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ABSTRACT
This is a quantitative descriptive cross sectional study on knowledge, attitudes and
practices of care takers towards prevention of malnutrition among the under five children

in Kasempa District. The study was conducted in different communities of the district.

The main objective of the study was to determine the knowledge, attitudes and practices
of care takers towards the prevention of malnutrition among the under five children in
Kasempa District. The study’s specific objectives were to determine the care takers’
knowledge in prevention of malnutrition, to ascertain the care takers’ attitudes towards
prevention of malnutrition, to explore practices of care takers towards prevention of
malnutrition and to determine factors that influence care takers’ knowledge, attitude and
practices towards prevention of malnutrition among the under five children.

The study was conducted between October 2010 and December 2011. A total of 50
respondents participated and were selected using the convenient sampling. Respondents
were care takers of the under five children and were aged between 15 and 40 years
irrespective of their marital, socio- economic and even educational status in Kasempa
district. More than 75% of these care takers were farmers and living on less than K300,
000.00 monthly incomes.

A structured questionnaire was used to collect the data for the study. The findings were
that knowledge was moderate (76%) among the people with 84% of the respondents
having positive attitude towards prevention of malnutrition. Furthermore, majority of the
respondents 64% had acceptable practice. It was discovered that knowledge does not
always improve practice or attitude. Some of the respondents with good practices had
poor attitude and those with high levels of knowledge revealed negative attitude. There
could be other factors that contribute to knowledge, attitudes and practices towards the
prevention of malnutrition.

There is need for the health personnel, policy makers and the community to work
corporately and hard towards prevention of malnutrition. As knowledge on prevention of

malnutrition increases among the care takers practices should equally be good and so

Xiv




instill positive attitude towards preventing malnutrition there by promoting good health

for children and reduce on the child mortality rate.

XV




CHAPTER ONE
1.0 INTRODUCTION
1.1 BACKGROUND INFORMATION
Malnutrition remains one of the most common causes of morbidity and mortality among
children. WHO (1999) states that approximately 9% of the children below the age of
five suffer from malnutrition and are at risk of death. In Zambia, 59% of the children
less than five years of age were found to be stunted or chronically malnourished, 25%
were under weight and 4% were wasted or acutely malnourished. Recently, there has
been an increase in levels of malnutrition due to the advent of HIV/ AIDS and
economic decline (CSO, 2004). The rates are higher in rural areas than urban basically
because in rural areas the people lack basic knowledge on proper nutrition and lack
resources such as finances, enough food supply and food management (MOH, 2004).
Overview of Malnutrition
Malnutrition is a general term that indicates a lack of some or all nutritional elements
necessary for human health (Medline Plus Medical Encyclopedia in FAO, 2007). There
are basically two types of malnutrition. The first and most important is protein energy
malnutrition (PEM) which is the lack of enough protein (from meat and other sources)
and food that provides energy (measured in calories) which all of the basic food groups
provide. The second type of malnutrition, also very important, is micronutrient (vitamin

and mineral) deficiency.PEM is the most lethal form of malnutrition/ hunger.

The statistic most recently cited is that of the United Nations Food and Agriculture
Organization, which measures ‘undernutrition’ and says that 1.02 billion people over
the world are undernourished. This figure is said to have increased from the estimated
854 million in 2006. The increase was attributed to three factors: 1) neglect of
agriculture relevant to very poor people by governments and international agencies; 2)
the current world wide economic crisis, and 3) the significant increase of food prices in
the last several years. 1.02 billion people are 15% of the estimated world population of
the estimated world population of 6.8 billion. Nearly all the undernourished are in
developing countries.

Children are the most visible victims of undernutrition. Children who are poorly

nourished suffer up to 160 days of illness each year. Geographically, more than 70% of




the malnourished children live in Asia, 26% in Africa and 4% in Latin America and the
Caribbean.

In many cases, their plight began even before birth with a malnourished mother.
Malnutrition among the pregnant mothers leads to 1 out of 6 infants born with low birth
weight.

There are different types of malnutrition which include under nutrition and over
nutrition. Common forms of malnutrition in Zambia are those resulting from under
nutrition such as Protein- Energy Malnutrition (PEM), which manifests as kwashiokor
and marasmus.

The increasing body of knowledge shows evidence that nutrition and health affect
children’s cognitive, motor, and behavioral development both prenatally and post
natally (wikipedia, the free encyclopedia). Poor nutrition, during the early years of life,
leads to delayed mental and motor development, as well as increased morbidity and
mortality. In the long term, early nutrition deficits are linked to impairments in
intellectual performance, work capacity, negative productive outcomes and general poor
health (MoH, 2009). Promotion of appropriate infant and young child feeding is
important for adequate nutrition during infancy and early childhood.

The poor socio- economic status affects the children due to increasing levels of poverty
which leads to increased disease burden due to malnutrition, a condition that is
potentially preventable.

Kasempa, like any other district in Zambia, is not left unaffected by the problem of
malnutrition. PEM is one of the top five causes of death in the under five children and
about one fifth of hospital admissions have are due to malnutrition in the District.

The health sector is not quiet about the increasing rates of malnutrition. The aim of
many health services is directed towards preventing malnutrition. World Health
Organization (WHO, 1997) in Administrative Committee on Coordination/ Sub-
Committee on Nutrition (ACC/ SCN, 1997), states that the prevalence of stunted
children in any country and within subgroups should be less than 20% by the year 2020.
This is ten years before 2020 when the final evaluation would probably be done to
assess the situation after the many interventions.

There are so many factors that contribute to malnutrition in children. ACC/SCN (1997),
states that malnutrition would rapidly be reduced if systematic action in the areas of
health, food security, child and maternal health care and improved access to education

2




are focused on. Apart from these factors, Mallik et al (2006-2009) add that some social
and cultural customs and taboos and poor child care practices at family level are factors
contributing to malnutrition. Hence this study was conducted to determine the
knowledge attitudes and practices of care takers towards the prevention of malnutrition

among the under five year old children.

1.2 STATEMENT OF THE PROBLEM

The global picture of malnutrition shows that morbidity of child malnutrition increased
from 25% to 31% in 2002, by 2007 the rate had increased to 45% and 47% by 2009
(FAO, 2007).

Sub regionally, literature shows that so many people especially children are
malnourished and the reflected figures were that; Angola had 5.0 million, Tanzania,
16.1 million, Mozambique 8.3 million and Zimbabwe 5.7 million malnourished people
(FAO, 2007).

Malnutrition rates in Zambia still remain high, the fourth highest in the region with 5.7
malnourished people (FAO, 2007). CSO (2007) states that malnutrition rate which
stands at 45% is still quite high.

Kasempa District, which is the study location, is one of the rural areas in Zambia. The
rainy season always brings with it severe cases of malnutrition and increased
admissions to Mukinge Mission Hospital which is the only hospital in the district.
Malnutrition among the children below the age of five should not be a problem
considering all the concerted efforts made by both MoH and Non- Governmental
Organizations (NGOs) in the country and Kasempa District inclusive. However, the
table below, shows a 2.2% increase in magnitude in the number of children admitted to
and who died from malnutrition at Mukinge Mission Hospital, in Kasempa District.

The consequence of malnutrition include childhood morbidity and mortality, poor
physical and mental development and school performance and reduced adult size and
capacity for physical work (WHO, 1995). Malnutrition also potentiates the effects of
infection (Plletier et al, 1993).




Table 1: Number of children admitted to Mukinge Mission Hospital in Kasempa
District between 2007 and 2008

Year Total Total Deaths Case Fatality
admissions Rate

2007 334 53 15.8%

2008 172 31 18%

Source: Mukinge Mission Hospital HIMS 2006 to 2008

The Government of the Republic of Zambia is very concerned about the nutritional
status of its people. Through international collaboration, the government has received
and distributed food supplements and agricultural inputs to all the provinces in Zambia
which include North- Western Province where Kasempa District is located. The MoH
furthers the government’s efforts by empowering health care providers on prevention
and management of malnutrition through the provision of F75, F100, and High Energy
Protein Supplement (HEPS) mealie- meal among other food supplements to children
admitted with malnutrition in the institution. Furthermore, the MoH also trains and
employs nutritionists who conduct cooking demonstrations and health education on
proper nutrition in Maternal, Neonatal and Child Health (MNCH) units and in all under
five children’s clinics in the country. All these are geared towards the prevention of
malnutrition,

Kasempa community has also received food aid and agriculture inputs which include
groundnuts and Soya beans which have been distributed among the farmers in the
district. Majority of the farmers have produced good amounts of food stuff that has been
stored and sold in the district under the supervision of the Food Reserve Agency (FRA).
Despite all these efforts, the number of children admitted to hospital and those that have
died due to malnutrition is still on the increase hence the reason for conducting this
study.

Much more effort is needed to meet the fourth Millennium Development Goal (MDG)
that aims at reducing infant and child Mortality Rate by 2/3 by the year 2015. Hence,
this study looked at the prevention of malnutrition among the under five children in

Kasempa district.




1.3 FACTORS ASSOCIATED WITH THE PREVENTION OF UNDER FIVE
CHILDREN MALNUTRITION IN KASEMPA DISTRICT.

The factors are discussed from different angles which include socio- cultural and
economic factors.

