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ABSTRACT

In Nigeria, malaria remains a threat 1o pregnancy outcoincs. Despite the demonstrated

_ effectiveness of Insccticide Treated Nets ([TN) in reducing malatia burden in pregnancy, its use
among Nigerian pregnant women is still low. This study was designed 10 assess the cflcet of fice
ITN distnibution and health cducation on its uptake and usc ainong pregnant women attcoding

Primary Health Carc (PHC) centres in Akinycle Local Government Area (LGA), Oyo statc.

A quasicxpcrimental study was carried out among pregnant women atiending the four urban
PHC ocntres in Akinycle LGA, Ibadan. A pretested semis-structured questionnaire was
administeted pre- and post-inlervention to seck informalion on kmowledge of malaria,
willingness to own and usc {TN from 364 consenting picgnent women out of the 416 attending
anicnatal carc in the PHC centres between May and August 2009. Knowledge of malaria was
scored oo a 18-point scale; o scorc of > 9 was classilied as good and lesser score as poor.
Respondents willing to own 1TN were given collection slips, Four sessions of health education
talks were held with respondents at the health facilities. In order (o ascertain hanging and actual
use, 142 respondents (calculated based on the NDHS 2008 ITN use prevalence of | 3% among
pregnant \women in southwestzone) were selecied by balloting and observed at home twice over
a period of three months, using an observationsl checklist. Post-intervention, Focus Group
Discussions (FGDs) were also held to explore perceived benefits and limitations of 1TN use.
Data analysis was done using deseriptive statistics, Chi-squase and logistic regression. Thematic

approoach was uscd for FGD analysis.

Mcan age o frespondents was 27.0.# 5.)ycars, 58.8% had secondaty education and 44.8% werc
cngoged in business/trading. Mean gestational age at fiest antenatal care visit was [5.7 £ 5.7
weeks. All the respondents/signilicd willingness to own and they collected {TN (100% uptake).
Before intervention, 68.0% of the respondents had good knosvilcdge of malarin and 87.9%, post-
intetvention. The nuwmber of pregnant women that used {TN increased signilicanily from 3.6%% at
baseline to 83.2% post-intervention (p<0.05) whilc 0.3% used untrcated bednct pre and post-
intcrveotion, Beingicivil servant (OR: 5.56, 95% CI: 1.30, 23.72} nnd in third trimester of
pregnancy (OR: 1135, 95% CI: 1.00, 1.24) were signilicantly associatcd with the use of ITN pre
and posl-intervention cespeclively., Pre-intervention, 11(84.6%) out of 13 respondents who
¢
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owned ITN mentioned they slept under the net prior to survey, while 303 (83.2%) out of 364 did
sO post-intcrvention. At first observation visit 50.0% hung and 4.2% slept under therr nets, while
at sccond visit 45.8% and 22.5% did so respectively. Perccived benelits of ITN ncntioned
during ¥GD included, reduction of mosquito bites and episodes of malaria. Limitations 10 1TN
use included the heat experienced while sleeping under the net, inadequate space for hanging and

movemcnt during sleep.

Uptake of insecticide treated net was high among pregnant women. Howecever, free distribution

did not influence use as only a few slept under the net. Health education and production of less

heat conscrving nets stand to improve use.

Keywords:  lnsecticide Treated Net use, Pregnaat womcn, I lealth education effect.
\Vards Count: 500
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' CHASPTER ONE

INTRODUCTION

|.1. Backgrouad
Malaria in pregnancy continues 10 be a major public Lcalth problem in sub-Saharan Africa.

Pregnant women arc a specific risk group for Plasmodium faiciparum infeclion, and related
* consequences (Mockenhaupt, George, Christiane ¢t al., 2006). Prevention is the best control
measwe for malaria. It includes individua) protection, such as the use of insecticide-treated bed
ncts (ITN), mosquito repellants and drug prophylaxis for pregnant women; communily measures,
such as the control of mosquito breeding sites and insecticide spraying (Owusu-Agyei, Awini,
Anto ct al., 2007). The parasitc that causes malaria is spread by biles (rom the female anopheles
mosquito. They mostly bite during the hours of darkness, so slecping under a mosquitlo net
provides some protection. A very much higher level of protection is obtained, howcver, by
slceping under a mosquito net that has been impregnated with insecticide. The insecticides used

are of extremely low toxicily for bumans. (Abdisalan, Abdinasir, Willis et al., 2007).

Malaria during pregnancy causes severe anacmia and loswv birth weight at delivery as welt as
contribules o maternal deaths in malaria-cndemic areas (Gimnig, Vulule, Lo, ct al., 2003 in
Baume and Marin 2008). Around 60% of the cases of clinical malaria and over 80% of the
deaths occur in Afiica south of the Sahaiz (Owusu-Agyei, Awini, Anto ct al., 2007). In April
2000, RBM and African heads of stale established the “Abuja tasgets,” which include insecticide
treated net (ITN) usc by > 60% of-pregnant women and under-{ive in Africa by 2005, However
cost and logistic diflficultiesinherent to mass ITN disiribution have prevented widespread use.
Many belicve such coverage/will be impossible unless nets are provided free of charge,

especin!ly to under-five and pregnant women (Blackbum, Abel, Labila ct al., 2008).

Malaria conizibutes to. poverty in the developing world affecting primarily the rural poor It
accounis for 9.0% of the disease burden in Africa and also discourages privote scctor investment

in the continent. ] causes substantial disabilily, including loss of work and amacmin. The

AFRICAN ?IGITAL HEALTH REPOSITORY PROJECT



stimated annua) direct and indirect cost of malaria in sub-Saharan Aftica alone exceeds $2000
illion (Adongo, Kirkwood. nod Kendall, 2005).

1.2. Statement of problem

Over 90% of the malana burden occurs in sub- Sahamn Africa (Adongo, Kirkwood, and
Keodall, 2005). in countries with a heavy meolana burden, the disease accounts for as much as
40% of public bealth expenditure, 30~-50% of inpaticnt admissions, and up to 50% of outpatient
visits (RBM, 2003). Malaria during pregnancy is a recognized risk factor for low birth weight
and probably decreases the survival of offspiing, particularly during their ficst month of lifc
(Haghdoosta, Neal and Tom, 2007), Malaria not only poses a high-tisk to health, but the clinical
consequences of rcpeated infection in endemic arcas during carly life and adultiood and
outbreaks in epidemic prone arcas placc a burden on houscholds, on the health services and the

economic growth of communil.es and the nation (Fyagi, Roy, ond Malhotra, 2005).

Maulmiia during pregnancy is a scrious problcm in sub-Saharan Afnca, affecting an estunated 24
million pregnant women. Pregnancies in womcn living/in malaria cndemic regions are associoted
with a high frequency ond density of Plasmodiam falciparwo parasitaemia, resulting in high ates
of matemal morbidity including fever, severc anacmia, abonion, stillbirth, and high rates of
placental malaiia (Steketce. Winima and Campbell, 200! in Uncke, Adeoye, lyore et al., 2007).
in sub-Saharan Alnca malaria infcction is cstimated to cause 400,000 cascs of severc motemal
anacmia which contributes significantly to matcmel mortality — causing an estimated 10,000

deaths per year (Malarte Consortiutn, 2008).

Though it seems intuitive that, households with pregnant women would be more likely to own
ITNs, it has been found that/presence of a pregnant woman is not necessorily indicative oz
associated with ITN ownership As pregnant women arc in the target popuiotion, it 1S nccessary
1o create avenucs through which this specific population can achievc adcquate covernge
(Brentlinger, Chadeque,, Chinhacata et al.; 2007). Distribution through ANCs is not without
complications or {laws:"Oflentimes, women rcpont that they were not provided with accurate
information surrouniding ITN usc (Alexis, 2011). Erhun Erhun, Agbani ond Adesanya (2005)
reported an uplake of 0% mainly duc to Jack of awanencss among their study populstion in the

South Eastern Pant of Nigcna (Adeneye, Jegede. Mafe, Nwokocha ct ol 2007) wunong the sume
2
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group in the country also reported that 43.3% of the respondents had not heard about ITNs
before the study and they recommended that information about ITNs should be improved upon.

Malaria is endemic in Nigeria with slable transmission over the year, High prevalence of
asymptomatic malaiia has been reported in pregnant women in this region {Onycnekwe, Ukibe,
Meludu et al., 2008). Pregnant women are onc of the key biological risk groups for malaria tn
sub-Saharn Africa ond are especially vulnerable if also infected with HIV. 11l e@lects are most

apparent in the first and second malens-cxposcd pregnancies.

In Nigeria Demographic and Health Survey, it was reported that ownership of mosquito nets is
not widespread in Nigeria (NPC, 2003). Only 12% of households reported that they own at least
onc net while 2% of houscholds reported that they own an ITN. Bed nect use omong pregnant

women is low (Mbonye, Stella, and Pascal, 2006).

1.3. Justilication

Malaria remains a major public health problem in sub- Saharan Africa, Though all segments of
socicty are afflicted, pregnont women and children under 5 years of age sulfer most of the
morbidity and mortality (Blackbum, Abel; 11abila et al., 2006). Studie¢s have shown that infection
1atcs are highest in first and second patity women with lower ratcs in later pregnancies. Although
insccticide-ireated malerials are socially. desirable and readily acccptable in many communities,
programmes arc still battliog with getting people to acquire, maintain and correclly use tem.
Several social and cultural factorsuinlluence the acceptance and use of [TNs in the community
(Adongo, Kirkwood, and Kendall, 2005). Majorily of the women did not own ITNs. This is
becausc they were unable W access the material through the free ITNs distnbution programme.
This is not a good deveclopment and it therefore requires attention. (Aluko and Oluwulosin,
2012). In addition, knowledge and level of awareness on the use of ITN could influence the
uptake and use, Low Ievel of awarcness especially on the safety of the insecticide whieh the net
is impregnated with, keowledge ofhow to hang and care for the ncts have been found to hinder
uptake and usc {Mbonye, Stella, and Pascal, 2006). Effective health education stands to bang

about positive change in knowledge and attitude/behaviour lowards use of ITN especially among

pregnant women.

3
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Peoplc's perceptions and understandings about the perceived cause and transmission of malaria
have skong implications on the preventive measures such as the current scalc-up I'I'Ns
implementation. Therefore, public health education interventions should always be designed to
cover the existing knowledge and should be implemented for a sufficient length of time for it to
be cffective (Nuwaha, 2002 in James, Kitata, and Orach; 2011),

Pregnant women are vulncrable becausc their natura! immunity is reduced, thus they arc four
times more likcly (o suffer from complications of malana than non-pregnant womcn (NPC,
2003). While measunng the impact of bed net distribution in terms of houschold owncrship has
been relatively casy, measuning usc has been difficult and somctimes controversial. While it may
be relatively easy to canduct surveys sbowing bow many people kept the net that was given lo
them, it proves much more difficult to know bow many people aclually use it evety night and if

the people slceping under it are the most vulnerable to malaria (World Malaria Report, 2009 ).

A number of studies also revcal that misconceptions conceming malaria still exist and that
practices for the control of malana such as TN have been unsatisfactory, pregnont women have
nol demonstrated a better undersiznding of ‘the cause of malana (James, Kilara, and Orach;
2011). Although 1TN has been shown to be effcctive in the control of malaria in pregnant women
ils usec among pregnant women in a part.of the southwest Nigeria is very low (Yusuf, Dada-
Adcgbola, Ajayictal., 2008).

Non adherence could be responsible for the morbidity and mortality reported in pregnant wwomen
as a result of malaria. This siudy heclped to determine the use of 1TN and tecommend uscful
measwres as \well as provide valuable information to guide policy pianning of an intervention to

improve the use of ITN among pregnant women.

4
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I.4. Aitns and Objectives of the Study
1.4.1. General Objective

To detennine the influence of health education on insecticide ttcated net uptake and use among
pregnant \wormen.

1.4.2. Specific Objectives

l. to assess the knowledge of malaria and prevention practices among pregnant women
2. describe the pattem of malatia ptevention practices among pregnant - wormcen

3. identify factors that influence malatia prevention practices

4. to determine the upioke and use of ITN distributed o pregnant women

5. 10 determmine foctors that influence TTN uptake and use

1.5. Hypoithesis
Hol — There is no significant diffcrence between the uptoke and use of insecticide treated net by

pregnant women before and after intervention.

1.6. Limitations

The study was conducted in one local government area; hence findings may not be generalizable

to the statc.

1.7. Significance of the Study: At the end of the {indings, this study s:ands to provide
information for policy makers in the development and successfu!l implementation of programmes

to :mprove the use of InsccticideTreated Nets by pregnant women.

S
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CHAPTER TWO

LITERATURE REVIEW

2.1. Epidemiolopy of Malarin

2.1.1. Burden of Malaria in General

Worldwide, an estimated 300-500 million people contract malaria each year (Trampuz, Matjaz,
lgor ct al., 2003). More than 90 % of the deaths associated with this discase are found in Africa
and the victims are mainly those with low inunune respoases such as children and pregnant
womcn (Djouaka, Bakare, Bankole et al,, 2007). Forty percent of the world's population lives in
aseas with malana risk. Plasmodium vivax has the widest geographical range; it is prevalent in
many lemperate zoncs, but also in the subtropics and tropics. Plasmodium falciparum is the
commonest spceics throughout the tropics and subtropics. Plasmodium malarine is patchily
present in the samc arcas as Plasmodium falciparum, but much less common. Plasmodium ovale
is found mainly in tropical Africa, but also eccasionally in West Pacific (RBM, 2002). At least
50 per cent of the population of Nigeria suffiers from at Icast one episode of malaria each year

and malaria accounts for over 45 per cent of al! out-patient visits (Jimoh, Oluyemi, Amos et al.,
2007)

2.1.2. Economic Burdens

The economic burden of malana to.the country, the family and the individual is immense. 1t has
been estimated that it causes a‘reduction of 1.3% in the annual per capita economic growth mte
of malaria endemic countics @nd the long 1erm impact of this is a reduction of the grass national
profit by more than a half. The economic cffects of malaria arc espccially noticeable in nural
arcas where malaria stipkes at the time of the year when there is greatest need for agricultural
work. Furthermore, the disease is a common cause of school abscnteeism, reaching as high as
28% in some areas (WHQO, 2005). The disease accounts for 25 per cent of infant mortality and 30
per eent of childhood mostality in Nigena. Therefore, it imposes great burden on the country. 1n
terns of pains and rauma suffered by its victims as well as loss in outputs and cost of treaiments

(Onwujckwe, Hanson, and Fox-Rushby, 2004).

é
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2.1.3. Burden ia Pregnant Womcn

In Nigeria, one in evety [tve women has malaria (matecmal and/or placental) pmasitemia at
delivery (Mokuolu, Falade, Orogade et ol., 2009). Malaria during pregnancy causes up to 10,000
matemal deaths cach year and contributes 0 high rates of matemnal morbidity including fever and
scvere anemia, especially in first time mothers (Ekejindu, Udigwe, Chijoke et al., 2006 in
Akinleye, Falade, and Ajayi, 2009). In arcas wbcic malasia is endemic, about 19% of low birth
weight infants are due to malaria and 6% of infant deaths are due (o low birth weight caused by
malaria. These estimates imply that around 100 000 infant dcotlis each year could be due 10 low

birth weight caused by malaria during pregnancy in arcas of malaria endemicity in Afltica
(Guyatt and Snow, 2004).

2.2. Transmission and Endcmicity
The transmission of malana in Nigeria occuts in the entire country, But this uansmission 1s all
year round in some parts of the South of the country. In the remaining pans (East, West and

North) of the counny, the duration of the nzansmission is 3-10 months, from February to
Deccember (Malaria country protiles, 2001).

Depending on the intensily of tansmission; 'malaria can be stable or unstablc. retlecting dilTering
epidemiological sccnarios. Stable malaria_implies the overall balanced presence of malaria in
certain community with persistently high prevalence of infection, insensitive to environmcental
chaages. Under stoble endemic conditions. variation of malaria transmission (iom year 10 ycar is
minimal, although scasonal fluctustions may takc place (RBM, 2002). Stable transmission
predominntes in Afnca south’ of the Sahara; conscquently this area bears the greatest burden of
malaria infection during psegnancy. In this arcas of stable malaria transmission; the ill effect ate
paricularly apparent in the first and second maiaria-cxposed pregnancics (\WHO, 2005). Despite
the higher prevalencc of (parasitemio and higher pasasite deasity in pregnant women than non-
pregnant women, p.falciparuni infection in pregnant women in 1his arca is usually asymptomatic
In setting of stable malatia infection, matemal monality due solely to malaria is uncommon
(WHO, 2005).

Uastable malana implies a great variability of malaria rates in space and time, The buckground

immunity in the community is low, and therefore there is a high risk of inalatia epidemic
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Paiods when molaria incidence is low altemate irrcgularly with times of high incidence.

Unstoble malana is very specific for Plasinodium vivax, although sharp outbreaks may also
occur with Plasmodium falciparum (RBM, 2002).

