curb the projected spread of stroke worldwide, especially in 

LMICs. This is with a focus on cost-effective strategies in LMICs, where evidence on 

comparative cost-effectiveness of stroke prevention and management strategies in is far from 

adequate.  

The high incidence of stroke here was largely associated with old age, urbanization and the 

increasing prevalence of key risk factors, especially in LMICs. The Inter-stroke study, a large 

international case–control study of risk factors for incidence of stroke in 22 countries 

including LMICs, found evidence of 10 significant modifiable risk factors, including history 

of hypertension, current smoking, diabetes mellitus, waist-to-hip ratio, diet risk score, 

physical inactivity, alcohol intake, psychosocial stress and depression, cardiac causes, and 

ratio of apolipoproteins B to A1 (O’Donjel, Xavier, and Liu, 2010). Non-modifiable risk 

factors included hereditary or natural processes like age, gender, and ethnicity.  
 

The main primary preventive approaches for stroke are said to be the promotion and 

maintenance of healthy lifestyle, blood pressure control and guarding against too much salt 

intake, which prepositions people to stroke attacks. It is, therefore, argued that a policy of 

subsidizing and promoting salt substitutes may have potential as a useful tool in reducing 

sodium intake, blood pressure, and stroke incidence in LMICs (Mara, 2014, pp.1268-1269). 

Screening for stroke risk factors has also been seen as important, Congleton and others are 

cited to have reported that Eastern North Carolina in the United States, where previous stroke 

mortality had been 12 percent higher than the rest of the state, saw a decrease in stroke 

prevalence and mortality after approximately 4900 community outreach risk factor screenings 

were conducted between 2007 and 2011 (Congleton, Small and Freeman, 2013).  

https://www.sciencedirect.com/topics/medicine-and-dentistry/cost-effectiveness
https://www.sciencedirect.com/topics/medicine-and-dentistry/case-control-study
https://www.sciencedirect.com/topics/medicine-and-dentistry/hypertension
https://www.sciencedirect.com/topics/medicine-and-dentistry/diabetes-mellitus
https://www.sciencedirect.com/topics/medicine-and-dentistry/waist-hip-ratio
https://www.sciencedirect.com/topics/medicine-and-dentistry/psychosocial-stress
https://www.sciencedirect.com/topics/medicine-and-dentistry/apolipoprotein-b
https://www.sciencedirect.com/topics/medicine-and-dentistry/pressure-control
https://www.sciencedirect.com/topics/medicine-and-dentistry/risk-factor-screening
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And in order to close the knowledge gaps, it has been advised that LMICs need to come up 

with innovative and effective communication strategies to overcome many health system and 

socio-economical barriers, such as their curative, acute-care oriented systems, with limited 

resources and capacity; to improve identification of those at risk; and to develop more 

comprehensive medication formularies on public and private health and pharmacy insurance 

plans. 

This document looks at community education as encompassing all approaches that are 

concerned with screening, raising awareness, health education on risk factors, treatment and 

management, and other health promotion activities conducted in communities, as ways to 

mitigate stroke. A systematic review of peer-reviewed articles published between 1999 and 

2006 on the topic of public education for stroke prevention included 32 studies on 

educational programs. Seven of the educational programs were judged successful using the 

evaluation criteria (Wilson, Beyth and Lin, 2007, pp.874-879). 

Although so far there is no clear definition, it is here pointed out that Digital health, 

sometimes referred to as “eHealth”, “telemedicine” or “m-Health” has become a promising 

field in health promotion. This involves the use of communication technology and new 

information which has also proved to improve clinical decision-making and management 

efforts for stroke survivors and their care givers,  For example, electronic health records, 

which are replacing traditional paper-based health records, integrate and organize patient 

health information so that every health provider involved in a patient's care can have the same 

accurate and up-to-date information about a patient (Bell and Thomton, 2011, pp.50-56). 

It is further argued in this document that the growing global burden of stroke requires 

innovative, effective and widely available strategies for stroke prevention. Mobile 

technologies, such as the recently introduced Stroke Riskometer App, offer an opportunity to 

address these issues (Parmar, Krishnamurthi, and Ikram, 2015, pp.231-244). 

Notwithstanding, there is need for more research on effectiveness and best strategies for 

implementation to harness the potential “eHealth” for stroke prevention and management.  

In conclusion, this piece of literature is very useful because just as emphasised in other pieces 

of literature, the document has pointed out the need for deliberate communication strategies 

for creating awareness on stroke. This is because the absolute number of people annually 

https://www.sciencedirect.com/topics/medicine-and-dentistry/oriented-systems
https://www.sciencedirect.com/topics/medicine-and-dentistry/clinical-decision-making
https://www.sciencedirect.com/topics/medicine-and-dentistry/electronic-health-record
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affected by stroke, living with stroke (prevalence) and dying from stroke (deaths) is 

increasing worldwide. 

 Therefore, the authors here found it imperative that the public as well as health personnel are 

given a combination of information on risk factors, available treatments, management, 

information on support services in place, as well as information with regards the need to treat 

stroke as an emergency. This is why this student sought to find out what communication 

strategies have been organised by the MoH to help educate the public and create awareness in 

all aspect of this health problem.  

However, in as much as the need for information has been hinted, this document has not 

given a clear road map on how the media can be used to enhance communication and 

awareness about stroke. For instance, the media has in a number reviews been cited for its 

key role in the sensitising the public on stroke, yet nothing has been mentioned here about 

this important aspect. It is important that future studies on this topic consider elaborating on 

how countries in the developed world have maximised the use of mass media and other 

health promotion initiatives in response to the stroke burden.  

2.5UK National Stroke Strategy 

The UK National Stroke Strategy was put in place to make sure that services for people at risk of 

having a stroke, people who have had a stroke, and care givers of stroke victims are the best they can 

possibly be in the UK. It has been acknowledged here that strokes have a huge effect on people 

who have them and upon their families and can cause death or disability. According to this 

strategy strokes can also affect someone’s ability to communicate as well as cause physical 

and mental damage. Apart from the above, the financial cost on families and the country at 

large is huge. 

The UK stroke strategy was thus meant to, among other things; 

 Reduce the incidence of Stroke 

 Give information about Stroke and creating awareness 

 Give the right help quickly in emergencies 

 Give the best medical care for better outcomes 

 Involve stroke survivors and their care givers in planning services and to 

 Create stroke networks that will co-ordinate treatment and care for people who have 

had a stroke 
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The main aim of the UK strategy was therefore, to make sure the public and professionals 

understood the risk factors, the symptoms of a stroke, and what to do if someone has a stroke. 

It was likewise meant to ensure that people who had a stroke and their care givers were given 

information on how to manage the condition, and know their role in making decisions about 

treatment and in designing stroke services.  

 

Just as suggested by previous research, the UK Stroke strategic plan put creating awareness 

as on stroke as priority. This was meant to, firstly, help members of the public, health and 

social care staff to be able to recognise the main symptoms of a stroke and know the need to 

treat stroke as an emergency. The document points out the need for the public to be aware of 

the treatments available for stroke, for instance, the need for people who have had a TIA to 

get brain imaging within 24 hours, and other forms of scans immediately, or within 48 hours 

for lower risk cases. It is argued that the first few hours after the onset of stroke are critical to 

the healing and restoration of the victim, hence the need to inform the public. 

 

Secondly, the Strategic plan was designed as a tool to create awareness on risk factors like 

smoking, diet, weight, alcohol and family history. According to the UK Stroke Strategy, 

directors of public health must be in a position to make sure people know how to prevent 

strokes, especially in poorer areas, and target groups at higher risk. Therefore, it was felt that 

information and support should come from the voluntary sector, social services and the NHS. 

This was because promoting healthy living was seen as important in helping to prevent 

strokes, and also reduces National Health Service (NHS) expenditure. 

 

The strategy was equally meant to be a guide for service providers and empowering them 

with information that would help them make sure they have a clear plan for treating people at 

risk of stroke. Health workers must be enlightened about emergence and long-term 

interventions for stroke victims. For example, giving aspirin immediately to people who have 

had a TIA will help their condition. The UK strategy also guides that everyone with 

suspected acute stroke be sent immediately by ambulance to a hospital with a specialist stroke 

unit for quick intervention to minimise the effects of a stroke.  

 

And because stroke treatment, rehabilitation and management calls for a multi-disciplinary 

approach, the UK Strategy advocates for Networks covering 500,000 to 2 million people to 
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look at and co-ordinate stroke services across all aspects of care. Organised networks of 

people and organisations working together are seen to make services better for people who 

have had a stroke, their care givers and people who work for stroke services. This is as 

networks share experiences and planning which are like to result in better and efficient 

services. 

 

In this paper, all hospitals were encouraged to be involved in quality research to check the 

quality of services given to stroke patients and caregivers, and to share knowledge with other 

stakeholders. Chapter 5 in the full-length UK Strategic plan outlines the different kinds of 

national support available to people who run stroke services to help them plan and deliver 

better services. To support this effort, the strategy emphasises the need to raise awareness 

nationally about stroke because many people, both the public and those who work in health 

and social care, do not know enough about stroke.  

 

In conclusion, this paper was useful in that it amplifies the different areas that need attention 

in response to the stroke burden. It highlights the need for the public to know the risk factors, 

treatments and stroke management, as well as the need for health practitioners and service 

providers to be up to date in terms of expertise and rehabilitation facilities. The document 

also supports studies that see the battle against stroke as one that needs a multi-sectoral and 

multi-disciplinary approach. This piece of literature is definitely good example to the MoH 

with regards some of the best initiatives that are key in curbing the rising incidence of stroke 

and its effects. However, the UK Stroke Strategic Plan lacks a clear guide on which media 

communication strategies should be employed in order to educate the public and stakeholders 

on the problem (Retrieved from http://www.dh.gov.uk/stroke).  

2.6A study estimating the incidence and prevalence of stroke in Africa 

The study was conducted by Davies Adaloye in 2009 towards improved policy response and 

management of the disease in the region (Davies Adaloye, 2014). A systematic search of 

Medline, EMBASE and Global Health for original population-based or hospital-based studies 

on stroke was conducted. A random effect meta-analysis was conducted on crude stroke 

incidence and prevalence rates, and a meta-regression-like epidemiological model was 

applied on all data points. The fitted curve generated from the model was used to estimate 

incident cases of stroke and number of stroke survivors in Africa at midpoints of the United 

Nation population 5-year age groups for the year 2009. 

http://www.dh.gov.uk/stroke
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The literature search yielded a total of 1227 studies. 19 studies from 10 African countries 

were selected. 483 thousand new stroke cases among people aged 15 years or more were 

estimated in Africa in 2009, equivalent to 81.2 (13.2–94.9)/100,000-person years. A total of 

1.89 million stroke survivors among people aged 15 years or more were estimated in Africa 

in 2009, with a prevalence of 317.3 (314.0–748.2)/100, 000 population. Comparable figures 

for the year 2013 based on the same rates would amount to 535 thousand (87.0–625.3) new 

stroke cases and 2.09 million (2.06–4.93) stroke survivors, suggesting an increase of 10.8 

percent and 9.6 percent of incident stroke cases and stroke survivors respectively, attributable 

to population growth and ageing between 2009 and 2013. 

The findings of Adeloye’s study suggest that the burden of stroke in Africa is high and still 

increasing. This study provides the first continent-wide estimate of the incidence and 

prevalence rates of stroke in Africa. The estimates were strictly based on a simple statistical 

analysis with appropriate consideration of reported mean ages and sample sizes from 

individual studies. This is another study piece among the very limited available published 

data on incidence and prevalence rates of stroke in Africa, and may help policymakers across 

several African countries institute effective public health response to the growing burden.  

Adeloye saw the need for more research on stroke and other vascular risk factors towards 

instituting appropriate policy, and effective preventive and management measures. He cites 

Walker and colleagues’ report which states that African countries do not have national 

strategies to address smoking, alcohol, physical inactivity and unhealthy diets including 

reducing salt and fat contents of processed foods (Walker, et al., 2013) and stroke units, 

where the awareness on these risk factors could have been raised, are rarely available. The 

high cost of health services in the absence of an effective health insurance schemes and 

adequate resources allocated for stroke prevention and management has also affected 

healthcare seeking behaviour in some African settings (Walker, et al, 2000, p.355). 

Chin (2012, pp.1007-1009) in this study points out that many stroke patients have been 

managed at home due to lack of hospital funds, and even those who manage to get to standard 

health facilities still find challenges arising from poor quality of care, as several studies have 

reported massive gaps exist in the management of acute stroke in Africa compared to many 

high-income countries (Lemogoum, Degaute and Bovet, 2005, pp.95-101). 
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In another study experts reported that reliable data from which evidence-based policy 

decisions can be made are sparse in Africa (Owolabi, 2012). Many have argued that no 

research in Africa can be regarded as an ideal stroke study. An investment in research 

capacity, basically to conduct and fund higher quality research may help raise awareness on 

stroke burden in Africa. An awareness and fair understanding of stroke burden and disease 

pattern in Africa may further prompt appropriate policy response and scale up current 

intervention programmes.  