1.3.1 SOCIO-CULTURAL AND ECONOMIC FACTORS

Age of the care taker or mother

Young adolescent mothers are less likely to have knowledge on nutrition and care of the
child. Adolescent mothers usually have little time to stay home and take care of the
children thus neglect the child. Grandparents who take care of these children may be too
old to provide adequate nutrition to the children.

Educational level

The educational level of the under five care takers has an impact on child nutrition.
Care takers that have attended school, are more likely to have healthier children as they
can easily understand the health education messages and be able to practice. Those that
have gone high in education are most likely to have employment that would provide
them a living so as to have enough food to feed the children. The uneducated, especially
villagers easily run out of food as they are usually of a low socio- economic class. Muvi
(2010), states that illiteracy 1is still very high especially in rural areas
(www.muvitv.com)

Household food security

National food security does not resolve the problem of household level food security
and improve nutrition. It is the access to food, or the household’s ability to obtain food
that is critical to ensuring household food security. In Kasempa policies to increase the
access to food by the vulnerable household have been implemented. One way of
achieving this has been the control of selling grain to the local people. For example, the
effort made by the District Commissioner (DC) to ensure that at the time the stored food
was sold, no black marketeer was allowed to buy more than individual families. This
was to avoid exploitation of the community. Measures were put in place where food
was sold by National Registration Cards and records kept so that a period of time would
be observed before such a one would be allowed to buy again.

Kasempa District Council checks vehicles going out of the district for grain. This
ensures that food is available for the local people. The local government, with the help

of the District Commissioner, emphasized the sale of food only to authorized agencies
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like the FRA. Farmers are allowed to sell a limited amount of their produce to the
agencies. Batter system was discovered to be practiced by many farmers and so was
discouraged.

Job/ Employment opportunities

As stated above, even the food that the FRA stored could not be bought by the local
villages since they have no source of income except those who do a bit of small scale
fishing and mining in the newly opened mines. These provide the local people with
employment. A few of these local people are able to buy food stored by FRA.

Cultural and traditional beliefs and practices

Kasempa has so many indigenous people who believe in serving a husband with the
best of the relish in the home and feeding the children on the least of the food usually
less or non nutritious. A husband would be served kapenta or remains of a chicken
while the children are fed on okra usually prepared with soda thus would have lost the
nutritional value. There is also a tendency of seeking medical help only when all else
has failed especially if a child is malnourished when the mother is pregnant as this is
taken to be ‘buse’, a condition believed to be as a result of breast feeding the child with
‘dirty’ milk which is actually the normal milk from the pregnant mother.

Family size

The size of a family determines how well the family can feed. It is much easier for
parents with a small family to observe the wellbeing of every child in the home and so
take measures to deal with health problems much easily than those with much bigger
families. Most families allow all the children regardless of their age to eat together
instead of feeding the under five child separately. The younger children are thus

deprived of the food as they can not compete with order children to have enough food.

DISEASE RELATED FACTORS

Diseases such as malaria, diarrhea, HIV/ AIDS, worm infestation among others all
contribute to malnutrition due to anorexia, anaemias and other complications of
different diseases. These diseases are still a problem in Kasempa. Getting medical help
much early prevents the complications of many diseases which include malnutrition.
Children with malaria are taken to health clinics too late. The implementation of
Prevention of Mother to Child Transmission (PMTCT) of HIV/AIDS has an impact on

the outcome of pregnancies and neonatal and child health though the extent to which
6




Lty preginy L aiized iy 2en clanr as ey mrotbers disappesr soow after delivery amd

so follow up on the chldren 1s quite a challenge.

SERVICE DELIVERY RELATED FACTORS

Staffing

The critical shortage of health personnel can not be over emphasized. Shortage of staff
results in poor service delivery. The few staff can not adequately attend to the clients
and neither do they have much time to health educate the care takers on how to prevent
malnutrition in the under five children.

Distance from Health facility

There are still so many places in Kasempa district that are very far, over 12km from the
health facilities which may lead to low utilization of the health facilities. The health
posts are usually used for outreach activities despite transport challenges. Community
health workers are usually very helpful in the community to improve mothers’ health
seeking behaviors and so, sick children are usually referred to health facilities but even
these efforts can not be compared to the services of trained health personnel.

Health care providers’ attitude

Staff attitude towards clients and work greatly influences clients’ access to information
on child nutrition and health. Positive attitude increases the moral for care takers to seek
medical aid and to learn. Negative or bad attitude of staff keeps clients away as they
would not want to be intimidated and so would not be able to access important
information on child nutrition and management of malnutrition.

Waiting time

Long waiting hours before service delivery causes many care taker not to shun medical

aid including utilization of health services as they are often very busy too.
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1.5 JUSTIFICATION '

The purpose of this study was to determine the knowledge, practice and attitude of care
takers of the under five children in the prevention of malnutrition among the children
under five years of age in Kasempa district. This was done because for a very long time,
hundreds of children have suffered from malnutrition with consequences such as poor
performance later in school for the survivors.

One of the goals in the District Action plan is always towards reduction of child
morbidity and mortality and a special focus on prevention of malnutrition or its
reduction. The 2010 to 2012 Action plan is to reduce malnutrition by 10%. Studies have
been conducted to discuss prevention and management of malnutrition yet the situation
remains almost unchanged. Studies that were global and sub regionally focused are
those by ACC/ SCN (1997), “The Third report on the World Nutrition Situation of

1997 that were so detailed studies could have seen the malnutrition cases reduced.

Though there has not been a specific study conducted in Kasempa District, related
studies such as the one carried out by Kapungwe, (2008) in two districts in Luapula
Province are more representative of any rural settings in Zambia and Kasempa is such a
one. Data from Mukinge Mission Hospital shows an increasing trend of malnutrition.
The care takers, however, are already receiving health education on both management
and prevention of malnutrition among the under five year olds. Hence this study
focused on the care takers in the communities of Kasempa District in Prevention of
malnutrition.

This study focused on knowledge, attitude and practices that help prevent childhood
malnutrition and promote well nourished healthy children thereby reduce childhood
morbidity and mortality to contribute to the attainment of the fourth Millennium
Development Goal which aims at reducing childhood mortality by two thirds by the
year 2015 (FAO, 2007).

The study may help the people of Kasempa and Zambia to pick out those practices
increase the knowledge and have positive attitudes towards preventing malnutrition and

thereby improve the overall health of children.




1.6 RESEARCH OBJECTIVES
Research objectives are clear, concise, declarative statements that are expressed to
direct a study and are focused on identification and description of the relationships
among variables or both (Burns and Grove, 2009).
1.6.1 General Objective
To determine the knowledge, attitude and practice towards prevention of malnutrition
among the under five children in Kasempa District.
1.6.2 Specific objectives

1. To determine the care takers’ knowledge of prevention of malnutrition.

2. To ascertain the care takers’ attitudes towards prevention of malnutrition.

3. To explore practices of care takers towards prevention of malnutrition.

1.7 RESEARCH HYPOTHESIS

A hypothesis is an assumption about the relationship between two or more variables
that suggest an answer to the research question (Basavanthappa, 2006).

The hypothesis for this study is that;

There is a relationship between the knowledge, attitudes and practices of care takers
towards prevention of malnutrition among the under five children in Kasempa District.
1.8 CONCEPTUAL DEFINITIONS

Malnutrition “is a nutrition disorder resulting from not having enough food or enough
of the right food for a long time. Children under the age of five (5) are mostly at risk
because they are growing rapidly and have a hard time fighting off disease (MoH,
2009).

Knowledge- Is the information, understanding and skills that you gain through
education or experience (Hornby, 2005)

Attitude — Attitude is the way that you think and feel about somebody or something
(Hornby, 2005)

Practice- Is to do an activity or train regularly so that you can improve your skill
(Hornby, 2005).

Care-taker- A person such as a teacher, parent, nurse, etc., who takes care of other

people (Hornby, 2005).
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Management- Is the skill or act of dealing with people or situations in a successful way

(Hornby, 2005).

Table: 2 VARIABLES ANDICATING CUT OF POINTS

Variables Indicators Cut off Points Question number
Knowledge High level When the informant
is able to define
malnutrition,
mention the causes
and how it can be | 13- 25
prevented. Correct
responses to
knowledge
questions of score
27 -36
Moderate level Score of 17- 26
Poor Score below 17
Attitude Positive Informant fully
supports and
participates in the | 26-31
prevention of
malnutrition. A
score of 20-30
Negative The informant
scores between 6
and 19
Practice Good The informant is
able to take prompt
actions such as | 32-55

continuing

breaétfeeding of
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babies, feeding

children with
nutritious local
food, feeding

younger child alone
among other
practices. Score of

21-30.

Acceptable Informant  scores
11- 20
Poor Score below 11
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CHAPTER TWO
2.0 LITERATURE REVIEW
2.1 INTRODUCTION
Literature review is defined as a broad, comprehensive, in- depth, systematic and
critical review of scholarly publications, unpublished scholarly print materials,
audiovisual materials and personal communications (Basavanthappa, 2006). It is a key
step in every research process and refers to the extensive, exhaustive and systematic
examination of publications relevant to the research project (ibid).
Review of literature covers the pertinent studies that relate to the study of interest and
provides the researcher with background information and knowledge of any existing
similarities and differences between the present and previous studies. The process of
literature review involves finding, reading, understanding and forming conclusions

about the published research in particular topic.

