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ABSTRACT

The study sought to determine mothers® Knowledge, attitude and practice of child survival

strategies in rural Zambia, in respect to growth meonitoring immunisations, breast

feeding nutrition/weaning,  oral rehydration  therapy, Family Planning and Malaria

presention
A total number of 100 mothers, with children of 18 to 36 months, were sclected from
Chipata District of Eastern Province from both the rural and semi-urban, by multistage

lottery sampling of clinics and residential areas, and quota sampling of respondents.

Data was collected from January to April 1998 and a semi-structured inlerview schedule

and tocus group discussion guides were used (o collect data.
The mam findings showed that:

Knowledee of the importance of growth monitoring is goed in that 92% knew its purpose.
On the contrary, attitude and practice are poor since only 55% took their children

regularhy tor growth monitoring,

Knowledee, attitude and practice of breast feeding especially exclusive breast feeding is
poor in thaf $8% of mothers felt that exclusive breast feeding was bad.  75% of
respondents imtroduced weaning food 1o their babies at less than 6 months old and most of
these vave water other than breast milk, indicating that

proper exclusive breast feeding is nearly non existent.

Only 33°0 of those who were still breast feeding their under 24 months children were

semi-urban respondents. The knowledge about breast feeding patterns is poor in that the
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majority, 53% felt thay ... suitable age to Stop to breast feed a child is 18 months.
Majority of children, 76% were fully immunised although the coverage is below the

recommended 80%. About 629 Were not aware of immunisation schedules.

Knowledge, of good feeding and weaning are poor. Although 94% could identify some

foodstult (e.g. groundnuts) as essential for child growth, only a few gave it to their

children.

The weaning practice is poor in that 75% of mothers introduced their children to weaning
food at less than 6 months and mostly at three months old. Only 67% gave porridge with
groundnuts as first weaning food. 73% of these were rural mothers, The poor feeding
and weaning practice is evidenced by the children’s growth curves among which a good
number (45%) were below the “Road to Health”.

Knowledge of recommended child spacing s very good (100%). On the contrary, child
spacing/family planning practice is VEery poor, as only 19% used modern family planning
inspite of one’s parity, and literacy status This signifies a very big gap between

knowledge and practice. 73% of family planning uscrs, used contraceptive pill.

Knowledge of appropriate home diarrhoea Management is peor in that 71% of mothers
knew the constituents needed for making home made ORSS (salt, sugar solution).

Unfortunately, only 379 managed diarrhoca, at home appropriately, signifying Yoor
o y O b3 « - . O

practice.

Knowledge and practice of malaria prevention are both poor. Very few mothers used bed
nets, mosquito repellents and insecticides (10%), 11% and 6% respectively). 1t was
however established that hardly any hcalth talks were given to mothers on malaria
prevention and home diarrhoea management at health centres,
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It was  observed that the practice of child survival strategies is good in villages where
MCH outreach activities are stjll implemented and where community health vorkers are

very active,

This indicates that to some extent, health care providers” commitment to service and

availability of logistics such as transport have an impact on mothers’ knowledge, and
practice of child survival strategies, because most findings tested statisticelly have not

proved the presence of any significant relationship.

Location seemed to have an impact on family planning and weaning practices whije

literacy status determined preventive measures against malaria.  The I".value were 003,

(.02 and 0 003 respectively,

There is urgent need for policy makers and programme planners to pay particular attention

to their intensification of health education (HZC) programmes and implementation of child

survival strategies, especially family planning, malaria prevention, exclusive breast feeding

and oral rehydration therapy. Both mothers and fathers should be involved.

There is also need to expand the roles of Community Health Workers regarding

dissemination of scientific knowledge (1LC) of child survival strategies.  In addition they

should be equipped with the know-how of simple procedures such as growth monitoring

and ORSS preparation.

There is need for a health and social policy that will empower women to make decisions

about practices that promote their own health and the health of their children. It is hoped

that mothers would therefore incorporate child survival strategies in their child rearing and

this will in turn improve child health and promote child survival in rural Zambia.



ACKNOWLEDGEMENTS

I wish to thank most sincerely Dr. K. S. Baboo for his dedicated guidance, supervision

and valuable suggestions regarding the content and presentation of the study.

I sincerely thank Professor Peter Sims and Dr. C. Osborne for their tireless guidance and

supervision of the research proposal.
Fam thankful to Dr. I.. Chiwele for his support as Acting Head of Department.

Fram thankful to theé Acting Director of Iealth for Chipata District Health Board for

granting me permission to undertake this study in their catchment area.

Lam indebted to Dr. Dean Phiri the Acting Dircector of Chipata General Hospital, then, for

transport offered to me during data collection in villages.
o &

Uwould like to take this opportunity to express my heaitfelt gratitude to my husband
Mussa, our children, Zifa, Chipo and Ada for their wonderful support, love,

cncouragement and for withstanding my absence during the course of my study.

I would like :t?) appreciate the effort of the Tate Mrs. Alida Phiri for her great contribution
in recording the proceedings of the focus group discussions. May her soul rest in peace.

,
Iam grateful to Aaron Mwale, my classmate, for his expertise guidance and contribution

during data entry and analysis.

I'sincercly thank my classmates, the 1997 MPIH class for the support oficred the added

fun and joy inlearning,



I am indebted to my classmates whom I sharcd accommodation with; Mrs. A. A, Zulu,

Mrs. Petronella Chishimba and Rufaro for their continued support as we struggled

together pursuing this programme.

I wish to thank Miss Bupe for typing the research proposal and Mr. Avitto Tembo for

typing and editing the presented work.

I wish to express my thanks to the Government of the Republic of Zambia for the

scholarship I got through the Ministry of Tlealth although my research was not sponsored.



xi

TABLE OF COMTENTS.

Title Page

Statement

Declaration

Dedication

Approval

Abstract

Acknowledgements

Table of Contents

Listof tables

List of figures

List of abbreviations

List of Annexes

CHAPTER 1: INTRODUCTION
Background information
Statement of the problem

CHAPTER 2: LITERATURE REVIEW

Operational definitions

CHAPTERJ: OBJECTIVES OF THE STUDY

General objective
Specific objectives
Variables

CUAPTER 4: METUHODOLOGY
Research design
Research setting
Sample selection and size
Data collection techniques
Ethical consideration

Pilot study

PAGE.

N
s
X1V

XV



Xit

Limitation of the study 20

CHAPTER 5: PRESENTATION OF FINDINGS AND

ANALYSIS OF DATA 27
CHAPTER 6: DISCUSSION OF FINDINGS 57

Implication of the study 04
CHAPTER 7: CONCLUSION AND RECOMMENDATIONS 66

Conclusion 66

Recommendations 69

References ‘ 70

Annexes



Xiii
LIST OF TABLES

Table 1: Demographic characteristics of respondents.

Table 2 Percent of respondents” selected characteristics.

Table 3: Percent of mothers selected variables related to knowledge,
attitude and practice.

Table 4: Respondents’ Jiteracy status by location

Table & Mothers™ knowledge of reasons for taking their children for
growth monitoring by literacy status,

Table 6: Growth monitoring patteriis by location

Table 7: Children’s growth curves by mothers” parity

Table 8: Mothers” opinion on exclusive breast feeding practice by
literacy status.

Table 9: Mothers breast feeding status of children 24 months old and
under by location,

Table 10: Mothers’ responses on the suitable child's age to stop breast
feeding by literacy status.

Table 11: Child’s age at which weaning food is introduced to them by

mothers literacy status.

Table 12: v Type of first weaning food given to the child by mothers
location.

Table 13: Mothers” knowledge status of child’s age for measles vaccine
administration by literacy slatus.

Table 14 Mothers” views on suitable age of the youngest child at which

. they could salely conceive by literacy status.

Table 15: Mother’s modern family planning status by literacy status
Table 16: Respondents’ family planning status by parity
Table 17: Respondents’ family planning status by location

Table 18: Respondents” knowledge status of constituents for home made ORS

solution by literacy status



Table 19: Diarrhoca management at home by location

Table 20: Preventive measures taken by mothers against malaria attacks in

children by literacy status



Figure 1:

Figure 2:
Figure 3:

Figure 4:

XV

LIST OF FIGURES

Person who fed the child when weaning food was
introduced,

Child’s age at which weaning food is first introduced.
Immunisation status and the vaccine missed

Family planning method



xvi

LIST OF ABBREVIATIONS

I UNICEEF - United Nations International Children’s Emergency
Fund.

2. WHO - World Health Organisation

3. MOH - Ministry of Health

4. MCH - Mother Child Health

5. MPH - Master in Public Health

o.U T - University Teaching Hospital

7.F.G.D. - Focus Group Discussion

8.G.R.Z. - | Government of the Republic of Zambia

9. 1 L. C. - Information. LEducation and Communication.

10. ORS - Oral Rebydration Salt

P ORT - Oral Rehydration Therapy

12, RIIC - Rural Health Centre

13. PHC - Primary Health Care



Annex
Annecx
Annex

Annes

Anncy ¢

Annex

Annex

O;

7

Annex §:

Xvi
4

ANNEXES

Dependent and independent variables

Map of Zambia

Children’s clinic card

Interview schedule for mothers

Focus group discussion guide for mothers

FFocus group discussion guide for health workers
Consent form

Correspondence



CHAPTER 1

INTRODUTION

LACKGROUND

FFor many decades now, a lot of cfforts have been put together to promote and
improve child health and child survival, under the leadership of International
Organisations such as WHO., UNICEL and World Bank. just to mention a few.
This is evidenced by an article written and presented by Grant (1992) at a
summil, where several key health goals which promote child health and child

survival and create an environment that is carine for children were adopted.

Many goals were set and adopted which included, global polio eradication,
increased immunisation coverage of the infants, reduction of measles, diarthoca
related diseases, moderate and severe malnutrition, institutionalisation of growth
monitoring and promotion of breast feeding up to the second year of life. All these

goals were given indicators.

In order to achieve these goals, aspects given the actonym “GOBIFTTE” have been
adopled as the strategy to be implemented by the individual countries. These arc:-
. Growth Monitoring,

Oral Rebydration Therapy.

. Breast Feeding,

. Immunisation,

. FFeeding/Nutrition,
.

Female Fducation and

. Family Planning.

These strategices are very important because they affect children who make up

40% of the world population. In addition, the world under five mortality and
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morbidity rates are very high as confirmed by a report from a world congress that
took place in Geneva (1994) where 6 specific world-wide childhood problems
were highlighted.  The most pertinent problems  discussed were  diarrhoeal
discases and the rising ligures of chronic malnutrition, which now stands at 190
million under- five children (Grant 1994). Several countries in the sub Saharan
Africa to which Zambia belongs, have incorporated these strategics in the Primary
Health Care (PHC) programme adopted in 1982, which emphasises community
participation in the health issues of their own families. To achicve this, the
Government of Zambia has injected 70%¢ of its health expenditure into Mother
and Child Health (MCH) activities. This is because children and women make up
607 of the Zambian population and 40% of these are children under the age of 5

vears old out of which 60% five in rural Zambia.

Zambia which gained her independence in 1964 has a population estimate of
about 9.1 - 9.5 million, with is a growth rate of 3.2. The population may double in
0 vears. The total fertility rate is 6. 1t is highest in Chipata, the headquarters of

castern province, as it is estimated at 7 births per woman (ZDTS 1996).

In view of this, the Health Reform programme in Zambia has therefore placed
much emphasis on the peripheral arcas especially the districts, in order to enable
the communities to participate in the running of their health programmes. Tealth

care delivery in these arcas is by PHC approach.

While the government directs its efforts in delivering child health services, it is
the responsibility of parents to work in partnership by cnsuring that they
incorporate the child survival strategics in the rearing of their children, also know
as modern child rearing. This partnership is supported by Morley (1996) who
emphasised that child illness can be prevented by actions taken in the community.