Compared to the other studies already reviewed, Adeloye has put a lot of emphasis on the 

need for health facilities and more research, like the one this student is conducting, in Africa. 

Nothing much is known about Zambia, and there has not been any mention about it in the 

African studies under review. This probably explains why the incidence of stroke is high in 

this country. It is hoped that after this research, the need by policy makers to consider 

awareness on stroke will be appreciated. However Adeloye’s work does not give a guide to 

what should be done to avert this problem, and this does not answer the question of what 

communication strategies are necessary for stroke awareness, which is fundamental to ending 

the scourge. 

2.7A study on taming the burgeoning stroke epidemic in Africa 

 

This research was done by MO Owolabi, as contained in the West Indian med. 

j. vol.60 no.4 Mona June 2011. Mo Owolabi is a senior Lecturer/ Consultant Neurologist in 

the Department for Medicine at the University College Hospital in Ibadan, Nigeria, West 

Africa. He indicates that stroke is the second leading cause of death worldwide, and the 

leading cause of acquired disability and impaired health-related quality of life in adults in 

most regions. It also adds that, in the countries comprising Sub-Saharan Africa (SSA), the 

epidemic affects a relatively younger population which constitutes the needed workforce to 

power economic growth (Owolabi, Ugoya and Platz, 2009). Owolabi like other scholars notes 

that, the significance of these trends is considerably overshadowed by the attention given to 

the impact of Human Immunodeficiency Virus and other infectious diseases (Owolabi, 

Ugoya and Platz, 2003).  

He further indicates that this scenario is worsened by the 10–90 problems (Owolabi, Bower 

and Ogunniyi, 2007), in which 10 percent of research resources are chasing 90 percent of 
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disease burden and vice versa. And while good-quality data on the epidemiology, prevention 

and management of stroke are rapidly accumulating for economically developed countries, 

particularly over the past decades, there is a lack of reliable data for developing countries 

especially in Africa (Truelsen, 2010). 

Owolabi carried out this systematic review of the existing literature to examine the burden 

and profile of stroke in the WHO Africa region, to try and offer coordinated and responsive 

means of tackling the epidemic. He conducted his study according to the Centre for Reviews 

and Dissemination Guidelines using Pubmed, African Journals On-Line (AJOL) and Google 

Scholar databases. Articles published between 1960 and mid-2011 were included, of which 

abstracts were screened, and every article that might have contained relevant information was 

read in full. It was here observed that the needed data on stroke is very rare in Africa due to 

lack of manpower and research funding.  

According to the above study, a stroke prevalence study conducted in 2001 in Agincourt, 

rural South Africa, found stroke to be the leading cause of adult medical admissions at the 

University College Hospital, Ibadan, Nigeria and the leading cause of medical coma (Obiako, 

Oparah, and Ogunniyi, 2011). In Owalabi’s analysis of several studies from the West African 

sub-region, stroke emerged as the leading cause of adult neurologic admissions, constituting 

up to 65 percent of such admissions (Ekenze, Onwuekwe and Ezeala, 2010). 

In Tanzania, stroke admissions were seen to have increased from 23 per 100 000 in 1935 to 

86 per 100 000 in 1962 (Connor, Thorogood, Modi and Warlow, 2007, pp.172-173). And 

age-standardized incidence rates in Dar-es-Salaam were higher than seen in most studies in 

developed countries. This could be because of a difference in the prevalence of risk factors, 

and as such emphasizes the importance of health-screening at a community level (Connor, 

Walker, Modi and Warlow, 2007, pp.169-178). 

In Ghana, the number of stroke patients admitted per year increased from about 50 in 1960 to 

622 in 1993 and the percentage of total adult medical admissions due to stroke increased 

from less than 2 percent in 1960 to about 12 percent in 1993. In Zimbabwe in 1991, the crude 

incidence of stroke was 31 per 100 000 per year while the standardized incidence was 68 per 

100 000 (Conner, Walker, Modi and Warlow, 2007, pp.169-170). According to Owolabi, it is 

clear that by the 1990s to date stroke admissions to hospital were already escalating in Africa.  
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The study suggests that with urbanization in Africa, and in the absence of effective 

preventive measures, this is likely to lead to substantial increases in stroke incidence and 

mortality. Stroke caused an estimated 52 percent of vascular deaths in Africa compared with 

38 percent of vascular deaths in high-income Europe.  

This research work has appreciably highlighted the prevalence of stroke, not only in one 

country but across Africa. It is certain from Owolabi’s study that stroke has become a health 

giant, and one of the areas of concern is that this condition is now affecting the young and 

productive age. This gives clue that whatever communications techniques will be suggested, 

there should be a component addressing the young generation. 

Suffice to say that appreciating the stroke burden in Africa is very important as it gives 

justification for the call for communication strategies on stroke awareness by many scholars 

in this area. Therefore it was good that Owolabi’s study put most of its energies in showing 

the incidence and how huge the burden is across the continent. This also proves the relevance 

of the study that has been undertaken on the assessment of communication strategies by the 

Ministry of Health on stroke. People, especially policy makers should be preview to the 

extent of this problem and realize that it is a global challenge that needs urgent attention. 

Therefore, there is need to engage serious and prompt communications around the problem in 

order to help the public protect themselves and know how to manage the condition 

effectively. Nonetheless, like Adeloye’s study, the weakness is that Owolabi does not offer 

solutions on how the problem of stroke can be solved or reversed. 

2.8 A study on stroke in developing countries 

This piece of literature was written by Geoffrey A. Donnan as highlighted in the 2011 

International Journal of Stroke; World Stroke Organization Vol 6, April 2011, 97.It is here 

observed that most strokes occur-ring in the world are in developing countries, and that 

projections over the next 30-years, clearly place increases in incidence and mortality from the 

burden of stroke in the developing, rather than the developed world. This is as transition 

occurs from communicable diseases being the major public health problem to chronic 

diseases of aging populations. 

Whereas developing countries are seen to solve one problem and increase the general health 

of their communities, this research article indicates they are being confronted by more 
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chronic health. Donnan asserts that a number of fascinating contributions from the 

developing world highlight the difficulties, which may be encountered in the day-to-day 

management of stroke patients. He particularly points out the letter from Nepalese 

neurologist LekhjungThapa, whose stark descriptions of the plight of stroke patients in a 

developing country were reminiscent of those that many Western countries experienced 30 

years ago. 

 

And while working briefly in Papua New Guinea, where witch doctors were an accepted part 

of medical practice, Donnan was astonished to realise that there were no trained stroke 

physicians, a sad state of play in many countries. This presentation also points out that due to 

the prevalence of stroke and ignorance about this health problem, the World Stroke 

Organisation is making significant efforts to raise stroke awareness and knowledge in 

developing countries, including an extensive teaching program through the World Stroke 

Academy and scholarship programs such as the one held by LekhjungThapa in Nepal.  

 

Undoubtedly the gap between developed and developing countries in terms of prevention and 

management of stroke is very wide. According to the writer of the above article, clearly the 

need for more awareness on stroke is key to overcoming this problem in Africa, just as 

suggested by other researchers. It is also an eye opener to the reason for the strides made in 

this regard by developing countries which is bordering on sensitisation efforts already being 

made by the WSO. There is therefore hope that if the Ministry of Health and other stake 

holders take this route, the incidences of stroke in Zambia will be greatly minimised, and its 

management will improve. Studying the levels of awareness by the public and 

communications around this problem becomes of great essence. This researcher wishes 

Donnan had also categorically itermised the communication efforts by the developed world 

where stroke awareness was concerned. 

2.9A study on the socio-economic impact of stroke on households in Livingstone, 

Zambia 

This was a cross section study that was done in the Zambian town of Livingstone, Southern 

province, by M. Mapulanga and colleagues (Medical Journal of Zambia, Vol. 40, No. 3, 

2013).The study served as an eye opener to the need for education on stroke without which 

problems highlighted herein would be inevitable. Specifically, the study aimed at determining 
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the relationship and role changes in households due to stroke, to verify lost incomes and 

opportunity costs in households due to stroke, as well as to assess the victims' willingness to 

form a stroke support group in Livingstone district.  

Livingstone district has a population of over 103, 288 and 18, 000 households and more than 

50 stroke patients were at the time of the study registered in the Livingstone General Hospital 

register and in the Community Based Rehabilitation register. A cross sectional study design 

was used to collect quantitative data using a self-administered questionnaire targeting the 

stroke victims. Focus group discussion of spouses and caregivers was used to collect 

qualitative data.  

 

Mapulanga and colleagues noted that although the prevalence of stroke in Zambia was 

increasing, its socioeconomic impact had never been evaluated. The Livingstone study meant 

to help households in Livingstone district, to see the impact of stroke and to motivate them to 

form a support group to enrich them both emotionally and psychologically. It was also hoped 

that this document could be used as a reference by the Ministry of Community Development 

and Social Welfare and the Zambia Association for the Physically Handicapped, for the 

inclusion of stroke victims in their programs. 

 

The study findings showed that stroke has considerable impact on victims and households 

socially and economically, which could deter the victim's development as well as the 

household and the nation at large. This implies that if stroke is unchecked, social relations 

could be affected making society socially unfit for any kind of progression or development. A 

condition which affects the productive population also has ability to put households at risk of 

economic setback (Central Statistical Office Report, 2003). 

 

This research demonstrated that the socio-economic consequence of stroke is considerable, 

and thence a deliberate policy on stroke awareness and management should be put in place. 

According to the study, efforts for prevention can be in schools, workplaces and 

communities. It was observed that the highest parameter of prevention is knowledge 

empowerment through education, and health education can be achievable through the media 

and information education communications.  
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The study also noted that management of stroke in Zambia had concentrated more on 

physical rehabilitation. It was thus suggests that social rehabilitation and other aspects be 

included in a multidisciplinary management of stroke because there are multi-dimension 

effects following stroke. For instance, with excellent Occupational therapy, the economic 

impact of stroke can be reduced. Community based interventions in the management of 

stroke are necessary, and it can be expected that under strong social ties and networks, even 

the economic impact of stroke would be lessened. 

 

This study concluded that stroke had very considerable impact on more than half of its 

victims; and the negative effect extends into the victims and their caregivers’ welfare and 

development. This is why it is imperative that an assessment of the communication strategies 

used by the Ministry of Health be done to see if the country is in the right direction in 

responding to the burden of stroke and averting the suffering of its victims. 

 

The greatest strength of this study is how it has clearly revealed the magnitude of the problem 

for which the researcher’s work is hoping to find a lasting solution. It gives this researcher 

even better understanding on how stroke impacts on the family of the victim, giving more 

reason why it should be prevented at all cost. If the affected families are given enough 

information on risk factors, rehabilitation and management, the burden would be lighter and 

chances of recovery and avoiding a second stroke would improve.  

 

Another plus to the study under review is that it is community based and highlights the 

importance of education and sensitization without which more people will be affected. The 

literature also argues that stroke incidence has been worsened by concentration mainly on 

physiotherapy. However, this is far from enough because stroke prevention, rehabilitation and 

management needs a holistic approach where information starts from sensitization on risk 

factors and other aspects highlighted.  

 

On the other hand, the biggest weakness of the study under review is that it gave too much 

emphasis on the outcome or the effect instead of the cause. At the rate this problem is 

growing, it is very imperative that emphasis is put on the thwarting of the risk factors, and on 

the need to increase information on managing the condition. Finally, in as much as there is a 

recommendation to increase awareness, this particular study does not suggest the best 
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information strategies for enhancing public sensitization. The findings should have inspired 

the call for a deliberate policy aimed at mitigating stroke and its effects. It is important that 

stroke messages be tailored towards prevention, helping the survivor and care givers to help 

them cope with the condition and the new life. 

 

2.10 The Zambia National Health Strategic Plan 2017 – 2021 

The National Health Strategic Plan (NHSP) 2017-202 is a buildup on the success of the 

NHSP 2011-2016 with greater prominence placed on selected areas as well as other new 

initiatives being introduced based on emerging needs in the health sector. This strategic plan 

was developed in line with the National Transformative Agenda, with emphasis in this 

particular order: health promotion, disease prevention, and curative and rehabilitative services 

in close-to-client settings. Just as emphasized in the 2012 NHP, in this strategic plan more 

attention will be paid to preventing and treating non-communicable diseases, health 

promotion, social determinants of health, disease surveillance, and enhancing good 

governance.  

This is because despite the positive outcomes of the NHSP 2011-2016 strategic plan, the 

health sector still faces challenges such as the current dual burden of both communicable and 

non-communicable diseases. The NHSP, has therefore, put attempts to promote personal 

Health Practices and commitment to health seeking behaviours, including prevention of 

disease, promotion of healthy practices and early seeking of appropriate treatment and care 

through awareness and education.  