THE PURPOSE OF LITERATURE REVIEW

Literature review helps the researcher determine what is known and what is not known
about a subject, concepts or problem and so avoid duplication of study. It also helps
determine the gaps, consistencies and inconsistencies in the literature about the subject.
Literature review aids the researcher to discover unanswered questions about a problem
and so tries to answer the questions. The researcher discovers the strengths and
weaknesses of the designs or methodology and instruments used in earlier studies. In
nursing research, literature review helps the researcher promote the development of
protocols and policies related to nursing practice and also uncover new practice
interventions or gain support for changing a practice intervention.

Literature review in this study focused on the three variables of the study and these are
knowledge, attitude and practice of care takers towards the prevention of malnutrition

among the under five children. Published and non published literature was used.

2.2 KNOWLEDGE
Malnutrition is one of the most important health and welfare problems among the
infants and young children. Malnutrition has a significant health and economic

consequences, the serious of which is an increased risk of death. Even if the child is
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only mildly malnourished, the mortality risk is increased (National Food and Nutrition

of Zambia, 2008).

Despite that the world already produces enough food to feed everyone, which is 6
billion people and could feed even double that number of people, malnutrition still
remains one of the biggest health problem. Children and the elderly tend to be
especially susceptible. Approximately 27% of the children in developing countries are
malnourished. Malnutrition is the biggest contributor to child mortality in half of the
deaths. It claims about more than half of the 10 million under- five children deaths
every year. On average, a child dies every 5 seconds due to hunger. That means, 700
deaths every hour, 16 000 each day and 6 million every year, making it 60% of all child
deaths (WHO, 2007).

Nutrition status of children is a manifestation of a host of factors including household
access to food and the distribution of this food within the household, availability of
health services and the care provided to the child. Several studies have been conducted
to explore interventions that are needed to increase the household ability to address the
cause of malnutrition. Interventions could focus on helping households to use their
resources more effectively to improve the nutrition of their children as well as increase

in household resources (Strauss, 1995).

According to a study done in an island in Indonesia, it was found that it had an
abundance of malnourished children such that a quick look around any school would
reveal so many malnourished children. A survey conducted at Anakaka School in the
same island revealed that 202 out of 258 (78.3%) children were severely malnourished
(Barrera, 1990). The study revealed that the problem stems from the poor protein diet,
shortage of food in the region and the parents’ lack of knowledge. Parents do not
understand the causes and consequences of a poor diet. They also do not recognize the
warning signs of malnutrition such as swollen feet and hands and the child’s inactivity
due to malnutrition. It was also noted that the parents did not know what to do if the
child had signs of malnutrition. A teaching program that focused on nutrition education
was developed to increase awareness of the manifestation of and interventions of

malnutrition among the under five children care takers.
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From the studies conducted in Philippine, maternal education emerged as a key element
of the overall strategy to address child malnutrition due to their inadequate knowledge
on signs of malnutrition and healthy practices of child nutrition (Barrera, 1990).

Studies conducted in Pakistan revealed that educating under five caretakers was the key
to winning the fight against childhood malnutrition since most of the care takers had
inadequate knowledge on management and prevention of malnutrition (Alderman,
1994).

Similar studies carried out in Jamaica revealed that most of the under five care takers
did not have enough knowledge in the prevention of childhood malnutrition. It was
evident that if knowledge of these care takers improved, malnutrition would no longer
be a health problem among the under five children (Handa, 1999).

Sub- regionally, a study conducted in Ghana revealed that caretakers’ education was a
key factor in the fight against child malnutrition. This is based on their inadequate
knowledge to recognize signs of malnutrition (Lavy et al, 1996). Glewwe (1999), shows
that mothers’ health knowledge alone appears to be the crucial skill in improving child
nutrition status. It was also found that such knowledge is found not only in class but
outside the classroom too, though its acquisition is facilitated by the numeracy and
literacy skill obtained through formal education.

These findings have an important policy implication. Even countries where formal
education is limited, it may be possible to impart nutritional knowledge with specific
child nutrition education. During the same study, Glewwe (1999) identified three
pathways through which school can influence child health. These are that formal
education may directly transfer health knowledge to future mothers, the literacy and
numeracy skills acquired in school may enhance people’s capability to diagnose and
treat child health problems and that increased familiarity with modern society through
modern schooling may make women more receptive to modern medicine. Another
study conducted in Tanzania, by Latham (1990), revealed that lack of knowledge about

food was one of the causes of malnutrition in that country.

Another study conducted in Zimbabwe revealed that the more education the care takers
have, the more knowledgeable they become on management of malnutrition
(Christiaensen, 2001). The study identified household resources, parents’ education

food pricing, and maternal nutrition knowledge as key determinants of malnutrition.
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Knowledge on its own can not suffice to reach the international goal of having each
country’s level of child malnutrition reduced by the stated 20% by the year 2020.
Universal access to primary education for girls is slightly more promising. However, to
reduce child malnutrition in a significant and timely manner, there should be integration
of targeted child growth monitoring and maternal nutrition education and efforts to
income and formal education (ibid).

Studies have as well been conducted in Zambia by a few people. Studies conducted in
Luapula Province by Kapungwe (2005), revealed that most of the under five children’s
care takers only had basic knowledge on malnutrition. This made it difficult for care
takers to prevent or even manage the malnourished children leading to high mortality.
The above cited studies are a clear indication that the educational level of care takers
and the amount of knowledge they have on child malnutrition, are important factors in
the fight against malnutrition. The studies revealed that most of the participants in the
studies did not have adequate knowledge on malnutrition hence the challenge is still

huge worldwide.

2.3 ATTITUDE
The researcher did not come across studies on the care takers’ attitude towards
prevention of malnutrition and had continued to search, hoping to find some

information by the end of the study but to no avail.

2.4 PRACTICE
Protein energy malnutrition has been identified as a major health problem in India. Not
only does it lead to childhood morbidity and mortality but also permanent physical and

possibly mental growth impairment of children who survive from the condition.

Studies were conducted in Delhi in the year 2000 to assess the nutritional status of
children who attended the Well Baby Clinic of UHC Gokupuri. Of the 1, 661 children
aged between six months and two years that were assessed, 60.7% of them were
malnourished. The poor practices of discarding colostrums milk before initiating
breastfeeding of a new born was one of the prevalent practices. Other undesirable

practices such as not exclusively breast feeding the babies, delayed weaning, diluting
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top milk, use of bottles and nipples for feeding children are still widely predominant
(Khokhar et al, 2003). ‘

A study conducted by Fawzi et al (1988) in the then Zaire, and in Sudan revealed strong
inverse associations between malnutrition and mortality. The high mortality was
associated to inability of the care takers to identify early signs of malnutrition and so

take prompt action to manage the disease.

A similar study conducted in Democratic Republic of Congo revealed that most of the
children who died were not breastfed. Malnourished children who continue to
breastfeed would be receiving antibodies and other immunologic substances from their
mothers and this may provide some protection against death from infection. On the
other hand those who are not breast fed die from infectious diseases (Fawzi, 2009).

A study done in Tanzania revealed that poor feeding habits and lack of nutrition
knowledge were the major causes of malnutrition in Tanzania. Poor feeding include
giving so much soft drinks to the under five children. At a very early age, children are
weaned on drinks such as coke, pepsi among other drinks as a result many of the poor
children never got a decent meal (Tangelder, 1999).

Bottle feeding, in place of breast feeding was revealed to be another contributing factor
to child malnutrition. The study showed that the change to bottle feeding of an infant
less than six months of age was very close to signing the death certificate of the child.
Bottle feeding is so dangerous because mothers often use dirty or unsterilized bottles.
The quality of water used to prepare the milk is poor in many places. There is no
refrigeration that can take care of the left- over milk. All these are factors that make
nutritious milk a lethal poison in the end. Yet many Third World mothers want to use

the bottle in the belief that they do their children a favor (Tangelder, 1999).

This study was in agreement with the study results of a study conducted in Malawi
which revealed that inappropriate breast feeding practices were one of the factors
associated with malnutrition in Malawi (Madise, 1992).

The Government of Zambia signed their endorsement to the Alleviation of All Forms of
Hunger and Malnutrition at the International Conference on Nutrition (ICN, 1992)
through the adoption of the World Declaration and Plan of Action for Nutrition. Despite

such a commitment, the country still has malnutrition problems.
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Kasumpa conducted studies in Kawambwa and Samfya districts of Luapula Province of
Zambia, to determine the probable causes of death among the children under five years
of age. From these studies, malnutrition was found to rate the fourth cause of under five
mortality in the two districts (Kapungwe, 2008).

Another study by Kapungwe (2008), revealed that most of the deaths could have been
averted if the care takers had taken their children to the health facility on time for early
treatment. The study pointed out that the care takers’ inability to recognize early signs
and the seriousness of illness was the major reason why there were delays in seeking
professional help.

A study reported by the editor of the post news paper, entitled “malnutrition the silent
emergency” published on 20™ January, 2006, revealed that thousands of Zambian
children die every year due to malnutrition related problems. Those who survive the
condition are robbed of a good healthy body, sound intellect, and the hope for a
healthful living. Malnutrition was given very limited attention by leaders at all levels
despite its gigantic toll, thus the general view of it as a silent emergence. The report also
revealed that the practice of the Government of Zambia against malnutrition was good
enough to fight the disease and prevent child mortality due to malnutrition (The post,
2006).
The above studies clearly show that practice of care takers draw a line between life and
death in the children below five years of age. Studies sited bad feeding including bottle
feeding as a contributing factor to child malnutrition. The other factor was the inability
of care takers to identify early signs of malnutrition and take appropriate action to

manage the condition much early.