The infection is Gansmited by thc bite of an infccted (emale mosquito — Anopheles. The
mosquito usually bites duting down & dust time. The mosquito becomes infected by biting o
patient with malaria infection. When a mosquito bites an infected individual, it sucks the
gametocyles, the sexual forms of the parasitc, along with blood. These gamctocytes continue the
sexual phase of the cycle and the sporozoites fill the salivary glands of the infesled mosquito.
Once the mosguito becomes infected, it remains so for life. The female mosquitocs can survive
upto 4 wecks under normal temperature i.e. 28°C 10 30°C and humidity i.c. 60 to 80%. When
this femaole mosquito bites the man for a blood meal, which it needs to nourish its eggs, it

inoculates the sporozoites into human blood strcam, thus spreading the infection (CDC,2004).

2.2.1. Other Modes of Traasmission

" Rarcly malatia can spread by the inoculation of blood from an infected person to o healthy
person. In this type of malaria, asexusl forms are directly inoculated into the blood and pre-
centhrocytic development of the parasite in the liver does not occur. Thercfore, this type of

malaria hos a shorter incubation. pe¢riod and relapses do not occur (CDC, 2004),

2.2.1.1. Blood Transfusion (T ransfusioo Malarla)

This is fairly common in endemic arcas. Following an atiack of malaria, the donor may remain
infective for years (1-3 ycars 1n/P. falciparum, 34 years in P. vivax, and 15-50 years in P
malariae). Most infections occur in cases of tansfusion of blood stored for less than 5 days and it
is rare in wansfusions/ [/blood stored for more thun 2 weceks. Frozen plasina is not known (o
transmit malaria. The clinical features of transfusion malasiia occur carlier and any patient who
has received a transfusion three months prior to the febiile illness should be suspected 1o have
mglatia (RBM.,2002).
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2.2.1.2. Mother to the growing Fetus (Congenital Malaria)

Inirauterine transmission of infeclion from mother 0 child is well documented. Placenta

becomes heavily infested with the parnsites. Congenital malaria is more common in first

pregnancy, among non — immune populations (CDC, 2004).

2.2.1.3. Needle Stick Injury

Accidental transmission cun occur among drug addicts who share syringes and necdles.

2.3 Factors that dcterminc the Occurreace of Malaria

The occurrence of malaria is determincd by the following faclors discussed below;

2.3.1. Agent

Malaria parasites are micro-organisms that belong (o the genus Plasmodium. Only four species
of Plasmodium infect humans, they are:

Plasmodium falciparum, which is found worldwidein tropical and subtropical areas. It is the
only spccies thal can cause sevcre, potentially fatal malana. it is estimated that every year
700,000 to 2.7 million pcople nsc killed by.Slasmodium falciparum, cspecially in Alyica where
this spccies predominates. Plasmodium falciparwn coo cause scverc malaria becausc it multiplies
1apidly in the blood, and cao thus causc severe blood losé rcsulting in anacmia. [n addition, the
infected parasites can clog smzll blocd vessels. \When this occuzs in thc brain, cerebral malaria

resulls, 8 complication that can be fatal.(CDC, 2004).

Plasmodium vivax 18 found mostly in Asia, Latio Amecsica, and in some parts of Africa, Bccause
of the population densities especiolly in Asia it is probably the most prcvalent human malaria
patasite. Whbilc Plasmodium vivax only exceptionally causes death, most oflcn due to rupture of
an cnlarged spleen, it'can'cause symploms thot are incapacitoting, Thus, Plasmodium vivax
contributes subsiantially to the discase burden (morbidity) of malarig, with & resulting social and
economic impact Plasmodium vivax as well as Plesmodium ovale has dormant liver stoges
(hypnozoite) that can activate and invade the blood (relapse) several months or ycars altcr the

infecting mosquito bite (CDC, 2004).
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lasmodium ovale is found mostly in Aftica (especially West Africa) and the islands of the
westcrn  Pacific. 1t is biologically and motphologically very similar to Piasmodium vivax.
However, it is different from Plasmodium vivax, in that it can infect individuals who are
negative for the Duffy blood group, which is the case for many residents of sub saharan Africa.

This explains the greater prevalence of plasmodium ovale rathcr than plasmodium vivax in most
of Afiica.

Plasmodium malariac, found worldwidc is the only buman malaria porasitc species that has a
quartan cycle (threc.day cycle). The three other species have a tertian, (two-day cycle).
Plasmodium malariae causes a long-lasting, chronic infection that in some cases can last a

lifetime (CDC, 2004). It is normally associated with low parasitemia and an uncomplicated
clinical course (Cox-Singh, Timothy, Lee et al., 2008).

2.3.1.1. Life Cycle of Plasmodium

Mblania is uansmitted by the bite of a femnale /anophetes mosquito in which hundreds of
sporozoites are released into the vertebrate host’s bloodsiream. The porasites eventually migratc
to the liver--passing through some cell types'such as Kupfer cefls—and form parasitophorous
vacuoles in hcpatocytes. At this stage they can either remain dormant as a hypnozoitc form (£
vivax of P. ovale), or initiate development that resuits in the production of thousands of
mcrozoiics. The parasites then induce detachment of the infected hepatocytc, allowing it W
migrate to the liver sinusoid where buddiag of parasite-filled vesicles callcd nierosomes occurs.
The new mero2oites quickly invade erythrocytes where they replicate, sometimes synchronously,
in a cycle that may correspond to'the cycle of fever aad chills in malana. in response to a cue
thatis not well understood; some patasites dilfcrentiatc into male and female gametocytes, which
arc the forms taken up by the mosquito and which can live quiescently in the bloodstream for
wceks. Once they enterithé mosquito via a blood meal they rapidly undergo transition into
activatcd male and..female gamctcs. The motile and short-lived diploid parasite form, the
ookinetc, migrates.out'of the blood mcal, across the peritrophic matrix to the mid-gut wall where
an oocyst is formed. Afler a meiotic reduction in clzomosome number sporozoites are foimed
within the aocyst. Evcnlually the ooeyst ruptures and the sporozoitcs migrate 10 the salivary
gland whbcrc they await transfer to the vcricbrate host (Lasonder, Janse, Geert-Jan et al., 2008).

The mnlatiacycle is shown in tigure 2.1 below.
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2.3.2. Veclor

Over 40 species of anopheles mosquito have been identified in Nigeria, but the major vectors

of human are anopheles Gambia sensu stricto (s.s). A. arabiensis, A. functus, and A. melas.
A. arabiensis are the most dominant in the sevannah areas and cities while A. gambiae (s.5)
are highly dense in the forest area. A. funetus have an even distribution and the salt water
formis of A. mclas are essentially coastal species (Ajayi, Falade, Bamgboye et &l., 2008).
‘There are four developmental stages in the life cycle of mosquitoes; they ore epgs, lasvoe,
pupa and adult stage (Parks, 2005). Malarial vectots in the Anopheles gambiae complcx are
knowit 1o use diverse small waler bodies as larval habitats. These habitats differ in pbysical
as well as biological charactceristics, which directly influcnce the distribution and abundance
of larval mosquilo populations in nature (Adam, Khani and Elbashir, 2005). Anopheles

gambiae is o highly anthropophilic mosquito, with a tendency to blood feed and rest inside
houses (Njiru, \Wolfgang, Willem ctal., 2006).

2.3.1. Host

Biologic characleristics present from birth can protect against cestain types of malaria. Two
genctic factors, both associated with human red blood cctls, have been shown to be
cpidemiologically important. Persons who have the sickle cell trait (heterozygotes for the
obnorranl hemoglobin gene 14bS) arc relatively protecied against plasmodium falciparum
maloria and thus enjoy o biologicadvantage. Since the majotity of Africans are Dufly
negalive, P. vivax is rare in Africa south of the Sahaia, especially West Alrica. In that orca,
the niche of £. vivax has beentoken over by 2. ovale, a very similar parasite that infect

Duffy-ncgalive persons.

Acquired immunilty grestly influences how malaria offects an individual and a community.
After repeated ottncks.of maloria o person develops a partially protective immunity. Such
semi-immune pérsens olfien can slill be infected by malaria porasstes but do nat develop
severe disease, and, in facl, Irequently lack any typical malaria symptoms. In areas with high
P. falciparupm transmission, newboms will be protected during the first few months of life
preswunably by matcmal antibodies transferred to them through the placenta As these

antibodies decrease with time, these young children become vulncrable to disease and death
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by malana If they survive to an older age (2-5 years) they will bave reached a protective
semi-immune status. Thus, in high transmission areas, young children is a major 1sk group
and arc targeted prefercntiatly by malaria control interventions. In arcas with lower
Tansmission (such as Asia and Latin America), infectioas are less frequent and a lorger
proportion of the older children and adults have no protective immunity. In such aoreas,
malana disease can be found in ol!l age groups, and cpidemics can occus. Pregnancy
decreases immunity against many infeclious diseases. \VWomen who have developed
protective immunily against P. falciparum tend to tose this protection when they become
pregnant especially during the first and second pregnancies. Humon behavior, often dictated

by social and economic reasons, can iniluence the risk of malaria for indivtduals and
communitics (CDC, 2004).

2.3.3.1. Incubation Period

[n non-immune individuals with Plasmodium_falciparum infection, the median pre-palcnt
period (lime from sporozoile inoculation to detectable parasitemia) is |0 days (range 5-10
days), and the median incubation period (time ftom sporoaoite inoculation to development of
symploms) is |1 days (range 6-14 days). The incubation peniod may be significantly
prolonged by the level of immunity acquired through previous exposures, by antimalarial

prophylaxis, or by prior partial treatment, which may mitigate, but not prevent the discase
(Taylor and Strickland, 2000 in Trampuz, Maotjaz, lgor el al., 2003).

2.3.4. Environmentat Factors that determine Malarian Occurrence

Malaria tansmission may be influenced by various factors including climate, local ecology.
and existing control measures. Temperoture affects development of both the vector and the
parasite. Tcmpcratuie, required for parasite sporogony inside mosquito, predicis how soon
the mosquito becomes infective afier taking a blood mcal, and & varies in between malaria
specics Optimum temperature for sporogony is between 25°C and 30°C. Tt siops below 16°C.

At 25°C duration of sporogonic development is 10 days for Plasmodium vivax, 12 doys for

P.falciparum, 16 days for Plasmodium ovale, and 28 days for Plasmodium molariac
Altilude is comelated with the temperature ond thus also aflccts malaria transmission
Anopheles mosquitocs are not found ot altitude above 2000 — 2500m due to unfavourable
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climatic condition. The amount of precipitation during the transmission scason is another

potential environmental factor that together with the temperature influences malaria
transmission. Man made environmental cbonges such as dams, walcr reservoirs, itrigation
systerns deforestation mny preatly increase the breeding sites o f mosquito, thercby triggenng
epidemic. Another [actors offecting malnrin transmission include population migrstion,
urbanization and other socio-economic phenomena along with personal mosquito protection,
residual spraying, and use of antimnlariols (RBM, 2002). The atmospheric humidity has a
ditect cffect on the length of life of the mosquito, although it has no effect on parasite. A
rclative humidity of 60% is considered necessary for mosquitoes 1o live their normol span of
lifc. When the relative humidity is high, mosquitoes are morc active and they feed more
voraciously. If the humidity is low mosquitoes do not live long., Rainfgll in general provides
oppottunity for the breeding of mosquitoes and may give tisc 10 epidemics of malaria. Rain
increases the atmosphetic humidity which is ‘niecessary for the survival of mosquitocs.

However, heavy rain may have an ndverse cfiiectin flushing out the breeding places (Porks,
2005).

2.4. Koowledge of Mbluria and Patterm of Prevention TPraclices ameng Prepnint
Women
It has been revealed that maloria is percéived as a conunon health problem anong pregnant
women altending health carc facilities, and that knowledge, attitudc and practice of its
management is poor, Efforis/should be made to improve onti-mnianal intervention during
ptegnancy, to ensurc that the goals of the Roll Back Maloria Initiative ere achieved in Nigeria
(Enato, Okhamafe, nnd Okpcre; 2007). Tiere is need for more public health educntion nbaut
I the causc of molana wnong-pregnant women to nuniniise tnisconccptions nbaut the cause of
I malatia. Also, therc/is need for morc awareness crcation so that maloria signs and syinptoms
: are well undersiood by.prcgnant women 1o promotc carly' treatmemt for malatia as well as
preventive and ‘control cllons such as ITN 1n the community (James, Kitaza and Orach,
201 1). Pregnantayomen wbo knew that ITNs prevent agoinst malaria were more likely 10 use
bednels compared with those who did not. Similarly women who held no misconceplions
about malaria prevention were more likely to usc [TNs (Ankomah, Adcbayo. Arogundade et

al.; 2012).
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2.5. Determinants of Uptake and use of ITN among Pregnant Women

[n southwest Nigeria, mothers use anti-vecior mcasures for malaria prevention- Thesc include
window screens 78.9%, inseclicides spray 69.9%, mosquito coils 25.3%. untreated bedncts
2.5%, and insecticide-lrealed ncts 1.1% (Yusuf, DadaAdcgbola, Ajayi et al.. 2008). The
nced for expanded health cducation campaign on the usc of the net in all endemic
communilies is seriously advocated becausc it is believed that the use of ITN increascs wilh
health prooiotional campaigns, Health authorities at the Local level should bc compelled to
incorporate I'1N promotionnl (olks in antcnatal clinics, immunization programmes and infant
welfare health clinics (Iwu, ljioma, Egeruoh et al.; 2010).. Adcycmi, Adckunle. Akinota.
(2007) found low awareness and low prevalence in the use of I'TN among pregnan! women in

Southerm Nigeria. Thus, knowledge or awnreness of ITN does not traaslate to possession of
ITN among the pregnont women. The reason, given for the ow pauonage of ITN despile

lnowing about it, arc as follows; non-belief in “its-eflicacy, not comfonable to be used

especially during heat, non-avuilability of the nct and the high cost of the net (Anosike,
Nwoke Chikere ct al., 2004).

Scveral factors deiermining the use of IINs by pregoant women in Nigeria have been
identified to include; educsation, plnce of residence (locality) and access to antennlal care
scrvices (Eisele, Keating, Littrelliet al.; 2009). It has been reponed that pregnant \women in
nual areas were more likely to own:I1Ns (apparently as a result of mass community level
distribution), in tcnns of usc, pregnant women in urbon areas are likely to use. This seems to
supgest that a higher propeniion+of women in ru:al arcas who own bedncls do not use them.
When one considers thot a_higher proportion of pregnont women in Nigeria five in rural
arcas, the cnonnity of tlic task becomes clearer (o malaria prevention health promotion
professionnls. Another key finding is that while rcgistration at antcnatal clinic is a key
predictor for TN ‘ownership, when it comes 1o ITN use, there is no diffcrence between
pregnont women who have registered at antenatal clinics (and presumably have been given
frec bedncts)..compared with those who have not registered. (Ankoinah, Adcbayo,
Aroguododcet al.; 2012).

b5

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



2.6, Usc of Malaria Control Stratcgics
The problem of malaria in Africa has so fas defiled all aitemgpts al its sotution, and rather than

improving, the situntion oppcars 1o be worscning at lcast in some of thc countries of the
continent (FMoHB, 2000 i Ajayi, Falade, Bamgboyc cl al., 2008).

2.6.1. Prevention in Gencral

In 2005, the global malaria community committed itself to the goal of reducing the global
malaria burden by at least 50% by 2010. To achicve this target of > 80% coverage are four
main malaria control 1ools: long-lasting insecticide treatcd bed nets (LLIN), indoor residual
spraying (IRS), intermitient presumptive treatment of pregnant women (1PT), and case

treatmcent with eflective medicines, principally nrtemisinin-based combination therapy (ACT)
(Ouen, Arcgawi, Were, Knrcma ct al.. 2009).

There are a few vector control stategies. Indoor spmying of inscclicides, pessonal protection
measures, larva) conirol and envisonmental.contzol. Indoor residual sproying has been celied
on as a veclor control strategy in the past, and sbowed cicasrly that if properly implemented
can glve very good results. it foces constriunts due to sustainability ond cost-cffcctiveness,
but it can still be a good choice under certain ciccumstances, like in high-mortality endemic
arcas and in drug.resistant necas. So it is a matter of being quite selective, having a very good
targct and understandiog where 1o apply the method (Foucé, 2001). Larval control, given the
nature of the vectors, which/tend. basically to breed everywhere in a small amount of water
on the surface of the ground, this approach can be occeplablc only under suitablc mopping
and characterizition of breeding sites, and will work mainly in ucban and pcri-urban nreas.
Larval control can be‘atained through environmental manogement, torge space coverage, and
commuzily participation, and can be donc through chemical or biological control.
Cnviroamental control is used to prevent breeding, nesting, and feeding of vectors by source
reduction and“weven through better housing, windows/doors scecening. Environmental
changes from.road, dom, or pipeline construction, deforestation, agriculture, and inrigation
can generate Jarval breeding sites. Enviconmental control can mostly be used in urban and
peri-urban areas, and mostly require community perticipation and interscclorn! colloboration

(Touré, 2001).
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Vector contio) remains the most generally effective measwves to prevent malarie
wansmission, and os such it is one of thc four basic technical elements of the Global Malaria
Control Stiotegy. Early dingnosis and prompt treatment are the basic clements of malario
control (A\VHO, 2005). Early and cffective trcotment of malatia discase will shorten its
dumtion and prevent the development of complicotions and the great mojority of deaths from
malatio. Access (o discase manogement should be seen not only as a component of malanin
control but o fundamental right of ail populations ot risk. As o response 10 the antimalanal
drug resistance situotion, \VHO now recommends that treatmeni policies for falciparum
malarie in all countries experiencing resistonce 10 monotherapies, such as chloroquine,
sulfadoxine/pyrimethamine (SP) and amodiaquine, should be combination therapies,

preferably those containing an artemisinin derivative, ACT - astemnisinin-based combinotion
therapy (W110, 2005).