The current NHSP also aims to promote and ensure harmonized and strengthened inter-

sectoral action on health using a Whole Government and Whole Society approach within the 

Health in All Policies framework. The Government of Zambia has, therefore, committed 

itself to establish and strengthen multi-sectorial plans and policies and plans for the 

prevention and control of NCDs, which as at now have significant consequences on 

morbidity and mortality levels.  For instance, in 2016, it was estimated that NCDs caused 

23% of all deaths in the country, with nearly one in five people dying prematurely from these 

conditions, it was further reviewed that 24% of men smoke and more than a third of men had 

hypertension, which has already been identified in previous studies as one of leading risk 

factors of stroke.  
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The NHSP 2017-2021 points out the need for risk factor stratification at the community level 

so that it forms the basis of incidence and prevalence data, which are currently inadequate as 

already observed by this researcher. Furthermore, this strategic plan highlights the need for 

careful identification of the priority interventions in order to promote good health and to 

prevent, control, and manage non-communicable diseases. Apart from that, the document 

calls for diagnosis and case management of non-communicable diseases which is an 

important aspect of health service delivery for the country to successfully reduce the 

associated disease burden. It is also expected that hospital information systems be revised to 

allow for collection of data to show morbidity data that is segregated into uncomplicated and 

complicated NCDs. Also embedded is the need to undertake routine assessment of prevalence 

and incidence of NCDs; develop policies to guide interventions for NCDs; enhance 

community education and awareness, prevention, early diagnosis, and treatment; and revise 

protocols to aid health care workers in prevention, diagnosis, treatment, equipment, drugs, 

and case management of NCDs. 

A key shift in strategy to ensure that nutrition interventions are entrenched in the overall plan 

that addresses diet-related NCDs is also expected. Nevertheless, this strategic plan lament the 

inadequate human resources required to support the country’s NCD needs. In response to 

some these problems, the Government developed the NCD Strategic Plan 2013–2016, the 

National Cancer Control Strategic Plan 2016–2021, oral health standards of practice, and 

NCDs standard treatment guidelines. Despite these efforts, this NHSP indicates that key 

challenges remain and include policy and legal frameworks not clearly supporting reductions 

in NCDs, uncoordinated multidisciplinary approach in control of NCD, inadequate human, 

financial, and material resources for NCD prevention and control, low level of public 

awareness of NCDs and lack of a communication strategy on NCDs. 

Some of the measures in place include (1) Reducing the morbidity and mortality due to non-

communicable diseases by 2021 (2) Improving the policy/legal framework for NCDs (3) 

Reducing the incidence and prevalence of NCDs through enhanced health promotion (4) 

Strengthening and orienting health systems to address the prevention and control of NCDs (5) 

Strengthening and scaling up the diagnosis, treatment, rehabilitation, care, and support for 

people suffering from NCDs (6) Ensuring availability of essential infrastructure, medical 

supplies, equipment, and technologies needed (7) Enhancing leadership and governance for 

the social determinants and risk factors for NCDs.  
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Clearly the Zambia National Health Strategic Plan 2017-2021 acknowledges the high 

prevalence of non-communicable diseases on the continent. The document also highlights the 

need for an urgent and multi-sectoral approach in response to this health problem. However, 

nothing has been said specifically on how the MoH intends to particularly mitigate the rising 

incidence of stroke in Zambia. A national strategic plan like this one should have had a clear 

roadmap on how stroke will be prevented and managed.  
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CHAPTER THREE 

RESEARCH DESIGN AND METHODOLOGY 

 3.0            Introduction 

This chapter elaborates the methods, sampling and the data collection procedures that were 

applied during this study.  

The main aim of this study was to assess the health communications by the Ministry of 

Health in creating awareness on the prevention, treatment and management of stroke in 

response to the stroke burden in Kabulonga, Kabwata and Chaisa townships, in urban Lusaka, 

Zambia. The research questions included; (1) How informed are residents of Kabulonga, 

Kabwata and Chaisa about stroke prevention, risk factors, treatments and management? (2) 

What communication strategies are being used by the Ministry of Health in creating 

awareness about stroke? (3) What are the communication needs for stroke awareness as 

perceived by the respondents? 

3.1 Research Design  

The study design was descriptive and analytical in nature and was undertaken in Lusaka. 

According to Ohaja (2003, p.11), a research design helps in identifying variables and the 

relationship one with the on the structuring of investigation. 

3.2 Study area 

Three locations in Lusaka were purposefully chosen in pursuit to get a representative sample, 

and these included Chaisa representing a high-density population, Kabwata representing a 

middle density and Kabulonga representing a low density population.   

3.3 Study population 

In quantitative survey, questionnaires were distributed to the research area covering the high, 

middle and low-density areas as indicated already, in an effort to get an all-inclusive sample. 

These include Kabulonga with a population of 12,378, Kabwata with 34,202 people and 

Chaisa with 4,445 people.  
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3.4 Study sample  

The total population from the three selected clusters was 51025 whose standard sample size, 

after sample size calculation using the Yamene method was supposed to be 400 

questionnaires. However, due to limitation in time and resources, a total of 120 

questionnaires were distributed to participants in the study area, which is a justified number 

for a case study. 

3.5 Sampling techniques  

This is procedure the researcher chose in selecting the subjects to be included in the study 

sample, a selection of a number of study units from a defined study population. In this case 

the Modified Multi-stage Cluster Sampling was preferred.  

 

3.5.1 Modified Multi-Stage Cluster Sampling       

Stage one 

Lusaka was purposefully chosen because it has a large population of people with access to 

media content and other communication channels. The city is also a good representation of, 

among other things different ethnic groups and different social classes, all of which are key in 

deciding what communication strategies are appropriate in creating awareness. Lusaka also 

happens to be the hub of health communications by the ministry of health and other stake 

holders.  

Stage two 

The low, medium and high destiny areas were selected because literature suggested that class 

had a bearing on awareness levels and access to media content. Therefore, it was important 

that this student verified if the education and social status were variables in the information 

gap that exists and how they affected exposure to information. This also meant to help the 

student determine whether education level and social status had a bearing on people’s ability 

to proactively search for health information, and whether these influenced the selection of 

communication channels. 
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Stage three 

In this stage the student selected streets and roads which were clearly marked and easily 

accessible for easy distribution of questionnaires. A systematic sample of one respondent at 

every second house on the chosen roads was employed. In Kabulonga Sable and Kudu roads 

were chosen, and in Kabwata, Chilimbulu and Dr Aggrey roads were picked. The area where 

the questionnaires were distributed in Chaisa had no properly designated streets and labeled 

houses, therefore the researcher just targeted every second family.  

Stage four 

The student at this level administered a questionnaire to an adult member of the family within 

the targeted areas who could read and respond to the questions therein with understanding. 

This was to help gauge the knowledge or awareness levels about stroke, find out the health 

communication channels the sample was exposed to, and communication needs for stroke 

awareness as perceived by the respondents? 

3.6 Research Methods 

This particular study was done through both qualitative and quantitative methods 

(triangulation). The above approach was an endeavor to have a holistic appreciation of the 

research outcome. Wimmer and Dominick assert that “the use of interviews along with field 

observation and analysis of existing documents suggests that the topic was examined from 

several different perspectives which help build confidence in the findings” (Wimmer and 

Dominick 2003, p.115). 

 

Therefore, triangulation sealed all the gaps that would result in only using either the 

quantitative or qualitative singularly. The two approaches supplemented each other and 

helped to avoid such bias in that each method was used to check the other in that the 

subjectivity associated with qualitative research was minimized by the objectivity in 

quantitative thereby each method validating the findings found from each approach 

(Mugenda and Mugenda, 2003, p. 156). 
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3.6.1 Quantitative survey method  

Questionnaires, 120 in number were administered in each study area, which included 

Kabulonga, Kabwata and Chaisa, however only 102 were successfully completed by the 

respondents. This was intended to help clearly and precisely specify both the independent and 

dependent variables under investigation for a quantitative analysis of data. 

3.6.2 Qualitative survey method 

In-depth interviews 

These are one on one unstructured interviews that can be conducted through various forms of 

media including in person, by telephone and sometimes online. This researcher conducted in-

depth interviews with four key informants in the communications department and stroke 

experts at the Ministry of Health and the University Teaching Hospital (UTH) respectively. 

These are the custodians of information on stroke and are key in curbing this problem.  

Focus group discussion 

A focus group discussion was conducted in order to get firsthand information from victims of 

stroke and some care givers. Seven stroke survivors and three care givers were gathered with 

the help of the UTH to get their views over this research study. After signing the consent 

form and laying down the rules, the student interviewed the participants while being guided 

by a well laid down interview schedule for 60 to 90 minutes. Each participant was given an 

opportunity to freely answer the questions and share their experiences. English and Nyanja 

were used to communicate in order to accommodate participants who were not able express 

themselves in English.  

The oldest survivor was aged 73, the youngest was just 25years, and the average age of 

survivors being 43.The discussion and responses were recorded using a tape recorder so as to 

capture all the data availed, and permission to use the recorder was sort prior to the 

discussion. The interaction helped get multiple perspectives about the question of study in an 

interactive group setting. The main benefit was that such a fora allowed for brainstorming 

among participants which brought out well thought solutions to a given question. 
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3.7 Data collection instruments 

In order to successfully gather information relevant to the study, the researcher used self-

administered questionnaires for the quantitative survey, and for the qualitative survey 

interview guides and a tape recorder were used. 

 

3.8 Data collection techniques 

These are the techniques which were applied in order to get sufficient and satisfactory 

material/data for use in this research, and these were in form of both probability and non-

probability sampling. In this case primary and secondary data collection methods were 

employed by the researcher in order to gather key information in line with the study 

objective. This process took a maximum of three months 

 

3.8.1 Primary data collection  

For the quantitative survey method, the researcher asked the respondent questions from the 

questionnaire and wrote the answers on the spaces provided on the same research tool. This 

is well explained by Deacon and others (2007, p.388), who assert that quantitative survey is 

a vital step to take when using highly formalized research instruments such as a self-

completion questionnaire. This is because the method cannot be easily adjusted in the 

process of data collection due to its non-flexible nature.  

 

In the qualitative survey that included in-depth interviews and the focus group discussion, 

interview guides and a recorder were used, and later the data was transcribed on paper for 

better analysis. Mugenda and Mugenda, (2003, p.155) points out that in this kind of data 

collection information is in form of categorized words, unlike in quantitative survey where 

data is presented in form of numbers. This allowed for detailed responses that gave a better 

perspective and analysis of the issues at hand. 

 

3.8.2 Secondary data collection 

This comprised literature review, where previous research on the subject matter was 

evaluated in order to appreciate the findings by other scholars and see how they relate to the 

main objective of the study. 
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3.9Data sources 

The data was collected from the samples derived from the research population, and these 

consist; 

- Members of the general public. 

- Stroke survivors 

- Care givers 

- Medical experts  

- Communications experts 

- Books, journals, reports and health communication strategies. 

The use of both qualitative and quantitative methods enabled the researcher to easily 

triangulate the finding of the study. This further added to the richness of the information from 

the field which allowed for a detailed analysis of findings.   

3.10 Data presentation and analysis techniques  

To analyse quantitative data collected, the researcher used the Statistical Package for the 

Social Sciences (SPSS) version 20.0. The research instruments were coded for the creation of 

data sheets which would aid the analysis. The SPSS software was then used to analyse and 

describe the collected data through frequency tables, graphs, pie charts, cumulative tables and 

cross tabs. As for qualitative data, content analysis was used after categorizing the answers 

from the open ended questions through selected themes. 
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CHAPTER FOUR 

DATA ANALYSIS AND PRESENTATION OF THE FINDINGS 

4.0 Introduction 

The previous chapter discussed the research design and methodology through which the 

primary data was generated to help address the aim and objectives of this study. Chapter four 

was therefore solely dedicated to data presentation, analysis and interpretation of the findings 

in line with the objectives of the study. 

4.1 Data analysis process for the study 

Questionnaires were sorted and categorized for data capturing during the preparation and 

capture stages. The next stage involved the transfer of data to Microsoft Excel spreadsheets 

for processing and subsequent presentation. The results of the analysed data are here 

illustrated using tables, bar charts and pie charts.  The statistical software programme was 

used to conduct cross tabulations between the dependent and the independent variables.   

4.2 Questionnaire distribution and response rate 

Table 4.2 

  QUESTIONNAIRE DISTRI BUTION 

Action 

taken 

   

1.   Questionnaire distribution 120 

2.   Completed questionnaires  returned 102 

3.   Questionnaires not returned  18 

4.   Completed questionnaires 85% 

 

As indicated in table 4.2, a total of 120 questionnaires were administered in Kabwata, 

Kabulonga and Chaisa with 102 fully answered and 18 not returned. The response rate was 

85 percent, which according to Babbie and Mouton (2001, p.261) is acceptable for such a 

study. 
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In-depth interviews were carried out with 4 keys informants at the Ministry of Health and 1 

focus group discussion was conducted comprising 7 stroke survivors and 3 care givers. 

4.3 Audience Profile 

This section of the chapter was dedicated to the demographic details of the respondents. 

4.3.1. Sex 

From the results depicted in Figure 4.3.1 below, out of the 102 responses captured in the 

survey, 58 (56.9 percent) participants were female, and 44 (43.1 percent) male. This can be 

attributed to the fact that even though the Zambian population generally has more women 

compared to men, the majority of men are bread winners were rarely at home and were 

therefore not available at the time of the distribution of questionnaires.  