2.5 CONCLUSION

The literature revealed showed that malnutrition remains a global problem and needs
combined efforts to fight it. Poverty, lack of knowledge, negative attitude and poor
feeding habits are among the causes of malnutrition. Child mortality resulting from
malnutrition can be prevented by effectively addressing the stated concerns.

However, there were some gaps found in the literature. Some of these gaps were that
most studies that were conducted in Zambia are not posted on the internet while some
of the literature available is still in draft form and could not be used since it was none

conclusive. This made it hard to measure the local trends over time. There was no
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literature concerning the caretakers’ attitude towards the prevention of malnutrition
forcing the researcher to use her own opinions dependent on her findings.

This study is aimed at contributing to information needed to policy makers,
implementers and communities to fight malnutrition. The information will also be
added to the existing knowledge in management and prevention of childhood

malnutrition.
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CHAPTER THREE

3.0 RESEARCH METHODOLOGY

3.1 INTRODUCTION

Research methodology is the method or technique used by the researcher to collect data,
to use statistical manipulation and to arrive at a logical conclusion (Burn and Grove,
2009). Every research study needs to have a clear method of data collection and the
entire research process to have concise findings. The purpose of this study was to
determine the factors associated with the caretakers in the management of malnutrition
among the under five children in Kasempa district. Therefore, the researcher in this
chapter describes the methodology that was used for this study in order to gather
pertinent and adequate information to answer the research question. The chapter
describes definition of the study subjects, the type of study design, sampling design,
sampling plan method and the size. It also describes tools, methods and techniques of
data collection, analysis of data and presentation of the findings. It also includes issues

of validity and reliability, the pilot study, and finally, ethical issues.

3.2 RESEARCH DESIGN

A research design is an overall plan of the research study (Dempsy and Dempsy, 2001).
It includes the research structure, and strategies of investigating or answering the
research question (Basavanthappa, 2007). In this study, a non-experimental descriptive
cross sectional study design was used. Cross-sectional study designs involve collection
of data at one point in time. This study design is most appropriate for the researcher
because of the short period of time that the researcher had to conduct the study and so
data collection was done at one point in time. As a descriptive study, the researcher
observed, described and documented aspects of prevention of malnutrition by the

caretakers in Kasempa District.

3.3 STUDY SETTING
Research study setting is defined as “the physical location and conditions in which data
collection takes place in a study” (Polit and Beck, 2006).

This study was conducted in Kasempa district which is one of the six districts in North-

Western Province. It is a rural district with a geographical area of 1, 250, 000 square
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kilometers. Solwezi is the Provincial headquarters for North Western Province. The
district shares boundaries in its remotest parts with five (5) other districts some of which
are in other provinces. Kasempa has an annual growth rate of 4.2% and total population
of 72, 108 (Kasempa Action Plan, 2008-2010). The distribution of the population
among the age groups with special health needs requiring promotive and preventive

health services per 1000 population is as follows;

e Children below one year - 4%

e Children below five years of age - 18%
e Children between six and fifteen years - 28%
e Women of child bearing age - 22%

The District has one second level referral hospitals which is Mukinge Mission hospital
and has a total of 15 health centers and 4 health posts offering primary health care
services in the district. Children requiring special treatment due to malnutrition in the
district are managed from Mukinge hospital with a few referrals from Mufumbwe
district. The study was conducted in several communities within the Kasempa district.
The type of sampling used is the convenient, purposive sampling for informants in the
community. This was to.ensure that different populations in remote areas are included
to avoid focusing on those within the township as it would not be representative of the

population in the district.

3.4 STUDY POPULATION

A study population refers to a total category of persons or objects that meet the criteria
for the study established by the researcher, any set of persons, objects or measurements
having observable characteristics in common (Basavanthappa (2007). The study
population consists of the target population and the accessible population. In this study,
the study population were the care takers of the under five children in Kasempa district.
3.4.1 Target Population

A target population is the population which the researcher is interested in and wishes to
generate the results of the study (Polit and Hungler, 2001). The target population for
this study were all the care takers of the under five children in Kasempa district.

3.4.2 Accessible Population

Accessible population refers to the portion of the target population to which the

researcher has reasonable access. The accessible population might be elements within a
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state, city, hospital or nursing unit (Burns and Grove, 2007). The accessible population

for this study were the care takers of the under five children in Kasempa district.

3.5 SAMPLE SELECTION

Sampling is the selection of some parts of an aggregate or totality on the basis of which

a judgment or inference about the aggregate or totality is made (Basavanthappa, 2007).

3.5.1 District selection

The district was selected using convenience sampling which is a non-probability type of

sampling method. The researcher works in the district and so is familiar with the place

and it was fairly cheaper for the researcher as she conducted the study while living in

her home and so did not have to incur accommodation costs. Convenience sampling or

accidental sampling is sampling in which the subjects are included in the study because

they happened to be in the right place at the right time (Burns and Grove, 2005).

3.5.2 Sampling method for respondents

Fifty (50) respondents were selected from different communities within Kasempa

district. These included a few care takers within the township and others from places in

the remote places within the district. Informants from the community were selected

using the non-probability or convenient sampling method. Convenient sampling was

used in this case because the respondents were interviewed depending on whether or not

they had children within five years of age within the communities. The number 50 was

arrived at by the school for learning purposes considering the short period in which the

study was to be conducted.

A sampling method may either use an inclusion or exclusion criteria.

i.  Inclusion sampling criteria- are those characteristics that a subject or element
must possess in order to be part of the target population (Burns and Grove,
2009). In this study, this it was care takers of the under five children.
ii.  Exclusion sampling criteria- are those characteristics that can cause a person to

be excluded from the target population (Burns and Grove, 2009). In this study,
the exclusion sampling criteria were the care takers or families that do not have

children below the age of five.

22



3.6 SAMPLE SIZE
A sample size is a subset of a population selected to participate in a research study
(Polit and Beck, 2006). The sample size for this study was 50 care takers that were

drawn from communities within Kasempa District.

3.7 OPERATIONAL DEEFINITIONS

An operational definition is a specification of the operations that the researcher must
perform in order to collect the required information (Polit and Hungler, 1989).
Malnutrition - This is a condition caused by improper balance between what an
individual eats and what is required in order to stay health.

Knowledge - Defines malnutrition, mentions cause, and states the prevention of
malnutrition.

Attitude - Fully supports and participates in the prevention of malnutrition.

Practice - Able to take prompt actions such as continuing breastfeeding of babies even
when they discover they are pregnant, feeding children with appropriate local nutritious
food, taking children to the children’s clinic among other actions.

Caretaker - Someone who takes care of others and in this context, those taking care of
the under five children. She/he should be emotionally, physically and spiritually ready
to care for the child.

Prevention - Being able to give the correct food to the child below five years of age
including good breast feeding practices, adequately utilizing the health facility and
saying no to traditional practices that deprive adequate nutrition to the child such as

serving the husband with nutritious food on account of the child.

3.7.1 VARIABLES AND CUT- OFF POINTS

Variable - Is any quality of a person, group, or situation that varies or takes on
different values (Polit and Hungler, 19 89).

Dependent variable - It is a variable that changes as the independent variable is
manipulated by the researcher; sometimes called the criterion variable (Basavanthappa,
2007).

The dependent variable in this study is the prevention of malnutrition among the under

five children in Kasempa District.
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Independent variable - This is a variable that is purposefully manipulated or changed
by the researcher; also called the manipulated variable (ibid).
The independent variables in my study are:

e Knowledge

e Attitude
e Practice
3.8 DATA COLLECTION TOOL

A data collection tool is a device used to collect data (Polit and Hungler, 1999). In this
study, data were collected by the investigator using a structured interview schedule. A
structured interview schedule is an approach to collecting information from participants,
either through self-report or observation, in which the researcher determines response
categories in advance (Polit and Beck, 2006). This was the tool used as it was
appropriate for this study because it is applicable to both the literate and illiterate care
takers in the district. According to Basavanthappa (2007), the advantages of using this
tool include that data from one interview to the next one are easily comparable,
recording and coding.data does not pose a problem and attention is not diverted to
extraneous, irrelevant and time consuming conversation. The disadvantages include that
the research assistance may not fully understand the need for consistency in the
interviews and definitely the researcher and the assistant can not be able to use the same
tone or gestures as they are different individuals thus chances for some biasness.
3.8.1 Validity
Validity refers to the degree to which an instrument measures what is supposed to be
measured (Polit and Hungler, 2001). It constitutes internal and external validity. Internal
Validity is the extent to which the effects of the study are true to reflection of reality
rather than the result of extraneous variables (Burns and Grove, 2005). External validity
on the other hand is defined as the degree to which the results of a study can be
generalized to settings or samples other than the ones studied (Brink, 1996). There are
three main types of validity which include;

i.  Content validity

ii.  Criterion — related validity

iii.  Construct validity
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3.8.2 Content validity

Basavanthappa (2007) describes content validity as the adequacy of the sampling of the
domain being studied i.e., it represents the universe of content or the domain of a given
construct. The universe content provides the framework and basis for formulating items
that adequately represent the content. When the researcher is developing a tool and
issues of content validity arise, the concern is whether the measurement tool and the
items it contains are representative of the content which the researcher intends to
measure. After the researcher has formulated components of the concept, he/she
submits them to a panel of judges or experts to examine them to see whether they are
realistic or valid. In this study, once the researcher formulated the components of the
concept, she presented them to the supervisor for scrutiny and approval. Content
validity was also ensured by conducting a pilot study in Muselepete compound in
Kasempa.