This is a very important detcrminant of child health and child survival.
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STATEMENT OF THE PRODBLIENM

For a long time now, in Zambia mothers, have been sensitised to the core aspects
of child survival strategies by World Health Organisation (WHO), UNICEL. the
covernment through the MCH programme and the selected non-governmental
orcanisations (NGOs) such as the YWCA and Care International. 1t is assumed
that most mothers and care givers have consciously or sub  consciously
incorporated some, if not all, aspects of child survival strategies in their traditional

up bringing of their children,

In fact, it was vovernment expectation that with the adoption of the PHC
! |

programme in 1982, mothers™ health and child smvival would improve. Tt is no

wonder that the PHC approach became the major tool for the present health

reform programme which began in 1992 (Kalumba 1992).

Child survival in Zambia has however continued to steadily decline over the
vears. More children are dying than they did a decade or so ago, and a significant

number of those who survive. do so in poor health. (DHS 1992).

According to UNICEF and ZDHS, the under-five mortality rate in 1981 was 152
per 1000 live births. Tt was 191 in 1991 and 197 in 1996 (Mutemwa 1996, ZDHS
1996). This implies that in Zambia today, onc in every four children, dies before

rcaching their fifth birthday.

In the Eastern Province of Zambia, the under-five mortality rale was among the
highest in the country (Nsemukila 1994). The major causes of mortality were
simtlar country-wide, i.c.:-

. malnutrition, 19.9%

. malaria, 19.2%,

. pneumonia, 7.2% and



diarrhoeal discases, 7.2% of all causes
(Nsemukila 1994). Given the scenario and despite the long history of MCIH
programmes in Zambia, it is questionable whether child survival strategics are

seen as an important component of child rearing in Zambia.

There are several factors that may be responsible for poor child survival, i.c.
. poor feeding practices,

poor child immunisation patterns.

. inconsistent growth monitoring.
. - poverty
L d

poor or incorrect home diarrhoca management and

poor malaria preventive measures.

However, the impact of the HIV/AIDS pandemic can not be ignored.

Care givers” knowledge and attitude towards ¢hild survival strategics may also
plav a role. There is therefore need to determine knowledge, attitude and practice

of care givers regarding child survival strategies in child rearing.

JUSTIFICATION OF THE STUDY

,The population of children under-five years in Zambia is 22.23% of the whole
population conflirming the importance of ensuring that these children receive the
care that promotes their health and survival. Most of the causes of morbidity and
mortality are preventable and avoidable. This implies that intensification of the
child survival strategics in child rearing would greatly improve child health and

child survival thereby reducing mortality rates.



The findings from this study will therefore provide vital information, to relevant

authoritics, for drawing plans to improve child health and child survival in
Zambia.
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CHAPTER 2

LITERATURE REVIEW

CHILD SURVIVAL STRATEGILES
In developing countries, 13 to 15 million children die before reaching the age of

five, an indication that child survival in developing countries is unacceptably Jow

(Robey et al 1992).

The six child hood infectious diseases which Kith about 3.7 million ol these
children can be prevented by immunisations, while diarthocal discases with

dehydration can be treated with Oral Rehydration Therapy (ORT).

Zambia happens to be among the 4 countrics in Africa with the highest under-five

mortality rate (Robey ct al 1992).

In Zambia, child survival strategies have been in existence for over ten (10) years
now. Services offered at MCH clinics are no different from “GOBIFFE”. Perhaps
thosg, that were not greatly emphasised are exclusive breast fecding covered in
feeding and the issue of female education which is now aggressively being looked
into at national level. Despite the long history of these scrvices in Zambia, the

' under-five mortality rates have continued to be en the increase in the last decade.

Sadly, most of the causes of these deaths are highly preventable (UNICEF 19906).
This explains the urgency of the matter in vigorous incorporation of child survival
strategies in child rearing in Zambia. This is supported by Morley (1996) who
emphasised that child illnesses can be prevented by actions taken in the home and
in the community by ensuring good nutrition and full immunisation which gives a

child under five years protection against the six major childhood discases.



Poor health and survival status ol infants and children under five years of age in
several developing countrics can be attiibuted mainly to Jack of adequate
scientific knowledge. attitude and practice of methers with regard to several arcas

that have an impact on child health (Sossamo 1995).

LNOWLEDGUE, ATTYEUDE, PRACTICE AXD EDUCATION.

As a child grows, parental knowledge. attitude and behaviour regarding preventive
and curative health care appear to beeome increasingly important to the child’s
survival (Robey et al 1992). This is evidenced by several surveys that consistently
report that mortality tates are lower among the children of more educated mothers.
For example, in Bolivia, the mortality rate among children whose mothiers have at
least nine of schooling is about one third of that among children whose mothers
have almost five vears of schooling (Robey et al 1992). Infact, several rescarchers
have emphatically stated that the mothers’ level of education alone has a
substantial direct impact and is perhaps the most important of all social and

economic influences on child mortality and child survival (Robey ct al 1992).

GROWTH MONITORING

1t is generally agreed that a child’s growth pattern is a very sensitive indicator of
their health while nutrition rate often precedes any other signs of ill health (Luke

1984).

Growth monitoring programmes aim at detecting malnutrition at the carliest
possible time in order to employ remedial action that puts the child back to its

upward growth trajectory.



In Zambia, despite a long standing growth monitoring programme, (since 1907)
there have been no encouraging data as reported by (Nsefula 1993) who
established that growth monitoring was a problem both at service  and mothers’
fevels. Mothers, on the average, make three visits in the first half of the baby's
life, five in the sccond half and almost nil in the subsequent four years. The
altendance patterns fit with the immunisation schedules. This in fact tallied with
the responses they gave on reasons for attending children’s clinics. 77% of the

&

occasions, mothers gave getting a child immunised as the reason (Nsclula 1993).

It has been documented that children’s weight starts to falter as carly as four
months extending to cighteen months which points to them for carly and
continuous growth monitoring. This helps to reveal the less obvious cases of
malnutrition (Nsemukila 1993). However. available districts” data in Lusaka
Province indicates that the Urban Health Centre growth monitoring programmes
arc mainly rcaching the under one ycar age group because ol immunisations

(Kauppins undated).

All these findings do confirm the vital importance of continuos growth monitoring
for early detection of any growth problem and carly illnesses in children.
o

ORAL REHYDRATION THERAPY

Dehydration resulting from diarrhoea is the major killer of the world’s children
today. In Zambia for example, diarthoca is one of the major scven causes of
deaths in both infants and children. A recent study from the ZDHS (1992) has
given an overall incidence of 22% of children under five as having had diarrhoca
during the two weeks before the survev. As for the under fives, it is a number

three (3) killer discase (Nsemukila 1994).



Oral Renyaation Therapy (ORT). introduced to the world a quii. ontury ago.

is now saving over one (1) million young lives a vear.

ORT mecans increased {huid intake and continued feeding when a child has
diarrhoea. This has proved to be the best safeguard against the often deadly

dehvdration that drains away the body’s vital {Tuids (UNICEF 1994).

Therefore. management of diarrhoca episodes is more successful when there is
immediate administration of an Oral Rehvdration Solution (ORS) and continued
feeding. Although this solution can be made with ingredients at home, World
Health Organisation recommends the use of prepacked salts which reduce the risk
ol confusion between the amount of sugar and salt to be added to water (WHO

undated).

To prepare this tvpe of ORS. the ingredients needed are a litre of clean drinking
water, or what is famously known as two banana cups full of clean drinking waler,

<

and one (1) sachet of ORS to be dissolved in this water using clean utensils

(WHO 1990).

However, many countries including Zambia, the availability of this type of
treatiment at home is not always possible, espectally in rural arcas where ORS
sachets are given only at a clinic when a baby is taken for treatment. For this
reason, (WHO 1990) has recommended alternatives which are cqually effective

unless diarrhoca and vomiting persist.

In the absence of ORS, diarrhoca and vomiting are treated at home by giving the
child more fluids than usual, such as cereal gruel and plain water. In addition, the
child must be given plenty of starchy foods, vegetables, meat or fish, fresh fruit

juice or mashed banana, served frequently in small amounts, at least six times per

dayv. If the baby is breast feeding, this should be continued (WHO 1990).
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Home made ORS is made using one (1) litre clean drinking walter, cight (3)
teaspoons of sugar and a quarter teaspoon of salt. This should be mixed well and
should be given to the baby just like the conventional ORS solution. However,
WHO does not recommend the use of this ORS especially in homes where

mixtures could casily be confused. (WHO 1990).

In Zambia, one survey conducted in 1994, revealed that almost 95% of mothers
with births in five vears prior to the survey knew abeut ORS while almost 807 of
the mothers used ORS packels or the reconnimended home solution (RHS)

prepared from sugar, salt and water (Nsemukila 1994).

In view of this therefore, it is very vital to establish mothers” knowledge on

precise preparation of ORS and its utilisation and other measures employed.

BREAST IEEDING,

Breast feeding is almost universal in developing countries where 907% of all

mothers breast feed their babies (Hussein and Hadler 1993).

Zambia recognises that breast fceding is the most effective way to provide a baby
o>

with a caring environment and complete food, which protects against infectious

diseases. Breast feeding promotion, protection and support have been adopted as

+one of the key strategies that improve child survival. (Sivandi 19906).

In view of these findings, UNICEF and WHO have recommended that exclusive
breast feeding be practised for the first six months of life and should continue in
the second year of life (Siyandi 1996). This practice would greally reduce
diarrhoea episodes and malnutrition in children thereby improving their health and

survival.
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ININTUNISATIONS.

In the 1980°s and carly 1990°s. there has been a rise in immunisation levels from
under 20% to approximately 80% which is one of the greatest public health
achicvements in the century. As a result, there has been tremendous reduction of
deaths due to Whooping cough, Diphtheria, Polio, Measles. TB and Tetanus
although meastes and T3 are still public health priority in several developing

countries (UNICEE 1994).

There are however still problems associated with failure to coniplete the three (3)
doses of the \';IC(‘illllli()IlS that offer full protection. There are several factors that
are responsible for dropping out. For example, a study conducted in India to
assess immunisation coverage and reasons for drop outs between first (1st) and

third (3rd) dose revealed 30% drop outs.

The reasons given by respondents for this were as follows:

o 20 - 445 were not aware of childhood immunisation
e 9-29% said the times were inconvenient
e 3-9% said the vaccination centres were very lar

_ ¢ 3-7% feared the vaccinations
e 16%% did not know about the need for second (2nd) and third (3rd)
dosces. (Basu 1995).

i)rop out rates vary substantially among countrics. In Botswana for example. DPT
immunisation coverage is the highest of anv surveyed country in Africa, at 88%
and only 5% of children do not complete all the three doses of DPT after receiving
the first dose. In the same report, it is documented that only 59% of children 12-23

months are fully immunised in Zambia (Robey et al 1992).
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According to epidemiological statistics, targets of any immumisation programme
should ensure a minimum coverage of  80% - 90 in all perspectives (WHO

1990, UNICLEF 1992)

The Zambia Demographic Health Survey (ZDHS 1996) reported on immunisation

coverage in Zambia as follows:-

. BCG for Tuberculosis, 97.4% of children,
. DPT and Polio, 85% and 845 all three doses respectively,
. Measles 86% with bitth place.

As for 1992 data, the highest proportion of children who were fully vaccinated is
among mothers with secondary education (839) and the lowest proportion was

among mothers with no formal cducation ((49%) ZDHS 1992).

According to eptdemiological statistics, targets of any immunisation programme
should ensure a minimum of 80 - 90% of coverage (Mall 1992). Statistics arc
showing low coverage in Polio and measles. 1t is very fortunate that Polio has

been covered under the eradication initiatives.

FEEDING/NUTRITION AND WEANING PATTERNS.

NS

Infant feeding has an impact on both the child and the mother. Feeding practices
are important determinants of the child’s nutritional status which in turn
influences the risk of dying, although the first line of defence against childhood
malnutrition is breast feeding (ZDIHS 1992). Poor nutritional status of children is

a contributing factor in approximately 60% of all childhood deaths (Galway et al
1987).

It is recommended that new or weaning food be commenced after six months of

the baby’s life before which exclusive breast feeding should be practised (Siyandi
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1996). Unfortunately. various supplements are introduced mostly when children
are two to three months old, while only 5% are exclusively breast fed. By age four
to five months, seven out of ten breast feeding children would have been

introduced to supplement food.