 

Figure: 4.3.1 Sex 

4.3.2 Residential area category 

As stated in Chapter three, number 3.1, the survey was conducted in Kabwata, Kabulonga 

and Chaisa. Figure 4.3.2 shows Kabwata as having the highest response rate of 36 over 102 

respondents (35.3 percent) followed by Chaisa with 34 over 102 at 33.3 percent, and then 

Kabulonga with 32 over 102 respondents at 31.4 percent. Kabulonga proved difficult to 

conduct the survey as most times there were no people in the homes forcing the researcher to 

leave the questionnaires with garden boys or maids to give their bosses later. It was observed 

that most residents in Kabulonga are in formal employment and are hardly at home. A similar 

pattern was seen in Kabwata, while Chaisa was easier to gather information from because 

most residents are engaged in business within their localities.  
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Figure 4.3.2 Residential Area Category 

4.3.3 Age 

Figure 4.3.3 below gives a breakdown of percentages of participants in the research sample 

by age. It is evident that the majority of respondents in this study numbering 30 over 102 

were between the age of 21 and 30 years, and they made 29.4 percent. These were followed 

by respondents aged 31 to 40 years 28 over 102 in number and scoring 27.5 percent, and the 

least were participants above 60 years, 10 over 102 at 9.8 percent.  

 

Figure: 4.3.3 Age 

4.3.4 Education level 

The responses were as presented in figure 4.3.4 below; the majority of the participants have 

attained tertiary education and these were 40 over 102 (39.2 percent) of the total participants. 

Those who have only gone up to secondary school were 27 over 102 and came second at 26.5 

percent, third were those with junior secondary education 11 over 102 at 10.8 percent, while 

only 1 person (1 percent) had not attained any education, and the rest were 23 primary school 

leavers at 22.5 percent. 
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Figure 4.3.4: Education level 

4.4 How informed are residents of Kabulonga, Kabwata and Chaisa about stroke 

prevention, risk factors, treatments and management? 

In the second part of this chapter the student started to address the different study attributes 

and results from quantitative, in-depth and focus group responses. This particular section 

meant to show the awareness levels of the study public based on Section B of the 

questionnaire. (See appendix I) It was aimed at finding out how informed the respondents 

were about stroke, the risk factors, treatment and its management. (Section B, questions 5-8) 

The respondents were asked to consider the questions and tick on the answer that they found 

appropriate. 

4.4.1 Stroke  

According to figure 4.4.1 below, participants were required to explain what stroke is. From 

102 responses, 49 over (48 percent) could only describe it as just a health condition. 

Participants who could identify it as a condition caused by brain damage were 29 (28.4 

percent)in second place, and those who related it to a heart attack were 14 (13.7 percent), 

while 2 respondents (2 percent) thought stroke was a health condition caused by a parasite, 

and the rest 8 making (7.8 percent) were not sure what stroke is. It was clear from the 

answers above that in as much as majority of the respondents knew that stroke was a health 

problem; there was still need to give them information on this health condition. 
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Figure 4.4.1  Stroke 

From the in-depth interviews conducted by the key informants, stroke was described as the 

number one brain disease which is in two forms; 

Ischemic stroke caused by a clot, blood circulation is interrupted and part of the brain stops 

working.  

Hemorrhage stroke, when caused by the rupture of a blood vessel/s causing bleeding inside 

the brain. 

The key informants also defined stroke as a health condition that is caused by a blockage in 

the arteries or eruption of a vessel in a major human organ. 

The focus group participants identified stroke as a health condition that came due to brain 

damage and eventually causing paralysis. Two of the respondents also identified it as a 

condition that was caused by a blockage or eruption of a vein taking blood to the brain or 

other vital organ.  

4.4.2 Stroke as a serious concern 

In order to ascertain people’s perception about stroke, assuming that they have been exposed 

to communications by the MoH, the researcher asked the respondents to indicate whether 

they deemed stroke as a serious health problem or not. As highlighted in figure 4.4.2 in this 

presentation, out of the 102 completed questionnaires, 94 respondents (92.2 percent) 

acknowledged that stroke has become a serious health concern. Only 6 (5.9 percent) were not 

sure, while 2 respondents (2 percent) did not see it as a serious health concern. The above 

result, with the majority acknowledging that stroke was a serious health condition agreed 

with the observation in the Zambian Strategic Plan (2013-2016) on non-communicable 

diseases (NCDS), which revealed that stroke had become a serious health burden in Zambia. 
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Figure 4.4.2 Stroke as a serious concern 

In the in-depth interviews with key informants at the MoH, all respondents confirmed that 

stroke had become a serious health concern today, and that Zambia was currently facing a 

dual burden of disease, both communicable diseases and non-communicable diseases. One of 

the key informants said in Zambia unfortunately like other developing countries, stroke 

incidences were very high and the outcome was not very good.  

 

All participants in the focus group responded in the affirmative to this question.  

4.4.3 Risk factors of stroke 

Out of the 102 responses, figure 4.4.3 shows that 26 (25.5 percent) respondents of the study 

population identified worries and stress as risk factors of stroke. At second place were those 

who identified only high blood pressure (hypertension) as a stroke risk factor and these were 

18 (17.6 percent) of the study population sample. Only 15 (14.7 percent) of the participants 

identified all the four risk factors presented which included hypertension, high cholesterol, 

unhealthy eating habits and lack of exercise. The least on the table was 1 (1 percent) who 

could only identify lack of exercise as a risk factor of stroke. According to research, 

hypertension is the leading risk factor of stroke, yet the highest percentage (25.5 percent) of 

respondents missed it and only identified stress and worries. This was a reflection of a serious 

knowledge gap among members of the audience. 
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Figure 4.4.3 Risk factors of stroke 

The four key informants at the MoH cited a combination of genetic, environmental and social 

factors, with hypertension rated as number one risk factor followed by obesity diabetes, high 

levels of fats and unhealthy lifestyles. All the four experts also connected the high incidences 

of stroke to high levels of ignorance on this health condition by the public. High blood 

pressure in Zambia was seen as one of the major causes of stroke; therefore the experts 

emphasized the need for people to take routine checkups for high blood pressure.  

In the focus group, one discussant said stroke was a stress induced disease, while another said 

it was a disease caused by high blood pressure. When probed further on other risk factors of 

stroke, three participants cited diabetes, substance abuse as well as high cholesterol as stroke 

risk factors. Only one participant associated stroke with old age as a potential contributor. 

4.4.4 Treatment for stroke 

The researcher in this study also sought to find out how much respondents knew in terms of 

available treatments for stroke, and as indicated in figure 4.4.4 below, 47 people (46.1 
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percent) the majority of responses, out of the 102 respondents identified physiotherapy as the 

only treatment for stroke. Those who were not sure were 27 (26.5 percent) at second place, 

while only 5 (4.9 percent) could identify all the major therapies and treatments for stroke 

patients. This shows that majority of the study population are not well equipped with 

information on treatments for stroke. After more probing on the same question, the 

respondents said that physiotherapy is the only help they see given to stroke survivors. The 

percentage of those who were not sure of these treatments would be used to explain why 

there are so many stoke survivors who are neglected in the community, with no chance to 

recover from this condition. 

 

Figure 4.4.4 Treatment for stroke 

The key informants in in-depth interviews advised that in order to help a stoke survivor 

effectively, a stroke ambulance, stroke intensive care unit (ICU) and a multiple specialist 
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stroke team comprising of general physicians, a cardiologist, neuro-physician and if 

necessary, neurosurgeon were needed. They suggested that another specialized team 

comprising a speech therapist, a physiotherapist, occupational therapist and a psychologist 

was needed during rehabilitation. One of the stroke experts argued that as at the time of the 

study not everything needed was available, and that speech therapy was the most neglected.  

The majority of participants in the focus group identified physiotherapy as the only treatment 

for stroke while a smaller number mentioned physiotherapy and other therapeutic 

medications. When asked if they knew anything about speech therapy, most participants said 

they did not know any treatment for speech impairment, only one said he was advised to 

chew bubble gum at the hospital. Another discussant said he underwent speech therapy when 

he was hospitalized in England.  

4.5What communication strategies are being used by the Ministry of Health in creating 

awareness about stroke? 

After confirming the knowledge levels of the study population, which gave perspective to the 

effectiveness of the available messages, the third section of this chapter was aimed at 

identifying and assessing the different communication strategies currently employed by the 

MoH in creating awareness about stroke. It was also, therefore, important to find out if the 

respondents acknowledged the role of the Ministry of Health the key source stroke messages, 

and if they were aware of any messages or activities spacifically sponsored by the MoH on 

stroke. Hence, this section covered the source, the channels, availability, frequency, and 

sufficiency of media messages on stroke. 

4.5.1 Is the Ministry of Health key in information dissemination? 

The 102 respondents were in this regard asked if they acknowledged the role of the Ministry 

of Health as the main stake holder in disseminating health information. The answers were in 

four categories as follows; “Strongly agree”, “Agree”, “Neutral”, “Disagree”, and “Strongly 

disagree”. As highlighted in Figure 4.5.1, of the study population, 72 (70.6 percent) of the 

respondents strongly agreed, and 22 (21.6 percent) were those who just agreed, 6 (5.9 

percent) of the study sample were neutral and 2 (2percent) disagreed. The 72 responses 

strongly agreeing that the MoH is key in creating awareness on stroke showed that the 

respondents already knew that the MoH played this role and thus were aware of where to go 

and seek information on stroke. 
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Figure 4.5.1 Ministry of Health information dissemination 

The key informants in in-depth interviews also acknowledged that the Ministry of Health was 

key in the dissemination of health messages on stroke. One of them said the ministry could 

however do better, especially in being more proactive than reactive on this issue. 

All the ten respondents in the focus group strongly agreed that the ministry was the main 

stakeholder in health communications.  

4.5.2 Messages sponsored by the Ministry of Health 

In the survey the respondents were also asked if they were aware of any stroke awareness 

messages specifically sponsored by the Ministry of Health. According to the results in figure 

4.5.2, out of the 102 participants, 90 (88.2 percent) said they had not seen stroke messages 

sponsored by the Ministry of Health. Those who said they have seen information on stroke 

sponsored by the ministry of health were only 9 (8.8 percent), while 3 (2.8 percent) of the 

study population was not sure. This was a clear indication that the MoH had not yet put 

stroke as one of the priority areas with regards health communications. 

 

Figure 4.5.2 Messages sponsored by Ministry of Health 
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The key informants in the in-depth interviews acknowledged that nothing much had been 

done in this area in terms of awareness messages, except the strategies being put together in 

response to stroke. 

Members of the focus group were equally not aware of any health messages on stroke 

sponsored by the Ministry of Health. 

4.5.3 Activities sponsored by the Ministry of Health 

In the same manner, respondents in the survey were asked if they had attended any activity 

organised by the ministry of health on stroke. Figure 4.5.3 indicate that 101 (99 percent) of 

the respondents had not attended any such activity, while only 1 (1 percent) said they had 

attended an activity sponsored by the ministry of health on stroke. This suggested that the 

Ministry of Health either had not yet put in place impactful strategies or activities, for 

instance health visits discussing stroke in townships to reach the public with this information, 

or if it had done so, people were not aware of this. 

 

Figure 4.5.3 Organized stroke activity by Ministry of Health 

In the in-depth interview it was revealed that the issue of stroke was now receiving attention 

and all hospitals had been directed to have clinical meetings to sensitize health workers on 

the importance of stroke. The researcher was informed that the MoH had started prioritising 

stroke sensitization and advocacy. 

 

None of the members of the focus group had attended an activity organized by the ministry to 

discuss stroke. 

 

 

 

.0

50.0

100.0

Have you ever attended any activity
organised by the Ministry of Health to

discuss stroke?

1.0%

99.0%

Yes

No



55 

 

4.5.4Media messages on stroke 

The 102 respondents in the quantitative survey were asked if they had seen any messages on 

stroke in the media. As shown in figure 4.5.4 where 77 (75.5 percent) of the population under 

study said they had never seen any messages in this regard, while 20 (19.6 percent) only 

remenbered seeing such messages once in awhile. Those who said they saw such information 

once a month were 4 (3.9 percent) of the respondents and only 1 (1 percent) acknowledged 

seeing information on stroke in the media once a week. The results suggest that there was an 

absense of the relevant health messages or deliberate utilisation of the media to create 

awareness on stroke. 

 

Figure 4.5.4 Media messages on stroke 

The key informants asserted that there had been no messages in the media on stroke. The 

experts said that feedback from the public such as expected from the Masters study was 

useful for reference in planning.  

All participants in the focus group, except three claimed not to have seen any information on 

stroke in the media. Two of the three who answered in the affirmative, said they had seen a 

discussion touching on stroke in the media only once. The one who underwent speech 

therapy in England, among the three said he only saw information in the media while he lived 

abroad where people were often warned about the signs of stroke, and what to do in case 

someone gets attacked. 