2.6.1.1. Insceticide Trcoted Nel

One of the most effective tools for molario. prevention is the insccticide-treated net (ITN).
Consistent use of ITNs con reduce malatio transmission by up to 90% (Gimnig,Vulule, Lo. et
al, 2003 in Boumne and Mann 2008). _About 1.3% of prcgnant women in Nigeria use [TN
(NDHS, 2003). Insecticide trcated mosquito nets have had significant impact in reducing
morbidily and mortality particulorly among children under five years old ond pregnont
women wherc ITNs have been oppropriotely ond cxiensively used in malatio endemic areas.
it is reported thatl insecticide treatcd moteriols can teduce childhood mortality by §7-33%..
Treatment of mosquito news with insecticides in the group colled synthetic pyicthroids has
been found 10 be effective and safe. ITNs have the odvontage of providing personal
protection from mosquite bites. It is effeclive against other insects including bed bugs, flies
and cockrooches (FMOH, 2005). The use of mosquito ncts ploys o cruciel role in malaria
control (Pawar, Bansol, Kumar et ol., 2008). Within ITIN-owning households, many children
ond pregnont women arc siil] not using them (Eisele, Keating, Littrell et st., 2009). The
cflectiveness..of ITNs is dependent on behavioural change (\WWHO, 2005). ITNs ore

approximately. twicc as effective as untreated nets (Boumc and Mario 2008),
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2.6.1.2. Barricrs to ITN Use

The barricts 1o ITN usc include; acceptability, availability and affordability. Size, colour and
shape of ITNs have been shown to be major access bamicrs (Chuma, Okungu, Niwiga at al.,
2010). Cultural and social barriers can nlso prevent the correet use of the nets. There is
cvidence that some fomilies who own only one nct will have the head of the family slcep
under it instead of the most vulnerable members of the houschold: children under theage of 5
years and pregsiont mothers. Children also ofien slecp in kilchens or o common room, which
nccessitaics removing and re-hanging the nei daily, something that does not nccessorily
happen cevery night. Yel, nighily usc of the mosquilo net, provision of an improved supply of
affordabic I'TNs to the majority of rural populations; the need to regularly treat ncts cvery 6-
12 months with 1asecticide is key as one mosquito bite can be cnough to get malaria (World
Malaria Report, 2009). Although there is so far no evidence that insccticide resistance has
reduced the cflectiveness of ITINs formalaria prevention, this is a subject of growing concemn

(WHO, 2005). A bawricr to [TN use may be lack of kaowledge regarding malatia
gunsmission and prevention (Rhee, Sissoko, Petiy e al., 2005).

2.6.2. Prevention in Pregnant \WWomen

Pregnant womcn arc at higher risk' of Plasmodium falciparum infection and diseasc.
[nfections during pregnancy nced to be climinated with cfiective anti-malatials to reduce the
burdcn of discase in mothers and-their children (Matovu, Goodman, Wiscman, ct al., 2009).
The use of ITNs can be extremicly beneficial as a prevenlive measure for pregnant womcen
living in all areas where malaria_is transmiticd. The use of an [TN by a pregnant woman
benefits the woman as well'as her family. All pregnant women in stable transmission areas of
mala:ia should reccive a1 least 1wo doses of the recommended antimalarial drug, currently

SP, a1 the first and second regularly scheduled amennia) clinic visit afier quickening (\WWHO,
2004).

2.0.2.1. Cost-cffectiveness of Prevention for Inlcrvention of Malarin
Malaria impescs-a hcavy cconomic burdcn on individuals and cntire cconomies. Malatia

prevention during pregnancy using a package coasisting of I[PT and ITNs can be highly cost-

cfiective. IPT with cither SP or CQ has been estimaled (o cost in the range of $12 to $21 per
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disability-adjusted life year prevented a very favourable cost (WHQ, 2005). A transparcnt
cvidence base on the costs and cost-efficctiveness of malaria control intcrventions is
provided, to inform resource allocation by intcrnational and domestic financers of health
programmes, and the sclection of optimal packages of interventions for malasia control
programme managers. The median financial cost per ITN distetbuted was $7.03 (range $297-
$19.20), $3.91 (range S1.11-312.87) per houschold for IRS, S0.10 (roage S0.08-S0.18) for
IPT in infants, $4.03 (range S1,25-S11.80) for iPT in children, and $2.06 (range S0.47-S336)
for IPT in pregnant women, The median financial cost of diagnosing a casc of malaria was
$4.32 (range £0.34-S9.34). The median {inancial cost o fireatingan episode of uncomplicated
malans was $5.84 (ronge $2.36-S23.65) and the medion financinl cost of tresting an cpisode
of severc malnria was $30.26 (range $15.64S137.87). The wide ranges in the estimotes of
unit costs represent different durations of protection, and are a consequence of the wide

variation in the type of costing study rcviewed (Michael, Lesong, Richasd et al., 2011).

2.7. Clinical Manifcstatians in General

Malaria is characicrized clinically by fever. Other symptoms may iaclude hcadache, chills or
tigors, general weakness, vontiting, loss of appetite ond profuse sweating. The clinical
featurcs of malaria very from the asymptlomatic to mild and severe discase. Malaria infection
may present as uncomplicated tnalaria.or severe malaria (FMOH, 2005). The lack of a “'gold
standard'’ definition for severc maloria has becen a longstanding problemy for both clinicians
and rescarchers. The defmitions currently used comprise a set of clinical and laboratory
parameters associated with an incrcased risk of death, combined wath the presence of
Plasmodium falciparum parasitcmia (Anstey and Price, 2007). In gencial, in settings where
the risk of malaria is low, (that is, in ascas of low cndcmicity or where malania is scasonal
during the low-tsansmission scason, clinical diagnosis of uncomplicaled malana should be
based on a history of fever alone; and in scttings whete the risk of malaria is high (that is in
areas where malaria iransmission is stable or during the high ttansmission season of scasonal
malatia), the accepled critcria for the wceatment of malaria disease in young children and
pregnant women should be a history of fever or the presence of detectable anacmia, for
which pallor of the palms appears to be the most reliable sign in young children. 1n older

children, adult males and non-pregnant women, the sole criterion is a history of fever (WHO,
2005).
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2.8. Malaria in Pregnancy

Malaria in pregnancy is an immense public health ptoblem with at least 50 million ptegnant
women living in malarip cndemic arca. Maicma) HIV infection is associated with increased
P. folciparum prevolence and delays clearancc of parasitaemia in multigravidac (Brabin,
Wasame, Uddenfeldt-Wost et al.,, 2008). Placental malatia is onc of the major features of
malarip during pregnancy nod has been widely used as a standard indicator 10 characterize
molaria infection in cpidemiologic investigations. Although pathogenesis of placental malaria
is only psriially understood, placental sequestration of Plasmodium falciparum results in the
accumulation of parasitized enthrocyies n the intervillous space, infiltration by
inflammatory cells, and release of pro-inflammatory mediators, which causc pathologic
altcrations that could impair matemo-fetal exchanges, often resulting in adverse pregnancy
outcome (Belay and Deressa, 2008). Thic prescentation of malaria during pregnancy varics
according 10 the pre-existing immunity of the mother. Women living in arcas of low
transmission have little immunity 1o malaria which can cause severe syndromes, such as
cercbral malania and pulmonary oedema. In contrast. those who live in arcas of stablc malaria
transmission cnjoy grestcr immunity and. expesience fewer symptoms during cpisodes of
malaria (Adam, Khamis and Elbashir, 2005). P. falciparum pansitc has been shown 10 be

more common in pregnant than nonpregnam women (Guyatt, and Snow, 2004).

2.9. Drug Resistance Challenges

Rising drug resistanec lcvels to conventional monothcrapy has resulted in strong arguments
for 2 move to combioation treaument for all molaria in Afriea, cspecially artemisinin-based
combinntion therapies (ACTs) {Matovu, Goodman, Wiseman a al., 2009). Existing data
suggest that management of-melana is becoming increasingly controversial as muliiple drug
resistancc cmerges. An important feoture in all these changing pattern of resistance is that it
also affeets drugs used in'pregnancy for prophylaxis and treatment of clinical malaria. 11 has
therefore become imperative in view of the development of resistance to the various classes
of diugs, that treatment guidelines be reviewed and/or formulated where onc does not exist
The Iatest Nigcrian National Antimalarial Guidelines and Trcaiment Policy were released in
February 2005 by the Federnl Ministry of 1lealth. This guidcline recommends intermittent
Preventive Therapy (IPT) with sulfadoxine/pyrimethamine as the mode of prophylaxis in
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pregnancy, and for trcatment o [ clinical infection quininc is recommended as {iest line agent
in oll 1rimesters while artemisinin based combinations is considered safe second line agents
10 sccond and thied trimesters. However, in the first trintesier the arlemisinin based
combinations can be used where there sre no suitable aftemalives (Jimoh, Oluycmi, and
Amos, 2007). The malaria sitation is changing for the worse due (o problems of parasite
resistance o drugs in endemic arcas. The worsening problem of drug resistancc has led to
difliculties for development of antimalaniol drug policics and, in tum, provision of adequate
discase management in many molorious parts of the world. Although amodiaquinc is
gencially more effective than chloroquine against chloroquinc-resisiant strains of P,
falciparum, there is cross resistance (\WHO, 2005). Chloroquine resistance is now common
in all endemic countries. In recent years, Multideug-resistant P. falciparum malana is highly
prevalent in the Thai-Cambodian and Thai-Myanmar border areas (\WHO, 2007). There is a

decline in the theeapeutic efficacy of sulphadoxine-pyritncthamine (Chanda, Masiye, Chitah
ct al., 2007),

2.10. The tolc of ticalth Education in Malaria Control and {se
ol ITN

Health cducation communicaton is onec. of. thc key components in malaria control and
prevention. Scrious obstacles in mosi discase contro] sirntcgics include lack of cflcctive
health information, cducation, and communication pro@mns. Community and hcalth
providers need o understand the problem 1n atl its relevant aspects, as well as be awase of the
options avaifable for improvement. This means it is important for health providers end
communities lo appreciale” the cpidemiologic and (cchnical dimensions of the malara
probiem as well as the faciors-that alfect whether particular control options will be feasible,
iechnically possible, “socially acccptablc, cnvironmentally friendly, and politically
advantogcous. For individuals and houscholds, cflective health communication can hetp maise
awareness ol health risks and solutions (o provide the motivation and skill needed to reduce
thesc risks, help them find support from other people in similar situations, and affect or
reinforce attitudes positively (Mbocera, Rumisha, Scnkoro et ol., 2007 in Leonard, Mboceca,
Emmanueli et al., 2007).
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CHAIPTER THREE

METIIODOLOGY

3.1. Study Area

Akinyele is onc of the 33 Local Government Arcas (LGAs) in Oyo state, South-West of
Nigerio and onc of the five L.G.As that moke up Ibadan the capilnl city of Oyo State. lbadan
is the largest indigenous city in Aftica and South of the Saham. It is localcd in the rain forest
belt of Nigeria with an undulating topography. 1t lies betsveen latitude 7 and 9.3 cast of the
prim¢ meridian. The major occupation ol the people is farming. The LGA has a toul
population of about 211,359, out of which females are 105,726 and males are 105,633 (2006
census), and comprises of 12 wards namely; Mele, Olanle, Aroro, Onidundu, Moniya,
Alanycle, Iwokoto, Ojoo, lkercku, Alabata, ljaiyc, Iroko. There are 23 health [acilities
namely; Ojoo, Shashs, Ajibode, Orogun, . Moniya, Iroko, Akinyele, Onidundu,
Ikereku,Adegbite cortage hospital Aroro, ljaye, Alabatn, Olorisa Oko. Olorisa. Iwase. Jarija,
Mcle, Pade model, Elekure, Oretu, Alade, Lebu and Iwoko , out of which 18 nre offering
ante-natal care (ANC) services once cvery week. Tlhie Matrons-in-charge man the various
clinics. The services offercd nt the ANC includes vaccination, counselling, and IPTp amongst

others.

3.2. Study design

This is a quasi-cxperimental study. This study was conducted over a period of four months.

33. Study Population

Thi's comprised pregnant women allending primary health care centres in Akinyctc Local

Government Asca.

Ioclusion criteria

All pregnont women regisicred and attending ANC in the primary health centres
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Exclusion eriteria
Pregnant women brought in as emergency

Pregnant women with disabilities that disallowed responses to qucstionnaire

Pregnant women refusing to take partin the study

3.4, Basclinc Study

3.4.1. Sample Size determinntion for Survey

The prevalence for use of 1PTp, Window/door screen, Insccticide spray, Mosquito coil,
Bumung of herbs/lcaves, Repellents and [TN prevention methods were used in the calculation
of the sample size and the valuc obtaincd by IPTp was used because, it had the highest value
among all the vatious prevention practices. Values obtained were; IPTp = 331 (At 31.4%,
prevalcace of pregnant women that used IPT in_Nigeria, NDHS 2008), ITN = 20,
Window/door screen = 256, Insccticide spmy “ 323v Mosquito coil = 290, Buming of
berbs/lecaves = 97, Repellents = 8. The prevolence of Window/door screen = 78.9%,
Insecticide spmy = 69.9%, Mosquito coil“= 253%, Buming of herbs/lcaves = 6.6%,
Repellents = 0.5%, were got from (Yusuf, Dada-Adcgbola, Ajayi ct ol., 2008. Malmia

prevention practices aniong mothers delivering in an urban hospital in southwest Nigena).

The mipimum sample size used for this study was determined using the Kish and Leslic 1965

formula for single proportions.
N = Z%pq/d?
N = minimum semple size
Z = staadnrd normal deviate, sét at 1.96 which coizesponds to 95% Cl
P = prevalcnce of IPTp usc31.4 %.
(NDHS 2008, preyalence of pregnant women who used [PTp)

q=]-p
d = degree of accusacy desired sct at 0.05
N =(1.96)* * 0:314 *0.686/0.05°

= Jdi
To create allowance for questionnaires that may not be properly lilled using a rate of 10% the

minimum sample size increased to 364.
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3.4.2 Sampling Procedure

A mullistage sampling procedure was used.

First stage selection: this involved the selection of a L.G.A by balloting out of the:33
available L.G.A. in the state.

Second stage selection: involved selcction of two wasds out of the twelve wards in the focal
govemment by balloting.

Third stage selection: All the pregnanl women attending antenastal core in all the primary

health caie centics in the 1wo wards were studied.

3.4.3. Pre- test

The rescarch insttuments werc pre tested in an LGA that-has-not been selected for the study
but bas similar chasactcristics to that being studied toascertain the tnstruments’ suitability,

identify difficuit questions, omissions and repetitions.

The Instruments were pre tested in Ibadon Nogth Loeal Government Area Alter the Prc 1est
certain modilications wcre made wbich improved.ahe clarity of questions. All the questions
were well understood and the participanis/Avere comfortable with the questions. Sonic of the
stalemcnts made by the respondent were used to 1c.draft the questionnaire. This was to test
for validity of the instrument. Reliability of the insttuments was detcrmined using the
research assistants who have beenirecruited on previous experience in siinilar works, they
were trained for two days bascd on“thcir compctency and skills which include teaching,
braunstormung and role piny mielhieds to update themy on Data collection and other aspect of
the research work. Also thesanalys:s of the pre-test dato was done using Cronbach's Alpha
correlation co-efficient of the Statistical Packoge for Social Sciences (SPSS) version 15, o
model of internal consistency, based on the sverage inter-item correlotion. This wus done to
' ascertain the propeitics/ofsthe instrument. In the mcasurcitient o result showing correlation

cocflicient greater than (.05 is said (o be relinble.

3.d.4. Training.of Rescarch assistants
One female and three male graduontes were traincd for (we days as rescarch ussistants Their
training focused on the subject of rescarch. intcipersonal skills, interview techniques and

cthical issues that were ncecssasy to atd and ensure accunatc collcctivn und recording otdota
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3.4.5. Methods ond Instrunient for Data Collection

This was carricd out using both quantitative and qualitative methods.

3.4.6 Quantitative

A structured intervicwcer administered questionnaire was used 10 collect informstion from the
respondents before and afier the intervention. The questionnaire was unnsloted into Yoruba
(Appendix 1) the native language of the study community by an Expert. This was back
transioted to English (Appendix 1) to check for appropriateness and (o ensure no informaotion
was lost duting translotion, It had five sections on topics related to mialana prevention
practices and ITN usc;
Section A.  Questions on socio-demographic data suchasage, occupation,

level of education, elc.
Scction B,  Antenatal care during pregnancy.
Section C.  Questioas on knowledge of prevention practice of pregnant women

towerds malaria in pregnency.
SectionD.  Questions on use of preventive measures such as ITN, IPTp, Insecticide

sprays, burning of coil and Mosquito rcpellcnt.
Section E. Willingness o use [T, cost and affoidebility.