For weaning food to be nutritious, it must comprise water, major clectrolytes,
proteins, vitamins and carbohydrates (Gaza and Butte 1995). However. one study
conducted in Zambia revealed that on the whole, weaning food was mainly cereal

(Chibuye et al 19906).

Secondly, the weaning process must be gradual with introduction of food in {luid
form. then semi fluid and finally, mashed solids until the child is able to chew
alone. because abrupt weaning is associated with psychological trauma (UNICEF
1994, Morley 1993). In another study carricd out in uwiban Africa on infant
feeding, the rescarcher recommended that it is very important to find out who

actually feeds the child in all studies on feeding habits (Cheung, et al 1992).

In conclusion. it is important to find out the exact details of weaning practices,
with special reference to food prejudices and taboos, the Tength of breast feeding,
feeding methods, who feeds the baby and the type of food. All these aspects need
to be investicated before attempts to improve weaning practices, methods of

feeding and type of diet can be made (Gaza and Butte 1991, UNICEF)

FAMITY PLANNING/CHILD SPACING

Family planning or child spacing is the principle that people should space their
children by allowing a time interval of at least two years between live births.
Repeated close up pregnancies and heavy family loads put great strain on the
mother and the whole family nutritionally (Caurtright and Minanga 1994). It has

been established through rescarch that the majority of mothers are awarce about



family planning while very few use the modern metheds. For example, a study
conducted in Malawi in 1994 among rural mothers sought to establish whether or
not mothers with children less than 72 months of age desired additional children
and whether they used any modern child spacing metheds. The study revealed that
onlv 199 used clinic based child spacing services. The majority of these were
advanced inage. 42% of women who stated that they wanted additional children
had a birth in the previous year. The researcher concluded that while many women
reported that they have no desire for additional children. few used modern 1‘;11ﬁi1y
planning. The rescarcher attributed this to literacy problems and the powers vested

i husbands to decide on family planning practices (Phiri 1993).

In anether study conducted in Uganda, community members were asked to
provide the aspects needed to promote ¢hild health. They put almost all the child
survival strategies except for family planning. The interviewers concluded that the
community did not link child spacing to the promotion of child health (Karamagi

[Uv0).

In Zambia only 19% of child bearing age women use family planning for child

spacing (ZDHS 1996).

Almost half of all users of modern contraceptive methods 1 Zambia use Oral
contraceptives despite the poor quality of services associated with uneven and
aiicgular delivery coupled with the obvious  disadvantages and  problems
associated with their use. After the pill, condoms are the next popularly used. This

could be due to the regular availability including in rural arcas.

13 MALARIA PREVENTION

Malaria is the number onc cause of hospital and health facility attendance

throughout Zambia with an incidence of 330/1000 population (MOH and WHO
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1997). It has the second highest under-five mortality rate (19.29%) after

malnutrition (Nsemukila 1994),

Recently. Chloroquine sensitivity studics show that resistance to it is rising (3 -
2460y in Eastern Province. With this trend of events, the Government has
cmphasised  that training  of health workers, guideline  development  and
community involvement in malaria prevention, control and management should

be the only way forward (MO and WHO 1997).

Use of insecticide impregnated bed nets in high malaria epidemic arcas has been
recommended as a very effective malaria prevention measure. Eastern provinee is
one of the benefliciaries of this initiative and pilot programmes are alrcady in place
under the initiative of USAID/BASICS. However, not much has been put in place

regarding large scale vector control strategies.

CONCLUSION

While mothers have strongly attached traditional values to child rearing practices,
it is of vital importance that modern practices are incorporated, such as the child
survival strategies which arc vital components in the promotion of child health
and ‘;ilrvivu]. For the practices to change or expand. there is neced to have the
modern knowledge, positive attitude and the drive which can influence change in
behaviour. This is possible with formal cducation. The result of this will be

reduction in child mortality rates.

The intensive review of literature has revealed that inputs and attempts by various
donors to contribute towards the survival and health of children are successful.
The increase of child morbidity and mortality raises a very big question. It is for
this reason that special care has been taken to find out what the knowledge and

attitude of women are like and their behaviour. Perhaps, the recommendations that
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will ensure promotion of child survival in mothers child rearing practises could be

made.

DEFINITION OF OPERATIONAL TERMS

MODERN CHILD REARING PRACTICES

In this study, modern child rearing practices shall mean incorporating the aspects
that promote child health and child survival inthe traditional child rearing
practices such as:-
. © Growth Monitoring,
Oral Rehydration Therapy,
. Breast Feeding,
Immunisation.

Feeding/Nutrition,

. Family Planuing,
. Malaria Prevention.

CIHNLD HEALTH

o

This shall be used to include all children under five years old.

"MODERN CILILD REARING

This term will be used synonymously with “Health Modernity” which was defined
by Sossamma ct al (1987) as scientifically correct information, attitudes and

behaviour in relation to physical and mental health, family planning, child carc,

personal hygiene and environmental sanitation.



KNOWLEDGE

o

TTITUDE

PRACTICE

LITERACY STATUS

PARITY

Awareness about the existence and importance of
child survival strategies. Knowledge of any good
aspeet under study concluded as good it at least

80% of the respondents are knowledgeable about it.

A tendency to feel. think and respond  either
positively (favourably) or negatively (unfavourably)
towards certain - persons, isstues  or - situations
(Morgan 1936). The attitude was be concluded as
good if 70% of the respondents have a positive

VICW,

Incorporation by a mother of the child survival
strategies in her child rearing patterns. Incorporation
was concluded as being done if at feast 80%¢ ol the
respondents practice hall of the variables under

study.

In this study, a respondent that has cither no formal
cducation or only dropped at grade § was
categorised as illiterate, while those with education
from the 9th grade and above shall be categorised as

literate.

In this study, parity meant only the number of living

children.

It implied cither rural or semi-urban.



OTHERS

ROAD TO HEALTII

RELOW THIE ROAD

WITHIN THE ROAD

I8

[n the questionnaire, this stood for an answer given
other than what has been listed and is of very hule

stgnificance.

This is a graph drawn on the under-five clinic card
for plotting child weight. It shows the minimum and

maximum normal weight for the child.

This is the graph of the weight of a child below the

“Road to Tealth” indicating under nutrition.

This is the graph of the weight of a child within the
“Road to Health” indicating good nutrition and

normal growth.



CHAPTER 3

OBJECTIVES

GENERAL OBJECTIVE

e study sought to establish mothers” knowledge attitude and practise regarding

child survival strategies in their child rearing in Chipata District.

SPECIFIC OBJECTIVES

I To assess mothers” knowledge of child survival strategies
2 To determine mothers’ attitude towards the child survival strategies.
To establish whether or not mothers do incorporate child survival

strategies in the rearing of their under five children.

4. To gather mothers” demographic profile relevant to child rearing and child
survival.
S,

To establish whether or not literacy status influences their knowledge,
attitude and practice.
To assess the impact ol relevant demographic indicators on mothers’

ability to adopt child survival strategices.
*VARIABLES

The variables explored are those related to knowledge, attitude and practice of the

child survival strategics and personal profile. (Annex 1).
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CHAPTER A

METHODOLOGY

RESEARCH DESIGN

A deseriptive, qualitative, cross section study design was used. WHO (1988)
defined this study design as one that involves the systematic collection and
presentation of data o give a clear picture of a particular situation by identifying
and exploring a number of often mutually related variables that give insight in the
nature and causes of certain problems or situations and in the consequences of a
problem for those affected in a specified time. This study design was chosen

because it was found to be the most appropriate for this kind of investigation.

RESEARCH SETTING

The study was conducted in Chipata District - both semi-urban and rural.

Chipata District serves as the Provincial Headquarters for Eastern Provinee, and is

one of the provinces in rural Zambia. It comprises Chipata semi-urban and rural

v
e

settings. This rescarch selting was chosen because of its proximity to the

investigator’s place of work. It was hoped that the findings would then be better

titilised.

Chipata district is unique in that other than being the provincial headquarters, it
has the highest fertility rate. On the average, each woman has 7 births in her child

bearing period (ZDHS 1996).

The District has a population of around 400,000 by projection (1990 Census

CS0). 30% of the Eastern Province’s population. The population of the under-five



was  estimated at 72,480, (18.12% of the total population). There are
approximately 93,640 women in child bearing age (15 - 49 years), 23.41% of the

total population.

The Central Statistical Office. (CSO 1990) estimated that 66.66% of the total
population in Chipata District is in the rural arca. Therefore, in 1995 for example,
43.775 children under five years were in rural Chipata with 21,888 in the semi

urban.

The major occupation in Chipata is small scale or peasant farming, trading, with a
few private and governmental jobs. Iowever, the majority of people arc cither
unemployed (».r marketeers who spend most of their time at the market selling
farm produce as well as groceries. Most of these people at the market are women.

The township is also a trading arca with several Asian owned shops.

Chipata Township has 3 classificd residential arcas: the low, medium and high
density arcas. The high density arca is overcrowded and has small woody - muddy

and grass thatched houses.

There are three (3) hospitals, twenty-five (25) Health Centres, and two (2)

privately owned clinics. Twenty-three health centres and one hospital arc in the
. :

rural arca. They are however not evenly spread out as the walking distances to the

nearest centre from the village range from 30 minutes to as Jong as three hours or

.
more.

Almost all the Government run health centres offer Maternal and Child Health
(MCH) services.
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SAMPLE SIZE AND SAMPLING METIIOD

STUDY POPULATION

The study population comprised women of child bearing age from Chipata

District.

STUDY UNITS

The study units were women with a child of 18 - 36 months. Mothers with
children of this age group were selected because their children were expected to
have gone through all the variables under study. They were thercfore the most

appropriate for inclusion in the study.

The sample was drawn from both the rural and the semi-urban.

SAMPLI: SIZE

The sample size was calculated as [ollows:-

. 2
‘n=z_P(100-1)

d
. d = Sampling error = 109%
Statistical power = 90%

Proportion = Literacy for incorporation,

P =

N

0%

Factor for power from normal distribution = z =1.645

n=10645"x 50 x 50 = 67.65

2




The figure was then pushed up to 100 for strong generalisation of the findings and

to reduce the chances of making type 1 error.

SAMPLYE SELECTION

Separate sampling methods were used for the semi-urban and the rural Chipata.

Semi-urban: The medium density area was conviniently selected while the low

and high density areas were selected using lottery method.

Mothers who met the criteria were conveniently selected as follows:-
. 8 from the low density arca.
9 from the medium densily arca

12 from the high density arca

Thus, 29 mothers from the semi-urban were included in the study.

Chipata Rural: Rural Health Centres (RHC) were used to work out the sample
villages. Chipata rural comprises 21 rural health centres with distances ranging
front*12 km to 160 km away from Chipata town. Due to limited resources and
accessibility problems, health centres that are more than 30km away from town
,and those not easily accessible were not included in the lottery sampling box.
After this exclusion, only seven (7) RHCs remained and using the lottery
sampling method, the four (4) clinics were selected:

1. Jerusalem RHC 30 km

2. Madzimoyo RHC 16 km

3. Mnoro RHC 17 km

4. Magwero RHC 25 km



racl RHC staff conveniently selected villages that were < aily accessible with a

lot of mothers. Seventy onc (71) mothers were included in the study as follows:

1. Jerusalem RHC 30 km 16 mothers
2. Madzimoyo RHC 16 km 16 mothers
3. Mnoro RHC 17 kim 17 mothers
4. Magwero RHC 25 km 22 mothers

DATA COLLECTION TECHNIQUE

Aninterview schedule and focus group discussion guide were used to collect data.

DATA COLLECTION

Data was collected from February to April 1998, The period of data collection was
this long because of busy schedules of mothers in the ficlds especially those of

Chipata Rural.

INTERVIEWS

Interviews with mothers were conducted by the researcher and each interview

took:approximately 10 minutes.