4.5.5 Media channel with stroke information 

For more clarity on the source of information for those who acknowledged seeing messages 

in the media, the researcher askedthem which media channeldisseminated information on 

stroke. This of course did not apply to the 77 (75.5 percent) of the study population because 

they had not been exposed to any stroke messages. Majority of the respondents associated  
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the information to ZNBC television, and ZNBC radio, while a small number said they got the 

information from from Hot FM radio and the Zambia Daily Mail.  

Communication experts said currently “Your Health Matters”, “Doctor on Air” and “Help me 

Doctor” are some of the health programmes airing on ZNBC. They also mentioned that the 

ministry has other scheduled radio programmes on some community radio stations as tools 

for health messages. The researcher was told that everything was being done to deal with the 

weaknesses in the communication strategies being used in order to improve awareness 

efforts. 

In the focus group discussion one participant said he once saw a discussion  on ZNBC’s 

“Doctor on Air” programme, while another watched on ZNBC’s TV2 channel on a 

programme dubbed “Morning Live”. On further questioning on the source of their current 

knowledge, the ten participants said the information they had on prevention of second strokes 

and management came from doctors at health centres.  

4.6What are the communication needs for stroke awareness as perceived by the 

respondents? 

This section was aimed at helping the MoH identify the communication needs for stroke 

awareness in Lusaka urban by bringing out preferences in terms of communication channels, 

methods, language, and information to be provided, as well as perceived weaknesses in the 

current MoH communication strategies. This was based on section D of the questionnaire 

(See Appendix I question 14-18). The section was on strategies preferred by the audience. 

This would be additional knowledge to the stroke communication needs suggested in 

literature review, which highlighted that stroke messages should be tailored in a way that it 

appeals to different social groups. 

4.6.1 Suggested channel of communication for stroke 

Respondents were here asked to write down the channel of communication they thought 

would be best to use in sensitizing them on stroke. Out of 102 respondents, 36 (35.3 percent) 

said television is the best channel. These were followed by those who preferred radio and 

those who preferred door to door outreach scoring 20 (19.6 percent) respectively. In third 

place were 12 (11.8 percent) of those who said social media was the best channel of 

communication. Only 1 (1 percent) participant who thought a combination of Brochures, 
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Posters and Pamphlets were the best option as highlighted in figure 4.6.1. This could be 

because at the time of the study most households in Lusaka had television sets, and realizing 

that today television was no longer limited to a house setting, people watch television at 

work, in business places, in hospital wards, and on phones, to mention but a few. 

 

Figure 4.6.1 Suggested channel of communication for stroke 

The keys informants also cited the media as number one channel for health communications 

and stated that Mobile phones, Face book and WhatsApp were already being utilised by the 

ministry currently for outreach and interaction with media personnel.  

According to the focus group, the media, both electronic and print were seen to be best for 

disseminating health messages. Community radio like Maria and Komboni radio were cited 

as useful especially in reaching out to rural populations and townships. Others advised that 

information on stroke be incorporated in news bulletins, fliers and all that could be used to 

enhance sensitization. 

4.6.2 Preferred method of communication 

It is clear from figure 4.7.2 that media discussion programmes were the most preferred 

method of communication in this study  by 38 (37.3 percent) of the 102 study sample. The 
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second preference was documentaries and community discussions which each stood at 14 

(13.7 percent) of the respondents respectively. In third place were adverts preferred by 11 

(10.8) and least preferred by only 2 (2 percent) were those who chose a combination of 

documentaries and community discussion. On further probing the respondents said this was 

due to the interactive nature of discussion programmes, where viewers or listeners had an 

opportunity to ask the discussants questions during the programme for clarity. 

 

Figure 4.6.2 Preferred method of communication 

The key informants said in as much as media discussion programmes were good, adverts and 

dramas were very effective in health information dissemination as well. They said that one on 

one chats with doctors had yielded good results too, however such interpersonal 

communication was sometimes hindered by congestion. One expert also cited books, fliers 

and brochures as helpful. One of the experts pointed out that, educating children in schools 

about stroke was of great importance and that this should also start with parents at home who 

should mind the kind of food they pack for their school going children.  
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According to the respondents in the focus group, a combination of methods would be a good 

means of reaching out to a diverse public. They also suggested that the Ministry of Health 

uses media discussion programmes, as well as road shows to create awareness. Sensitization 

in schools, churches, and in communities using opinion leaders and drama for those who 

were not educated, were suggested as useful methods for creating awareness on stroke. 

4.6.3 Preferred language of communication 

In order to communicate effectively, the aspect of language cannot be ignored by formulators 

of a communication strategy on stroke. For this reason the study sample was also asked to 

indicate their preferred language of communication.  As outlined in figure 4.6.3, the majority 

respondents 47 (46.1 percent) would rather be communicated to in English, while 30 (29.4 

percent) said they preferred Nyanja. Some respondents wanted a combination of English and 

Nyanja, and others preferred a combination of English and Bemba, with each scoring 7 (6.9 

percent) respectively. Meanwhile a combination of English and Tonga was last and only 

chosen by 1 (1 percent) of the participants. It was not surprising that majority respondents 

would choose English because the study was done in urban Lusaka, a population with 

appreciable literacy levels.  

 

Figure 4.6.3 Preferred language of communication 

The Key informants shared the same view that information on stroke should be packaged in 

all languages where possible, and that the Ministry of Health was working on achieving that 

for all health communications. 
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The Focus Group said all languages should be considered when disseminating information on 

stroke. 

4.6.4 Information respondents suggested should be included in messages on stroke 

In order to give perspective to which messages the 102 respondents felt should be included in 

the Ministry of Health stroke communication strategy, they were asked to mention their 

preference in this regard. As shown in figure 4.6.4, 92 (90.2 percent) of respondents desired 

to see information explaining what stroke was, the risk factors of stroke as well as 

information on the prevention, treatment and management of stroke. 6 (5.9 percent) said they 

just wanted information on the prevention, treatment and management of stroke. The lowest 

response was one person who just wanted information explaining what stroke was, and 

another who did not respond making 1 percent each. Clearly the result showed that people 

wanted to know everything about stroke in order to protect themselves and know what to do 

in the event that they were victims. This is important for information on treatment and 

management of the illness. 

 

Figure 4.6.4 Information respondents suggested to be included in messages on stroke 

The key informants at the Ministry of Health said the public needed to know what factors 

predisposition people to stroke attack. They cited the importance of checking and managing 

blood pressure and sugar, a healthy lifestyle in terms of what one eats, drinks and maintaining 
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physical fitness. Also vital was information on the treatments and management of stroke. One 

of them argued that a lot of people knew about high blood pressure, but they didn’t appreciate 

the risk that goes with uncontrolled high blood pressure.  

4.6.5 Perceived weakness of the Ministry of health communication strategies 

To help the Ministry of Health strengthen its health communications, it was felt imperative to 

find out from the respondents what they thought was the biggest weakness in communication 

strategies of the Ministry of Health in their efforts to sensitize the public about their health. 

As highlighted in figure 4.6.5, of the 102 respondents, 31 (30.4 percent) said that the Ministry 

of Health does sensitization of the public more on communicable diseases (rather than non-

communicable diseases such as stroke), while 18 (17.6 percent) of the participants were of 

the view that the MoH only started sensitizing when a health problem had already become a 

hazard. At third place were 16 (15.7 percent) representing those who said the ministry rarely 

does community health education, and 6 (5.9 percent) comprised respondents who were not 

sure. The result implied that the MoH had to a great extent neglected the non-communicable 

diseases, and was more reactive than proactive in health communications. This scenario if not 

corrected could perpetuate the burden of stroke in Lusaka urban. 
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Figure 4.6.5 Perceived weakness of the Ministry of health communication strategies 

All the four key informants pointed out that the ministry of health had not done any active 

information dissemination with regards to stroke, compared to awareness on diseases like 

cancer. They reiterated that the MoH had noted the rising incidence, and hence the need to 

gear up on educating the public on the risk factors of stroke. 

The focus group members mentioned the over concentration on creating awareness on 

communicable diseases and neglecting non-communicable diseases as the major problem of 

the Ministry of health. The group suggested a balance between the two. 

4.7Cross tabulations of important dependent and independent variables 

4.7.1 Introduction 

In this section of the analysis process the researcher attempted to find out whether any of the 

independent variables had a significant effect on the dependent variables in the study, for 

instance, if the education of a respondent determined their choice of communication language 

channel of communication. This was achieved by using the statistical package to produce 
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cross tabulations of the results. The following observations should be able to give insight into 

the different communication needs for various groups. 

4.7.2 Residential category against stroke awareness and communication needs.  

Here the researcher sought to understand if there was any relationship between the responses 

and the area of residence of the participants. On the question of identifying stroke, the highest 

response out of 102 participants was 49 (48 percent) of those who said they just knew it as a 

health condition as seen in figure 4.4.1. After cross tabulation, table 4.7.2 clearly shows that 

residents of Kabwata and Chaisa made the majority of the respondents of those who knew 

nothing much about stroke, except that it was a health condition. Therefore people in the 

above residential areas must be helped to understand what stroke is and its facets. 

While figure 4.4.3 indicates that the majority participants 26 (25.5 percent) associated stroke 

to worries and stress, table 4.7.2 shows that most of these reside in Chaisa. From this was 

evident that people of Chaisa needed more sensitization on stroke risk factors. In terms of 

treatments, the highest number of respondents which stood at 47 (46.1 percent) identified 

physiotherapy as the only treatment for stroke as shown in figure 4.4.4. However, the table 

below shows that majority of these respondents, who were not aware of other treatments 

apart from physiotherapy, were from Kabwata and Chaisa.This justified calls for the MoH to 

educate the people in these two study areas on other available treatments because these were 

key in improving hospital and home care outcomes. 

Television was chosen as most preferred channel of communication by 36 (35.3 percent) of 

the respondents according to figure 4.6.1, however, the breakdown on the table below shows 

that the majority of those who picked television as the best are residents of Kabulonga and 

Kabwata. This could have been because Chaisa is a low income area where not too many 

people would afford a television set, hence, other tools of communication must be employed 

in Chaisa. The same could be said about the most preferred language of communication by 

majority of respondents which was English by 47 (46.1 percent) of the participants according 

figure 4.6.3. Yet the table below indicates clearly that only two of the 47 respondents here 

were from Chaisa. This result suggested that in order to effectively communicate to this study 

population, local languages would be best. 
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Question 

 

Highest response 

Residential Area Category 

Kabwata Kabulonga Chaisa 
Over 

all 

What is stroke? Just a health condition 23  2 24 49 

7. What are the risk 

factors of stroke 
Worries and Stress 8 2 16 26 

10. What are the 

available treatments  
Physiotherapy  19 9 19 47 

14. Which channel is 

most effective? 
Television  14 13 9 36 

16. What is your 

preferred language? 
English 22 23 2 47 

 

Table 4.7.2 Responses by residence 

4.7.3 Age against stroke awareness and communication needs.  

This cross tabulation was to see if the age of the 102 respondents had a bearing on the 

awareness levels. Out of the 49 (48 percent) of those who had no other knowledge except that 

stroke was a health condition, table 4.7.3 highlights that the study population between the age 

of 21 and 40 made the majority of these respondents. Unfortunately this young and 

productive group had been seen as the most affected by stroke, making it important for them 

to have a clear understanding of the condition. There was no significant variation by age on 

identifying the risk factors. However, the 47 (46.8 percent) that could only identify 

physiotherapy as the treatment for stroke came from the same age group between 21 and 40. 

This was of concern because this age group is at highest risk, yet the levels of ignorance on 

what stroke is and the available treatments were poor, hence the need for adequate 

information on all the treatments available for stroke. 

It was also been confirmed through this cross tabulation that of the people who picked 

television as their preferred channel of communication, respondents aged between the age of 

21-30 and 31-40 years were more than those aged 41 years and above. In the same manner, 

among the 47 respondents who preferred English as language of communication, 32 
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participants were from age 21 to 40. The result suggested that in order to reach out to this age 

group with stroke messages, television and English would be most effective as the main 

channel and language of communication. Another indication was that vernacular and other 

communication channels must be considered when sensitizing other age groups.  

 

 

Question 

 

 

Highest response  

Age 

 21-30 

years 

31-40 

years  

41-50 

years 

51-60 

years  

Above 

60 

Over 

all 

5. What is 

stroke  Just a health condition 
11 14 6 12 6 49 

 

7. What are the 

risk factors Worries and Stress 

7 7 5 5 2 26 

 

10. What are 

the available 

treatments Physiotherapy 

11 19 8 6 3 

   47 

 

14. Which 

channel is most 

effective? Television 

7 13 7 4 5 36 

 

16. What is 

your preferred 

language? English 

21 11 6 4 5 47 

 

Table 4.7.3 Responses by Age 

4.7.4 Education level against stoke awareness and communication needs. 

This particular cross tabulation was intended to gauge to what extent ones education level 

contributes the knowledge levels about stroke. As seen in table 4.7.4, of the 49 (48 percent) 

majority of those who only know stroke as just a health condition, 40 respondents were below 

tertiary education. On knowledge about risk factors, table 4.7.4 indicates as well that those of 

the 26 (25.5 percent) respondents who associated stroke with only stress and worries, 21 of 

them were below tertiary education. Clearly this could be partially explained by the 

observation made with regards current sources of health information, all of which were said 

to have been communicating in English, thereby leaving out the uneducated. Interestingly, 

there was no significant variation in terms of knowledge about treatments against education 

level.  
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The table below also confirmed that in terms of preferred channel, of the 36 (35.3 percent) 

majority responses that chose television, 24 of them were above senior level. With regards 

language of communication, out of the 47 (46.1 percent) of the majority respondents, 44 

participants with high education at senior and tertiary level made the bulk of those who chose 

English. This served as a guide on what channels and language should be used to people of 

varying education levels, and preferably television and English for people with senior and 

higher education. 