3.4.6.1. Qualitative

The qualitativc survey was camried out using a focus group discussion guide which consisted
of qucstions conceming thefollowing issues: beneflits derived from using the nets, time of
net use¢, who makes decisions'on usage of nets at home, how many people sleep under net,

size and colour preference and reasons for not using nets,

3.4.6.2. Data Collection Procedure

The investigator. and research assistants collected infortnation from pregnant women that
were willing to.take part in the study and anending ANC in the primary health care cenlers in
the Local Government Arca using a structured intcrviewer administercd questionnaire. The
data collection’ started with an introduction and ovciview of the research including the
objectives of the study. At the end of cach collection, questionnaires were revicwed and
checked for completeness.
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I'ocus Group Discussions (FGD) were held for the regular users, iiregular users and non-
users of the [TN at post-intcrvention to explore what influenees the use of ITN. Two sessions
weie held for cach catcgory making it a total of 6 FGDs. The discussions were held in groups
of cight respondents (Pic. 9). Four Rescarch assistants were trnined and used f(or data
collection {Pic. 1). A focus group discussion guide was uscd. Sessions were held at the health
centres and tape recorded which helped in obtaining the dctails o f the sessions conducted.

The FGD involved a controlling moderator. 8 modemtor translator and a note-taker. The
controlling modcrator with the help of a moderator uanslator used o question guide on
general questions which was pre- prepared, which consist of an outlinc of major questions
thal wcre asked for (acilitating the discussion sessions. The note-1aker recorded key issues

raised in the session and also helped in pointing out questions that were not well discussed.

Snacks wecte given for rcficshment.

3.5. Intcrvention
The interventions in this study were the free distribution of ITN and health education of the
pregnant womenon ITN ond the use. Duration for distribution of ITNs’ was onec month while

duration for follow up afler ITN distribution was threce months, which included housc

monitoring o fpregnant women who collecied the ITN.

3.5.1. ITN Distribution
Slips wcre given to respondents, who indicated willingness to use ITNs dunng sucvey
intervention. ‘The slips were taken 1o the malrons-in-charge of the health facilities by the

respondents (0 obuin o frc€¢ ITN for use, from the stock at the primary health centres.

3.5.2 Health Education

Four sessions of hcalth education 1alks on (nnlaria and cflective use of ITNs® were held in

groups (Pic. 2)“with respondenls at the health facilites duing clinic on different days, The

content of the_herlth education talk was grouped into two parts;

Part 1. Cause of malorin, implicatioas in pregnancy, transmission, role of mosquito,
symptoms and signs.

Part 2. Types of bednets, hanging of the ITN, use and eflcctivencss.
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3.5.3. Follow up

3.5.3.1. Samplc Size for follow up of Pregount \Women who collected 1TN

In other Lo detetmine the acluai use of JTN, pregnant women were monilored in their homes.
The number of pregnant women required to achicve this objective was calculated using
sample size for two proportions. From the literature review about 1.3% of pregnant women
usc [TN (NDHS, 2008) to increase the proportion by 50% (1.3% to 2.0%) with C.1. of 95%,
power of 90%. A minimum sample size of 128 pregnant women was required.

Ne= Sample

Z (I-a 72) =1.96 for signilicance a1 P<0.05(1- a)

Z(1-p) = 1.28(90% powcr)

P1 =Proportion

P2 = ¢xpecicd propottion

PI1-P2 = Difference

Pl=13

P2=195

Z(1-a/2) =1.96

Z (1-p)=1.28

n=[Z(1-92} ¥2P1(1-P]) +Z{1-BIV P1(1-P}) + P2()-P2))

(P1-P2)’
ne=[] ngzgfggﬁ-i-] 28 v 128.3.+ 191 1}
0.422
ne=| |,2§j 256,6 + |2§\f,§ 19.4]
0.422
- x + .28
0.422
=31.36+227
0.422
= 5406 =128
0.422
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To create allowance for cheeklists that are not properly [illed using a rate of 10%

N becomes 142 for the follow up group.

During the intervention there was house moniloting of the pregnant women to assess the
actua) use of the ITNg within the study period. This was cairied out by four focal persons
who were traditional birth attendants within the community using an observational checklist
(Appendix I11). Based on the list of the women who collected I'TN, women were grouped
according to residents and visited twicc during the periad of intervention 10 check for actual
usc of the nets. First visit was during first half of the intervention period and the second visit
was during sccond hail of the intervenuon period, and werc unannounced. One hundred anl

fonty two pregnant women were randomly selected, through simple balloting for follow up.

3.5.3.2 Sclection Criteria for the Focal Person
1. Musibea muried and well respected woman in the community
2. Acccptnble to members in the.community
3. Be a resident of the community

4. Bc able to commuaicate in the language that the respondents understand

3.5.4. Obscrvation Check RRotes by the Focal Person
If the net is hanging
Actua) sleeping under the hanging net

3.6. Data Analysis

Data cniry and analysis‘was performed using SPSS for windows version.

Statistica) analysis included the use of frequency lables, graphs, means, and standard
devialions for data summarisation. Cbi-square test was used to examine relationships
between categorical variables. Students 1.icst was used to compare means of conlinuous
variablcs such as age, panty and number of ITN owned. Logistics regiession was used 1o
determine the factors that influenced use of ITN most,

Knowledge of malaria was scored on an 18 points scale, a scorc >9 was classificd as good;

while lesser mark was scored poor.
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pwu;l.*l for thc‘_study was obtained from The Oyo State Ethical Review Committee
)hh&'ﬁ V). Written informed consent {Appendix V) was obtaincd from each respondent

before ensollment and scrial number was used to identify completed questionnaire in other to
maintain confidentiality.
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3.6. NData Analysis

Data enlry and annlysis wna performed using SPSS for windows version.

Statistical anslysis included the usc of frequency tables, graphs, means, and standard
deviations for dala summatisation. Chi-square test was used to examsne relationships
between categorical variables. Students t-test was used to compare means of contlinuous
variables such as age, parity and numbcer of ITN owned. Logislics regression was used o

detcrmine the factors that influenced use of ITIN most

Knowlcdge of malaria was scored on an 18 points scole, a score 29 was classified as good:
wbilc lesscr mark was scored poor,

3.7. Ethical Issues

Approval for the study wuas oblained rom The Oyo Siate LEthical Review Commitlice
{Appendix V). Wiritten informed conscnt (Appendix IV) was obtained from each respondent

before corollment and serial number was used to.idcntify completed questionnaire in other to
meintain confidentiality.
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CHAPTER FOUR

RESULTS

The findings of the study are presented in three sections: the baseline, intervention and post-
intervention.

Scction: A

4.} Bascline Study

4.1.}. The Gencral characeteristics of the respandents.

Thice hundred and sixty four pregnant women ‘were studied. The socio-demographic
charactcristics of the pregnant women summarised in Table 4.1. The mcan age of the
respondents was 27.0 £ 5.2 years. Majority of the respondents 88.2% werc Yoruba, the Igbo
were 4.9% and 2.7% werc Hausa. Respondents with secondary level education were $8.8%.

One hundred and fifty two 41.8% respoudeats had houschold size of two (o three membees.
Many 44.8% of the respondents were engaged in business/trading.
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Tabled. I. Socio-dcmograplﬁc charucleristics of the respondents

Varihblcsj

n (%) N= 364
Age group (ycars)
15-24 112 (30.8)
25-34 217 (59.6)
235 35(9.6)
Ethnic group
Yoruba 321 (88.2)
fgbo 18 (4.9)
Hausa 10 (2.7)
Others (Idoma, Efik, tbibio) 15(4.1)
Level of Education
No formal Educolion 19 (5.2)
Primary 92 (25.3)
Sccondary 214 (58.8)
Tertioey 39 (10.7)
Occupation
Others ( Farming, Cleoner) 3(0.8)
Scnior civil servants 11(3.0)
Junior civil scrvants 17 (4.7)
Houscwives S2(14.3)
Petty uading 118 (32.8)
Business/trading 163 ( 0.8)
Houschold size
| 3 (0.8)
2-3 152(41.8)
4-5 135(37.1)
26 74(20.3)
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Table 4. 1. Socio-demographic characieristics of the respondents

~ Variablcs

e

n (%)

N= 364

Age group (yeurs)
15.24

25-34

235

Ethnic graup
Yoruba

{gbo

Hausa

Others (Idoma, Elik, Ibibio)
Level of Education

No fonmnal Education
Primary

Sccondary

Tertiary

Occupation

Others ( Farming, Cleaner )
Senior civil servants

Junior civil servants
Houscwives

Pclty ttading
Dusiness/irading
Houschold size

1

2-3
4.5
26

112 (30.8)
217(59.6)
35( 9.6)

321 (882)
18 (4.9)
10(2.7)
15(4.1)

19 (5.2)
92 (25.3)
214 (58.8)
39 (10.7)

3 (0.8)
11 (3.0)
17 (4.7)
52 (14.3)
118(32.8)
163 ( 0.8)

3(0.8)
152(41.8)
135(37.1)

74(20.3)
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4.2.2. Antenatal Care (ANC) History

The menn weeks of pregnoncy at fisst ANC visit was 15.7 £ 5.7 weeks, while that of the
gestational age at time of interview was 24,1+ 5.6 weeks. Women who had been pregnant for
the second to third time contributed a higher propoition 52.2% of the respondents.

4.1.2.1 Types of Scrvices reportedly provided at ANC

Taoble 4.2 shows the list of services available at ANC 1o pregnant women, Many respondecats
claimed that IPTp (69.2%), vaccination (76.9%) and counseling (67.6%) were availnble
while very few (1.9%) received bed net at ANC clinic,

Table 4. 2. Types of services provided at the ANC

Available Not available Total
Scrvices n(%) n (%) N (%)
Vaccinntion 280 (76.9) 84 (23.1) 364 (100)
I’Tp 252 (69.2) 112 (30.8) 36+ (100)
Counscling 246 (67.6) 118 (32.4) 364 (100)
_Bed net 7(1.9) 357 (98.1) 364 (100)
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able 4.3 shows the respondens’ knowledge abaut malaria before intervention; all (100%)
respandents said it was true that malaria affects al age groups including pregnant women.
Wacn asked il anaemia was an effect of malaria in pregnancy 82.4% answered true while
(17.6%) said faise. (2.2%) agreed 1o placental parasitemia being an effect while 97.8% said it
was folse. For stillbinh 25.2% said tiue 10 it, 74.8% did not, low bitth weight (97.5%) agrced
while (2.5%) disagreed. (97.0%) supported that abortion could an eflect of malania in
pregnancy, (3.0%) disagreed, wbercujosis (3.0%) agreed while majority (96.095) did not. For
IV a fow (2.0%) agreed while (98.0%) disagreed,

Majority (98.6%) said it was true that dirty caviroament promotes malaria transmissson while
(1.4%) did not, all (364%) disagrecd that clecan environment could encourage malona
tmnsmission. (89.6%) supported the fact 1hat busbes around the house would encourage

malartia transmission and (95.9%) said poodle water also docs encourage the transmission of

malania while (10.4%) and (4.1%) disagreed, respectively.,

NKnowledge scorc was stratilicd into 1wo groups; = 9 =good knowledge while € 9 . poor

knowledge. The ovciall mcan score was 12,2 and a majority (68.0%) had kmowledge scote of

9 and above.
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Toble 4.3. Respondenis knowledge aboul malaria before intervention

——

Truc falsc
Effects of maloria n (%) n (%) Total
in pregnancy:
Molarla offects oll ago 364 (100.0f 0(0.0) 3164
Eroups
Prcgnunl women o 364 (100.0f 0 (0.0) 364
have malaria
Anacinin 300 ( 82.4f 64 (17.6) 364
Plucental parasitemia 8(22f 356(97.8) 364
Stillbirth 92 (25.2f 272 (74.8) 364
Low birth weight of 155(97.5) 209 ( 2.5) 364
baby
Abortion 153( 97.0f 211(30) 364
‘Tubcrculosis 11( 3.0) 353 (96.0f 364
HIvV 7(20) 357 (98.0f 364
Faclors that promolc
malaria (ransniission )
Dirty environnicnt 359 (98.67 5(14) 364
Clcan bouscs 0( 0.0) 364(100.0f 364
Busbcs around the 326 (89.6 38 (10.9) 364
housc
Poodle watcr 349 (95.9f i5(4.D 3od
Knawledge score Frequency Percentage
0.8 116 32,0
9 and aboyve 248 68.0
Total 364 100.0

®
™ carrect [CSPONSCS
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Table 4.4 shows the knowledge level of the respondents on issues relating to malatie and ils
prevention methods. About two-thini (68.0%) of the respondents had good kmowledge of
malaria. Many respondcnts had poor knowledge of maloria prevention methods such as I'TN
(82.4%), IPTp (62.1%). Mosquito coil (55.5%). Window/door screen (97.5%) and Mosquito
repellent (97.0%), more than half (55.2%) had good knowledge of insecticide spray.

Tablc 1.4, Respondents’ knowledge about malarie and its prevention methods before
intcrvention

Good oot
Koowledpe of: n (%) - n (%) Total
Symtomps of Malaria 248 (68.0) 116 (32.0) 364
ITN 64 (17.6) 300(82.4) 364
IPTp 226 (62.1) 138(37.9) 364
Insccticide spray 201 (55.2) 163 (44.8) 364
Mosquito coll 202 (55.5) 162 (44.5) 364
Window/doorscreen 355 (97.5) 9(2.5) 364
Mosqulfo repetlent 353 (97.0) 11 (3.0) 364

~Good knowledge = 50% nud above, Poor knowledge = < $9.9%
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N =364

19.9%
0.3% 1.9% 16% .
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Cce

Malaria prevention methods used

Figurc 4.1. Malaria prevention mcthods uscd by prcgnnnt woinen

Figure 4,1 shows the distrtbution of the respondents according to their current use of the
itemized malaria prevention methods. Out of the 364 respondents, (0.3%) was cutrently
using untreated bed ‘net, (1.9%) werc using mosquito repellent, (3.6%) [TN, (19.5%)
chemoprophyla:xis, (35.2%) insecticide spray, (41.8%) mosquito coil whilc (46.4%) hud

Window/door.screen and (64.0%) Were practicing environmenta) sanitation.
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Out of the 364 respondents, (3.6%) reported that they had {TN prior lo intervention. Nine
(69.2%) had long lasting ITN while four (30.8%) had rctreated net.

w1 o

Never re trewiesl l'hlhi-h--l—nb

N=4

Time when ret Lest Urested

Figure 4. 2. Time when nets last tresied prececeding the study.

tlalf of the respondents using re-treatable nets treated their nets within the last 6 months prior
l0 survey while onc-fourth re-treaied theiss more than six months prior to inliervention; 25%

never re-ireaied their nets (Figure 4.2)
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Figure 4.3 Corrcctucss of usc of ITN

Figun: 4.3 shows the cofredncss of use ol ITN (hanging and sleeping) by the respondents
Outof the 13 réSpondcnls who had I'TN, (84.6%) reported that they hung und also sicpr under
the nets. Among ‘the respondenis who reported that they stept under the nets, an average of
32| persons slepr under the nets and atnong those who hung their ncts, 10 eut of 11 (99%)

said they hung the ncts at four points, with ncts tucked under the bed. while only. onc person

(1%6) bhung hers at 6 points over the bed.
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ng the 1 [ respondents who slept under the nets, (91%) shared the same opinion that TN
effective while only one person (9%) opined that it was not eflective. The unanimous
reason for admitting that the nets were eflective is that the nets prevent mosquitoes, while the
reason given by the respondent who claimed that the net wans not cffective was that the net

does not cover the entire bed, thus allowing mosquitoes into the net.

Among the reasons given by the respondents for not having 1TNs, only two reasons: “Cannot
get it 1o buy” and “Not aflordable” bad significant association with the respondents’
possession of ITN (p<0.05). None of the 1espondents who admitied that they could not get
ITN to buy or afford to buy it had ITN, meanwhilc significantly few respondents among
those who could get it to buy (6.3%) or allord i1 {5.2%) had ITNs,
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Figure 4.4 Time of ITN usec
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All the 11 respondents who reported using the ITN slept under the net daily, (45.5%) slept

under their neis at night only while the other (54.5%) respondents slept under the nets both
day and night.

Sources, Use and Cost of ITN

There were two main reasons reported by the respondenis for using the nets. Many
respondents, (81.8%) mentioned they used their nets because of protection lrom illnesses
including malasin and (18.2%) used theirs because of protection from mosquito and other
insects.

Eight (62%) respondents obtained their nets from Primary lealth Care Centres and live
(38%) pwrchased theirs. One purchased hers from patent medicine vendor, while two from
pharmacics and the other two purchased from 1he maskct

Eleven (85%) said that they got their ITNs overssix months prior to survey while the other

lwo respondents (15%) obtained theirs within the tasysix months preceding the survey.

41

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Cost of MMs

W <NS®
® NSOS-%R
O>N%0

Figure 4.5, Cost of {TNs

Among the respoodents that purchased the [TN, only one (20%) respondent obtained hers at
g cost Icss than five hundred Naire, while the others, (80%) obtnined theirs a1 cost of five
hundred Naira or more.