3.8.3 Criterion - related validity

Criterion-related validity represents the relationship between one measurement and
another measurement of the same phenomena. It indicates to what degree the subject’s
performance on the measurement tool and the subject’s actual behavior are related. The
criterion is usually the second measure, which assists the same concept under study
(Basavanthappa, 2007). There are two forms of criterion-related validity, namely;
concurrent and predictive validity. Concurrent validity refers to the degree of
correlation of two measures of the same concept administered at the same time.
Predictive validity on the other hand, refers to the degree of correlation between the
measure of the concept and some future measure of the same concept (ibid).

In this study, criterion validity was maintained by ensuring that questions in the
questionnaire covered all the objectives in the study. Questions were asked in a logical
and sequential manner.

3.4.4 Construct validity

Construct validity examines the fitness between the conceptual definitions and
operational definitions of variables (Burns and Grove, 2005). Construct validity
involves attempting to validate a body of theory underlying the measure and testing the
hypothesized relationship. The major role of construct validity is on the abstract concept

that is being measured and its relationship to other concept (Basavanthappa, 2007).
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To ensure validity of the instruments that were used in this study, questions were
simplified in the language of the informants, made concise and brief for the investigator
and informants to understand. The investigator also tested the instrument through a pilot
study that was conducted in Muselepete compound.

This study covered all the variables in the structured interview questionnaire. The
questions were simple to understand and interpret. Clarity was equally maintained. A
pilot study was conducted and necessary changes identified during the pilot study, were
made to the questionnaire. The study respondents were asked the same questions in
vernacular language sequentially.

3.8.5 Reliability

This refers to the extent to which the instrument yields the same results on repeated
measures (Woods and Haber, 2006). The reliability of the questionnaire was assured
because the supervisor reviewed the questionnaire and authorized it to be used before
data collection was done. A pilot study was also conducted and this helped to ensure

reliability of the study instrument.

3.9 DATA COLLECTION TECHNIQUES

Data collection technique is a process used to gather information to be used in
addressing the problem under study (Polit and Beck, 2006). It consists of systematically
collecting information from respondents to address the objectives of the study. Data
were collected through face-to-face or one- to- one interview, which was an interaction
between the interviewer and the informant. Data collection was done in the care takers’
home and under five clinic sessions. The interview involved the researcher explaining
to the respondent the research project, the purpose, what kind of questions would be
asked, assurance of confidentiality and consent was asked for and signed. Each
interview lasted between 30 to 45 minutes. At the end of the interview, the researcher

thanked the informants for their corporation during the interview.

3.10 PILOT STUDY

A pilot study is a smaller version of a proposed study conducted to refine the
methodology (Burns and Grove, 2009). The purpose of a pilot study is to investigate
the feasibility of the proposed study and to detect possible flaws in the data-collection

instruments (such as ambiguous instruments or wording, time limits and whether the
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variables defined by operational definitions are actually observable and measurable).
Pitfalls and errors that may prove costly in the actual study may be identified and
avoided (Brink, 1996). The pilot study helped the researcher to test the validity,
reliability and practicability of the data collection tools and techniques that were used in
the actual study. Therefore, a questionnaire was formulated using the same sequence as
the pilot questionnaire that was used on the actual informants on the selected study
population in Kasempa district. For this study, a pilot study was conducted at
Muselepete community. The interviews were carried out on five (5) conveniently
selected respondents (10% of 50 actual respondents) from Muselepete. These were
under five children care takers. The reason for using the non-probability convenient
sampling is because it was difficult to get an adequate amount of informants that are
under five care takers in their homes when one does not know which homes have
children below the age of five. The care takers were interviewed after they consented to
the interview.

No major modifications were made to the research instrument except the addition of the
actual age and removal of a few questions that meant almost the same thing and so

seemed to be repetitions.

3.11 ETHICAL AND CULTURAL CONSIDERATION

Ethical and cultural consideration is a system of moral values that is concerned with the
degree to which research procedures adhere to professional, legal and obligations to the
study participants (Polit and Beck, 2006).

The ethical principles include;

i.  Beneficence — this means doing good and avoiding harm to the study
participants. It involves protecting the respondents from any form of discomfort,
whether physical or emotional, spiritual social and economic harm. To ensure
beneficence, the interview took place in the informants’ own home away from
anybody else to provide privacy.

ii.  Confidentiality and anonymity - confidentiality is the researcher’s ability to keep
data sources protected, whilst anonymity is the researcher’s ability to keep the
respondents nameless (Brink, 1996). The researcher ensured that data that were
collected are kept safe in an envelope and also no names were attached to the
questionnaires.

iil.  Justice — this is the right to fair selection, treatment and privacy. The researcher
maintained justice by explaining the process and purpose of the interview to the
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informant and also giving them an opportunity to consent for the interview by
signing an informed consent form.

iv.  Respect for persons (autonomy, self determination) — this includes informed
voluntary consent; respondents who give voluntary consent are free from
constraints and coercion of any kind. Informed consent means the respondents
have full knowledge and understanding of the research project in which they are
being asked to participate (Basavanthappa, 2007).

For the researcher to ensure that research ethics are applied in the study, she obtained

permission to carry out the study from the School of Medicine, Head of Department of
Nursing Sciences, North- Western Province Provincial Medical Officer, and District
Medical Officer, Kasempa. Letters will be sent to all the above-mentioned officers
before the study commences. The right of privacy was observed by obtaining direct
consent for participation from the informants and measures to be taken to ensure
informed consent and confidentiality. To ensure anonymity, the investigator omitted the
names of the respondents and informed consent was collected from the caretakers after
explaining the purpose for the study. All information collected from the informants was

held in confidence as explained.
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CHAPTER FOUR ‘
4.0 DATA ANALYSIS AND PRESENTATION OF FINDINGS
4.1 INTRODUCTION
Data analysis is categorizing, ordering, manipulating and summarizing the data and
describing them in meaningful terms (Brink, 1996). There are various methods for
analyzing data and currently, research studies generally use either narrative or statistical
strategies. Planning for analysis was done prior to the collection process so as to know
exactly how data were to be handled throughout the study. Data were systematically
analyzed so that trends and patterns could be detected.
The most powerful tool available in analyzing quantitative data is statistics. Quantitative
data is classified according to the level of measurement or measurement scale into
nominal, ordinal and interval scales. Quantitative data would be little more than a
chaotic mass of numbers without the aid of statistics. Statistical methods enable the
researcher to reduce, summarize, organize, manipulate, evaluate, interpret and
communicate quantitative data effectively. This method can be divided into two broad
categories namely descriptive and inferential (Brink, 1996). After data collection,
responses from closed ended questions were entered on the data master sheet whilst
those from open-ended questions were coded, categorized and entered on the data
master sheet. Data were then processed manually with the aid of a calculator. The
findings of the study were presented using frequency tables, pie charts and graphs for

easy understanding and clarity.

4.1.1 DATA ANALYSIS

Definition: Data analysis is the systematic organization and synthesis of research data,
and the testing of research hypothesis using those data (Polit and Beck, 2008). Both
qualitative and quantitative data were collected.

All the data were collected and edited for completeness and corrections made where
need arose. Data were analyzed by ordering the information according to the research
questions and were manually put on the data master sheet so as not to lose or mix them
up. All the responses to open- ended questions were categorized and entered on the data

master sheet too.
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4.1.2 Quantitative data ‘

Analyzed data were presented in frequency tables, cross tabulations and numerical
description was done on each table.

4.1.3 Qualitative data

The researcher conducted a preliminary study which served as a pre - test prior to the
actual study. The preliminary study gave the researcher an insight of the procedure to
use for the data processing and analysis. The pilot study’s aim was to reveal any
weaknesses and error in the study questionnaire. The anomalies that were encountered
were rectified. Data were edited and put on the master sheet to avoid loses and mixing
them up. The researcher categorized and coded responses to open- ended questions.
Data were manually analyzed and processed by the use of a master sheet and a scientific
calculator.

Data that were collected were sorted, verified, coded and entered on the data master

sheet.