Question Highest response 

Education level 

Nil Primary 
Junior  

Sec 

Senior  

Sec 
Tertiary  

Over 

all 

5.What is 

stroke  
Just a health condition 

1 18 7 14 9 49 

8.What are the  

risk factors 

 Worries and Stress 

1 11 3 6 5 26 

10. What are 

the available 

treatments  

 Physiotherapy 

0 13          7       14 13 

47 

14. Which 

channel is most 

effective? 

 Television  

0 6 6 12 12 36 

16. What is 

your preferred 

language? English  

0 0 3 16 28 47 

 

Table 4.7.4 Responses by Education l 
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CHAPTER FIVE 

DISCUSSION OF FINDINGS 

5.0 Introduction  

This chapter discusses the findings of the study, as they relate to the literature review and 

theories. 

5.1 Research question one 

5.1.1 How informed are residents of Kabulonga, Kabwata and Chaisa about stroke 

prevention, risk factors, treatments and management? 

The researcher felt that testing the knowledge levels of the public about stroke would be a 

good determinant to whether the MoH had deliberate strategies on stroke awareness, and 

would help gauge the impact of their messages. In order to achieve this, the participants were 

asked to answer the following; (1) What is stroke? (2) Do you think stroke has become a 

serious health concern? (3) What are the risk factors of stroke? And (4) What treatments are 

available for stroke.  

 

Out of the 102 participants, 49 (48 percent) could only identify stroke as “just a health 

problem”, and this shows the need for the public to be given more information about stroke. 

Only29 (28.4 percent) of the participants gave the right answer and identified stroke as “a 

condition caused by brain damage”, which is actually the major cause of a stroke. And only 2 

(2 percent) said it was “a health condition caused by a parasite”. A cross tabulation was done 

to determine if there was a correlation between education level and the knowledge levels 

about stroke. It was discovered that 40 respondents out of the 49 (48 percent) who identified 

stroke as “just a health condition”, without clear understanding of what caused it, were all 

below tertiary education.  

 

The above result suggested that there was more ignorance about stroke among respondents of 

low education. This is in line with previous research which clearly indicates that those with 

lower levels of education consistently show poor levels of stroke knowledge, while those 

with higher levels of education and upper socio-economic status have been associated with 

appreciable knowledge about the condition (Alkadry, Wilson and Nicholas, 2005, pp. 73–92).  
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Stroke experts in the in-depth interview in Chapter four defined stroke as a condition that 

comes because of a blockage or rupturing of a vessel taking blood to a vital organ, which 

could be the heart but largely the brain. However, from the above percentages less than half 

the population under study (28.4 percent) knew what a stroke is. Now, if people do not have 

adequate information about stroke, they cannot take appropriate action for better health 

outcomes (Evenson, Rosamond and Morris, 2001, pp.65–76).  It is therefore imperative that 

the MoH sensitises the public and explains what a stroke is, as well as the cause and gravity 

of this health condition. 

 

In responding to whether stroke is a serious health condition that people should guard 

themselves against, 94 (92.2 percent)out of 102 respondents answered in the affirmative with 

only 2 (2 percent) saying ‘no’. It is good that the study population is aware of the negative 

impact of stroke, because the Health Belief Model (HBM) in Chapter one suggests that 

people who already have a health belief threat, easily adopt recommended behaviour as long 

as they believe in the effectiveness of that behaviour or action. 

 

On the question of risk factors, 26 (25.5 percent) of the participants associated stroke to 

“worries and stress”, followed by 18 (17.6 percent) of those who identified “hypertension” as 

the only risk factor of stroke. Only 1 (1 percent) respondent said “lack of exercise” is a risk 

factor of stroke. Previous research asserts that Africa bears the greatest burden of 

hypertension, which is the strongest and most common modifiable risk factor for stroke 

(Global Health Observatory, 2017). Unfortunately, from the results above, the majority of the 

study population incorrectly thought that worries and stress were the main risk factors. 

 

This is an indication that people are not well informed on this aspect and more education is 

needed so that the public takes the right steps in preventing high blood pressure, and other 

risk factors of stroke. Diabetes, for instance, is also a well-recognized independent risk factor 

for stroke (Goldberg, 2000), and it has been shown that tight control of blood glucose can 

substantially reduce the incidence of stroke (Diabetes Care, 1997). 

 

It is important also to note that there is need for the MoH to pay more attention to creating 

awareness among youths, and tailor makes messages targeting the youth. Owolabi and 

colleagues argue that despite the proposition that increased stroke occurrence is linked to 
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gains in longevity on the continent, people of African descent clearly experience strokes at a 

younger age, and have worse outcomes (Owolabi, Ugoya and Platz, 2009). In Africa, this 

happens to people 10 to 15 years earlier than in developed countries (Walker, 2003).  

 

Interestingly, in the cross tabulations a relationship between knowledge about risk factors and 

education level was also confirmed. Table 4.8.3 indicates that out of the 26 (25.5 percent) 

respondents who associated stroke with only stress and worries, 21 of them were below 

tertiary education. The International Society of Hypertension estimates that up to one half of 

all strokes could be prevented through risk detection and management (International Society 

of Hypertension Writing Group, 2003). Therefore, sensitization to the illiterate must be a 

priority. 

 

The Health Belief Model (HBM) equally suggests that the person’s knowledge of a personal 

threat of an illness or disease, will predict the likelihood that the person will adopt 

recommended lifestyle. This theory has been most-often applied for health concerns that are 

prevention-related among them, hypertension screening. Therefore, a well thought 

communication strategy that will inform the public about the negative impact of stroke, risk 

and the recommended lifestyle is very important. 

In answering the question of what treatments are available for stroke, the largest number of 

respondents 47 (46.1 percent) identified physiotherapy alone as the treatment for stroke, 

while 27 (26.1 percent) were not sure of the available treatments. Only 1 (1 percent) of the 

participants mentioned at least three treatments that include physiotherapy, speech therapy 

and occupational therapy. This picture is worrying because the majority of the sample did not 

know the other available treatment and interventions apart from physiotherapy. The above 

scenario obviously portends bad outcomes in terms of healing for stroke patients because the 

public can only seek medical interventions they are aware of. 

The responses and levels of ignorance on what stroke is, risk factors and available treatments 

under the first objective suggest that there could be no communication strategies by the MoH 

in responding to the stroke crisis. And if there are any interventions, the results are signifying 

that the current strategies may not be as effective. The Health Belief Model (HBM) asserts 

that if people are not aware of the real danger, they may not put any measures to protect 

themselves. Therefore, stroke messages are urgently needed as a solution for alleviating this 
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health problem in Africa, which appears to have the highest incidence, prevalence, and case 

fatality rates of stroke (Ezejimofor, et al. 2017). 

The key informants in in-depth interviews confirmed the lack of strategies specifically on 

communications around stroke, even though efforts are being made to improve in response to 

this health burden. The communications and stroke experts reiterated that information 

dissemination is key, especially that Zambians generally have poor health seeking behaviour. 

Members of the focus group also noted the absence of deliberate action against stroke. Two 

of them argued that if they had information on stroke before they got sick, they would have 

avoided this health problem. 

 

Similar to findings from the Lusaka survey, there were calls for sensitisation in the literature 

reviewed where education on stroke risk factors, treatments and management using different 

channels and methods was seen as a means to winning the battle against stroke(Schneider, et 

al, 2003, pp.343-346).In another study it was discovered that population-based strategies 

aimed at shifting the levels of risk factors to lower values in the entire population were likely 

to lead to a substantial reduction of the global burden of stroke and other cardiovascular 

diseases (Rose, 1992).  

The United States study at the Center of Disease Control and Prevention (2001), also pointed 

out the importance of public education on stroke and offered insight on how communication 

and education interventions have been used effectively to boost awareness levels on stroke 

and to increase the treatment rates. This was after realizing that public recognition of risk 

factors and major stroke symptoms was low, and the conclusion was that increasing 

knowledge on stroke required education campaigns targeted at both the general public and 

those at high risk. 

 

5.2Research question two 

5.2.1 What communication strategies are being used by the Ministry of Health in creating 

awareness about stroke? 

In order to assess the communication strategies used by the Ministry of Health in creating 

awareness on stroke, respondents in the quantitative survey were asked the following 

questions; (1) Is the MoH key in the dissemination of stroke messages? (2) Are you aware of 

any stroke messages specifically sponsored by the MoH? (3) Have you ever attended any 
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activity organized by the MoH to discuss stroke? (4) How often do you see messages on 

stroke?  

 

On the question of whether the MoH was key in the dissemination of health messages, the 

categories of responses ranged from (1) “Strongly agree”, (2) “Agree”, (3) “Neutral” (4) 

“Disagree” and (5) “Strongly disagree”. The highest number of respondents 72 (70.6 

percent), strongly agreed that the Ministry of Health is the main stake holder and source in 

the dissemination of health information. Only 2 (2 percent) of the participants disagreed. 

According to the Health Belief Model, if the public recognizes and has confidence in the 

generator of health messages, they are more likely to respond positively to the 

communications by that source. The above result, therefore, is a positive outcome, and 

assurance that the study sample would be receptive to the stroke messages by the MoH. 

The public under study were then asked if they had seen any messages on stroke or attended 

an activity sponsored by the Ministry of Health to sensitize them about stroke. Precisely 90 

people (88.2 percent) said they had not seen any stroke messages sponsored by the ministry, 

while 101 (99 percent) of the participants said they had not attended any activity specifically 

sponsored by the ministry to discuss stroke. The picture above implied that at the time of the 

study the MoH had not done well in this area. Yet, Chandra and colleagues argue that given 

the limited resources available for health care in developing countries, it would be logical to 

place emphasis on effective population-wide interventions to control or reduce exposure to 

leading risk factors, such as raised blood pressure, smoking, high cholesterol, low fruit and 

vegetable intake, physical inactivity, and alcohol excess (Chandra, et al., 2006). 

 

Responding to the scarcity of stroke messages in health communication tools by the MoH, 

one of the stroke experts reiterated that it was very important that on regular basis, on 

television and radio, stroke and sugar disease were discussed with doctors. However, 

members of the focus group lamented the lack of attention from health personnel. One of 

them complained that sometimes he had questions for the medical practitioners, but they were 

not always available. Stroke experts associated this information crisis at health centres to 

congestion, doctors having too many patients to attend to at any given time, thereby failing to 

give meaningful attention and information.   
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Now, having established the important role of the media in alleviating stroke in previous 

studies, respondents were asked how often they saw information on stroke in the media they 

were exposed to. Out of the 102 respondents, 77 (75.5 percent) said they had never seen any 

messages on stroke education in the media, 20 (19.6 percent) respondents said they saw these 

messages once in a while, 4 (3.9 percent) said once a month, and 1 (1 percent) said the 

messages come once a week. Just as confirmed by the key informants earlier, the results 

above verify the inadequacy of stroke messages in the media as at the time of the study. 

Eight members of the focus group also argued that they had seen nothing in the Zambian 

media. The two who claimed to have watched a discussion programme said stroke was just 

mentioned as a by the way, and only once. This was despite the emphasis placed on media 

usage by scholars in literature review. Some of the authors argued that the media play a large 

role in shaping modern culture, by selecting and depicting a particular set of beliefs, values, 

and traditions, as reality (Lorimer and Scannell, 1994, p. 14 and Potter, 2008, p. 67).  

Likewise, the Agenda setting theory also recognizes the media as a very powerful influence 

with ability to set the public agenda on what issues are important. This theory asserts that 

media not only shapes people’s thinking, but also influences their priorities and choices. As a 

follow up, the researcher further asked those who saw stroke messages where they got the 

information, and the majority said they received these messages from ZNBC television and 

radio. This was in line with the findings in the in-depth interviews and focus group 

discussion, where ZNBC television and radio were pointed out as some of the key 

communication channels used by the Ministry of Health.  

 

However, it was observed that stroke discussions on the above mentioned channels were very 

rare. More probing by the researcher showed that the messages on these media channels were 

usually in English. This is because those who said they got health information on ZNBC 

television specified that the messages came on “Doctor on air”, “Your Health Matters” and 

“Morning live”, and all these programmes are presented in English. It could be deduced from 

the above finding that only people who understand English, and those who prefer television 

were mostly exposed to media health messages in Lusaka urban.  