FOCUS GROUP DISCUSSION

Two focus group discussions were conducted: one with 6 mothers from Chipata
town at Chipata General Hospital, MCH department and another, with the MCH

stalf (Midwives) of the same institution.
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ETHICAL CONSIDERATION

The research proposal was presented to the Department of Community Medicine
for discussion. Clearance was obtained from the FEthical Committee of the

University of Zambia. It was approved by the Directorate of Rescarch and

Graduate Studics of the University of Zambia.

Permission to undertake the study was granted on request from Chipata District
Health Board. Clearance was also obtained from the School of Medicine,
University of Zambia, Rescarch and Ethical Committee. Written consents were
obtained from cach participant after explaining fully the aim of the study.
Anonymity of the respondents was ensured and maintained in order to achieve

confidentiality.

PILOT STUDY

A field study was carried out on the 28th November, 1997 at the University
Teaching Hospital (UTH) Pacdiatric Ward. Five mothers with hospitalised
children of the age group under study were interviewed to enable the investigator
ascertain the following:

. Feasibility of the study

Validity of data collected in relation to objectives

- Logical consequences and appropriate wording of questions.

Following the field test, the following changes were made:

Some questions were rephrased while others were dropped

Two new questions were added and tested

The sequence of some questions on feeding and breast feeding were

rearranged.
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LIMITATIONS OF THE STUDY
1. Time for data collection was pushed forward in wait for proposal approval

by the Directorate of Rescarch and Graduate Studies of the University of

Zambia.

o

The study was not funded at all, except for transport grant, that was given
by Chipata General Hospital Management during data collection. Non
funding of the rescarch made the progress very slow and the process very

difficult.

[99)

Data was collected during the rainy scason when farmers are very busy in
the ficlds. This delayed the progress of data collection especially in
'Chipnlu Rural.

4. No study site and stage supervisions were made due to shortage of staff at
the Department of Community Medicine and lack of funding. This made
the progress of the data analysis and report writing very difficult and

taxing.

N

Chipata District represents the rural Zambia implying that the study

findings only represent this kind of setting.



CHAPTER S

PRESENTATION OF FINDINGS AND ANALYSIS OF DATA.

The findings were presented in [requency tables, cross tabulations, figures and as
comments. These forms of data presentation were found suitable for use because

they summarise results in a meaningful way, making the reader understand the

author’s intention in the study.

Findings from mothers through interviews were presented in section A. Section
B(1) consisted of findings from health care givers. by focus group discussion,

while section B(I) contained (indings from mothers in (ocus group discussion.

DATA PROCESSING AND ANALYSIS

All data processing and analysis was done using EPI-INFO and a scientific
calculator. Raw data was first checked for completeness and internal consistency,

after which it was entered into EPIFINFO. Responses from focus group

discussions were recorded as comments.

L
PN

CII - SQUARE STATISTICS

I3

If the P - Values were 0.05 and less, there was a relationship between the two

variables (dependent and independent) being tested. If it was more than 0.05, there

was no relationship.

CROSS TAB ULATIONS
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Several cross tabulations were donc to establish relationships between dependent
and independent variables and to compare the findings. The independent variables

cross tabulated were; literacy status, location and parity.

T -TEST STATISTICS

Results indicate a true representation of the gencral population by the sample. If
the P - value was 00.00, then the findings were a true representation of the general

population. If more than this, the sample was not a true representation of the

population

4.1, SECTION A

DEMOGRAPHIC CHARACTERISTICS

A total of 100 mothers were interviewed. Their average age was 27.790 years old
(SD = 6.270 SE = 0.627, Range = 17 - 44 years). A total of 82 (82%) werc
married while only 1 (1%) was widowed. The majority 67 (67%) were illiterate
with either no formal education at all, or primary school education only. About 69

(69%%) of the respondents were peasant farmers with 1 (19%) an accountant.

42  SELVCTED CHARACTERISTICS

*Majority of the respondents 78 (78%) had between 1 - 4 children and most of
them had all their children still living (SD = 2.08, SE = 0.208, t - test = 16.4, P
value = 00.00). Respondents with a child of the age between 18 - 36 months met
the inclusion criteria. Only 35 (35%) had children with the age group of 18 - 20
months. Ninety seven 97(97%) did not have regular monthly income. (SD =
17664.6, SE = 1766.462, 1 - test = 1.721, P. value 0.0845). The majority 52 (52%)
had between 6 - 10 people sharing then same living quarters while only 3 (3%)

had between 16 - 20 people sharing quarters ( table 2) (SD = 6.354, SE = 0.635,
{-test = 11.99, . value 00.00).



4.3.

SELECTED VARIABLES RELATED TO KNOWLEDGE, ATTITUDE
AND _PRACTICE. '

Most of the respondents 94 (94%) were able to identify groundnuts as food
essential for child health. A large number of respondents 43 (43%) grouped

mangoes into food that is not essential for child health.

Seventy-eight (78) respondents (78%) had the under-five clinic cards for their
children readily available out of which 60 (78%) children were fully immunised

with 1 (1.75%) having misscd measles vaccine.

Only 10 (137%) stopped to monitor the weight of their children after completing
immunisations while 25 (32%) did not monitor the weight regularly. Only 38
(48%) mothers had their children’s growth monitoring curve on the card, within
the “road to health”, while 22 (28%), had curves below the “road to health”

(table 3).



TABLE 1:  DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS

U

AGE GROUP FREQUENCY %
15— 20 10 10
21-25 32 32
26 - 30 29 29
31 35 15 15
A6 - 40 S 8
41— 45 0 6
TOTAL 100 100

MARITAL STATUS FREQUENCY %
SINGLE 9 9
MARRIED 82 - 82
SEPERATED 2 2
DIVORCED 6 6
WIDOWED 1 1
TOTAL 100 100
LITERACY STATUS FREQUENCY %
LITERATE 33 33
NON LITERATE 67 67
TOTAL 100 100
OCCUPATION FREQUENCY %
ACCOUNTANT 1 ]
BUSINESS WOMAN { l
PEASANT FARMER 69 69
SECRETARY 2 2
HOUSE WIFE 23 25
NONE 2 2
TOTAL 100 100
" LOCATION FREQUENCY %
RURAL 71 71
SEMI-URBAN 29 29
TOTAL 100 100

AGE GROUP STATISTICS

SD =6.27

SE =0.627
T-TEST =443
P.value = 0.00




TABLL 2:

PERCENT O RESPONDENTS SELIECTED CHARACTERISTICS

31

NUMBER OF LIVING CHILDREN IFREQUENCY Yo

1 -4 78 78

5-9 21 21

10— 14 | ]
TOTAL 100 100
AGE OF THE UNDER - FIVE CIHI1LD FREQUENCY %

(IN MONTIIS)

18— 24 35 35
25-30 27 27
31 -36 Rh 38
TOTAL 100 100
REGULAR MONTHLY INCOME (ZI) FREQUENCY e

' 126.000.00 1 1

96.000.00 | 1

82.000.00 1 1

00 97 97
TOTAL 100 100

NUMBER OF PEOPLE LIVING WITII FREQUENCY %%

RESPONDENTS

-5 36 36
6-10 52 52

1t-15 6 6

16 -20 3 3
TOTAL 100 100

T-TEST STATISTICS FOR NUMBER NUMBER OF PEOPLE LIVING

OF LIVING €HILDREN WITH RESPONDENTS
SD =2.08 SD = 6.354
SE =0.208 SE = 0.635

t -TEST = 16.4
P.value = 00.00

t-TEST =11.992
P.value = 00.00

T-TEST FOR AGE OF UNDER-FIVE
CHILDREN

SD =6.16

SE =0.61
t-TEST = 44.92
P.value =00.00



TABLE 3:  PERCENT OF MOTHERS SELECTIED VARIABLIES RELATED T0O

KNOWLEDGE, ATTITUDE AND PRACTICI:
KNOWLEDGE OF FOOD ESSENTIAL FREQUENCY Yo
FOR CHILD HEALTH
Groundnuts 94 94
Plain maize meal porridge 6 6
TOTAL 100 100
RESPONSES ABOUT FREQUENCY Y%
IDENTIFICATION OF FOOD NOT
ESSENTIAL FOR CHILD HEALTII
Nshima 1. 11
Fanta 46 46
Mangoces 43 43
TOTAL 100 100
MOTHERS WITH CHILDREN’S FREQUENCY Yo
CLINIC UNDER-FIVE CARD
AVAILABLE
Avalable 78 78
Not Available 22 22
TOTAL 100 100
CHILD'S IMMUNISATION STATUS FREQUENCY %
(BYCARD)
Fullv immunised 60 76
Mhssed Measles 1 2
Mised DPT and Polio 16 20
Missed 3rd DPT and Polio 1 2
TOTAL 78 100
CHILD'S'GROWTH MONITORING FREQUENCY %
PATTERN THROUGIH CARD CHHECK
Done every month 43 55
Not dope regularly 25 32
| Stopped after immunisations 10 13
TOTAL 78 100
NATURE OF CHILD’S GROWTH FREQUENCY %
CURVE ON THE CARD
Within the Road 33 48
Above the Road 5 7
Almost below the Road 13 17
Below the Road 22 28
TOTAL 78 100




TABLI 3 cont.:

PERCENT OF MOTHERS SELLCTED VARIABLES

RELATED TO KNOWLEDGE, ATTITUDE AND PRACTICL
FAMILY PLANNING PRACTICE FREQUENCY %
LPractsing 19 19
Not Practising 81 81
TOTAL 100 100
BREAST FEEDING STATUS FREQUENCY %%
= 36)

Sull Breast Feeding 19 53
Stopped Breast Feeding 17 47
TOTAL 36 100
WEANING PATTERNS FREQUENCY e
Starts at Less than Six months 75 75
Starts at Sixomonths and Over 25 25
TOTAL 100 100

PABLLE 4 RESPONDENTS’ LITERACY STATUS BY LOCATION

LITERACY STATUS
LOCATION TOTAL
LITERATE NON LITERATE

RURAL 15 (45.45%) 56(83.58%) 71

SEMI-URBAN 18(54.55%) L1(16.42%) 29
CTOTAL 33(100%) 67(100 %) 100

N o= 16.80

IRINE

Pocatue = 00.00001

IUwas observed that 56(83.58%) of the illiterate lived in rural Chipata.




TABLE 5.

MOTHERS’ KNOWLEDGE STATUS OF REASONS FOR TAKING

THEIR CHILDREN FOR GROWTH MONITORING BY LITERACY
STATUS

LITERACY
STATUS

KNOWLEDGEABLE

LITERATE

32(34.758%)

| NON LITERATE

60(65.22%)

TOTAL

92(100%)

KNOWLEDGE STATUS
NOT TOTAL
KNOWLEDGEABLE
[(1.5%) 33
7(98.5%) 67
8(100%) 100

X (Fishers® Exact) * =0.80

P.value

=0.71

Majority, 92(92%) out of 100 knew the reason for growth monitoring. However, 62.22%
P O &

ol these were illiterate.

TABLE ¢:

GROWTH MONITORING PATTERNS BY LOCATION (ON CARD)

LOCATION GROWTIH MONITORING PATTERNS TOTAL

DONE NOT DONE STOPPED

REGULARLY REGULARLY | AI'TER

'* IMMUNISATION

RURAL 39(86.67%) 13(72.22%) 12(80%) 64
SEMI-URBAN 6(13.33%) 5(27.78%) 13(20%) 14
TOTAL 45(100%) 18(100 %) 15(100%) 78
X = 1.8840
Df=2

P.value = (.54

The majority (86.67%) of the respondents that regularly monitored the growths
jority { I g y g

of their children were from the rural sctting. It was also observed that 72.22% of those




that did not monitor the gru w regularly and 80% of respondents who stopped after

completing immunisations were from the rural setting,

TABLL 7. CHILDRIEN’S GROWTH CURVES BY MOTHERS’ PARITY

GROWTH CURVES ]

PARITY WITHIN THE BELOW THE TOTAL
ROAD ROAD

| -4 CHILDREN 34(33.985) | 8(53.33%) 2

>4 CHILDREN C29(40.03%)) 7(43.67%) 36

U‘()'I‘KL ] 63(100%) 150100 %) 78

X' = 0.00

DI = 1

P.value= (0.9045

Nearly half, 53.17% children with growth curves within the road and 53.33% of those

with growth curves below the road belonged to mothers with parity 1 — 4 children.
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TABLE S: MOTHERS OPINION ON EXCLUSIVE BREASTIFEEDING
PRACTICE BY LITERACY STATUS

LITERACY MOTHERS OPINION TOTAL
STATUS ITIS GOOD ITIS BAD

LITERATE 17 (40.48%%) 16(27.59%) 33
NON LITERATE 25(59.52%) 42(72.41%) 67
TOTAL 42(100%) 58(100%%) 100
X = 1.83

Df = |

P.value= 0.176

The majority, 58(58%) felt that exclusive breast feeding was bad and 72.41% of these
were illiterate. However, 59.52% of the respondents that felt that this practice was good

were non illiterate.