4.2 PRESENTATION OF FINDINGS

Findings of the study were expressed and presented using frequency tables, pie charts,
bar charts, cross tabulations and percentages which were used to summarize the results
of the study to enable the readers of the study to understand the findings. Cross
tabulation of the study variables were used so as to show or reveal the relationship
between the different variables. These were helpful in drawing meaningful inferences
from the study. The findings of the study will be presented according to the sequence of
the questions and sections in the questionnaire. The questionnaire was divided into four
sections. Section A was demographic data, section B deals with knowledge, section C

deals with attitude while section D deals with the practice of respondents.
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SECTION A: DEMOGRAPHIC DATA

Table 4.1 (a) Respondents demographic data (n=50)

Frequency Percentage
Age (years)
15-20 10 20
21-25 11 22
26 - 30 12 24
31-35 8 16
Above 35 9 18
Total 50 100
No. Children
1-3 26 52
4-6 11 22
Above 6 13 26
Total 50 100
Child spacing
2years 23 46
3 years 7 14
Above 3years 9 18
Less than 2years 10 20
N/A 1 2
Total 50 100

Table 4.1 (a) shows that less than a quarter (12) 24% of the respondents were aged 21 to
25 while (10) 20% were in the 26 to 30 age group. More than half 26(52%) respondents

had 1 to 3 children, while more than a quarter 13 (26%) of the study respondents had

more than six (6) children. The rest of the study respondents had 4 to 6 children. The

respondents whose youngest child had a sibling of two years old were 23 (46%).

Table 4.1 (b) Respondents demographic data continued

Marital status Frequency Percentage
Single 8 16

Married 35 70
Divorced 4 8

Widowed 3 6
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Total 50 100
Occupational status of husband

Self employed 8 16
Unemployed 8 16
Employed 4 8
Farmer 15 30
N/A 15 30
Total 50 100
Husband’ s monthly income

Less than K300,000 31 62
K300,000- K500,000 3 6
Above K500,000 but less than K 1m 1 2
Above K Im 2 4
N/A 13 26
Total 50 100

Majority 35 (70%) of the respondent were married while 4 (8%) were divorced, and

8(16%) were single mothers. More than a quarter 15 (30%) of the respondents were

married to farmers. Only 4 (8%) were married to men in formal employment.

Table 4.1 (c) Respondents demographic data continued

Occupation

Self employed 12 24
Unemployed 15 30
Employed 2 4
Farmer 21 42
Total 50 100
Monthly income

Less than K300,000 43 86
K300,000- K500,000 3 6
Above K500,000 but less than K 1m 0 0
Above K 1m 4 8
Total 50 100

Over 75% of the respondents were farmers. More than three quarters 43 (86%) of the

respondents had a monthly income that was less than K300, 000. 00 and 31, (62%) of
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the respondents were married to men that equally got a monthly income that was less
than K300, 000. 00. ‘
Table 4.1 (d) Respondents demographic data continued

Educational level Frequency Percentage
Never been to school 11 22
Primary 20 40
Junior secondary 15 30
Upper secondary 4 8
Tertiary 0 0
Total 50 100
Able to read

Yes 31 62
No 19 38
Total 50 100
If unable to read, who reads?

Just keep literature 8 16
Husband 3 6
Friends 8 16
N/A 31 62
Total 50 100

Most 20 (40%) of the respondents had attained primary school education and 22% had
never been to school. More than a quarter 19 (38%) of the respondents were not able to
read. Furthermore 8 (16%) of the respondents just kept material that needed to be read,

the rest either gave their spouses or friends to read for them.

SECTION B: RESPONDENTS’ KNOWLEDGE ON PREVENTION OF
MALNUTRITION

Table 4.2 Respondents’ responses on the definition of malnutrition (n=50)

Definition Frequency Percentage
A condition of a child with | 47 94 %
inadequate ~ food and

nutrients

When the child is vomiting | 2 4 %
Having diarrhoea 1 2%

Total 50 100%

Majority of the respondents 47 (94 %) were able to define malnutrition.
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Table 4.3 Respondents’ responses on causes of malnutrition

Causes Frequency Percentage
Germs 5 10 %
Breast feeding a baby when

the mother is pregnant 26 52 %

Bad feeding of children 19 38 %
witchcraft 3 6 %
Inadequate feeding of the

under five children 39 78 %

Note that questions with multiple responses do not add up to 50

Majority of the respondents 39 (78%), knew the cause of malnutrition as inadequate

feeding of the under five children. Only 3 (6%) said the cause is witchcraft.

Table 4.4: Respondents’ responses on signs and symptoms of malnutrition

Signs and symptoms Frequency Percentage
Inactivity 47 94 %
Weight loss 49 98 %
Refusal to eat 45 90 %
Has fever 13 26 %
Abdominal pains 10 20 %
Passing worms 11 22 %
Swollen hands and feet 40 80 %
Sores around the mouth 17 34 %
Swollen abdomen 35 70 %
Sparse hair 46 96 %
Miserable, cracked angles | 44 88 %

of the mouth

Note that questions with multiple responses do not add up to 50

Table 4.4 reveals that majority 49 (98%) of the respondents said weight loss was a sign

of malnutrition. Only 10 (20%) respondents said abdominal pains was a sign.
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Table 4.5: Responses on whether the health facility provides literature in local

language pertaining to malnutrition (n=50)

Any literature Frequency Percentage

Yes 0 0 %
No 50 100 %
Total 50 100 %

All the respondents (100%) said that the health facility did not provide literature in local

language on malnutrition.

Table 4.6: Respondents’ responses on kind of wild vegetables that can be used in

cooking

Wild vegetable that can | Frequency Percentage
be used in cooking

Musebo 34 68%
Bwengo ntanda 17 34%

Rape 0 0%
Chomolia : 0 0%
Bisonga 6 | 12%
Jibondwe 40 80%
Sokotela 26 52%

Note that questions with multiple responses do not add up to 50

Majority of the respondents 40 (80%) knew that jibondwe was a wild vegetable that was

used in cooking for the under five children.
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Table 4.7: Respondents’ responses on whether wild vegetables can be preserved at

home ‘
Knowledge of  wild | Frequency Percentage
vegetables preserved

Bisonga 1 2%
Mushrooms 49 98%
Sokotela 23 46%
Musebo 4 8%
Bwengo ntanda 12 24%
Nsombojojo 2 4

Rape, tupwi, mabungo 0 0%

Note that questions with multiple responses do not add up to 50

Majority 49 (98%) of the respondents knew that mushrooms can be preserved at home
for future use, and less than half 23 (46%) of the respondents knew that sokotela was

preserved too. Only 1 (2%) of the respondents said Musebo was preserved.

Table 4.8: Respondents’ responses on whether there was need to wash vegetables

before preserving

Knowledge of wild
'vegetable preservation Frequency Percentage
Wash all the vegetables first| 35 70%

Boil and sun dry 30 60%

Roast and sun dry 12 24%
Smoke to dry 6 12%

Do not know 1 2%

Note that questions with multiple responses do not add up to 50

Most 35 (70%) of the respondents knew how to preserve wild vegetables. Only 1 (2%)

of the respondents did not.
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Table 4.9: Respondents responses on whether they were aware of vegetable

preservation (n=50)

Vegetable preservation Frequency Percent
Wash and other method of
35 70%

preservation
Direct preservation without

_ 15 30%
washing
Total 50 100 %

Majority of the respondents 35 (70%) said they washed the vegetables before they
preserved them while the rest 15 (30%) of the respondents just preserve without

washing.

Table 4.10: Respondents’ responses on whether the village headmen contributes to

prevention of malnutrition

Headmen’s contribution Frequency Percentage
Advice on how best to sell their crop 37 74%
Encourage use of health facility 32 64%
Encourage use of traditional healers 4 8%
Discourage use of traditional healers 22 44%
Encourage NGOs and the government | 21 42%

to support farmers

Discourage the exchange of crops for | 21 42%

second hand

Encourage the batter system with |5 10%

traders from town

Encourage people to sell all the food | 5 10%

they produce

Note that questions with multiple responses do not add up to 50
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Majority of the respondents 37 (74%) knew that the village headmen gave advice on
how best to sell crop so that they can have enough food. Only 4 (8%) respondents said

that the village headmen encouraged people to use traditional healers.

Table 4.11: Respondents’ responses on whether the District contributes to

prevention of malnutrition (n=50)

District’ s contribution Frequency Percentage
Provide seed and fertilizers to support farmers 31 62%

They do not do anything 17 34%
Control the selling of farm products 2 4%

Total 50 100%

Majority of the respondents 31 (62%) indicated that the District provided seed and

fertilizers to support farmers.

Table No. 4.12: Respondents’ total level of knowledge on prevention of

malnutrition (n=50)

Total level knowledge

2%

m High level
® Moderate level

w Low level
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Majority of the respondents 38 (96%) displayed medium level of knowledge while less

than a quarter of the study respondents 11 (22%) displayed high level knowledge and 1

(2%) of the respondents displayed low level knowledge.

SECTION C: RESPONDENTS’ ATTITUDE TOWARDS PREVENTION OF

MALNUTRITION IN THE UNDER FIVE CHILDREN

Table 4.13: Respondents’ responses on whether malnutrition was a health problem

in the community (n=50)

Malnutrition is a very big | Frequency Percentage
health problem

Strongly agree 19 38 %
Agree 22 44 %

Not sure 7 14 %
Disagree 1 2 %
Strongly disagree 1 2 %

Total 50 100 %

Most of the respondents (44%) agreed with the statement that malnutrition was a big

problem in the community, 38% strongly agreed with the statement and 14% were not

sure.

39




Table 4.14: Respondents responses on whether giving care takers of the under five

children crops to grow could prevent malnutrition (n—50)

06 +—

0.5 +

03 |

0.2 179 “14%

agree

i |

Strongly Agree Not sure Disagree Strongly

disagree

® Attitude towards
provision of crops

Majority 32 (64%) of the respondents agreed that giving seed to care takers could help

prevent malnutrition. Only 4 (8%) of the respondents disagreed and none of them

strongly agreed.