From the responses derived both from the quantitative and qualitative surveys, the Ministry 

of Health was as well seen to be using limited channels, and mostly selected media. However, 

there has been an emphasis on the need for a multifaceted approach linking different media 
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channels for public sensitization (Williams, et al., 2012). The key informants in the in-depth 

interviews, nonetheless, informed this researcher that the ministry had embarked on utilising 

many other avenues including mobile phones, social media, one on one health talks at health 

centres and school visitations for health promotion. 

 

Furthermore, data evaluated at global level showed how the Western world had made 

significant strides in reducing the incidence of stroke, and improving its management through 

deliberate media communication strategies on stroke. According to Daniel, Jean-Paul and 

Pascal, 2005, a broad partnership of key players, innovative funding mechanisms, and 

increased national and international commitment for the prevention and control of stroke in 

sub-Saharan Africa, and other developing countries is needed.  

 

These research findings are extremely important because as highlighted by the 

communications and stroke experts in the in-depth interview, the Ministry of Health has 

identified a dual burden of disease in the country, communicable diseases and non-

communicable diseases. Moreover, the high stroke burden in SSA and the preventable nature 

of this disease stress the need to place this major health problem high on the priority list of 

needed prevention and control programs to avoid a full-scale epidemic, which sub-Saharan 

Africa can least afford (Lavados, et al., 2005). Consequently, this has prompted the MoH to 

incorporate non-communicable diseases and cardiovascular diseases, where stroke falls in the 

National Health Strategy for better response to this problem. However, the urgent 

implementation of these efforts, especially the utilization of the media to curb stroke, and its 

effects is yet to be seen.  

 

5.3. Research question three 

5.3.1 What are the communication needs for stroke awareness as perceived by the 

respondents? 

Thorough stroke research is a necessity for the efficient planning and delivery of stroke 

services, the effective application of current stroke prevention strategies, the development of 

new strategies, and our understanding of the mechanisms of stroke (Rothwell, 2003). 

It was, hence, of paramount importance for this researcher to look at the observed profile of 

stroke and communication needs brought out in literature review. According to Wald and 
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Law, when coming up with a communication strategy, emphasis should be placed on 

effectiveness and efficiency of the interventions in the specific context of developing 

countries (Wald and Law, 2003).  

 

The respondents were accordingly asked to mention what they regarded as the (1) Most 

preferred channel, (2) Most preferred method of communication, (3) The language of 

preference with regards media messages, (4) To identify the weaknesses in the current 

communication strategies used by the Ministry of Health, and (5) To suggest what messages 

they expect from the health communication source.  

On the most preferred media channel of communication, 36 (35.3 percent) of the 102 

respondents suggested television, followed by the 20 (19.6 percent) who preferred radio. 

Interestingly, further probing through cross tabulation revealed that out of the 36 respondents 

who picked television as the best channel, 27 of them were residents of Kabulonga and 

Kabwata. Only 9 participants from Chaisa chose television, suggesting that radio would be 

more useful in this residential area, and probably in other high density areas. 

It is as well important to note that television was cited in the 2001 US study as highlighted in 

literature review, as the most effective, preferred and main source of stroke messages for the 

public in urban areas. According to the Health Belief Model, effective communication 

strategies and channels like television have capacity to improve the ability of the public to 

understand their susceptibility to stroke, its severity, the need for action and self-efficacy. 

This would help in reducing the incident of stroke, given a projection that by 2020 there 

would be 25million deaths annually from CVD worldwide, with 19million in populations 

from developing countries (Murray and Lopez, 1996), and the incidence has proved to go be 

going higher in SSA. 

Asked about their most preferred method of message dissemination, majority of the 

participants at 38 (37.3 percent) preferred media discussion programmes. These were 

followed by those who would rather be communicated to through documentaries and 

community discussions with the response rate of 14 (13.7 percent) respectively. The 

researcher sought further clarity on why most respondents chose media discussions as the 

best method. The majority said it was because often such programmes allowed them to phone 

in and interact with the doctors at a personal level.  
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In the focus group discussion, 8 out of ten participants also picked television as the best 

option, and the most effective medium of communication. This could be because most 

households today at least have a television set, and also because of the powerful influence of 

media as pointed out by the Agenda Setting Theory. As for methods of reaching the public, 

they were of the view that a combination of means would be a good way of creating 

awareness to a diverse public.  

The focus group discussants also suggested that the Ministry of Health uses media discussion 

programmes, road shows, sensitisation in schools, churches, communities and using opinion 

leaders and drama for those who are not educated. Lavados and colleagues rightly argue that 

stroke should be a significant part of the public-health agenda in the region and the challenge 

ahead is to implement a comprehensive nationwide approach to stroke prevention, 

management, and rehabilitation.(Lavados, et al., 2007)  

 

On the language of preference for each respondent, 47 (46.1 percent) of the study population 

chose English as their preferred language, followed by 30(29.4 percent) of those who said 

Nyanja was the best. Cross tabulation results showed that out of the majority respondents that 

preferred English at 47 (46.1 percent), only 2 respondents were from Chaisa. This clearly 

showed that Kabwata and Kabulonga were more suited for communications in English, while 

local languages could be used in Chaisa. This may be as a result of high levels of education 

associated with majority of Kabwata and Kabulonga residents. Similarly, most of the 

participants in the focus group preferred the use of English and local languages in the 

dissemination of information on stroke. 

 

The researcher also sought to help the MoH appreciate the perception of the study sample 

with regards the current health promotion efforts. In order to achieve this, the respondents 

were asked to mention what they thought was the major weakness in the health 

communications by the ministry. In response to this question, majority totaling 31 (30.4 

percent) of the respondents said that the MoH sensitize the public more on communicable 

diseases. These were followed by 18 (17.6 percent) respondents who said the MoH only start 

sensitization when a health problem has already become a hazard. While 16 (15.7 percent) 

were of the view that they rarely do community health education. On this question, the focus 

group shared the same view as the majority of the respondents in the quantitative survey.  
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Previous research recommends population-wide efforts to reduce salt intake and tobacco use 

through multiple economic and educational policies and programmes. These have been 

suggested as cost-effective primary prevention interventions of stroke in developing countries 

(Azzati, et al., 2003).There is good evidence that lifestyle changes such as reduction in salt 

intake, weight loss, increased physical activity, limited alcohol consumption, and nutritional 

factors can effectively decrease blood pressure and CVD risk (Writing Group of PREMIER 

Collaborative Research Group, 2003). 

Finally, this researcher also found it useful to ask the study sample what information they 

would like the MoH to incorporate in their health messages. The following were the options; 

(1) Explaining what stroke is. (2) The risk factors of stroke. (3) The symptoms of stroke. (4) 

Information on prevention, treatment and management of stroke.  From the total number of 

respondents, 92 (90.2 percent) said they wanted to be educated on all the above aspects of 

this health condition. Comprehensive information on stroke is indeed extremely beneficial to 

the public if the battle against stroke is to be won. The Health Belief Model suggests that 

people’s beliefs about whether or not they are at risk for a disease or health problem, and 

their perceptions of the benefits of taking action to avoid it, influence their readiness to take 

action. 

 

The focus group felt that people should be given information for both stroke prevention, and 

effective management of the condition. There was concern that most times care givers were 

not given adequate information to help them cope with the situation and give good care to the 

patient.  Clark and colleagues guide that education and counseling of a stroke patient’s 

relatives can help maintain family functioning, and in turn leads to improved functional and 

social outcomes (Clark, Rubenach and Winsor, 2003). 

 

This study offers an excellent global, continental and local basis for appropriate policy 

response and guidance on the right communication strategies for creating awareness on stroke 

for the people of Lusaka urban. The key informants from the MoH acknowledged that the 

feedback from the public, and this study particularly, was vital and useful information for 

planning reference and policy formulation. Likewise, the need to learn from the strides by 

developed countries cannot be over emphasized. This is because the knowledge gap on stroke 

epidemiology between developed and developing nations is getting wider. Yet, despite 

apparent differences in the patterns of stroke types and risk factor profiles, most occurrences 
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of stroke and cardiovascular disease can be attributed to conventional risk factors(Chandra V, 

2006) and some prevention and management strategies are likely to be equally applicable to 

all countries and populations. 

 

Truelsen T, Bonita R, Jamrozik K. (2001) also agree that stroke surveillance is useful in 

determining the present and projected burden of the disease and monitoring the impact of 

interventions. Besides, it has been argued that even in regions where advanced technology 

and facilities exist, prognosis for stroke is poor, (Heller, Langhorne and James, 2000) and 

58% die or become dependent on their families and/or society (Sacco, Shi, Zamanillo and 

Kargman, 1994). For this reason more research needs to be done, for instance, to assess 

indigenous medicines and compare various capacity-building strategies (Brainin, Teuschl and 

Kalra, 2007). Apart from that, monitoring of effects of interventions at the population level 

and obtaining comparable and reliable data on stroke incidence, prevalence, and risk factors 

in developing countries deserves further attention (Feigin, 2005). 
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CHAPTER SIX 

CONCLUSIONS AND RECOMMENDATIONS 

6.0 Introduction 

This chapter wraps up the entire research and gives recommendations derived from the 

findings.  

6.1 Conclusion  

Stroke has become a health hazard in Africa, Zambia inclusive, and the respondents in this 

research are fully aware of the rising incidence of stroke cases as seen in data collected and 

analysed. Therefore, the role that communication plays in mitigating stroke and its effects 

cannot be ignored. This study concludes that Zambia, being among the many low income 

countries where the stroke burden is increasing today, needs urgent deliberate communication 

strategies to help sensitise the public on risk factors and management of the condition. 

 

However, from the field evidence and in-depth interviews conducted during the research 

period, it is clear that Zambia, like most African countries does not yet have an established 

health communication strategy to effectively address the incidence of stroke. This was 

confirmed by the high levels of ignorance from the study sample with regards risk factors, 

treatments and management of the stroke. Furthermore, according to this research, there are 

no stroke units in the country where awareness on risk factors could have been raised, and 

where they exist patients are not adequately helped due to congestion.  

 

The study further discovered that the Ministry of Health is already aware about the rising 

cases of stroke and its negative impact on individuals, families and the health sector. 

Nevertheless, after assessing the existing communications in responding to this phenomenon 

in Lusaka urban, it was clear that nothing much had been done to curb non communicable 

diseases, where stroke falls, and most health communications were on communicable 

diseases.  

 

In this study the media, especially television, have been cited for the many strides made by 

the developed world in responding to the impact of stroke. Nevertheless, during the survey it 
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was discovered and concluded that the MoH had not yet started using the media to create 

awareness on stroke. The need to take into consideration the different communication 

preferences of the people to whom stroke messages were intended was likewise confirmed as 

important in this research. For instance, in the quantitative survey it was established that the 

responses and preferences in terms of channel, methods and language of communication were 

synonymous with residential area or level of education.   

 

According to the research findings, there is need for concerted efforts from various players if 

the battle against stroke should be won. Efforts for prevention must also be targeted to 

children in schools in order to encourage health eating habits, the need for periodic medical 

check-ups and the importance of exercise. It was anticipated that the inculcation of such 

knowledge in children would yield positive results a few decades from now. Apart from the 

above, health talks at work places, churches and community visitations were identified as 

some of the useful platforms for stroke awareness.  

This data has brought out the research and health communication gaps that are typical to 

Zambia in the area of study. It can be concluded, therefore, that this study will build on 

efforts by previous authors who suggested the need for education and multifaceted awareness 

communication strategies in the fight against stroke. Previous research shows that 

information about stroke, from which evidence-based policy decisions can be made is scanty 

in Africa, and more concentration has been given to communicable diseases. 

Finally, this research piece concludes that if the Ministry of Health does not come up with 

effective stroke preventive measures and communication strategies, together with deliberate 

policy on this health condition, the country will continue seeing a substantial increase in 

stroke incidence and mortality. Therefore, efforts to control hypertension, diabetes, salt 

intake, and other risk factors of stroke are cardinal. It is said that stroke may be followed by 

loss of human resource resulting in economic set back and breakdowns at family and national 

level. Hence, it is imperative that MoH to steps up efforts in alleviating this health challenge.  
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6.2 Recommendations 

The findings in this report prove the appropriateness of the main aim of this research, which 

was to assess the health communications by the Ministry of Health in creating awareness on 

the prevention, treatment and management of stroke. And since this study has shown that 

there are currently no specific and deliberate health communication strategies by the Ministry 

of Health on stroke, the recommendations are that the MoH must; 

1. Urgently come up with deliberate communication strategies and policy aimed at 

creating awareness on stroke risk factors, the available treatments and incorporate 

messages on the long term management of the condition. 

2. Utilise multiple media channels and methods of communication in responding to the 

stroke burden, and these should include television, radio, newspapers, social media 

and mobile phones. None media channels and methods like community discussions, 

road shows, drama, bill boards, as well as stroke talks in schools, workplaces, 

churches, and discussions with stroke experts in health centres are recommended. 

3. Ensure that health messages on stroke are in simple understandable language, and at 

least in the seven major languages. The use of English should be concentrated in low 

and middle density areas, while Nyanja must be used in the high density areas. 