TABLE 9:  MOTHERS’ BREAST FEEDING STATUS OF CHILDREN 24
MONTHS OLD AND UNDER BY LOCATION

BREAST FEEDING STATUS

STILL BREAST STOPPLED

LOCATION FEEDING BREAST TOTAL
FEEDING

RURA'L 7(36.84%) 7(41.20%) 14
SEMI-URBAN 12(63.16%) 10(58.80%) 22
TOTAL 19(100%) 17(100%) 36
XA(YATES) = 0.01
Df = 1
P.value = 0.939

Just over half 19(52.77%) respondents, with children 24 months old and under were still

breast feeding. 63.16% of these were {rom the semi-urban setting.




TABLL 10:

MOTHERS’ RESPONSES ON THE SUITABLE CHILD’S AGE. T 0
STOP BREAST FEEDING BY LITERACY STATUS

LITERACY SUITABLE CHILD'S AGE TOTAL
STATUS AT 18 AT 24 AT > 24
MONTIIS MONTHS MONTHS
LITERATE 20(37.74%) 11(27.5%) 2(28.57%)
NON i
LITERATE 33(62.26%) 29(72.5%) 5(71.43%)
TOTAL 53(100%) 40(100%) 7(100%) 100
X = 2.64
DI = 2
P.value= 0.67

3% felt that the ideal age of a child to stop to breastfeed was 18 months. 62.26% of

these were illiterate.

TABLI: 11

CHILD'S AGE AT WHICH WEANING IFOOD IS FIRST

INSTRODUCED BY MOTHER'S LOCATION

LOCATION WEANING AGE TOTAL
B <6 MONTIIS >6 MONTIIS

RURAL 52(67.33%) 19(66%) 71

SEMI-URBAN 23(32.67%) 6(24%) 29

TOTAL 75100 %) 25(100%) 100

X*(YATES) = 0.15

Df =1

P.value = 0.702

‘The majority, 75(75%) out of 100 weaned their children before they reached 6 months

old. 67.33% of these were {from the rural setting.




FIGURE I:  PERSON WHO FED THE CHILD AT THE INTRODUCTION 10
WEANING IFOOD

2°%61%

{1 Mother 83°%

B Grandmother 9%
1 Relative 5%

[ Sibling 2%
Father 1%
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FIGURE 2.

CHILDS AGE AT WHICH WEANING IS FIRST INTRODUCED TO
THE CHILD

2 Months

0/
/0

6 Months and Over 3 Months

24% 16%
.
.
5 Months
LA 4 Months

33%



TABLIS 12:

I'YPE OI FIRST WEANING FOOD GivEN TO THE CHILD BY
MOTHERS' LOCATION

 FIRST WEANING FOOD
C PLAIN T MAIZE | MAIZE

LOCATION | MAIZE | PORRIDGE | PORRIDGE | OTHERS | TOTAL

PORRIDGE | WITH WITH |

MILK GROUNDNUTS

RURAL | 13(03%) | o(80%) | 49(73.137%) 3(60%) 71 .

| SEMI- i 29 |

URBAN 7(350%) 202004 18(20.877) | 1(40%) :

TOTAL 200000%) | 8(100<) | 67(100%) | 5(100%) TR

| i . U N SO B e e
X* = 9.59

DI = 3

Paalue= .03

The majority, 67(67%) out of 100 gave maize meal porridge with groundnuts as first
weaning food. 73.13% of these were rural respondents. However. 639 ol respondents

that gave plain maize meal porridge were also from the same setting,.



TABLI 13:

40

MOTHERS' KNOWLEDGE STATUS OF CHILD'S AGE FOR

MEASLES VACCINE ADMINISTRATION BY LITERACY STATUS

KNOWLEDGE STATUS

LITERACY  KNOWLEDGEABLE NOT TOTAL
STATUS KNOWLEDGEABLE

LITERATE 11(28.95%) 22(35.48%) 33

'NON LITERATE 27(71.05%) 40(64.52%) 67 B
TOTAL 38(100%) 62(100%) 100

X =
Df = {
P.value= 0.49

046

02% did not know immunisation schedules especially that of measles. 64% of these were

illiterate. Neverthelcess, 71.05% of those who knew were also illiterate.

FIGURLE 3: IMMUNISATION STATUS AND THI: VACCINE MISSED
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60% |
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B Missed Measles
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[0 Missed 3rd Measles
and Polio 2%

‘TIFully Immunised 76%




41

TABLE 14:  MOTHERS’ VIEWS ON THE SUITABLE AGE OF THE YOUNGEST
CHILD AT WHICH THEY COULD SAFELY CONCEIVEE BY
LITERACY STATUS

CHILD’S AGE

LITERACY 2 YEARS >2 YEARS TOTAL
STATUS

LITERATE 16(33.33%) 17(32.69%) 33
NON LITERATE 32(66.67% 35(67.31%) 67
TOTAL 48(100%) 52100%) | 100
X = 0.00

DI = 1

P.value= 0.90

Almost all respondents felt that the suitable time to conceive was when the youngest child
was two years and more. However, 67.31% of the respondents that felt that over two

years was suitable were non illiterate.

TABLE 15: MOTHERS MODERN FAMILY PLANNING STATUS BY LITERACY

STATUS

LITERACY FAMILY PLANNING STATUS TOTAL
STATUS ., PLANNING NOT PLANNING

LITERATE 7(36.84%) 26(32.10%) 33
NON LITERATE 12(63.15%%) 55(67.90%) 07
TOTAL 19(100%) 81(100%) 100
X o= 0.16

Df = 1

P.value= 0.69

Only 19(19%) out of 100 were practising modern family planning. 63.16% of these were
illiterate. Similarly, 67.90% of those not practising were equally illiterate. It was also

observed that 73% of respondents practising family planning used contraceptive pills
(figure 4).




FIGURLE 4:

FAMILY PLANNING METHOD

CONDOMS
16%

INUECTION £
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TABLE 16:  RESPONDENTS’ FAMILY PLANNING STATUS BY PARITY
FAMILY PLANNING UTILISATION

PARITY WERE USING WERE NOT TOTAL

USING

| —4 CHILDREN 12(63.16%) 53(65.43%) 65

>4 CHILDREN 7(36.84%) 28(34.57%) 35

TOTAL 19(100%) $1(100%) 100

X = 0.01

DI = I

Pvalue= 0.936

03.16% respondents who were using modern family planning had parity 1 — 4 children

while majority of those that were not practising modern family planning, (65.43%) were

of the same parity.

TABLE 17:

RESPONDENTS’ FAMILY PLANNING STATUS BY LOCATION

LOCATION FAMILY PLANNING STATUS TOTAL
WERE USING WERE NOT

USING
RURAL 9(47.37%) 62(76.54%) 71
SEMI-URBAN 10(52.63% 19(23.46%) 29
TOTAL 19 (100%) 81(100%) 100
X = 6.3620
DI = L
P.value= 0.02

Regarding location, 52.63% of the respondents that practised family planning were from

the semi-urban . Majority, 76.54% of the non users were rural respondents.
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TABLE1S:  RESPONDENTS' KNOWLEDGE STATUS OF CONSTITUENTS FOR
HOMI MADE ORS SOLUTION BY LITERACY STATUS
LITERATE KNOWLEDGE STATUS o
STATUS F T R TOTAL i
KNOWLEDGEABLE KNOWLEDGEABLE
LITERATE | 273%0) 6(20.09%%) 33

NONLITERATE | dde2) | 2309519 67
TOTAL 71100%) 29100 %) 100 *‘5

N° (YATES)= 2.07
DI = ! ’
P.value= 0.150

Many. 71(717) out of 100 knew the constituents as sugar, salt and water. 62% of these

were ihterate.



TABLE 191 DIARRHOIZA MANAGEMENT AT HOME BY LOCATION

DIARRHOEA MANAGEMENT AT HHOME
GIVE GIVE GIVE RUSH
LOCATION | PLENTY | TRADI- HOME | CHILDTO | TOTAL
OF TIONAL MADE THE
FLUIDS | MEDICINE ORS CLINIC
" URAL 2040%) | 26(70.277%) | 16(72.73%) | 27(75%) 71
SEMI- o 29
URBAN 360%) | 11(29.73%) | 6(27.27%) 9(25%)
TOTAL 5(100%) | 37(100%) | 22(100%) | 36(100%) 100
X = 2.4149
DI = 3
P.value= 0.4

Only 22(22%}) out of 100 gave home made ORS to manage diarrhoea at home. 72.73% of

these were from the rural setting. 60% of respondents that gave plenty fluids, regardless

of the kind were from the semi-urban setting,




TABLI 20

PREVENTIVE MEASURES TAKEN BY MOTHIRS AGAINST

MALARIA ATTACKS IN CHILDREN BY LITERACY STATUS

46

LITERACY STATUS

PREVENTIVE MEASURE Literate Non Literate TOTAL

Use Mosquito nets 10 (30.3%) 2(3.0%) 12
Burn Mosquito coil 3 (9.1%) 3(4.5%) O
Use Mosquito repelient 2 (6.1%) 9 (13.4%) 11
Spray insecticide 4 (12.1%) 2 (3.0%) §)
Close windows carly 3 (9.1%) 5(7.5%) 3
Keep the vard clean 3 (9.1%) 11 (16.4%) 14
Others 3 (9.1%) 14 (20.9%) 17
No step taken S(15.15%) 21 (31.3%) 20
TOTAL 33 (100%) 67 (100%) 100

P

X =20.86
DI =7
P. Value = 00.003

Only 35(35%) took measures that could effectively prevent mosquito bites and malaria

attacks. 30% of the literate mothers used mosquito nets.

4.4.0. SECTION B: FOCUS GROUP DISCUSSION

4.4.1. WITH HEALTH CARE PROVIDERS

PROVINCE:
TOWN:
SPECIFIC SITE:

LANGUAGE USED:

DATE:

TIME STARTED:
TIME ENDED:

NUMBER OF PARTICIPANTS:

EASTERN.
CHIPATA.

CHIPATA GENERAL HOSPITAL MCl11
DEPARTMENT.

ENGLISH.

24 APRIL, 1998.

11:29rs
12:47hrs

S (CONVENIENTLY SELECTED)
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CHARACTERISTICS OF THE GROUP

PROFLESSION: ALL NURSE MIDWIVES.
AGE GROUP: FROM 35 YEARS AND ABOVEL.
MARITAL STATUS: MIXED

OBJECTIVES OF THE FOCUS GROUP DISCUSSION.

The objectives of the focus group discussion were:

Factors that could be responsible for mothers’ failure to continue
monitoring the growth of their children.

The use of “road to health” graphs.

Reasons for mothers’ failure to have their children fully immunised.
Exclusive breastfeeding.

To obtain information about steps that could be taken to improve mothers’
incorporation of child survival strategies.

Their difficulties in teaching ORT to mothers.

About factors leading to mothers’ failure to use modern family planning.

To confirm whether or not mothers are taught preventive measures against

.~ Malaria.

To assess their knowledge about the appropriate weaning food.

TOPICS DISCUSSED

TOPIC 1: CHILD SURVIVAL STRATEGIES.