Among those mspondenis that purchasad the TTNs, (80%) clawored the neis were not
aifordable ai 1he cost of purchase while onc was of the opinion that it was affordable.

Fifty gooxpt of respordents thot purchase [TN said that between N5GO-N 1000 is affordablc,
25% said N200-N499 was affoidable while 25% that said if it is less than N200 it’s

afTordable.
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4.1.4.4. Reasons for willing to owa ITN prior to interveotion
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Flgure 4.6. Reasoos for willing (o.own an ITN

All the 1espondents expressed willingness 10 own an TTN. The various reasons for willing to
own an TN are summarnized in Figurc 4.6. Mosquito bites prevention accounted for almost

haif(49.7%) o [ the rzasons and followed closcly by prevenlion of malaria (31.6%).

4.1.4.S. Inlcrmiitent Preventive Trestment for Pregoant Women
Two-third (69.5%) of the respondcnts 1ccallced taking drugs to prevent malaria duting their
iNdex oregnancv. while the others. {30.5%) did not ke any dyue, Sulladoxine-pyrimethamine

WaR nnvdamintmis, wteed far 3T (83490 while few 13 B tank DamoRm e

Ehﬂ'l'l[]fl'm rhj[u':[ Ly nenk u.'ﬁ'tl'.': ' iﬂ'.[.'-l"f_}*'-;'-.lrt'nﬂ
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Figure 4.7. Where the rugs were taken

Figure 4.7. Shows the distiibution of the respondents oaccording 1o where they took their
clicinoprophylaciic drugs..For both drugs, nore respondents ook their drugs ar home than i

the clinics.

41.4.6. Use of Insecticide Spray und Meosquita Coil
The type of insecticide used by over half (56.3%) of the respondents was msecticide Sproy,
One hundred a0d TiNy-cight (43.4%%) said they don't usc insccticide at all in their homes

Of the 364 respondents, about half (51.4%) were using mosquito coil and others were noy
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Flgurc .1.8. Usc of mosgquito coils

Among the 187 who werc using mosquito coils;.many, (66.8%) rcportedly used mosquito

coils o night before the interview (Figurc 4.8).

4.1.4.7. Possesston nnd usce of Mosquito Repellent
Nine (2.5%) of the respondents hod mosquito repellent. The predominont reason given by
majority (99.4%) of the respondents who did not have the item was that it was not their

choice, while the remaining e\ (0:6%) said it was not effective

‘h1.4.8. Factors influcnciag Malaria prevention practices pre- interyvention

Table 4.5 shows the logistic regression onalysis for the usc of malorin preventive measures
by the respondents prior 10/the intervention. Among all the varinbles, parity (i.c. the number
of preguancics) was. the only significant piedictor of the usc of malaria preventive measures
among the respondents. The odds ratio of the association implies that respondents with
higher pasity werc about four times (OR: 3.67, 95%Cl: 1.67. 12.6) more likely 10 use malagia

preveniive measurcs.
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ble 4.5. Logistlc regression table for usc of preveative measures pre-intervention

B SE. pwvolue odds 95.0% C.1i. for 0dds
rolio ratio

Lower Uppet
ge -0.062 0.773 0.936 0.940 0.207 4.278

Parity 1.300 0630 0.039 3.668 1.068 12.600°
Counseling 1.019 1.280 0.426. -2.770 0.225 34.029
Satisfaction with Counscling  -2.145  1.336 0.108 / 0.117 0.009 1.606

Knowledge of insecticide 1.55§ 03849 0:067 4.735 0.896 25.020
Spray
Knowledge of coil 1.603 0.847 0.058 4.966 0.944 26.119

Knowledge of malerin 0.032 A0.US 0964 1.032 0.254 4,194

Constant -1.1261 2.003 0.574 0.324

*Significant

The use of [TN before the intervention was significantly associoted with the respondents®

occupation. Senior civil servants were more likely (OR: 5.56, 95% C.1: 1.30. 3.72) to sleep
uader the TTN. (Table 4.6)
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3.6. Logistic regression table for usc of ITN pre-intenention

e P oddsmiuo 95.0% C.l, for
value odds satio
Lower Uppcrl
cupation 1.72 074 0.020. 5.56 130 1712°
ANC Bed net service -21.500  40192.58 1.000 0.00 0.00
Satisfection with ANC bed net  17.821  40192.58° ~1.000 $49x10° 0,00
service
Knowledge of insccticide spray 1.163 0381 0.152 3.20 065 15.72
Conswnt 4.302 273  0.114 74.59

= sipnificant
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‘B: Intervention

rpl_l.q“‘ up
‘number of 364 reported 10 have collected I TN.

.1. Spot-check observation of ITN use

A total of one hundred and forty two respondents were observed during intervention (o
onitor ITN utilisation. Two visits wese mode ot dilferent times, At the lisst visit, hatl of the
respondents had their ncts hung; however the frequency of net hanging reduced to (45.8%) at
the 2 visit. Unlike net hanging, the number of respondents that were found sleeping under
the ncis increased [fom (4.2%) ot the 1" visit to (22.5%) at the 2% visit (Table 4. 7).

Tablc 4.7, Utilisation of ITN

Ist vislt 2"% visit
Yecs No Tota! Yes No Totnl
n (%) n (%) n(%)  n(%)
Ilanging 71 (50.0) 71 (50.0) 142 (100) 65 (45.8) 77(54.2) 142 (100)
Slecping 6 (4.2) 136 (95.8) 142 (100) 32(22.5)  110(77.5) 142 (100)

The McNemaor paired test looks at the significanec ol the change in the proporiion of
utilisation between the Airstand the second visit during follow up a1 home. There was no
Signif cant differenceqin“the proportion of net hanging between the first and the second visit

There was however;-a significant improvement in the frequency of sleeping under the ITN
between the first visit #nd the second visils (p<0.001),

The reasons given by those found not 1o hang the ncls are summarized i Table 4.8 The

(%8or reasons include: fear that the nets could be damaged by children (21-1%%); fecling hgy
tnder 1he nets (1 5.5%): nnd difficulty in hanging the nels (12.7%) a:nongst otheys.
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'F' 8. Rensons for net not haoging at the first visit

i
-b B

 will be damaged by children
t takes up space

Feel heat under the net
Net difficult to hang

{usband does not allow it

It madc the room look uotidy

1 travciled

Uscs [nsccticide spray

Lack of tinie to bang it

Net was given out to rclation

The roof is lcakiog
Tolal
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71

The rcasons given for not hanging the nels at the second visit are summarized in Toblc 4.9,
Unlike &t the first visit, the major reasons for not hanging the nets include: Feeling hot undes
the net mentioned by (23.4%) and tat the nets could be damnged by children (13.0%)

16.9
15.5
12.7
8.5
8.5
2.8
2.8
1.4
1.4
1.4
100.0



.9. Rensons given lor not hanging the net at the sccond visit

) . 3§
| heat under 1he net 18 23 .4
will be damoged by children 10 13.0
ck of space g 10.4
' made the room look uatidy 7 9.1
usband does not allow it 6 7.8
Itcauses restrictions/occupics spoace 6 2.8
Tvwill be domaoged by children 5 6.5
Uses insecticide spray 2 26
| travelicd 4 2.6
Net was given out to relotion [ t.3
The roof is leaking 1 1.3
Totnl 77 100.0
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tion c: Post-interventiun

|. Awarcaess of ntoesquite nets
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Figurc 4.9, 'ust ingervention mwarceness of mostuito ncts

The level of awarcness of mMosquio nets among respondents at pre and post-intervention s
summanzed on Figure 49 Ot the 364 respondents, (97.8%) were aware ol {TNs while
8(2.2%) were unawases Alpre-imervention, (65.1%) respondents were aware of 11Ns while

(34.9%) were unaware:

All the 364 tcsi}ondcms had bed/niosquito nets; however, (90.7%) knew the 1ype of net they
had 0 be ITN, whilc the other (9.3%) did not know. An average of 3] pensons slept
tegularly ynder aity bed/mosquito nct. Meanwhile, more persons slept regularly under (TM
(31 personis) than under tie unidentificd news (220 persons) collevied trom the sume
distribution poims as that of the 11N (1-test=4.78, d='16.6, p<0.001)
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¢ 4:10. Effect of intervention on ITN knowledge of the respondents

M P fc*‘"“”‘““‘"‘ Post{-intervention
I{nowledge status Frequency Percentages Frequency Percentapes
64 17.6 212 58.2
300 824 152 41.8
364 100 364 100

Few 64 (17.6%) respondents hind good knowledge of ITN prior to intervention. At post
intervention, the proportion of respondents with good knowledge increased significantiy to
§8.2 % (X =22,9), df =1, p=0.000).
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Figure 4.10. Post intervention utllisation of mostuite Ledncts

All the respondents-had mosquito bed ncis and majority reporied they hung (87.1%) and slept
(86.8%) under their nets segularly. In addition, out of the 330 respondents with known [N,
(92.4%) reportcd.they hung theirs and (91.8%) respondents slept under their ncts regularly

(Figure 4.10).
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t the slignilfcnnl influcnce of the respaodents’ knowledge of the type of nets they wete
g'éa‘ their utilisation. Fisher cxact test was used and significant]y more (p<0.001) of the
ondents that knew that they were using ITN hung and slept under their aets (91.8% and
2_.";%} morc than those (who did not know the type of neis they were using (35.3% and
.2%) respectively. However, knowledge of the use of ITN had no significant association

ith frequency at which the respondenis were sleeping under the nets (p=0.177).

oy

ong the reasons slated for sleeping under the nets at post-interventson are; *‘protection
from illness” which was the most frequent reasons (68.0%) while “Net not comfortable" wvas

the most frequent reason specified by those who did not sleep under the acts.
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Figure 4.1 1. Pluce of uptake of nusquito net
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N = 364

The two types of nets (ITN and unidenified bed net) shared sunilas pattem with place of
uptake (Fisher cxact test p=0.653). Borh werc collccted from the hicatih facilities by majority.



N =330

$3.4% 91.0%
AR

LS b
.. O Yes
¢ Ne
: = o s 0.0%

tHanging 6% Sad Art  MioesE wles oy Nangte TN Sivepre wnder ITN
bed Neu

e e———

F —

sl

i

58

Morquiio Ded net ullliastion

Figure 4,10, Post intervention otilisation of mosulto bedncls

All the respondents had'mosquito bed nets and majority reported they hung (87.1%e) nnd slcpt

it |
(86.8%) under their nets regularly. In addition, ou |
(92.4%) reporied.they hung theirs and (91.8%) respondents slep! under their nets regularly

(Figure 4.10).

of the 330 respondenls w ith known [TN,
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t the significant inlluence of the respondents’ bnowledge of the type of nets they were
on their utilisation. Fisher exact test was used and significantty more (p<0.001) of the

 4%) more than those (who did not know the type of nets they wetc using (35.3% and
38.2%) respectively. However, knowledge of 1he use of ITN had no significant association
with frequency ot which the respondents were sleeping under the nets (p=0.177).

Among the reasons stated for sleeping under 1he nets o1 post.interventon are; “‘protection
from illness™ which was the most frequent reasons (68.0%) while “Net not comforiable™ was

the most frequem reason specified by those who did not sieep under the nets.
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N = 564
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Figure 1.11. Placc of uptake of mosquito nct

The two types of ncts (ITN and unidentified bed net)shared similur pattern with place of
uptakc (Fishcr exact test p=0.653). Both werc'coliceted from the heallh facilities by majonty.
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N =364
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Figure 4.12. Time of Uptake of mosquite nets

Almost all of the respoodenis having [TNs 328 (99.4%) 1ecalled obtaining the nets less than
6 months before the post imtervention interview, while significantly fewer numbers, 26

(76.5%%) with unidentified nets' obudined theirs in the same period prior to the post-
intcivention interview (Fisher exact 1est p<0.001).

Ou of the 316 respondents who slept under the nets. 314 (99.4%) aticsied to the

effectiveness of ITN for mosquito and malanis prevention
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Figure 4.13. Reasons for ITN cffectivencss

The ceasons given for TTN cffectivencss by the respoodents who slept regularly under the
pets include; malana prevention (36.6%) and illness prevention (35.7%), figurce 4.13.
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¢ @ few mentioned that it prevents having mataria “'Iba" as it is called in the loca]

guege of the peolpe. it kills mosquitocs and otler | insects tha! come in contact with if, one
idit rakes the room look beautiful.

\:h_nt do you think are the reasons for other pregnant women pot Using the nets
Reasons given for pregnant women not using the net includes;

‘Husbands don’t allow usage because it causes restrictions

Otherinseciicides are being used and thercfore no need of using the net

; tegnant women canaot hang net

Carefree attitude by pregnant women could make them not 10 use it

Pre-assumption by pregnant women that it doesn’t work

1t causes heat

Net washing

Most pregnant women mentioned that they do not.wash their nets, while one said "/ washed
o7y net dfter nvo months of usoge .

Net preference
Pregnant women prefested a family bed'sizé with a blue colour, a family bed size with o

white colour and four and balf bed size with a blue eolour

Advice by pregnant women (o 1those not using the ITN
1be advices given by prcgnant women to those not using includes the following, use the net

50 as to prevent mosquito (“&fon as mostly refeived to by the women) bite. to prevent
malaria and also that they/could-spend less money op the purchase of insecticide spray. A
few also adviced the women that their husbands don't allow thent us¢ to persuade their

bushands 1o allow usage.

SIeDs o cnsurc [T/ usage LY pregbant women
said bealily educalon should be Kiven on net use dunng

should be provided, others mentioned thut the health
at home 10 ¢nsure

M‘!JOI'll)r of the pregnant women

smtermte} care and’ collapsible ncts
0
Workers a¢ the health centre should always check on the prcgnani wome
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‘ e using it and the government should do more advertisement on the fdio and
ion onITN use,

'ays of Preventing malaria in pregnaacy

, preventing mcasurc mentioned by most of the pregnant women were; burning of

squito coil, use of inseciicide spray, while (wo stated "Burning of herbs helps 10 repel

quitoes thereby preventing malaria

ime Net Use
-!] but one of the women mentioned ihat they slept under the net oanly at night, while one
xplicitly stated *'/ ise mine both day and nighr".
Decision making concerning net usage at home
{ost pregnam women said their hasbands made decisions on the net use while a few said
thev mode the decisions,
Mumbcr of people in the houschold that sleeps under the net
Preenant women gave different numbers according. to how mony skept under the net in their
vanous housc holds, this 1anges between two to three.
Nog Regular Users
Begefits derived from using the pet
The benefits mentioned by pregnant wormen aré as follows;
It klls mosquitocs
It prevents mosquito bites
Uess moncy is spent on insecticide spray
) It prevents onc from having malina
Reasons for not using ncts regularly
Beegnant women did not use'thieir nets regularly because of the followung reasons,
(1) It causes heat
(2) It causes peppery sensation on face andcyes
(3) Tiredness, hayving.to bang the net ¢¥ery nigh
(4) Forgetfulness
(3) The children \wvill damage
(6) The room was small and tight

¢ before sleeping under 11
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! ‘ CSPO"HCMS said people are not using 1he bed net becayse ilcauscs heat, husband
5cs [ ot allow, while a few mentioned that other forms of insecticides are being used, causes
sery Seasation in the eyes and that it makes the raom untidy.

washing

alf of the respondents mentioned that they hod washed their nets once within the first three
hs of usc while the other half said theyhzd not washed theirs.

Netpreference
e stze and colour preferred are; a family bed size and a blue colour, and & family bed size

with-a white colour.
Advice by pregnant women to those not using the ITN

Most picgnant women mentioned that they should start using so as to prevent mosquito bites,
Uy should usc so as to spend less moocy on malaria treatment, o few said they should use so
as 10 preveat falling ill with malario and less money would be spent on the purchase of
insecticides.

Time of Net Use

Pregnant women use their bed nets three to four times in a week ot night, twice o weck at

might, once a week at night, and twice o vweek,both day and night.

Decision making on net usage a1 home
Mos) pregnaot women said they madedecision on the net usc at home, while a few said their

ausbands made decision on the nét use.
Perccption about the net use

Pregnant women perceived that the net kills mosquitoes, prevents mosquilo bitcs, prevents
malana, and kills kills all jDsécts 1hat comes close (0 it

Number of people that sleep under the Net

P number of people that slept uader the nels in various houscholds mnges between one ond
fowr,

Steps (o ensurc {TN usage by pregnant women
ge of JTN by pregnant women includes that health werkers

Suggesiions given (o cosurc usd
¢a during antenaial
should be more udvcriisements on radio and

should ! » VOm care scrvices, there should be 8 constant

couase! pregnasn

house moniloring by health workers, iere
60

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



;;'Eo"iﬂcming the use and importance, a penalty should be placed on those not using

 should be given 1o every pregnant womas free.

Users
at discourages you from using the ITN?

'hcﬁ' pregunant women Wwere asked about what discourages them from using the net, they
ve respoases such as;

ro0ms were small

uses heat,

d doesnot allow usage

akes the 100m untidy

tis uncomfortable

he use of insccticide spray

Vhat will cocourage you to usc the ITN?