4. Be more proactive than reactive and lift the profile of non-communicable diseases, 

particularly stroke, by conducting periodic routine blood pressure check-ups in 

different communities, sponsoring fitness activities and promote healthy eating.  

5. Engage other stake holders in creating awareness that includes different and relevant 

government ministries, opinion leaders, stroke survivors and their care givers. 

6. Urgently implement all efforts and strategies being put together in fighting NCDs, 

especially stroke, and not only concentrate on Communicable diseases. 

7. Conduct more research on the impact of stroke and possible mitigations. 

8. Build stroke centres where people can get information and centralised treatment. 

9. Form support groups for stroke survivors and their care givers. 

10.  Train more stroke experts to counter the congestion in health centres and for better 

hospital outcomes for patients. 
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6.3 Future research 

This study is not sufficient in terms of giving a national picture of communications on stroke 

due to limitation in time and resources. There is great need to widen the scope and 

accommodate all areas in Zambia in order to appreciate the research outcome better.  

The study has also revealed that apart from physiotherapy, other healing interventions such as 

occupational therapy, speech therapy and counselling for survivors and caregivers are rare or 

not available at all. Therefore, is also important to further investigate how equipped the MoH 

is with regards rehabilitation and palliative care for stroke victims, as well as support for care 

givers.  
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APPENDIX 1: INTRODUCTORY LETTER AND CONSENT FORM 

 
 

THE UNIVERSITY OF ZAMBIA 

SCHOOL OF HUMANITIES AND SOCIAL SCIENCES 

DEPARTMENT OF MASS COMMUNICATION 

Greetings,  

My name is Lister Mutukwa and i am currently pursuing a Master of Communication for 

Development Degree at the University of Zambia. 

Part of my course requires that i successfully do a research in an area of my choice and give 

my findings as well as recommendations in the particular area. 

For my study i chose to do an assessment of the health communication strategies used by the 

Ministry of Health in creating awareness on the prevention, treatment and management of 

stroke in response to the stroke burden in urban Lusaka, Zambia. 

To achieve the above, i need to among other things carry out a quantitative survey in 

Kabulonga, Kabwata and Chaisa. Here, one adult in a household systematically picked is 

asked to fill this questionnaire appropriately. 

This is a voluntary exercise and you have been purposefully chosen to participate. The 

responses you will give are purely for academic purposes and your identity will not be 

revealed. 

Your input will help me identify the gaps that exist in the communication strategies around 

stroke and will also help the Ministry of Health come up with a more effective policy in 

responding to the burden of stroke in Lusaka urban.  

My contact details:         P.O Box 50015 

                                              Mass media complex 

                                              Lusaka, Zambia. 

 

Contact number:                   0977328495/0905572254 

 

 

Thank you for your participation 
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APPENDIX 1I: QUESTIONNAIRE FOR KABULONGA, KABWATA AND CHAISA 

QUESTIONNAIRE 

Date:…………………………………………… 

Area……………………………………………. 

Questionnaire number………………………... 

 

MASTER OF COMMUNICATION FOR DEVELOPMENT RESEARCH PROJECT- 

UNZA 

Communications by the ministry of health to help reduce the prevalence of stroke and 

improve its management: a case of Lusaka Zambia 

 

INSTRUCTION TO THE RESPONDENT 

Please answer all the questions honestly and truthfully according to what applies to you. 

The information will be used strictly for academic purposes and will be treated as 

highly confidential. 

Ticks (√) against the appropriate answer in the space provided and write where 

necessary. 

 

SECTION A 

AUDIENCE DATA  

……………………………………………………………………………………………… 

 

 What is your sex 

 

1. Male            [        ] 

2. Female       [        ] 

……………………………………………………………………………………………… 

2. 

Where do you live 

 

1. Kabuloga    [          ] 
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2. Kabwata    [           ] 

3. Chaisa          [          ] 

3. 

What is your age   

 

1. 21 -30yrs        [        ] 

2. 31-40yrs           [        ] 

3. 41-50yrs           [        ] 

4. 51-60yrs           [        ] 

5. Above 60yrs     [        ] 

……………………………………………………………………………………………… 

4.       

What is your highest level of education 

 

1.    Nil           [         ] 

2.    Primary                          [         ] 

3.    Junior secondary         [         ] 

4.    Senior secondary        [         ] 

5.    Tertiary                          [         ] 

……………………………………………………………………………………………… 

SECTION B 

KNOWLEDGE AND ATTITUDES 

5. 

What is stroke? 

 

1.  A health condition which is caused by brain damage     [        ] 

2.  A health condition caused by a parasite.                 [        ] 

3.  It is heart attack                                                       [        ] 

4.  Other (Specify)…………………………………………………………………………… 
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6.  

Do you think stroke has become a serious health concern? 

 

1.    Yes                    [        ] 

2.   No                                [        ] 

3.    Not sure                    [        ] 

………………………………………………………………………………………………… 

7. 

Can you identify risk factors of stroke from the following? 

 

1.    Hypertension     (BP)                        [        ] 

2.     High cholesterol and diabetes       [        ] 

3.     Unhealthy eating habits                     [       ] 

4.     Lack of exercise                                  [        ] 

5.      All of the above                                [        ] 

……………………………………………………………………………………………….. 

8. 

Identify the treatments available for stroke? 

 

1. Physiotherapy only                                 [        ] 

2. BP control only                      [        ] 

3. Physiotherapy and BP control only        [        ] 

4. Physiotherapy, BP control and speech therapy only                [        ] 

5. Physiotherapy, Bp control and occupational therapy only         [        ] 

6. Physiotherapy, speech therapy and occupational therapy only  [       ] 

7. Physiotherapy, BP control, speech  and occupational therapy   [       ] 
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8. Not sure             [        ] 

……………………………………………………………………………………………… 

SECTION C 

MEDIA MESSAGES, SOURCES AND CHANNELS 

9.  

The Ministry of Health is the main stake holder in disseminating health 

information to the public 

 

1. Strongly Agree  

2. Agree [         ] 

3. Neutral  [         ] 

4. Disagree [         ] 

5. Strongly disagree [         ] 

……………………………………………………………………………………………… 

10. 

Are you aware of any stroke awareness messages specifically 

sponsored by the Ministry of Health? 

 

Yes              [         ] 

No                    [         ] 

Not sure        [         ] 

……………………………………………………………………………………………… 

11. 

Have you ever attended any activity organized by the Ministry of Health to discuss stroke? 

 

1.          Yes [         ] 

2.          No [         ] 

…………………………………………………………………………………………… 
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12. 

How often do you see messages about stroke in the media? 

 

1    Never                               [        ] 

2.   Once in a month            [        ]    

3.   Once in a week              [        ]        

4.   Daily                                 [        ]                                 

6.   Others (Specify)…………………………………………………………............................ 

 

13. 

Which channel provides this information? 

 

1.    ZNBC TV                      [       ] 

2.   ZNBC Radio                   [       ] 

3.   Radio Phoenix                 [       ] 

4.    Muvi TV                        [       ] 

5.    Times of Zambia          [       ] 

6.    Daily mail                      [       ]  

7.    Hot FM                           [       ] 

8.    Not applicable             [       ] 

……………………………………………………………………………………… 

 

SECTION D 

NEEDS PROFILE FOR STROKE AWARENESS 

 

14.   

Which one of the following channels of communication do you think is 

the most effective in creating awareness about stroke? 
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1. Television                       [          ] 

2. Radio                               [          ] 

3. Newspaper                     [          ] 

4. Social media                   [          ] 

5. Books                                [          ] 

6. Theater for community participation     [          ] 

7. Door to door outreach                                 [          ] 

8. Public address system                                 [          ] 

9. Road shows                                             [          ]  

10. Brochures, Posters and pamphlets           [          ] 

11. Others (Specify)                                   [          ]  

………………………………………………………………………………………… 

15.  

Which one of the following is your most preferred method of 

communication? 

 

1.   News stories                                        [         ] 

2.   Documentaries                                  [         ] 

3.   Adverts                                                  [         ] 

4.    Social events                                       [         ] 

5.    Media discussion programmes      [         ] 

6.    Print media health articles             [         ]  

7.    Drama                                                    [         ] 

8.    Community discussions                   [         ]                        

9.    Other (Specify)……………………………………………………………………… 
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16. 

What is your preferred language of communicating messages about 

stroke? 

 

1.    English [         ] 

2.    Luvale [         ] 

3.    Tonga [         ] 

4.    Bemba [         ] 

5.    Lozi [         ] 

6.    Kaonde [         ] 

7.    Nyanja [         ] 

8.    Lunda [         ] 

9.    Other (Specify)………………………………………………………………………… 

17. 

What kind of information do you think should be included in stroke messages? 

 

1. Explaining what stroke is             [        ] 

2. The risk factors of stroke              [        ] 

3. The symptoms of stroke                [        ] 

4. The prevention, treatment and management of stroke    [       ] 

5. All the above            [       ] 

6. Other (Specify)                                                                [       ] 

……………………………………………………………………………………………… 
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18. 

What is the biggest weakness of the communication strategies used by the Ministry 

of Health when giving health information to the public? 

 

1.    They sensitize the public more on communicable diseases                          [        ] 

2.    They do not consider the difference in audience needs                                 [        ] 

3.     They rarely do community health education                                                   [        ] 

4.     They only start sensitization when a health problem has already become a hazard [] 

5.     Other (Specify)……..…………………………………………………………………… 
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APPENDIX III: INTERVIEW GUIDE FOR STOKE EXPERTS- MoH 

Date: 

 

……………………………………………… 

Name of interviewee 

……………………………………………… 

Questionnaire number 

……………………………………………… 

Title or position in the organization 

………………………………………………. 

 

1. How would you describe a stroke? 

2. What are the risk factors of stroke 

3. Do you perceive stroke as a serious health concern and challenge to the Ministry of 

Health and the country at large?  

4. If yes, why 

5. What would be the reason for the high incidences of stroke today? 

6. How would you rate the information available to the public currently on stroke 

prevention, treatment and management?  

7. Why is it important for the public to be sensitized and well informed on prevention, 

treatment and management of stroke? 

8. Is the information shared at health centers sufficient for proper management of the 

condition? 

9. What information should stroke patients and care givers be given? 

10. What channels and methods of communication are best in creating awareness and 

educating people on stroke? 

11. What treatments do health facilities offer to stroke survivors currently? 

12. Do you think health facilities in Zambia are well equipped in regard to responding to 

this health challenge? 

13. Depending on the answer, why? 

14. What are some of the weakness of the Ministry of Health in their health 

communications that has contributed to the rising incidence of stroke? 

15. Should stroke awareness be incorporated in the National Health Strategy? 
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APPENDIX IV: INTERVIEW GUIDE FOR COMMUNICATION EXPERTS- MoH 

Date: 

 

………………………………………………… 

Name of interviewee 

……………………………………… 

Questionnaire number 

…………………………………………………. 

Title or position in the organization 

…………………………………… 

 

1. How prevalent are incidences of stroke today? 

2. Is stroke seen as a serious health concern today? 

3. If yes, why? 

4. Have you ever had a meeting organized by the Ministry of Health or any other stake 

holder on stroke? 

5. Depending on the answer above, give reasons? 

6. In your view how informed is the public about the risk factors and seriousness of 

stroke? 

7. Do you see awareness and education about stroke as key in averting this problem? 

8. If yes do you have a communication strategy intended to create awareness on stroke 

risk factors, treatment and management? 

9. What messages, if any, have you been sending out to the public about stroke? 

10. To what extent are people in Zambia proactive in seeking information about their 

health? 

11. What media channels and methods are you using in disseminating stroke messages to 

the public? 

12. Which channels and methods have been most effective in your outreach in regard to 

health communications on stroke in terms of public response? 

13. In which way do you consider audience segmentation in your creation and 

dissemination of stroke messages? 

14. What are the most common challenges you encounter when sending out health 

messages to the public? 

15. What provisions do you have on stroke in the current National Health Policy? 
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APPENDIX V: INTERVIEW GUIDE FOR FOCUS GROUP PARTICIPANTS 

Date  

 

………………………………… 

Names of interviewees 

…………………………………………………………… 

 

 

Questions: 

1. What is a stroke from your own understanding?  

2. Do you see stroke as a serious health concern today? 

3. If yes, why? 

4. What are the risk factors of stroke? 

5. What treatments for stroke do you know? 

6. How much did you know about stroke before it affected you? 

7. Are you aware of any communication strategy by the MOH on stroke? 

8. How often do you see information on stroke in the media, on television, radio, 

newspapers and the like? 

9. If you have seen messages on stroke on the media, on which channel/s was that? 

10. Is the information you get from the media on stroke adequate to help you manage 

your condition and avoid a second stroke? 

11. Explain why it is important for the public to be well informed on stroke? 

12. Is the information and help you get from doctors enough to help you manage your 

condition? 

13. What is your preferred media channel of communication for stroke messages? 

14. Mention other non-media methods of communication you think the MoH should take 

advantage of in creating awareness on stroke? 

15. What are some of the weaknesses in the health communication strategies used by the 

Ministry of Health? 