Most participants were able to mention the services that are offered at MCH

clinics as child survival strategies and those mentioned were:

immunisations



family planning
child weighing

. nutrition

TOPIC 2: GROWTH MONITORING.

A: REASONS FOR FAILURE TO REGULARLY MONITOR _CHILD’S
GROWTIL.

Almost all the participants agreed that the following were the possible reasons for

mothers’ failure to continuc monitoring the growth of their children after
immuanisations:-
. laziness.

burden of closely spaced pregnancics.
. inadequate health education.
ignorance about the use of the growth curve.

mothers with healthy babies not encouraged or praised.

lack of mother-Nurse discussion on growth monitoring.

TOPRIC 3: IMMUNISATIONS.

REASONS FOR MOTHERS FAILURE TO TAKE THEIR CHILDREN
*FOR ALL IMMUNISATIONS

The majority of participants commonly agreed that some mothers cither do not

take their children, at all, for immunisations or do not complete them because of
the under listed reasons:

some mothers fear that their children will become ill.

some husbands forbid their wives for fear of being disturbed in the night

by the crying child.
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some parents are discouraged by the fever that develops after the

vaccination.
occupation at the market becomes prime

postponements by the outreach tcam after confirming the appointments

discourages some mothers.

TOPIC 4: BREAST FEEDING:

A: VIEWS ABOUT EXCLUSIVE BREAST FEEDING

Most participints had this to say in agreement :

it is not good because breast milk is inadequate for most babies.

. milk production from the breasts has gone down in most mothers because

of hunger.

they are ignorant about the origin and the benefits behind the concept as

they have not had any official talk on it.

B: AGE OF CHILD AT WIHICH BREAST FEEDIN?: IS STOPPED

Almogt all the participants stopped to breast feed their children between the age of

12 months and 24 months.

'INTRODUCTION TO_SUPPLEMENTARY FOODS: TYPE OF FOOD
AND CHILD’S AGE.

Most participants gave their babies porridge, either plain or with groundnuts. One
(1) gave nshima or any thing light. Nearly all the participants introduced

supplementary food to their children before the babies reached the age of 4

months.
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(i) Unsatisfactory knowledge of good weaning food and weaning
process
(i1) Feeding children with unnutritious food

(ii1) Children being under-weight

(1) Bad attitude towards family planning

(i1)) Very few mothers practicing modern family planning methods

(1) Unsatisfactory knowledge of ORS solution preparation and
constituents

(i1) Inappropriate diarrhoea management at home

(1) Very poor knowledge of malaria preventive
measures.
(ii) inappropriate and non practice of preventive measures

against malaria

There is no significant association between mothers’ literacy status and one’s

knowledge, attitude and practice of child survival strategies except the following:

type of first weaning food and location
knowledge of constituents of home made ORS solution (salt, sugar and
water

malaria preventive measures taken

It was also established that information about the two variables related to literacy

status was rarely communicated by health care providers at MCH departments.

When this information is delivered effectively, mothers’ knowledge would

improve. This would in turn positively influence their attitude and practice
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TOPIC 9: INCORPORATION OF CHILD SURVIVAL STRATEGIES IN
CHILD REARING AND POSSIBLE SOLUTIONS

All the participants agreed that some mothers did not fully incorporate child
survival strategies in their child rearing because of:
. having large familics.

long distances between their villages and the nearest clinic.

. laziness.
. non involvement of fathers.
. bad attitude of staff.

erratic stocks of vaccines.

stoppage or non functioning of mobile clinics

busy schedules at home especially in the farming season.

All participants emphasised that in order to improve the situation, the following
must be done:

intensification of health talks (health education).

. visits to deflaulters.
regular availability of vaccines.
individualised health talks at the clinics

| Nurses reception and attitude must improve.

health education in work places and villages for men must start.



4.4.0. SECTION B: FOCUS GROUP DISCUSSION

4.4.1. WITH MOTHERS

PROVINCE: EASTLERN.

TOWN: CHIPATA.

SPECIFIC SITE: CHIPATA MCH CLINIC.
LANGUAGE USED: CHEWA.

DATE: 27 APRIL, 1998.

TIME STARTED: 10:23hrs

TIME ENDED: 11:29hrs

NUMBER OF PARTICIPANTS: 7 (CONVENIENCE SAMPLING DONE)

CHARACTERISTICS O THE GROUP

MOTHERS WITH AT LEAST 2 CHILDREN WITH AN UNDER 3 CHILD
AGE GROUP: FROM 21 YEARS TO 40 YEARS
MARITAL STATUS: VARIANT

A

OBJECTIVES OF THE FOCUS GROUP DISCUSSION

The objectives of the focus group discussion were:
. to obtain views from mothers on disadvantages of partial child
immunisation or partial immunisation status.

. to obtain their opinion about exclusive breast feeding.

. to obtain information about the weaning food readily available.

to gather information about benefits of regular growth monitoring of a

child and problems that hinder mothers from regular child weighing.



. to obtain their views about advantages and disadvantages of family
planning.

. to obtain information about diarrhoca management at home.

. to collect information about malaria prevention.

]
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TOPIC 1: DISADVANTAGES OF INCOMPLETE IMMUNISATION

When asked about what problems could arise when a child did not complete

immunisations, several views were expressed:

|

f . measles attacks in such a child would be more serious than those fully
E immunised.

Xk

E . children would suffer paralysis of legs.

'% . serious coughs would develop easily.

E . child would become constantly sick.

|

E

TOPIC 2: EXCLUSIVE BREAST FEEDING

When asked about their views on exclusive breast feeding, half the group felt that

it was a good thing because:
* ¥ abdominal discomforts would minimise in babies.

. child would eat well after 6 months when the intestines are ready for new

. food.

C T T T LR TR s T T s e AR s

The other group felt that:
| ¢ 6 months was too late.
E . the baby would be crying of hunger.
|
|
I

. other women have very little breast milk.



54

TOPIC 3: WEANING FOOD READILY AVAILABLE

Almost all the participants agreed that the food that is readily available and

accessible for weaning babies was porridge (maize meal) although some added

groundnuts. Those who could afford added milk.

TOPIC 4: BENEFITS OF, AND HINDRANCES TO REGULAR GROWTI
MONITORING.,

A: BENEFITS

Most participants revealed that regular growth monitoring was beneficial because:

it made the mother know how the child is growing

. it served as an early sign of ill health

it made the mother assess the nutritional quality of food given to the child.

B: HINDRANCES

Various factors hindering mothers from regular growth monitoring were cited as:

. laziness.
lack of time especially marketeers.
. ignorance about its importance.

fear of harsh nurses especially after a spell of defaulting.

too many under-fives because of early pregnancies.

peer pressure.
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TOPIC S: BENEFITS AND PROBLEMS RESULTING FROM MODERN

FAMILY PLANNING

A: BENEFITS.

Only 3 participants had this to say:

the mother is given enough time to look after her child well
the child is allowed to grow well.
mothers rest from fiequent burdens of pregrancy.

the uterus is served from tearing.

the husband is kept at home as he knows he can have sex with his wife

without any disturbances (“it serves as a marital security measure” one of

them said).

B: PROBLEMS

Almost all participants agreed on:

irregular periods.
wateriness during scx.

mass formation in the abdomen.

insecure marriage especially where the husband is not in its favour.

barrenness

fear in husbands that their wives would become promiscuous.

hypertension.
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TOPIC 6: DIARRHOEA MANAGEMENT

A: MAKING SUGAR, SALT, SOLUTION FOR ORT.

On this, the group was divided. One group agreed on the following:

1 bottle boiled cooled water (750ml), 2 table spoons sugar and 1 table

spoon salt

The other group argued and listed the constituents as follows:

I teaspoon salt, 8 teaspoons sugar and 4 cups water (type of cup not

specified.

B: MEASURES TAKEN WHEN A CLULD HAS DIARRIHIOEA

One participant said she made the home made ORS (sugar, salt solution.
Another participant said she bought capsules (white) for her baby and
sometimes a syrup that is combined with chloroquine were given

Two participants said they did herbal sitz baths; and 2 still gave oral herbal

medicine.

they all agreed that when these other measures fail, they rushed to the

hospital or clinic.

TOPIC 7: MALARIA PREVENTION

¢

Various measures were given such as:

keeping the child clean.

burying water logged places.
. | cutting the grass short around the yard.
closing the windows early.
buying mosquito nets.
spraying insecticide.

putting herbal mosquito repellents in the bedrooms.
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CHAPTER 6

DISCUSSION OF FINDINGS

INTRODUCTION

The study sought to establish mothers’ knowledge, attitude and practice regarding
incorporation of child survival strategies in their child rearing in Zambia. This

was a cross sectional study conducted in Chipata District of Eastern province.

The information obtained included the demographic data, knowledge, attitude and
practice regarding growth monitoring, breast feeding, weaning (nutrition), child

immunisations, family planning, home diarrhoca management and Malaria

prevention in children.

To supplement the information given by mothers, the researcher also conducted a
focus group discussion with health workers at MCH clinic on their views about
mothers’ incorporation of child survival strategies and their views on how
utilisation of the MCH services could improve in order to encourage more

mothers to incorporate the strategies in the care of their children.
e

Majority of the respondents came from the rural setting considering the population
they had to represent. Most of the respondents from the semi-urban were house
wives which could be due to the timing problems. It would have been more
interesting to include working mothers and marketeers lo ensure adequate

representation of the semi-urban Chipata. However, time was inadequate.

A sample size of 100 was reached making a response rate of 100%.
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Two focus group discussions were done: one with health care providers and
another with mothers, both from Chipata semi-urban. It would have been more
representative if the other two were conducted in rural Chipata. Although the
response rate was good, it would have been more helpful if more catchment areas
were included than only four Health Centre catchment areas for rural Chipata and
three residential areas for the semi-urban. A very interesting finding was similarity

in knowledge and practice among mother belonging to the same rural health

centre.

DEMOGRAPUHIC PROFILE,

Only ten (10) respondents were twenty years old and below. The capability of this
age group to rear a child in a manner that will ensure survival and health is quite

debatable. In fact, it would have been beneficial if the relationship between

mothers’ age and practice were established.

The majority of respondents were married. Husbands are very influential in
decision making regarding modern child rearing practices as supported by
information gathered from both focus group discussions.

Only one third of the respondents were literate, a factor that is very vital for
conceptualisation of the health education topics as confirmed by one author who
reported that researchers have emphatically stated that mothers’ level of education
alone has a substantial direct impact and is perhaps the most important of all
social and economic influences on child mortality and perhaps survival (Robey et

al 1992). However, one’s literacy seemed to determine one’s location, at a P.value

of 00.000 and this could have an impact on over practice.

Moreover, the kind of education the respondents have can not be broadened as

literacy for if it was, then the majority of them would have been working as



59

bankers, teachers, nurses, secretaries and so on. The kind of education they have

seems to be mediocre.

GROWTH MONITORING

Nearly all respondents were knowledgeable about the importance of regular child

weighing with no association to literacy status.

Just over fifty percent of respondents regularly took their children for growth
monitoring. There was no association to one’s location. In fact, it was also
observed that mothers within the same catchment area of a clinic, where MCH
outreach activities were still carried out, bad almost all the children regularly
weighed. The findings from the focus group discussion with the health workers
have revealed that health workers often neglected the aspect of growth monitoring
and emphasised only on the importance of having a child fully immunised. This is
supported by a study conducted in Uganda where parents were requested to
prioritise aspects they regarded as important for child health and survival. Four

aspects were listed with immunisation put first and growth monitoring last

(Karamagi 1990).

About 81% of children’s’ growth curves were within normal reflecting poor
nutritional status. Children’s nutritional status, in turn, reflects feeding practices

among other things (ZDHS 1992). However there was no association betwcen

mother’s parity and child’s growth curves.

BREAST FEEDING AND FEEDING/WEANING

Half the number of respondents felt that exclusive breast feeding was bad. There
was no significant association with one’s literacy status. These findings are not
surprising in that even health workers in the focus group discussion had mixed

feelings about this concept and openly stated that the concept was new to them.
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They did not know its origin or benefits. This could perhaps explain why the
majority of mothers introduced weaning food to their children at less than 6
months of age, the period recommended for exclusive breast feeding only.
However, literacy status had no significant relationship with the respondents’
practice.