Reasons that would encourage non-users (o start using the net includes; ¢f (heir husbands
allow them 1o, by getting o differen shape and collapsible other than the rectangular shape,

wheo the weather is cold. when she does not/use inseclicide spray and moving to 8 bigger

apartment will encourage usc.
Whai is your perccption of the pet, despitc the fact that you arc not using it?

Similar statemenis were gives by all the respondents. An example: “The ner can prevent

mosquito bites” .
If you were using the net, what colour apd size would you preferrcd?

Majority mentioned that they would prefer family bed size with a blue colour. while a few

@id they would prefer a family-bed size with a white colour
What do you want to do with the net now?

They all mentioned that they were going to keep it for future use,
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Hanging pattem for bed nets

Figure 4.14, Hanging pattern for the bed nels

A bbotal of 317 respondents mentioned that thcy huag their nets, oul of which those who hung theirs and)
bicked wbcT the cullress wore (38.8%) and those suspending theirs from Lhe eciling al four points were

G28%).

The we of mo<quilo nets among the respondents based oa nel hanging and sleeping under the nets before
and afler inlexvention is showo i Table 4.11. The McNemar chi-square (est for paired observation shows
thal there was sigaificaol improvement in nel ulilization alier inlexvention as more respondan(s hung and

sept under their ncts efier the infesvention (7<0.001).
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e use of mosquito nets (Hanging and Slecping) pre and post intervention
I .

POSt'inlr;n'enlion

ention Yes No McNemar
— p value
n (%) n (%) Total
“Net baaging
es 10 ! 11 <0.001
I
307 46 353
~ Total 317 2 4
Sleeping wnder the net
Ao 306 47 353
Total 316 43 U
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1. FACTORS INFLUENCING MALARIA PREVENTION PRACTICES,

POST- INTERVENTION
e 4,12 shows the factors that significantly predict hanging of mosquito nct after
uting bed nets. Respondents with good pre-intervention knowledge of mosquito
pt]lcn( and good post-intervention knowledge of ITN were respectively about four (OR:
83, 95%Cl: 1.05-14.01) and two (OR: 2.25, 95%CI: 1.12.4.51) times more likely to hang

beir mosquito nets than those with poor lnowtedge of these two items.

Table 4.12. Logistic regression table for post-intervention banging of mosquito nets

| ——— —
B S.E. pvalue oddseatio 95.0% C.Lfor odds
ratio
Lower Upper

Housebold size -0.029 0.204 0.888 0.972 0.651 1.449
Pre intervention 1.344  0.661 0.042 3.833 1.049 14.009°
kmowledge of
mosquito repellent
Post inservention 0811 0355 [/ 0023 2249 1.021 4.513°
Koowfedge of [TN
Coastant 4578 1035 0.000 0.010

The gignificant determinants of slecping under mosquito ncts at posi-interveolion are

contaioed in the logistic analysis‘shownin Table 4.13. Respondents with good pre-

intervention knowledge of mosquito repellent and good post-intervention knowledgc of ITN

" were found o be about four (OR: 3.94) aod tucc (OR: 2,68) times more likely o slcep under

Wosquito nets respectively,

x4
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r

istic regression model for post-intervention sleeping undec Mosquito nets

‘B SE  pvalee oddsratio  95.0% C.1for odds
iatio

Lower Upper

ousehold size 0.189 0206 0360 0828  0.553 1.240

‘nowledge of 1.370 0669  0.04] 3.936 1060  14.612°
osguito repellent

Post intervention 0.985 0364 0.007 2.677 1.312 5462°
Kpowledge of ITN

Coasiant -4.443 '.045 0.000 0.012

- o
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CHAPTER FIVE

DISCUSSION

1: }:study was carried oul to assess the influence of health cducation on the uptakc and use

insecticide treated net among pregoant women attending primary health care centres in

yclc Local Govemment Area, Oyo State, Nigcria. The findings asc discussed in line

ith the objectives of the study.

1. Socio-demographic Characteristics of Respondents

The highest cducational qualification was moinly secondary school (58.8%) while a few
(5.2%) didn"t go to school at all which could be a reflection of the literacy level in the arca
!':-Josl of the tespondents (49.8%) occupation was business/trading.  Pregnant women cul
actoss various cthnic groups Yorubo, Igbo, Hauss and other groups. The mcan week of
megnancy at first ANC visil Was 15.7 £ 5.7 weeks which comoborates with findings by
Akinleye, Falade, and Ajayi (2009), also by Eijk, Bles, Odhiambo., et ol., (2006) in their

stidy carried out on usc of aaicnam] seérvices and delivety care arnong women i rural

western Kenya, indicating that the respondents did not start ANC carly.

5.2. Knowledge of Maloria and its prevention in pregnancy
A high percentage of respondents (68.0%) had good knowledge of malaria at pre and post

imervention. The findings in ‘this study cotroborates thot of Mubyszi, Bloch, Kamugisho c
el. (2005) in » qualitativé study on Interoittcny prevenuve (rcatment of malaria dunng
pregnancy carried out ja in Korogwe District. North-Easter Tanzanio whereby the gencml
level of knowledge about malaria was high among the participants. Many of the respondcnts

i this study had poor knowledge of malaria prevention methods especially ITN which is
| by (Akinleye. Falade, and Ajayi, 2009, Sabin, Rizal, [3rooks,
knowledge of malana prevenuon prachces,

here knowledge about preveniive mcasuIcs

snilar to the study carried out

2010) that showcd, pregnant swomen had padr
' i jopia W
tmlike what was reported in northerm Ethiop
~ of malaria P B imen s good (Belay and Deressa, 2008), this sy be as a
among pre
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-'*h;if litesracy level. However this study has improved upon a study carricd out by
c#."!: alade, and Ajayi, 2009 on knowledge and utilisation of intermittent preventive
ﬁ!em for malatia among pregnant women atiending antenatal clinics in primary health
‘centers in rural southwest, Nigeria, by looking beyond IPTp into other preventive

s procticcd by pregnant women and also creating an intervention by free distribution

TITN and hcalth education.

ia 14is study, pregnant women had good knowledge of the effects of malaria in pregnancy
such as low birth weight, abottion, anacmia aod stillbitth, but very few were able to identify
rﬂlaomtal patasitcmia as an effect and this corrobotes a stydy carried out by James, Kitata,
and Orach, 2011, in Northen Uganda on knowledge and misconceptions about malaria
among pregaant women in Gulu district. Respondents also had a good knowledge of the
factots that encouages malara transmission such as diity environments, bushes around the
house and poodle water which is similar to a study carried out by Belay and Deressa, 2008 on

the use of insecticide ueated net by pregnant women and associsted factors in a

sredominantly rusal population in notthem Ethiopia.

3.3. Maloria Prevention Praclices

This study showed that all the pregnant women weie willing to obtain on ITN for use, this is
similar to a study by (Claudia, Manuela ond Mamodou, 2008) which stated that Free ITN
distnbution through ANC serviees to'pregnant women was highly apprceiated as all wallingly
obtained 1t from nutses at the ANC clinic. Majority of pregmiant women sttending ANC used
edemoprophylaxis and/or anti.vector measwes such as window screens, inscclicide Sprays,
@mO3quito coils, uatreaicd bednets snd ITNs for prevention of maloria during pregnancy with

2 lafge proportion combining both methods. Howeser TN use in the pre.intervention phase

20ng the pregnapt womeén Was low (3.6%).This finding is consistent with other repotis

o rwal southwest Nigeria camied out by Yusuf, DxlaAdcgbola, Ajoy L chalm MNEan
malaria preveniion. praclices among MOthers delivering in an urban hospital in southwesl

Nigenia, and Salatideen, Jimoh, Musa. (2009) on owarencess and use ol insecticide uealed nel
clinic in a northern steic of Nigeria. The type of 1TN

amnng women_ attending ontenatsl .
long lasting 1TN this is unlike the study

Common!y available smong the respondents Were I .
wried out by Matovu, Good Wiseman ¢t al. (2009) on how cquilable is bednel
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n:m;lp and utilization in Tanzania which repo:ted a high number of untreated ncts in usc.
-%xi;)'-@l%) shatcd the same opinion that [TN was effective, The unanimous reason for
{ sting that the nets were cffective is that the nets prevent mosquito bites, which is
oasistent with a report by WHO in position statement on 1TNs, WHO Giobal Malaria
ogammMe. The WHO expects 80% of all pregnant women living in aseas of high
tragsmission to reccive IPTp during pregnancy by 2010 (\WWHO, 2005).

The predominantly used chemopropbytic antimalarial drug by respondents was
Sulphadoxine/pyrimethamine (83.4%), this is similar to the study donc by Busari (2009) on
'p?uvalcncc and preventive practice of malaria among pregnant \wwomen aticnding antcnatal
tlinic in Nigeria Navy rcference Hospital, I.agos State. More respondents 60.7% took their
drugs at home than at the clinics wbich is consistent with o study carricd out by Akialcye,
2007, on latermittent preventive treatment use among pregnant womcen oticnding antenatal
clinics of primary health carc centers which rcported that the compliance with the
resommendation that IPT diug be given by DOT was vety low with, only 36.8% of the
respondenits wbo received IPT drug used it in the clinic,and also in a study study carried out
&y Donath, 2007. This could be on iadication that there was no close supctvision by the
bealth workers (o make surc that pregnant women took their drugs in their presence, and this
tould lcad to 1espondents throwing their.dfugs away instead of king it which makes
tompliance uncertain aod undecymines the cssence of IPTp (Akinleyc, Folade. and Ajayi,
2009). The observation that pregnant women oceasionolly throw oway their S tablets oficr

leaving the ANC clinics justifies the need for measures to improve the implementation of the

DOT approach for IPTp (Mubyazi, Bloch, Kamugisha, 2005).

54.  Effect of Health & ducation and frce 1TN distribution on usc by pregnont wonien

laline witb the Global ‘Malaria Strategy and wilh the substantip! increase in (unding suppont

for malasia prevention and control programmes. countries across sub-Sahatan Africa nrc

damatically increasing their ITN coverage. However, ITN owneiship will hove litle impoct
O the burden of molaris unless people slecp under them (WIHO 2005). Many large-scole

Plogrammes hgve encountered chalflenges in [TN acceptance, and consistent use. Although
n iﬂcrcasing aumber of studies have documented ITN ownership, including in Nigeno. few
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ip and ulilization in Tanzania which feported a high number of untreated nets in use,

ity (91%) shared the same opinion thay ITN was effective. The T -

ing thay the nets were effective IS that the neis prevent mosquito bites, which is

enmt with 8 réport by \WHO in POsition statement on ITNs, WHO Global Malaria
amme, The WHO expecis 80% of all pregnant women living in arcas of lugh

m:umxslon to receive IPTp during pPregnancy by 2010 (WHO, 2005).

Tbe predoninantly used chemoprophytic nntimalariat drug by respondents was
Sulpbadoxine/pYrimcthaminc (83.4%), this is similar 10 the siudy done by Busari (2009) on
prvalence and preventive practice of malaria among pregnsnt women nttending antenata!
clinic in Nigeria Navy reference Hospital, Lagos Statc. More respondents 6€0.7% took their
dugs at home than a1 the clinics which is consistent with a study catricd out by Akinleye,
2007, oo Intetmittent preventive treatment use among pregnant womcn attending antenatal
ciaics of ptimary health care cenicrs which reporied’ thnt the compliance with the
recommeandation that [PT drug be given by DOT wis very low with, only 36.8% of the
tespondents \who received IPT drug used it in the. clinic,and also in o study study carried out
by Donath, 2007. This could be an indication (hat there was no close supervision by the
bealth workers to makc sure that pregnant Wamen 100k their drugs in their presence, and this
could lead to respandents throwing their drugs away instead of taking it which makes
compliance uncertain and undeninines the essence of {PTp (Akinleye, Falade, and Ajayi,
2009). The observation that pregnant-women occasionally throw awny thcir SP tablets after
lcving the ANC clinics justifies the-nced for measures to improve the implcmentation of the

DOT approach for IPTp (Mubyazi, Bloch, Kamugisha, 2005).

54, Effectof Health Education antl frec STN distribution on usc by pregnant women

I Jine with the Global Malasia Suatcgy and with the substantial inctcase ia fiuding support

¢ malaria prevention and control programmMes, countries across sub-Soharan Alfrica are

damatically increasing their ITN coverage. However, ITN ownership will have littlc impact
o the burden of‘malaria unless people sleep under them (WHO 2005). Many large.scate

POgRmmes have encountered challenges in ITN acceptance, and consisicnt usc. Although
“'fnmmiag number of studics have documented ITN owncrship, including 1n Nigena, few
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{im'e systemaitically investigated ITN use (Belay and Deressa, 2008). 1TN ownetship

intervention phase by pregnant women in this study was low 3.6%. However, all
enis cxpressed willingness 1o own ITN. The main factor for ITN uptake and
bility identified by this study was jts ability 1o prevent mosquito bites aad malaria.
\' veere described as being used ptimarily because respondents perceived malaria as a
gnificant threat to their health or their familics which corrobotes lindings of a qualitative
udy carried out by Atkinsoa. Bobogare, Fitzgerald ct at. (2009) on ihe acceptability and
preference of three types of long-lastiog insccticide-treated bed net.

Al pre-intervention pregnant women’s use of malatia preventive measures showed that they
[3vared the usc of door and window nets, keeping their environment clean, mosquito coils
and usc of insccticide sprays above the usc of insccticide-weatcd nets which corrobotes a
soidy camed out by Aina and Ayeni (2011) on knowlcdge.and use of insecticide treated nets
as 8 malaria preventive (ool among pregnant women. However, the tree distribution of ITNs
to pregnant women accompanied by health education sn this study improved TN household
awnership. Almost all the respondents having TN (99.4%) recalled obiaining the nets less
an 6 months before the post intervention interview. The finding that ITNs less than six

months old were used than those over a year old is logical in that ncw [TNs were distibuted

lo the pregnant womea who were willing to own one in this study,

At follow up where a total of 142 respondents were observed to assess ITN utilization, half
d the yespondents at 1* visit weréhanging the nets; however proportion of those who hung
eir nets reduced to 45.8% at the 2% visit The reasons for the percentage drop for noi

hanging the nets were associoted with; feeling hot under the net and the fear that the neis

would be dasnaged by childrem;“shich cogroborate findings of the focus group discussions
was emphasized that the net caused heat

caitied out in this study. In’'the FGD sessions, if
insecticides and not

Oy reasons included use of other forms of prevention me hods such as
~ being ghle 10 hang nets. Unlike the net hanging, (4.2%) of pregnont women were found
beepiog under the netat 1* visit and, at the second visit it increased to (22.5%). This is to say

B8 the cffect of health cducation and freely distributed ITM had just a little impact on usngc,
; blc to several sutveys in
8 msjarity were not using it. The results of this study aic comparm y
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d other countries in Alrica, which showed similaritics to a study in Botswana

by anly 3.8% of pregnant women used freely distributed lasecticide Treated Net (I'TN)
orect themselves fiom Malaria (UNICEF, 2012). 1n Tanzania, bascd on the Tanzania
and Melaria Indicator Survey, it was reported that only 26% of prcgnant women were
ping under I TNs on the Mainland (USAID, 2011). Amoran, [ awal, Jeminusi eial., 2012
d that majority of the pregnant women were not using ITN regulasly despite a ot of
asijs being placed on 1ts use and free distribution to pregnant women at health care
piers in a study on detenninanis of Uptake of Insecticide Treated Nets among Pregnani
¥omen In a study on Awareness and use of Insccticide Treated Nets among women
hicdllhg ante-natal clinic in a Nortbem state of Nigeria, Salaudeen, Jimob, asd Muse, 2009

orted that utilization of ITN among pregnant women and their houschold members is still

Jow despite Govemnment policy of free ITN for vulnerable groups.

Amoag pregnant women who used ITN in this study, senior.civil servants were more likely
© usc which is unlike a survey carried out in Libera by, Bricger, 2010 which reported that
among pregnant women 1n houses with nets more womcn without cducation used them, but
amilar (o that of Sencgal which reporied that it was women with secondary or lugher cduca-
tion wio were more likely to use nets.

in the FGD sessions, paticipants knew that/ [TN is a useful preventive nmicasurc aganst
@iana, and that pregnant women were Supposcd to sleep under nets since they are one of
e most vuinerable groups. However someépregnant women mentioned that their husbands
dd oot allow them 10 use the net which corroborates the findings of Mbonyc, Stel'a, and
Pascal, 2006 1n a study on preventing malaia in pregnancy: a study of perccpuons and policy
mplications jn Mukono district,.Uganda. The study showed that thete is the perception that

men do not care for the health of their spouses and do not pnonuze health issues

53. Effect of Health Education on 1he Knowledge of [IN

o this study health education had s posiuve eflect on responden
from 17.6% prior (o inlcrvention (o 58,2 % at pos! Inlervention This corresponds to the study

Qmed our by (Envuladu, Banwah Lar ct al., 2012) on eilect of communily based

""munion on swareness and uulizsuoa of the long

L

ts as knowledge increascd

lastinig insecticidal which reported thal
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wiedge of ETN increased as a result of health education given Lo pregnant women, this

achicvement of the malarin control in (he country

om the findings of this study it was concluded that the freely distributed 1IN intervention
provcd usagC 2MONg pregnant women attending primary health centeis in Akinyele Local
svernment Arca, Oyo State from the 3.6% at baseline to 22.59, at follow up. The improved
ess by providing information of where itis available is an impelus 10-0wvning a net in this
ady. It is therefore not surprising that all the respondents had mosquito bed nets and
‘majority repoticd they huag (87.1%) and slept (86.8%) under their nets regularly at post-
\nienention; this suggest that the health education provided was'effective. Know ledge of
ITN by the respondents prior to intervention was poor, but-this“increased signilicuntly after
itervention as impact of the health education provided. Factors that were found 10 influcnce
ibeuse of ITN included; net kills mosquitoes, prevents'masquito bites, prevents malana, kills
all insects that comes close to 1t and less moncy spend on drugs. This together with the
pareeplion that the ITN was effective in malana prevéntion scrves as 2 point to build upon in
scaling up use of iTN.