Table 4.15: Respondents’ responses on whether the family is solely responsible for

prevention of malnutrition (n=50)

Prevention of malnutrition is | Frequency Percentage
solely family responsibility

Strongly agree 7 14 %
Agree 36 72 %

Not sure 2 4%
Disagree 5 10 %
Strongly disagree 0 0%

Total 50 100%

More than ¥ (72%) of the respondents agreed that prevention of malnutrition was a sole :

responsibility of the family while 5 (10%), disagreed and 4% (2), were not sure whether

the family should take the sole responsibility.
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Table 4.16: Respondents’ responses on whether the DHMT is solely responsible for

prevention of malnutrition (n=50)

Prevention of malnutrition is | Frequency Percentage
solely the responsibility of

DHMT

Strongly agree 7 14 %
Agree 23 46 %

Not sure 9 18 %
Disagree 10 20 %
Strongly disagree 1 2 %

Total 50 100 %

Less than half (46%) of the respondents agreed that the DHMT is solely responsible for

prevention of malnutrition while 9 (18%) of the study respondents were not sure and 10

(20%) disagreed.

Table 4.17: Respondents’ responses on whether it was the responsibility of the

village headmen to prevent malnutrition (n=50)

Prevention of malnutrition is | Frequency Percentage
solely the responsibility of village

headmen

Strongly agree 3 6 %

Agree 7 14%

Not sure 15 30%
Disagree 24 48%
Strongly disagree 1 2%

Total 50 100%

Half 25 (50%) of the respondents did not agree that the village headmen were sorely

responsible for prevention of malnutrition while 30% were not sure and 10 (20%) were

in agreement.
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Table 4.18: Respondents’ attitude on whether the community was responsible for

preventing malnutrition in the under five children (n=50)

Prevention of malnutrition is | Frequency Percentage
everyone’s responsibility

Strongly agree 16 32%

Agree e 42%

Not sure 11 22%
Disagree 2 4%
Strongly disagree 0 0%

Total 50 100%

Majority 37 (74%) of the respondents agreed that everyone in the community was

responsible for prevention of malnutrition among the under five while 2 (4%) disagreed

and 11 (22%) were not sure.

Table 4.19: Respondents’ attitude towards prevention of malnutrition (n=50)

90% 1 -

80% -

70% 1

60% -
50% +~

20%

30% 1

m Positive

m Negative

Majority 42 (84%) of the respondents had a positive attitude towards prevention of :

malnutrition while 8 (16%) had a negative attitude.
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SECTION D: RESPONDENTS’ PRACTICE IN PREVENTION OF
MALNUTRITION AMONG THE UNDER FIVE CHILDREN

Table 4.20: Respondents’ responses on how malnutrition can be prevented

What to do to prevent | Frequency Percentage
malnutrition
Breast feeding the child for | 41 82%

not less than 18 months

Giving the new born baby | 18 36%

protective herbs

Stopping the child from | 29 58%
breast feeding when the

mother is pregnant

Feeding the child with the | 35 70%
‘| three main food groups

(proteins,  vitamins  and

carbohydrates)

Gradually weaning the | 28 56%
child

Early treatment of diseases | 20 40%

such as malaria

Having the child vaccinated | 23 43%
against communicable

diseases like measles

Feeding the under five |35 70%

child alone/ separately

Note that questions with multiple responses do not add up to 50

Majority 41 (82%) of the respondents said that breast feeding the child for not less than
18 months was a way to prevent malnutrition and 35 (70%) stated that feeding the child
with the three main food groups (proteins, vitamins and carbohydrates) and feeding the
under five child alone/ separately would prevent malnutrition. Further more, 18 (36%)

of the respondents said giving the new born baby protective herbs would prevent

43




malnutrition while 29 (58%) said that stopping the child from breast feeding when the

mother is pregnant would prevent malnutrition.

Table 4.21: Responses on whether the respondent is a farmer (n=50)

Practice farming Frequency Percentage
Yes 42 84%
No 8 16%
Total 50 100

Majority of the respondents 42 (84%) were farmers.

Table 4.22: List of food grown by the respondents (n=50)

Crops Frequency Percentage
Maize only 14 28%
Maize and sorghum 8 16%
Maize, sweet potatoes, | 15 30%

groundnuts and beans

Cassava, pumpkins and |5 10%
beans

N/A 8 16%
Total 50 100%

Most of the respondents 15 (30%) grew maize, sweet potatoes, beans, groundnuts and

28% grew maize.
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Table 4.23: Responses on what the care taker does to ensure food security (n=50)

What is done for food | Number Percentage
security

Dry or sell to buy fresh | 46 92%

food

Does not do anything 4 8%

Total 50 100%

Majority of the respondents 46 (92%) reported that they either dried or sold food staffs.

Table 4.24: Responses on whether the respondents own a ban for food

preservation (n=50)

Own a ban Number Percentage
Yes 36 72%

Store in bags 6 12%

No, do not grow much crop | 8 16%

Total 50 100%

Majority 36 (72%) of the respondents stated that they owned a ban where they stored

their crops.

Table 4.25: Responses on whether the care takers sold any of the crops that they

grew (n=50)

Is any crop sold Number Percentage
Yes 38 76%

No 12 24%

Total 50 100 %

Majority 38 (76%) of the respondents said that they sold some of the crops that they

grew.
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Table 4.26: Agencies to which respondents sold their crops (n=50)
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Majority of the respondents 34 (68%) stated that they sold their crops to registered food
reserve agencies and 4 (8%) said that they exchanged their crops with things from

traders.

Table 4.27: Respondents’ responses on whether under five children are taken to

the health facility (n=50)

Take under five to clinic | Number Percentage
Xes 50 100%

No 0 0%

Total 50 100%

All the respondents 50 (100%) said that they took the under five children to the clinic.
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Table 4.28: Respondents’ responses on the times when the under five children are
taken to the health facility (n=50)

Take under five to clinic | Number Percentage
Only when child is sick 3 6%

Every month to children’s | 45 90%

clinic & when child is sick

Only when there is|2 4%
transport

Total 50 100%

Majority of the respondents 45 (90%) said that they took their children to the health

facility every month for under five children’s clinic and whenever a child was sick.

3(6%) of the respondents stated that they took the child to the health facility only when

the child was sick and 2 (4%) said that they took the child to the health facility only

when transport was available.

Table 4.29 Respondents’ responses on time taken to reach the health facility (n=50)

Take under five to clinic | Number Percentage
Within 1 hour 18 36%

Not more than 2 hours 19 38%

3 hours 7 14%

More than 3 hours 6 12%

Total 50 100%

Majority (38%) of the respondents took less than 2 hours to reach the health facility.
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Table 4.30: Respondents’ responses on whether they received any food

supplements from the health facility (n=50)

Take under five to clinic | Number Pércentage
Yes 5 10%

No 45 90%

Total 50 100%

Majority of the study respondents 45 (90%) stated that they did not get any food
supplements from the health facility.

Table 4.31: Respondents’ responses on the list of food they often bought from the
market (n=50)

Type of food bought Number Percentage
Kapenta, vegetables and |7 14%
mealie- meal

Beans, ground nuts, and | 17 34%

fish

Mealie- meal only 0 0%
Vegetables only 3 6%

Do not buy 23 46%

Total 50 100

Most (46%) of the respondents said that they did not buy any food from the market,
34% bought food staffs such as beans, groundnuts and fish, 14% bought kapenta,

vegetables and mealie — meal.
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Table 4.32: Respondents’ responses on the number of meals fed to their under five

child per day (n=50)

Type of food bought Number Percentage
One meal per day 5 10%
Two meals per day 26 52%
Three meals per day 13 26%
More than three meals/ day | 6 12%
Total 50 100

Most of the respondents (52%) fed their under five children twice in a day. 26% fed

their under five children thee times per day 10%) fed their under five children once in a

day.

Table 4.33: Respondents’ responses on the type of food they fed their children in

the morning (n=50)

Type of food bought Number Percentage
Porridge/ sweet potatoes/ | 21 42%
cassava/ munkoyo)

Porridge and ground nuts/ | 26 52%

sweet potatoes and ground

nuts, and any fruit

Nothing 1 2%

Any left over food from |2 4%
previous meal

Total 50 100%

Most (52%) of the respondents fed their under five children porridge and groundnuts,

sweet potatoes and groundnuts and any fruit. 4% fed their under five children on any

left over food from previous meals.
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Table 4.34: Respondents responses on the type of food fed to their under five

children at Lunch or dinner (n=50)

Type of food at breakfast | Number Percentage
Nshima and vegetables 15 30%
Nshima, some fish (any |35 70%
protein food) and

vegetables

Total 50 100%

Majority of the respondents 35 (70%) fed their under five children on some form of

mixed food containing at least each of the main food groups.

Table 4.35: Respondents’ responses on how they fed their under five children
(n=50)

How the child is fed Number Percentage
Alone by care taker : 38 76%

Feeds with other siblings 12 24%

Total 50 100%

Majority of the respondents 38 (76%) said that they fed the under five children by
themselves, 12 (24%) reported that their under five children are fed together with other

children.
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Table 4.36: Respondents’ responses on how often they fed their under five children

on protein food (n=50)

Number of times Number Percentage
Do not feed child on |3 6%

protein foods

At least once every day 13 26%

Once every week 15 30%

Once in two weeks 8 16%

Once per month 11 22%

Total 50 100 %

Most (30%) of the respondents reported that they fed their under five children on

protein food once every week. 26% fed their under five children on protein food at least

once every day. 6% said that they did not have money to buy protein food.