This concurs with the findings in the study conducted in Zambia in 1996 where
exclusive breast feeding accounted for only 13%. Supplementary liquids and

foods were mostly introduced at either two or three months (Siyandi 1996).

The majority of children were fed by their mothers. Very few were fed by cither
their athers, clder sibling, grand mother or any other relative. It is not known

whether the person feeding the child had any influence on thé amount of food

taken except in children that tended to refuse to eat..

Almost all respondents first introduced maize meal porridge to their babies out of
which few (20%) added nothing, with the rest adding either groundnuts or milk.
This practice had a significant relationship with one’s location at a P.value of
0,03. In fact, even in both focus group discussions, the weaning practice was not
different in any way. It was however interesting to establish that some mothers
gave, even nshima or anything available as first supplementary food. Similarly,

one study conducted in Zambia revealed that on the whole, weaning food was
mainly cereal (Chibuye et al 1996).

Almost fifty percent of the respondents felt that the most ideal age of the child to
stop breast feeding was 18 months. Neither literacy status nor location seemed to
have had any significant influence on this opinion. It was however observed that
respondents belonging to the same health centre gave the same answers. It is
assumed that the answers they gave could have been according to what they were
taught at their respective health centres. This perhaps explains the other findings

that established that only about 52.77% of mothers with children of 24 months
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and below were still breast feeding with no significant difference in the two

locations.

Interestingly both practices of weaning and breast feeding seemed contrary to
UNICEF and WHO, who have recommended that exclusive breast feeding be
practised for the first six months of life and it should be continued into the second
year of life while weaning food must comprise water, major electrolytes, proteins,

vitamins and carbohydrates for it to be nutritious (Siyandi 1996, Garza and Butle
1995).

IMMUNISATION

The majority of respondents (62%) did not know the child’s age at which measles
vaccine is administered. There was no association between one’s knowledge and

literacy status. The factor responsible for this could be lack of health education by

some health workers.

Most of the children, 76% were fully immunised although this is less than the
80% recommended immunisation coverage. The full immunisation status seemed
to largely depend on regularity and commitment to outreach activities by health
wotKers especially in the rural setting. Majority of the children missed DPT and
Polio boosters. These finding concur very well with the ZDHS (1996) survey that
-reported that 78% of infants were fully immunised according to National
Immunisation Policies. The percentage of children who missed the vaccination
seemed small in that the current policy directs health workers to give the vaccine
which the child missed at possible earliest contact at the OPD (Out Patient
Department). The other possible reason could be the much emphasis made by
health workers on the importance of immunisations as commented by the health
workers in the focus group discussion. This is also supported by a study

conducted in Uganda that revealed that parents placed immunisation first on the
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priority list of aspects that are important for child survival and child health
(Karamagi 1990).

FAMILY PLANNING/CH!LD SPACING

All the respondents were knowledgeable about the suitable age of the youngest
child at which they could safely conceive. Their knowledge was not significantly
related to their literacy status. However, it was not established whether mothers

attach family planning to child health and child survival.

Very few mothers (19%) were using modern family planning. There was no
association with both literacy status, parity and location. Interestingly, a rescarch
was done in Malawi where similar findings were attributed to literacy problems as
well as powers vested in husbands to decide on family planning practices (Phiri
1993). The latter problem was however clearly spelt out in the focus group
discussion of this study in which mothers mentioned that husbands are presently
decision makers on whether or not the wife should use family planning. The
findings concur with a survey done in 1996 which revealed that only 19% of child
bearing women use family planning for child spacing (ZDHS 1996). Like in the
ZDHS (1996) survey, the majority of the family planning users used the oral
contraceptive despite the obvious problems associated with its use. There was a

significant relationship with one’s location at a P.value of 0.02.

DIARRHOEA HOME MANAGEMENT

The majority of respondents who did not know the constituents of home made
ORS solution were illiterate. Literacy status had no significant influence on their
knowledge. This opposes with an observation made by (WHO undated) who
recommends the use of prepacked salts which reduce the risk of confusion

between the amount of sugar and salt to be added to water. However, this
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observation was expressed in both discussions with mothers and health workers,

who did not agree on how to make ORS solution at home.

Very few mothers gave fluids in the absence of ORS to children with diarrhoea,
while some gave their children traditional medicines. The findings were not
significantly related to literacy status. This could mean that perhaps very few
mothers are aware of the recommendations made by WHO (1990) who have
emphasised the importance of treating diarrhoea and vomiting at home with

administration of more fluids than usual such as ccreal gruel and plain water

unless the problem persists.

A small number of mothers gave their children home made ORS Solution made
from sugar, salt, and water although the appropriateness in mixtures still remained
questionable. Interestingly, these findings are opposed to those from a study
conducted in Zambia in 1994 that revealed that 80% of the mothers used ORS

packets or the recommended home made solution prepared from sugar, salt, and

water (Nsemukila 1994).

It was established by both focus group discussions that rarely were talks given on

diarrhoea management.

o~

MALARIA PREVENTION

Almost 50% of the respondents either took no step at all or employed measures
that .did not protect the child from catching malaria. The findings revealed a
significant association between one's literacy status and the preventive measure
taken at a P.value of 0.003. It was also revealed in the focus group discussions

with health workers that no health talks were given to mothers on malaria

prevention at MCH departments.
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IMPLICATIONS O THE STUDY

The findings from the study revealed that some mothers had some limited

knowledge, positive attitude and incorporated some child survival strategies in

their child rearing.

Lack of adequate information about the importance of growth monitoring, family
planning, exclusive breast feeding, Oral Rehydration Therapy, malaria prevention,
lack of knowlgdge about food stuffs essential for the growth of their children were

some of the hindrances to positive attitude, to knowledge and full incorporation of

child survival strategies.

It has also been revealed in this study that some mothers from the same catchment
area have similar attitude, knowledge and practice regardless of their literacy
status except for malaria prevention and knowledge of ORS constituents. This
shows that mothers with low formal education are teachable if given effective

health education by using appropriate teaching skills.

While studies have shown that mothers’ education status is perhaps the most

important tool associated with child mortality and survival, it is also evident that

the majority of mothers would incorporate child survival strategies once they are
L4

made to understand that when they do this, their children will not die and will lead

relative healthy lives.

There is therefore hope that while female education is still very low in Zambia,
mothers can be educated on the importance of incorporating child survival
strategies. This is possible as Jong as they are empowered to decide to practice
what they perceive as vital for child health and survival, and especially if they

receive effective health education. The importance of these findings is that as long
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as incorporating child survival strategies in child rearing is not achieved to the full
measure, child mortality rates will continue to be on the increase and children will

continue to grow in ill health regardless of their mothers’ attitude, knowledge and

educational status.
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CHAPTER 7

CONCLUSION AND RECOMMENDATIONS

CONCLUSION

Knowledge and altitude have a very big impact on one’s practice and behaviour.
Availability of vital information and literacy status of mothers are among the
important aspects that play a major role in the knowledgeability, development of
positive attitudes and adoption of strategics that improve child health and child
survival. This study has cstablished that education/literacy status of women in
rural Zambia is still very low. The few women with formal education are largely

in the group within mediocre cohort which is below grade 12 full certificate.

Mothers have a fair level of knowledge about the importance of child survival
strategies. They however, have poor knowledge about exclusive breast feeding

making salt sugar solution for diarrhoca management (although they are able to

mention its constituents).

Knowledge of malaria prevention measures is quite poor. Two factors seem to be

responsible for these findings:-

* their mediocre education status and

lack of vital information on issues that should be incorporated in child

rearing as well as their impact on child health and child survival.

Mothers’ attitude towards child survival strategies is negative especially regarding
exclusive breast fceding, family planning. The attitude exhibited seems to be
linked with the level of knowledge they have about the importance of the

particular strategies, although this was not statistically tested.
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Mothers in rural Zambia do incorporate poorly child survival strategies, in their
child rearing practices inspite of their relative good knowledge and positive
attitude about them. Their incorporation is very poor more especially in exclusive
breastfeeding, weaning feeding, use of sugar and salt solution for diarrhoea,
family planning and malaria prevention. It was also established that very little
information is given to mothers by health care providers about the importance of
some of these strategies. The reason for this scenario seems to be deficient
knowledge among health care providers especially concerning exclusive breast
feeding, home diarrhoea management and malaria prevention. This finding is
worth exploring further as it was established from a very small scale (FGD). There
IS some evid'encc that mothers are not empowered to make decisions about health
practices that promote child health and survival. This is because husbands are the

main decision makers of issues related to reproductive health and child rearing in

a family.

Immunisation coverage and growth monitoring are fairly good in villages where
outreach programmes are still implemented, with very active community health
workers. This is regardless of mothers literacy status. The quality of service and

degree of commitment on the side of health care providers has a direct reflection

on mothers practice.

Literacy status and one’s parity have very little impact on the outcome of this
study. However, the kind of literacy mothers have in rural Zambia is not very
broad otherwise the majority would have been on formal employment such as
teaching, manageme'nt, secretarial work and nursing just to mention a few. On the
contrary, very few are on such kind of employment, indicating that although some
of them are literate, its degree is quite low. Similarly, one’s location seems to

predict only family planning and weaning practices such as food given. Literacy

status seems to determine one’s location.



Nevertheless, every mother would love her child to keep healthy and survive.
Therefore, any vital information that ensures this will surely compel her to change
her attitude and practice. Since no mother would love to go through the struggle

of pregnancy, and labour, only to see her child die.
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RECOMMENDATIONS

L.

|\

0.

Mothers need more information on the importance of child survival strategies.
Health providers will therefore require special training on effective delivery
health education to clients of various educational status.

Incorporation of child survival strategies in places where MCH outreach
activities are carried out is quite effective. Measures that would intensify
MCH outreach activitics need to be seriously addressed. Logistics and local
needs will have to be looked into such as expanding the roles of the
community health worker.

MCH 1. E. C. Policy need (o be drawn in order that important aspects that are
not taught (such as importance of exclusive breast feeding, growth monitoring,
diarrhoca management) are included in the health education campaigns.
Training programmes of health workers, community leaders and community
health workers on Malaria prevention and home diarrhoea management should
be put in place soonest.

A policy that will empower programme managers, scrvice providers and
community leaders to incorporate and educate men on their parental

responsibility in promoting child survival and health such as provision of

mutritious food and child spacing practice be drawn immediately.

Health and Social policy that will empower women to make their own

decisions that promote the health of their own children should be put in place.

The present study should be considered a pilot study on which a larger one should be

based with other variables added, that were not explored and possible factors responsible

for poor incorporation of child survival strategies with setting comparison.
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ANNEX 1 VARIABLES

FACTORS CONTRIBUTING TO POOR CHILD HEALTH AND REDUCED CHILD SURVIVAL

[ —

TEENAGE PREGNANCY = ILLITERATE ' INADEQUATE HEALTH| | DISTANCEOF ~~  NOJOB
- ; N MOTHER P EDUCATION an OEZOm ! Owwowﬂcz_dmm
P o o b o o [ — —— .‘»l.J‘!.IJ‘;?
- YOUNG MOTHER | | 'NON PRACTICE OF aw@w\mwi OF
N - IGNORANCE FAMILY PLANNING | CAREGIVER
LACK OF EXPERIENCE IN | A S
CHILD REARING - LARGE FAMILY . Aﬂ:z\Emoc\ﬁm FOOD
LACK OF KNOWLEDGE ON ~ WRONG ATTITUDE | | .| POOR PRACTICE OF CHILD
IMPORTANCE OF CHILD s TOWARDS CHILD L . . SURVIVAL STRATEGIES |
SURVIVAL STRATEGIES mCW<H<>h mﬁﬁ»,ﬂmowmm o T
POOR HOME CONSTANT POOR CHILD HEALTH
HYGIENE = DIARRHOEA ™————— AND ”
REDUCED CHILD
POOR DIARRHOEA . SURVIVAL
MANAGEMENT

*(SOME VARIABLES NOT EXPLORED)
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ANNEX 4

QUESTIONAIRRE No. ...........
ONUM.
CLASSIFICATION OF
AREA OF RESIDENCE
LOCATION | = RURAL
2 = SEMI URBAN
UNIVERSITY OF ZAMBIA
SCHOOL OF MEDICINI
DEPARTMENT OF COMMUNITY MEDICINE

SEMI-STRUCTURED INTERVIEW SCHEDULE

TITLE OF THE STUDY

INCORPORATION OF CHILD SURVIVAL STRATEGIES IN MODERN CHILD
REARING AMONG MOTHERS IN CHIPATA DISTRICT - ZAMBIA:
A KAP STUDY

INSTRUCTIONS TO INTERVIEWERS

| Firstly, introduce yourself to the respondents

2 Explain the purpose for collecting information

3. Let the respondent sign the consent form accordingly
4 Make sure the respondent meets the inclusion criteria
S Do not write the name of the respondent anywhere

6. Ask all the questions in this questionnaire

SECTION A DEMOGRAPIIC AND OTHER PERSONAL DATA
l. 'Age (age Mother)......cooceevercnnane Date of Birth (DOB)

.....................................