All the respondents were willing to own an ITNhowever the barmers to the use from this
stisdy include, rooms being small, net causes/heal, husbands does not allow' usage, makes the
f00m untidy, net causcs restnctions apd using of other forms of malaria prevention practices
such as the use o [ insecticide spray, buttulig of mosquito coils, repellants, window?door nets
&ad envijonmental sanitation. This-is-similar to a study camcd out by Salaudcen and Jimoh,
2009 1a Nojthcrn Nigetia on Awareness and use of Insccticide Trested Ncis ainong women
&2endiop ante-natal clinic. Insecticide trcated net provides personal protection for pregnant
women and their unbom babies and also reduces the intensity of nialana iransmsssion
Prevention against malapai pregnancy is o sure safeguard against matemal morbidity and
@oitality and shou)d be'ericolraged. Although, the discomfort associated with the use of ITN

dring pregnancy and.combined protection could afTect compliance, this could be oversomed
technology to design a morc comfortable

by continuing healhi education and improved

&dart [n addition; heightened attention by policy makers and incre
more pttglwnl women

ased availability of

resources for malana prcvcnu'on and control from a vanety of seclors,
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‘babies will be sleeping under ITNs, and the number of mothers recciving cffective

jtion -Il'l‘ém malaria will jncrease.

;h_the level of use of inseclicide bed nets is low, many pregnant women bejieve that
4 nels are cffective, creating an casy focal point for the promotion of usage of the nels.
: | pe picgnant women who participated in the FGD were also able to identify other methods
( control besides the use of insecticide treated matetials such as huming of herbs This

potes findings of a study by Tongo. Orimadcgun and Akinyinka (201 1) on utilisation of

" [

12 preventive measutes during pregoancy and bitth outcomesin tbadan, Nigeria which

§ the use of traditional herbal medications solely or in.combination with ITN for

Ma preveotion by pregnant women.

3.7. Recommendations

) There should be increase in public awareness of TIN usage through advertisements on the
kelevision, radio, posters in all health facilities in the:bocal Government Aren.

i) Thae should be an appropsiate Information Education'Communication package to. sensitise
oa the benehit of ITN use in the prevention of malarig and demystify the negauvc opinion on
the desipn of the net while cffort is being made o improve the technology to address

conceras on usc such as heat and space to_enhance the usc funher.
3) There should be provision of fiee or highly subsidized 1TNs through health centres coupled

with bealth education, to ensure that pregnant women develop the knowledge. attitudes and

salls necessary: to sleep under ITNs and reduce their malaria nsk
f) Poduction and mass distribution of collapsible [TNs accompanied with education for

beJyiour change may improv¢ compliance with their use.
5) Education will need to betdilored to engage men in paticipaling in malana prcyveontion

&Ovit'es because men afe in'most cases the houschold heads and takes most decisions that

$oern the family,
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APPENDIN |

JENCE OF HEALTI EDUCATION ON UPTAKE AND USE OF FREELY
BUTED INSECTICIDE TREATED NETS AMONG PREGNANT WOMEN IN
pf AKINYELF, LOCAL GOVERNMENT AREA, NIGERIA

B
respondents,
a2 health survey questionndice to study malaria prevention practices among pregnaat

_ All informntion would be weated confidentially. 1 wish lo kindly request YOUur
qmuy participation. P'lease kindly cnsure that you answer oll quesuons honestly and

ly-as this would increase the quality of the findings.

s for yous cooperation
Dn[c e CRN XN N LN e e

A- sOCIO-DEMOGRALHIC DATA

,|_. Sen'.nl nO:......n....u. epro®ron®pant

T R R R UL TN
L - = Teniary (3
3 Education: (1) Nonc(] (2) Primary (3) Sccondary (4) Tenti

4, Occupstion: (1) senior civil servam () (2) junior civil servami_]

3)Busincsy/Trading (1 (4) Peny Trading 1 (5) Housewife ]

5. No of pregnancics had, other than index pregnancy

(no-1C1 ()2 A @)=L M) and above T

) Housa
6. Ethnic group: (1) Yoshba [ (2) lebor) (D Fevsar]

.......
vvvvv
..........
..............
ooooo
..............

(4)Other specify
1 (22-3 Q)4-5 =]

7. How many people are in your houschold? (1) 0

(4)6 and above [

8l
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I' n
ina ANC clinic for 1hi ] '
— ;"'_ - lﬁ'c&nnnc??
! S A
e oL

-I.-l-. =
LR

= 9 R 2 - - ™ - .-.
CARE DURING PREGNANCY
- & Lol |

1w ()

‘ll. il i

.ong distance [ (2'$No transport fare [ (3) Services Expensive )

[ 'LI me)
hers (please SPecify). ... ovviiiiiiiii

§f yes 10 question 7 how old (week) was this pregnancy when you fiist regisiered in the

a0
.' '-.iroovi-pciL'--plcboOQoloooo..t.-co~v00000vv.00 EE XN N ® "o =

What is your present gestational nge?...........c.ooiveiiiciens i i e
|
. What Lype of services werc you provided at the ANC Clinic?

DIPTp 1 (2) VaccinationJ (3)Bed ne1sC1 (4) Counseling 3

: WCIE you satislied with the services?

c_'es' (1)Yes | (2) No |

oY -
1P
II )

|F' pccination

ﬂncls Il

Counseling

cccccc
OOOOOOOOOO
...............
.......
""""

L -IfNO, Why NOL . Py
laria? (1) Yes 3 (2 No[J
(2) No [

| : 'fy :ane 10 Prevent Ma
13. Ale you takipng any specific acuons

‘ - .47 (1) YesT3
16. Any healih education talks 10 the clinic on malnsis? (

I
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E, ATTITUDE AND PRACTICE OF 'REGNANT WOMEN
§ MALARIA IN PREGNANCY.

dooepetbbangecccs

(I)Agree

(2)Disagree

(3)Strongly
Disagree

(4)Lon't
Know

19. Effects of malaria in pregnancy include;

— —_—

-Eﬂccls (1)Agree [ (2)Disngree (3)Strongly ()Non*t Kuow
'J Disogree
Malaria
Anemia =
%Elnnuzl
pasasitemio
| Stillbinh
i | ==
|low  binh
weight of baby | .
’ { Abortion | ALY TN
e e —
| Tuberculosis = 4 = 1
HN | el i) o N
L ) | S S
83
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actors | .’_L = ‘;:L.‘_I;‘q: Y r " s ’ mibs'foq
I e . - M——
= Zl,{;ﬂ"}“ (2)Disogree (3)Strongly | {4)Don’t now
| S - | disagrec
— - )
&
g
|
| 1 N2
l | L AR
T N
|
. I'iil" ntion any 2 danger signs /symploms of severc malosia?

LI qaé000 de roasvp L] (¥ Yy K}
ase [ 2

.Q ..0(.000000..‘..’- (XYY KR . ) [N L] » L |

e oo

0-000:.*.0.000.0..--

i Qoo-tlvtocoonlvcoas

- -é o . b...q.!.q.q.l
tlot..‘...og...l.v..o. * e ee e ¢

- 10 i0 pregnanc
T What are the actlvitics/mcthods thot can be Used to prevent malnria in pregn y?
1

Do.nos prompt; you may tick more than one option

| Methods (1)Yes |(2) No
J Ingecticide Treated Nets
| ittent  Preventive |
| Therapy
|
Window/Door Screcns
w0 Coil : |

YR
vie®
e00*"®

Q’ ers (please spegify). . ooerooereerrer
8¢
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F "REVENTIVE MEASURES.
DE TREATED NET (I'TN)

are the types of mosquito bed nels you are aware of7
q;cclicidc treated net ) (2 Untreated net -

SIS DleSC S PBEILY Y 54 . . ottas o satti e nimraspopmrmscsrorsassosnesssasefe o fye-

Wwho benefits rom ITN? (1) Father 3 (2) Mother - (3)Children 3
(§) Everybody )
. Who ere the most istportant people that must have {TN?

() Under-5 Children C3J (2) Preguont Women (3 (3)Father (3
Others (picase specify)................. BT L PR A SRR Sl

. During what hours is I'TN use most appropriote?

(1) 7pm - 7Tam[__]) (2)8am - {2noon (J (3) {pw - 6pm _1(4) Don’t know [

21, Whal are the types of I'TN that you know?
-
(1)Long lasting __J (2) Shon-acting (3) Re-treated (]

INTERMITTENT PREVENTIVE THERAPY (IPT)

28 blave you cver heard of intemmitient preventive treatment of malaria in pregnancy?

{1)Yes El (2) No 1]

29.1F yes, Wht 15 IPTT. Suceseresrnsessorsims sessess s orsestone e =

30. What drug is recommecnded for IPT usc?
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——

| L[l')_:'\é_r_ce'.Tl-)l)ii-agrcc {3)Don"t know

-

L Nl

S

Jow many times duting pregnnncy is this drug used? (1)Once

i-.' ]
£ ]‘- (3)Thrice L1 (4) Four times and above ]

FCTICIDE METHOD

-

) In what ways ean insccticides be usedin

the prevention of mosquito bites?

|-: 1 (1) Agree | (D)Nisagrec (3)Strongly Jisagree
v
-

(:HDon't know

—

| aiung of the
alls with it

|
‘Eﬁnling materials

| rlllking our bath

withit
|5

' hort.acti
33, Whatare the types of inscclicides you know?( 1) short-acting ()

(3) Don't know (1 (4) Others (plense specify) «cec-e
M Are all insecilcide sprayS irritable? (1

0)Stiongly disegree ] (4) Don"t know [
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(2)long-lasting (]




‘ I‘-‘.ﬂ? L '— -
surning of coil prevent mosquito bites? (1) Agree L3 (2) disagiee [
dissgree — (4) don't know —J

fosquito Coils are 10 be put on during steep? (1) Agree T (2) disagree]

.‘-"' disagree — (4) Don't know ]

These arc the likely effects of not using cffectively?

(1) Agree | (2}Disagree (3)Strongly disagrec | (4)iYon’t know

i_;r 5od siceping

WINDOW/DOOR SCREEN

] t)
§, What ere the types of window/door screens you know about? (You may tick more thun

o option})
(D CurminT ] (2)stcel [ (3YN<Is -

|(4)Others (piease SPECify) ..ot cwseseerae st

o : 1) Agrec
39, Custains could be treatedsih insecticides and used as screens? (1) Agree 3

12) Disagree (3) Swongly disagree (4 Don’t know ]

MOSQUITO REPELLENT

'I 4. Have you ever heard ot‘mosc;u'no tcptllcnl'? (I)ch Ej

(2) No (]

~ 4L Ifyes, whatore they? «.....ocooeo
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be used 0s repellents

':( 1) Apree | (2)Disagrec

(3)Strongly
disagrec

(4)Don't know

hert

= rﬂinletials' |'

-

emoprpphylais

[

N
LMALARIA PREVENTION I'RACTICES

|

Wes) (2) No—]

(MVes | (2)No

F eventive measures
ﬂl

Bed nets

P&ecﬁcid e treated net

Insecticide spray

Repelients, such as body
cre » burming o { herbs

Mosquito coil

Window/Door screens

Environmental  sanitation.
| %xh as clearing of bush,
sagnant water

I yes, tick the onc you arc using cusrenily from.thc

;L‘:mopmphylnxis il

® .®
OOOOOOOOO
- e R e ol
-------

Others (please speeify).....o-oore-etoe +
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: TREATED NET (ITN)
: ; e l kip to guestion 63
. have ¢ bed net? (1)Yes CJ(2) No[]
kip 10 question 45
' yes, what type of bed net do you have? (1) 1TN
2) Untrested net [ (3) Retreated 3 (4) Don'tknow (]
lT—N‘ when last did you treat the bed nets?

1)Less than six momnths  TJ(2) Moro than six monthsT(3) Never treoted T

(4) } use long-lasting insccticide net ]

3, Is the net hanging? (1) Yes (@) No CJ

\LEEPING UNDER TIE NET

19, Do you slecp under the net ot all? (1)Yes{Z] (2) No -

Tiele

olten do you sicep under the net

Xy :

$limesin o week

—

nce ia a week

Day only

Night only

I —

Day & night —
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Que? on 49, what encoutages you to decp under the net?

o A

ilincss including malaria(C]

!- on from mosqGuitoes and other insects [_1(3) Less money is spenton diugs )

» 1o Question 49, whot discournge you from slecping under the net?

ol

s yncomfortable (hot. lacks ventilation, makes you feel resuicted) )
l ;

) Not having cnough money/Expensive ]
(B

ooooooo
oooooooooooooooooooooooooooooooooooo
eb0 o

Diheis (please specify)

© Wheie did you Obtain the net? (1) Givenby n(riend —

M Given ot the health facility LR 11(4) I’urChasch

v
................
................

(4) Othyers (pleasc SPECily )i seneaeamerssresatetneeees
(PMVY[)

. §3, If purchased, from where? (1)Patent medicine vendor

@) Phamacy store 3 3 Macket (]

.....
LR N A
...............
eoe
------
......
oooooooo

{8) Others (please Specify) -+

$$. When was the net obtaincd/purchased?

~r cix months )
{1)Less than six months ] (3)-Over six mon

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

dooa
000000
..........
00000

) Less thnn N300 )

(4) O1thers(please specify)
p (2) N500-999 ]

$5, If purchascd how much? (1

(3) N1000 and above [

3 ()N -

- Yes
5615 the cost afordable? (1)Ye goC3 (2) N20o - 49T

; 1)< N2
5%, 1f No, how much \Would you like 10 bay? ()
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y H‘l‘ﬁ 1000 [ (4) No:hing‘[:j

ave being sleeping under the net do you think it’s effective?

> o,

09 20400 0civVVPRPPP00000440%.00PVP00000aPPERIAB0PPeR P

63. For those who do not have ITN

than one option

0000000 200P 209000 .00

Tick

Plcmu
Cannot get to buy
|

Are unnccessary if other insect control are tsed

[ Cannot afford it

Are inconvenicnt

Are hot/lack air

Do not protect the whole family

Mosquitoes can still bive through the net

damage to the nel

Are hard 1o use around children becouse of polential for

Are outdated

I
Others (pleasespecily)..........cooiveiiiiviniininnn.n

91
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- {f no, what made you think it's not effective. . ..oooovevnviniininiie.,

2. Describe brielly where and how you hung the bed net in your house.

e e édoe

61. How many pcople tn your house sleep unider the net? ...c..oceoivivensescnnnn,

Tick the appropriatc reason for not owning/using.an FIN? Do nor prompi, you may tick more

ro®dnee o



Illow Did You Use | \Where Obtalned? Any Adverse Effects
The Drup

= Nl

'SP (Laridox, Fansidar,
I ‘A mlar el.c.

| Others (specify)

66, Where did you take the drug? (1) Clinic T3+, (2) Athome (]

(3) Others (please specify) -....oocoovvoeneieiindeneiiiioninia e
67, Ifin the clinic, did you take it in the prescrice of the health worker? (1) Yes 3 (2) No[ )

- 'rya. “'h'? ................................................ ‘9P ®PPP ‘96 S0¢008009 g s0cae

TR L RPN TS 2o T e e

70. How. many tablets of II’T drogs/is being used at once as a dose?

(1)1 tablets J(2) 2 aablets T—3(3)3 tablets 1 (4) 4 tablet )

(5) S tablets ()

92
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ﬁi"ﬁhémb'y can be given to?