Tabled.37: Respondents’ responses on the type of wild vegetables they fed under

five children on (n=50) .

Type of wild vegetables Number Percentage
Jibondwe, musebo, bitachi | 49 98%

None 1 2%

Total 50 100%

Majority (98%) of the respondents stated that they fed their under five children on

Jibondwe, musebo and bbitachi. 2% did not use any wild vegetables.
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Table 4.38: Respondents’ responses on the period of time when they used wild

vegetables (n=50)

Period of time Frequency | Percentage
Rainy season/ dry season 28 56%

All year round 22 44%

Total 50 100%

Most 28 (56%) of the respondents reported that they used the wild vegetables during the

rainy or dry seasons only.

Table 4.39: Respondents’ level of practice towards prevention of malnutrition
(n=50)

Practice Category Frequency Percentage
Good 15 30%
Acceptable 32 64%

Poor 3 6%

Total BRE 100%

Majority (64%) of the respondents had acceptable practice, 3(6%) had poor practice
and (30%) had good practice.
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Table 4. 40: Respondents’ level of knowledge on prevention of malnutrition in

relation to age (n=50)

Age
Knowledge
15-20 21-25 |26-30 31-35 >35 Total
High level 2 (20%) 3(273%)[183%) |[3(37.5%) [2(22.2%) |11 (22%)
Moderate 7 (70%) 8 (72.7%)
11(91.7%) |5 (62.5%) |7 (77.8%) |38(76%)
level
Low level 1 (10%) 0(0%) 0(0%) 0(0%) 0(0%) 1(2%)
Total 10 (100%) [11(100%)[12 (100%) |8 (100%) |9(100%) |50(100%)

Majority of the respondents (91.7%) aged between 26 — 30 years had moderate

knowledge on prevention of malnutrition and 37.5% of those aged between 31 — 35

years had high levels of knowledge. Furthermore, 10% of those aged 15 — 20 years had

low knowledge levels on prevention of malnutrition.

Tabled. 41: Respondents’ level of knowledge on prevention of malnutrition in

relation to educational level (n=50)

Educational level
Knowledge  [Never been to Junior Upper
school Primary secondary [secondary |Total
High level 1(9.1%) 4(20%) 5(33.3) 1 (25%) 11 (22%)
Moderate level {9 (81.8) 16 (80%) |10 (66.7%) |3 (75%) 38 (76%)
Low level 1 (9.1%) 0 (0%) 0(0%) 0 (0%) 1 (2%)
Total 11 (100%) 20 (100%) (15 (100%) |4 (100%) |50 (100%)

Most (81.8%) of the respondents who had never been to school had moderate level of

knowledge on prevention of malnutrition and 33% of those with junior secondary

education had high levels of knowledge.
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Table 4.42: Respondents’ level of knowledge on prevention of malnutrition in

relation to number of children (n=50)

Number of children
Knowledge
1-3 4-6 >6 Total
High level 7 (26.6%) 2 (18.2%) 2 (15.4%) 11 (22%)
Moderate level 18 (69.2%) |9 (81.8%) 11 (84.6%) |38 (76%)
Low level 1(3.8%) 0 (0%) 0 (0%) 1(2%)
Total 26 (100%) |11 (100%) |(13(100%) |50 (100%)

Majority of respondents (84.6%) who had more than 6 children had moderate level of
knowledge on prevention of malnutrition. 26.6% of the respondents who had 1 — 3
children had high level knowledge on prevention of malnutrition. Of the respondents
that had 1 — 3 children, 3.8% had low levels of knowledge on prevention of

malnutrition.

Table 4.43: Respondents’ level of knowledge on prevention of malnutrition in

relation to distance from Health facility (n=50)

Time taken to reach the health facility Total

Knowledge

Within 1 | 2 hours 3 hours >3 hours

hour
High level 7 (31.8%) 3 (16.7%) 1 (25%) 0 (0%) 11 (22%)
Moderate level 15(68.2%) | 15(83.3%) |3 (75%) 5(83.3%) |38 (76%)
Low level 0 (0%) 0 (0%) 0 (0%) 1(16.7%) 1 (2%)
Total 22(100%) | 18(100%) |4(100%) |6(100%) 50 (100%)

Majority 83.3% of the respondents who took 2 hours to reach the health facility and
those who took more than 3 hours had moderate level knowledge on prevention of
malnutrition. 31.8% of the respondents within 1 hour walking distance to the health

facility had high levels of knowledge on prevention of malnutrition.
54




Table 4.44: Respondents’ attitude towards prevention of malnutrition in relation

to age (n=50)

Age
Attitude
15-20 |21-25 26-30 [31-35 >35 Total

Positive attitude| 8 (80%) |11 (100%) |9 (75%) |7 (87.5%) |7 (77.8%) {42 (84%)
Negative

. 2 (20%) |0 (0%) 3(25%) |1(12.5%) |2 (22.2%) |8 (16%)
attitude
Total 10(100%)|11 (100%) [12(100%)| 8(100%) [9(100%) (50 (100%)

All 11(100%) respondents aged 21 — 25 had a positive attitude towards prevention of

malnutrition whereas 25% of the respondents aged between 26 — 30 years had a

negative attitude.

Table 4. 45: Respondents’ attitude towards prevention of malnutrition in relation

to educational level (n=50)

Educational level

Attitude Never been to Junior Upper
school Primary secondary secondary |Total
Positive attitude | 10 (90.9%) |17 (85%) |11(73.3%) |4 (100%) | 42 (84%)
Negative attitude {1 (9.1%) 3 (15%) 4 (26.7%) 0 (0%) 8 (16%)
Total 11 (100%) (20 (100%) |15 (100%) |4 (100%) |50(100%)

All 4 (100%) the respondents who had upper secondary school education had a positive

attitude towards prevention of malnutrition and 26.7% of those who attained junior

secondary school education had a negative attitude.
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Tabled4. 46: Respondents’ attitude towards prevention of malnutrition in relation

to the number of children (n=50)

Number of children

Attitude

1-3 4-6 >6 Total
Positive attitude 23 (88.5%) |8(72.7%) 11 (84.6%) |42 (84%)
Negative attitude 3(11.5%) 3(27.3%) 2 (15.4%) 8 (16%)
Total 26(100%) |11(100%) |13 (100%) |50 (100%)

Most (88.5%) of the respondents who had 1 — 3 children had a positive attitude towards

prevention of malnutrition whereas 27.3% of those who had 4 — 6 children had a

negative attitude towards prevention of malnutrition.

Table 4.47 Respondents’ attitude towards the prevention of malnutrition in

relation to walking distance to health facility (n=50)

Time taken to reach the health facility Total

Attitude Within 1 | 2 hours 3 hours >3 hours

hour
Positive 20(90.9%) 14(77.8) 3 (75%) 5(83.3%) 42(84%)
attitude
Negative 2(9.1%) 4(22.2%) 1(25%) 1(16.7%) 8(16%)
attitude
Total 22(100%) 18(100%) 4(100%) 6(100%) 50(100%)

Majority 20(90.9%) of the respondents who took less than 1 hour to reach the health

facility had a positive attitude towards the prevention of malnutrition and 25% of those

who took 3 hours to reach the health facility had a negative attitude.
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Table 4.48: Respondents’ practices towards the prevention of malnutrition in

relation to age (n=50)

Age

Practice 15-20 21-25 26-30 31-35 >35 Total
Good practice |0 (0%) 3(27.3%) |5(41.7%) |2 (25%) 5(55.6%) |15 (30%)
Acceptable 8 (80%) 8 (72.7%)

_ 7 (58.3%) |5 (62.5%) |4 (44.4%) |32 (64%)
practice
Poor practice |2 (20%) 0 (0%) 0 (0%) 1(12.5%) |0 (0%) 3 (6%)

Total 10 (100%) [|11(100%) 50
12(100%)(8 (100%) |9 (100%)
(100%)

Most 55.6% of the respondents who were aged more than 35 years had good practices

towards the prevention of malnutrition and 80% of those aged 15 — 20 had acceptable

practices. Of those aged between 15 — 20 years, 20% had poor practices towards the

prevention of malnutrition.

Table 4.49: Respondents’ practice towards the prevention of malnutrition in

relation to educational level (n=50)

Educational level of respondent

Respondents’

. Never been to Junior Upper
practice

school Primary secondary [secondary |Total

Good practice |3 (27.3%) 7 (35%) 4 (26.7%) |1 (25%) 15 (30%)
Acceptable

_ 6 (54.5%) 12 (60 %) |11 (73.3%) |3 (75%) 32 (64%)
practice
Poor practice |2 (18.2%) 1 (5%) 0 (0%) 0 (0%) 3 (6%)
Total 11 (100%) 20 (100%) |15 (100%) |4 (100%) |50 (100%)

Majority (75%) of the respondents who had attained upper secondary school education

had acceptable practices towards the prevention of malnutrition while 35% of the

respondents with primary school education had good practices. Of those who had never

been to school, 18.2% had poor practices towards the prevention of malnutrition.
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