2. marital Status (Marital)

1. Single 2. Married 3. Widowed 4. Divorced 5. Separated
3. Age in years of the child - ........... Date of Birth (DOB Child).....ccooviiiiiiinnnns
4. Number of children (Parity) - ...,

S. Occupation (OCCUPY Jeeeevuiirieriiiiierierre ettt e ere e e e s sbeesaresansesrae e

0. - Literacy Level (Literacy)

1. Literate 2. Non-Literate



7. Monthly Income. (Income)

..................................................................................

8. Presence of Financial Support

l. Yes 2. No

9. Number of People Living together in your housce (Number in house)

.......................

KAP ON GROWTH MONITORING

10. Why are children weighed? (Why weigh)

1. For growth I. Yes 2. No
2. To detect all discases early I. Yes 2. No
3. For prevention of diseases I. Yes 2. No
4. To monitor child growth l. Yes 2. No
5. Do not know l. Yes 2. No
1L, How often should your child be weighed in the first two years of life?

1. Once a week
2. Once a month
3. Once in two months

4. Do not know

12. Are you still taking your child for weighing? (Still Weighing)
l. Yes 2. No
13. At whit age should you stop to take your child for weighing (stoop weighing)
1. At 2 years 4. At S years
3. At 3 years 5. Over 5 years
3. At 4 years 6. Do not know

KAP ON BREAST FEEDING

14. What is your view about giving the baby the breast only from one to six months?
1. It is good 3. It is not possible
2. It is bad

4. No comment



15.

16.

17.

What food did you give vour baby {rom one month to six months (tood 1 - 6

months)

p—

. Breast milk alone 5. Artificial milk only

2. Breast milk and water 0. Breast milk and porridge
3. Breast milk and artificial milk 7. Others

4. Artificial milk and water

At what age should a child stop to breast feed (stop breast feed)?
1. At less than 12 months

2. At 8 months

3. At 24 months

4. At more than 24 months

Are you still breast feeding your baby (still breast feeding)

I. Yes 2. No

KAP ON FEEDING AND WEANING

19

20.

What first supplementary food did you introduce to your baby when started

weaning him/her?

1. Other milk

2. Porridge plain

3. Po}?idge with milk

4. Porridge with groundnuts

9. Others

At what age did you introduce your baby to extra foods (extra food age)
1. At 2 months 4. At 5 months

2. At 3 months 5. At 6 months

3. At 4 months 6. At over 6 months

Who feeds your child (feeding child)?....o.ooevieienicciieeeeeeeeeve,



Fo% I

Identify the foodstuff that is essential for the health Gt your baby (food essential)?

1. Groundnuts

. Okra

[\

3. Biscuits

=

. Plain porridge

)

22 [dentify the foodstuff not essential for the growth of your child
I. Kapenta

~

. Nshima

. Fanta

(9]

4

. Mangoes

KA ON IMMUNISATIONS

)
L

Which of the diseases listed below is prevented by child immunisation
I. Cough
2. Meningitis
3. Malaria
4. Polio
5. Diarrhoea
-+ Atwhat age in months should a baby receive measles vaccine (give measles
vaceine)
[. At 6 months
2. AL9 months
3. At 12 months
4. At more than 12 months
5. Do not know

23 Is your child fully immunised?

I. Yes ° 2. No 3. Can not remember



21.

[dentify the foodstuff thal is essential for wie nealth of your baby (food essential)?

1. Groundnuts
2. Okra

3. Biscuits

4. Plain porridge

Identify the foodstuff not essential for the growth of your child

——

. Kapenta

[s®]

. Nshima

. Fanta

S~ W

. Mangoes

KAP ON IMMUNISATIONS ,

23.

24,

25.

Which of the diseases listed below is prevented by child immunisation

L. Cough

2. Meningitis

3. Malaria

4. Polio

5. Diarrhoea

At what age in months should a baby receive measles vaccine (give measles
vaccine)

1. At 6 months

2. At 9 months
’

3. At 12 months

4. At more than 12 months

5. Do not know

Is your child fully immunised?

1. Yes ° 2. No 3. Can not remember



GROWTH CHART

4.

Check the growth chart and indicate how often the weighing of the child is done

(how often weighing)

1. Every month

2. Every 2 months

3. Not done regularly.

4. Stopped after immunisation period

5. Not weighed at all

If weighing is donc regularly or irregularly, indicate if the curve is (curve)
1. Within the “road”

2. Above the “}ozld”

3. Almost below the “road”

4. Below the “road”

FAMILY PLANNING CARD

If in the interview, the mother has said she uses modern family planning, request for the

card
6.
7.

Is the c.ard available (card available 17 Yes 2. No
What family planning method is she using (FP method)?

1. Contraceptive pill

2. Inj;gction

3. Loop

4. Condom



GROWTH CHART

4. Check the growth chart and indicate how often the weighing of the child is done

(how olten weighing)
[. Every month

2. Every 2 months

[Y)

. Not done regularly

4

- Stopped after immunisation period

'

. Not weighed at all

wn

[weighing is done regularly or irregularly, indicate if the curve is (curve)
I. Within the “road”

2. Above the “road”

‘s

. Almost below the “road”

4=

. Below the “road”

FAMILY PLANNING CARD

Ilin the interview, the mother has said she uses modern family planning, request for the

card
0. Is the card available (card available 17 Yes 2. No
7. What family planning method is she using (FP method)?

[. Contraceptive pill
s

2. Injection

3. Loop

4. Condom



GROWTIH 7""ART

4.

Check the growth chart and indicate how often the weighing of the child is done

(how often weighing)
L. Every month

2. Every 2 months

3. Not done regularly

4. Stopped after immunisation period

5. Not weighed at all

If weighing is done regularly or irregularly, indicate if the curve is (curve)
1. Within the “road”

2. Above the.“‘road”

3. Almost below the “road”

4. Below the “road”

FAMILY PLANNING CARD

If in the interview, the mother has s

card
6.
7.

aid she uses modern family planning, request for the

Is the card available (card available 1?7 Yes 2. No
What family planning method is she using (FP method)?

1. Contraceptive pill

2. Injection

3. Loop

4. Condom



ANNEX 5 *

FOCUS GROUP DISCUSSION GUI. JITH MOTIIERS
ATO BE TRANSLATED IN LOCAL LANGAUGE)

Immunisation
L. What are the disadvantages of a child’s incomplete or missing some
immunisations?

Breast Feeding

2 What are your views about exclusive breast feeding?

Weaning Practices

3.

What weaning food is readily available for a 6 months old baby?

Growth Monitoring

4. What are the benefits of taking your under-five children for monthly weighing?

I

What are the problems that hinder mothers fromt

aking their children for weighing
up to five (5) years?

Pt

-amily Planning

0. What do you like about modern family planning methods?

~1

What don’t you like about modern family planning?

Oral Rehydration Therapy

-4

S. How is home made ORS prepared?

9. What measures do you take when your child starts to have diarrhoea?

Malaria

10. How do you protect your children against malaria?

End of focus group discussion.



ANNEX 6

FOCUS GROUP DISCUSSION GUIDE FOR HEALTH WORKERS.

CHILD SURVIVAL STRATEGIES.

1. What are the child survival strategics?

GROWTH MONITORING

2. Why do mothers fail to bring their children after finishing immunisations and in
between immunisations?

3. How do you make use of the baby’s weight in “the road to health’ graph?

IMMUNISATIONS .

4.

What could be the reasons for some mothers not bringing their cluldren for
immunisations?

BREAST FEEDING

5. What are your views about exclusive breast feeding in the first 4-6 months?

FEEDING/WEANING/NUTRITION

6. What type of weaning food should mothers introduce to their babies after
exclusive breast feeding?
7. There after, what types of food should they give them at?
a. . 9 months?
b. 12 months?
C. 18 months?
d. 24 months?

P

ORAL REHYDRATION THERAPY

8. What problems do you have in teaching ORT to mothers?

9. How is home made ORS prepared?

FAMILY PLANNING

10.  What are the factors contributing to non utilisation of family planning services by

some mothers?



MALARIA PREVENTION

11. What measures do you teach mothers to t

ake to protect their children against
malaria?



PYININVEA T

INFORMED CONSENT TO PARTICIPATE 1IN THE

INTERVIEW ABOUT- UTILISATION OF SERVICES AT
THE MCH CLINICS. '

Dear Madam,

............................... .. from Chipata
Lwo other friends conducting a
research on utilisation of services offered at Under

5 Clinics to Promote hild Health and Prevent

childhood diseases.

We therefore wish to determine the knuwledge, attitude
and practice of mothers/care givers of the under - g
ye2ars children on child care activities such as
monthly weighing, immunisations,'breastfeedjng, issues
of nutrition and general prevention of ~h1ldhood
diseases. This information is very vital for the
improvement of child health in our district.

I am therefore requesting you to allow us Lo interview

you. The information obtained will be treated with
strict\gonfidentiality.

Your participation in this study is voluntary. wWould
you like to participate in this study?
,

Tick the appropriate responge .

YES { } NO " | }

SIGNATURE.. . .... SIGNATURE
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go homol ogiﬂegiginme ity Mediein
e of Com edicineg
quo Box 501‘10

15th December, 1997

The Direotor
Chipata District Health Management,ﬁ'eam.‘
PeO¢ Box 11203, |
QHIPATA.
Dear 811‘" .
RE UEST CONDUOT A R EARCH 8TUDY

Ian a student at the above mentioned sehoo) eurrently
8 for a Magtun'y degree in Fublie Health (Mbx), In ial
mt of ‘th ts for ? 98y I am raq to
cotduot q reaearch in the 014 of healt)?

I am tbtrofor. uegt: ure ofﬂao to t me ernmission
i R e g
A KNOVLEME, ATTITUDE ARD mcmm SURVEY,

My study wily involve mtommg mothers in Chipata Urban
and rurel.ag ¥ell aw fooug group disoussiong with motherg and with
health care m'c‘vﬂ.dw-’.g

The findings wi1] be v useful to youpr office for ensup
3{:00:1?' delivery of heauhegre to prono{: child survival in yiggr
ote

Your 8pproval will be greatly appreciated

i)w:db()o’
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! Quote..

REPUBLIC OF LAMBIA

MINISTRY OF HEALTH A DS
PO, BOX 511205
CHIPATA

29th January, 1998

MrsADH.S. Banda

- Chipata School of Nursing,
P.O. Box 5101 19,
CHIPATA

Dear Madam,

i RESEARCIL P

" dated 15th December, 1997 in which you requested the District
Director of Health togrant you permission for you to carry out a reseach in our District, |
am happy to inform you that your request has been granted.

In case of clarity seeking or/and to gather move inform
hesitate to contact Mr Muchayanshimbi B.L. Fr
Adiministration for Chipata District.

ation about the matter please don't
ancis, the Acting Manager

Yours faithfully,

[

Muchayarishimbi B.L.F.
A/G Manager Adiministration

LCTOR OF HEALT]