Disagree | Sirongly disagree Don’t Know

L Did you toke (swallow) any of the medicine in the presence of the health workers?
-
(1) Yes [ (2)No[)
93, What would you suggest 1o improve 1PT use in the P T W AP PNR OO PRI LT Lo

INSECTICIDE METHOD

If insecticide method s not nsed skip ta question 82

n 3
74. What typc of insecticide do you use? (1) Spray ) (2)paste on the wo

eSee oo r~00o od e

(3) Others (plense specify)....cooororenneeeane

15. Do you have any insecticide Spray ot home currently?

(1) Yes O (2) NoT

(2)
76. ks insecticide Spray your most prefecable rmethod? (1) Yes— NG

77. [ yes, why? Do not prompy 5o may tick more than one option

ther insects) faster ==

—

() Easy to use [
(1)Because they kill mosSquitoes {ando

(3)Accessible (4).It is cheap

oooooo
0000000000000000000
.............
vvvvvvv
........
--------

(5)0thers(plcn sc specify)
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i
why? Do not prompt; you may tick more than one option

| o -
xpensive ] (2) i1as Side-effect [ (3) 1t is not convenient —]

(4) Bad odour ] (5) Not accessible []

.| (6)Others (P16ASE SPECIY). .rvecuraransuraranenssmsirmsnriessente e st

19. Is insecticide spray cffcclive? (1) Yes —J (2) No et

80. [f ycs, what made you think it is CIIECIIVET v vriion suneasnasas sonssomasssnsnsnsion BBty

81.1f no to question 79, what mode you (hink it's A0t SITECLIVE (. rerenesconrreastes

BURNING COIL

if not used skip to question 90

£2. Do you use mosquito coil? MYes O3 (N0 =]

' -4 doys a
23. When last did you usc coil? (1) Lastnight ) (2)2 ays agl_]

B3)5-7 days ago [ (4) 2 weeks and abovel =)
yes [ (2)No =)

lick more thon one option

84. Is this your most pteferable method? (1

85. If yes, why do you prefer coil? Do net PIOMPY; you may

et D
(1)Bccause they kill mosquitoes faster L (2) Casy to usc

(3)t is cheap (1 (4) Accessible =l

(5)Others (pieasc RTIY) P9 SRRTIL S s

. ¥
86.1{No 1o 84, why? Do 1ol prompy, you may tick more than one aption
L[4 o |

(1)Expensive [ (2) Side-cffect (] (3)
(S)Not occessible £ =1(6) A fire hazard [%]

(7}Othczs(plcnscspccify)...................................... Ceserpesnnae
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1 is not convenient ] ($) Bad odour []



_why? Do not prompi; yoi may tick more than one oplion
nsive () (2) Has Side-effeac (] () It is not convenient [1

adodour [ (5) Not accessible [

....0'...“.....

(6)Others (please SPECifY)eennionsernuararniianneases

W.‘-ls-’msccﬁci'de spray elfective? (1) Yes ] (2) No—]

80. If ycs, what made you think it is effective?......ccovee

81. If no to question 79, what mode you think it’s not elCCIIVE - ipaeererapiorsansmanranssenss

BURNING COtL.

if not used skip lo question 90

82. Do you use mosquito coil? (YYes 3 (@) No &)

83. When last did you usc coil? (1) Last night (2] — 4 dnys 3g”

o (4)2 wecks and abovel=2]
(Hyes 1 (2)No ]

(3) 5 - 7 days ng

24. Is this your mos! preferable method?

¢ coil? Do not prompt, you may lick more t/an one option

ousc [

85. If yes, why do you prelc

(V)Bccausc they kill mosquitoes faster ] (2)Lasy!

()1t is cheap [ (4) Accessiblé =)

(5)Others (plcase TSTY Wttt SNTETRELLIE TR

86. 1f No 1o 84, why? Do._not prompl, you may tick more than one oplion

(1)Expensive [ (2) Side-cffect (] (3) 1t s not convenient (] (4) Bod odour [

(S)Not accessible [=3(6) A fire hazard 3

| (7)Others (pleasc SPECIfY). vovoeemsrranameaers

04
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edsooiseve 0400009 Pod 00T 00 °OF

'Mbﬁb you think it i efTECtiVeT. cooccceiuiens oosnimrsrsnsmanieees

e 0de@ QOOQQIQQOOOCQ sesesPooors

MOSQUITO REPELLENT

- |fmosquito repellent Is not used skipto question section E

repellent sthome cugrently? Do rior prompi.

90, Do you have an fnsect

(IWYesC  (2)No =3

91. 1f No, why? (1) Not cfiective (3 (2) Side-effect (skin allergy)—

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

y choice (] (4) Others (Please specify)
method? (D)¥es [ (2 No 3

. may lick more than

(3) It is not m

93, 1s this your most prefeired prevention

93, If yes, why do you prefer Mosquito repelfent? Do nop prompi, Yor

one option

(1)Becausc it prevent mosgquito bites(T_] (2) fasy to use[C (3) Accessible [

() 1t is ChepD (s) Convcnient 10 uavel

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

(6)Others (please NPT ) RSP

n 92, whayare the reasons for not using Mosguito repelinnt?

94.1f No, to questto

Do not prompt, )ou may 11¢k Tnore than one option

(1)Expensive () (2)'Side-cffect (8
= (4) Not Atcessinle: =

kin allergy) 3

(3) Bad odour

(5)Others (plcascspccify)-.........--......-................. = N W R
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ntive method effective (1) Yes [ J(2)No (3

. what made you think that it is efTEctive?. ... cveuecvestirumsmmsesncs it e

0, what made you think that it is not effecuve?................. Fr oo g Jroeiie !

WILLINGNESS SLIP ON TIIE UPTAKE OF ITN
icide treated ncts (1TNs) will be available at the health facilities nearer 10 you.

, Are you willing to own/have an {TNnow? Yes() No[]
2 AT YEEWRY ceeeaeeivannsermanssnameninane e

J B0 WhY cocovieeniiiiiieeenianaacmarsccarsosees
4. Do you have on §TN at home? YesC_ 3 No —

3 T s |
Intesviewer should pleasc detoch this slip and give 10 fespondent willing lo obtainan {TN, to

1ake 10 the matson in charge and scquirc one for usc.
RESPONDENTS SERIAL NO...cocuvennzien e focfamemmrmann i

RESPONDENTS PHONE NO ...ocooeiamansarine enumer s .
HOME ADDRESS (With description or 1DOAMESKS) 1vnocreronesaraanrarsanasenss
Da‘c [] (] ] [] o L] 4
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APPENDIX 2

VON IGBESE TO NDENA ARUN IBA, GBIGBA AT{ LILO APO EFON T1 ATI
E SINU OGUN EFON LAARIN AWON ALABOYUN Ti WON WA FUN iTOJU
 AWON ILE ETO ILERA ALABODE NI LJOBA IBILE AKINYELE, IPINLE

” NIJERIA.

Eyin Olugbo,
Awon ibeerc ti afe biyin je iwadi nipa awon igbese dide A
ne kic finu findo kope ninu iwadi yii. Ejowo,

na arun iba 16asin awon aboyun. Ao

s¢ ipamo gbogbo awon idohun yin. Mo royin o e
eri wipe edahun gbogbo ibeese ni toolo ati gegebi oba seri nitori wipe eyi ni yio mu ki iwodl
wa koju osuwon.

A)  lbeere nipa arayin
i, Oanko
2. Ojo ori yin
Ekotictika &  miokawcmm
b. ile iwealako bere

c iwe mewn
d. ilciwe gigo
3. Iscti ¢ hun s¢ 0. - ogeogbo lenu ise ijoba
osiseijobnonipo kekere

&

onisowo/ oninja
d. Onigjo WEwcwe

c. ~iyawoile

3 lye oyun ti eti ni o odo — eyo kan
b meji — Mcta
c. metin — moanw
d mefa — ati jubelo
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a. Yoruba

b. Igbo

c. Hausa

d. Omisan (so nipato)

iyan melo lowa ninu cbi/ ileyin?

| ﬂi ltoju alaboyun nigba fo wa ninu oyun

8. Njcc nlo fun itoju awon slaboyun ni ile

10. To ba jc beeni si ibeere kejo.

ite iWOSANT .ovsvocornnenncombeotuger s
1}. Osu ati ojomelo ni oyun V¥ i NUPOPRETRE

12. Awon nko wo ni won

IPT b. abere ajesan

a.
d. igbani niimoran

13. Nje.oleyin lorun? Beeni

08

ClQ..l-qullC

a. odo —cyo kon

b. meji —mela

c. merin — marun
d.  mefa-atijubelo

ose-mclo ni cli wo ninu oyun Y

se b oo o EEESG W LN 4

pese fun yin nibi itoju aloboyun

Bceko

iwosan fun/oyun yi? a. Beeni b, Becko

9. Ti oba je becko, kilode? a, onajin
b. kosi owo oko
dwo i won ngba poju
d. asiko teyan afi duro ma np<e
c. iyoku (cjowo c so ni pato)

ii % cto lo fi oriko silc m

-
'I..Q'..O.C-I.04‘0.'-00’90..0‘.9 v

c. apo ncti L aMa nsun sinu ¢
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14

18.

Nje won ma nbayin soro lori asun ibo ni ile iwosan? a. Beers

Bawo ai arun ibd se ma aanknle? & nipase kefon jeYon

bé?'t ajesaso

Apo neti ti ama nsun sinu re
Igbani ni imoran

Ti oboje becko, kilode

1S. Nic cngbe awon igbese kan ni pato lati dena iba? 2. beens

b. Becko

° 3 'Hn
C. Imo, ibn ati iscsi awon aboyun nipa avua iba ninu oy

b. esinsin

C. iknn

d¢ aYan

e ‘omirn, (s NIPBI0). .. .---

seov@090esned

). becko

Ayorisi
Gbogbo olori jori
Ni arun iba

Nba linro

1. Mo fara mo

2. Mi o fara mo 3.Mio fura mo rura

4. Mie nm0

Awop alaboyun

ini orun iba
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L,

i
y '"l_-'f

i
iba ninu oyun ni

=

—_—

| Moafsramo | Mio fara mo Miofars morara | Mo mo
- ' - !
jbi amo to () — — -
|
4 4
| oamo tl ophe
ise oyun 1 —|
P— all
! Iko awuphe
| Kokere 131V I
Awon nkon wo lo ma nran titankalc arun iba lowo?
MMl o forn mo rary Miomo

Mo fary mo

20.
A

won nkan na
AYika to doti

| Mo fill::l mo

lleiomo

Kl ipbo po yi ka
e

| Omi (i ko san

1.

ii‘ IR N NXEN NN L] 9 ' 4

LIV RN ] [N

100

21. Daniko nkan meji ti-yio ma scle ninu ogo ara to nse apecre iba lile

946020900 %v 0000,
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)n ona |ati li dena atun iba ninu oyun?

1. Beeni

2. Decko

"Apo efon 1ati re Sinu ogun

'|

HRUr ,-f’ﬁm alaboyun n;
n asiko totcle ra

[ =

| Fili neti soju feresc ati ilckun

)gun apa kokoro {aerosol)

Ogun cfon 1i ama nlan na s}

1
|0
Lo

' Omiran (cjowo eso nipato)

© 00 %8 oo 0 s e qe i ivsesncmnsvoere

D. Imo nipa ona lati dena iba

oopasstl®osansncrsvee

2). Irz apo c¢fon wo ni cyin mo?

Apo cfon ti ati re sinu ogun apefon

> R

b.

C.

[N N XA NN AL MK LY AL N

apo cfon 11 a re sinu ogun cfon

apo cfon Ui ako re
Omiran (cjowo cso nipalo)

24. Talo man njec asifani apo cfon (i ati re si nu ogun to npa cfon?

b.

C.

d.

{t}]

baba

1ya

awon omo

gbogbo cniyan
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- Pataki fun lati ni opo cfou fi afi te sinu ogun efon?

o awon omo U koti pe o_qé’a_.\ma.un
b. awon alaboyun .

C. baba

d. awon Yoku.(jowo so nipata)

5o me P hwm e o FeuL s

96.Wakati wo ni otona lati lo apo cfon Gate sinu ogun efon?

0. mejeaie si meje aro

b. micjo aro si mejila oson

C. ago kan osan si melo irole
d. mio mo

27 [ru awon apo cfon tiare sinu ogun cfon wo le mo?

2. eyi tiyio pejoj

b. eyi 1 koni pe

c. eyi Li a tun gbodo podarc

E. Lilo ogun ni skoko 10 felera

28. Nje eli gbo nips lilo‘ogun Jokoko to telerd lat; [; wo oisan iboninu oyun?

b. Beeko

a Beeni

29.Ti o ba je beeni, kini lilo ogun li akoKO 10 1l FA _.evvrourmerarermeonronanarsars
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¥0 ni won ni keyan ma lo ni akoko (o tekra

ira

ﬂ, mo fara mo mi v fara mo mi o0 mo —_— |
Fonsidar i K
ensic =, |
| Amalar '
' i s SR, W 4 —
31.Emeclo ninu oyun ni ogun gbodo je lilo?
a. ckon b. cmeji[” | c. emeta d.emenn ati jubelo
i'Onnlilo ogun cfon
32. Ona wo lafi lc gba lo ogun c¢fon 1ati dena kefon jeni?
Mo fara mo Mio farn mo Miofaramo Mio mo

| Fifi ogun cfon
50 ogin

Rire nwon oknn
sinu ogun cfon

Fiti ogun cfon
Wwe

33. Awon ogun cfop wo le mo?

103

cyi U agbara re kii pe

cyl ti agbara rc ma npe

mi 0 mo

1)yoku (jowo so ni pato)............
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n cfon & amaa nfin ni kii baai laramu?

\
a beeni b.becko emiofeamo[ ] c¢.miomo ;}_

gun efon to ma nle cfon nigbato ba njo

35. Ki ogun cfon ma jo ma derna kefon jeyan?

. o mo feru mo b. mi o fara'mo

c mi o fara mo mm d, mi 0 mo

36. O ye ki ogun clon sima jo lo nigbati aba nsun?

u. mo [ara mo b. mt ofara mol:‘

C. mi o fora mo nre d, mi o mo

37. Ayorisi ki cntyan maa lo ogun cfon to manjo fii ona ti koto ni wonyi.. .

Ayorisi mo lara uo mi o fave mo wiio (ara movrara mi o me

fifa si mu

Jejere

(R
ko sapani lori

orun diden

Sise idenn scnu ferese abi ilekun

38. Awon nkan to ndcna‘efon ni oju ferese tabi ni ilckun wo ni cyio mo (clemu ju eyo

kan lo)
o aso tyamoa n dabo ferese/iickun (Kotini) b. inn
[ 8po neeti o
d. iyoku(joso sonisold)..........ocoiiiiiiinnn

39. Oyc ki are.koiini sinu ogun cfon kewa ma jo gegebi ohun to ndena cfon

a mo fara mo b. mi o fara mo{ |

C. mi o [ara mo rara d. mi o mo
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b. beeko

Mo fara nio Mio farmm mo

"Miolars mo rara Mio mo

1

_=L

L

awon nkan bi eni
ogun cfon

-+

D) Awon igbese to ode na arun iba
43. Nje e ngbe igbese lowolowv lnti dena arun iba? a Becn:

b.Beeko

_ 1

44. Ti oba jc beeni, cwo ninu avvon nkan (a Kosi isale lc nlo (ele mu ju eyo kan lo)

rlgbcst latf deoniba

Beem

Beeko

Sisun ninu apo cfon

Lilo nkan to maa nle cfon sa
bi ipara, jijo cwe

Lilo apo efon ti a i re sinu
ogun efon

Lilo ogun efon 1o ma njo

lati majeki efon wole

Sisc idena sara fercse / ilekun. |

Sise imo lolo oyika bi\gige
oko gbigba adagun omi nu

Lilo ogun lati dena iba
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i re sinu ogun cfon

:
2(on 1i ati re sinu ogun cfon,losi ibere 63)

i apo neti ti o nswitsi

}
e beeni b. becko

to ba je beeko, losi ibeere

. To je beeni,itu apo cfon o loni?

apo cfon (i ati re ni ogun efon (2)apo cfon i a ko re

(3)apo efon i at pada re ni ogun efon leyin Ui anti koko re

47. Ti oba je apa cfon i ati re, sgba wo ni eli re seyin?

(1) kolito osu mefa (2) oti ju osu mefa lo (3) ako 1i rc rara

(4) emi nlo apo cfon ti agbarn ogun tali re pe jojo{:‘

48. Nie cs0 apo cfon na ro? (1) beeni (2) becko

Sisu sinu 2po cfon

49, Nje otile nsun sinu apo efon? (1) beeni (2) becko

(4) mio mo

Emclo lo nis niun sinu apo cfoo yii

-{Mnki re

l.ososc

Emeta st emesin lose

o

Emcji lose

Ojojumo | Ni oojo nikan

Ni ale nikan

Oojo an gle
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je beeni 8i ibcere 49.kini nkan toma nse iwuri fiulyin lati sun siau apo cfon

idebobo kuzo lowo arun ibal™] (2) idabobo kuro lowo awon cfon

‘owodie la nna lori ogun (4) iyoku (JOWO SO DIPAO), .. ... ..ccrememrioneionalvennnnns

1. Ti oba je beeko si ibeere 49, kinni oma je kI e ma sun sinu apo cfon?
I

'('f) apo cfon ko bami [ara mu ( o gbom, kije lai atcgun kofe.kii je keyan le jupa juse|

(2)ainito owo/ ownon (3) iyoku (JOWO SO DIPAIO) ....eruevritmen thel ceorcoanrerneanansans

52. Nibo ni oti gba apo efon nas?

(1) ore mi lo fluy mi (2) won funmi ni ile ivosan (3)moraa

(d)iyoku (HJowo SO MIPDTO }...veviiinniiinciiieiviiiiinn e

53. Ti oba je pe era nibo leti m?(1) odo awon ataogun {chemist) (2) shobu awon
opogun| Jinbo (3) oje (4)iyoku {jowo, so
RPN Ser e sepanosssiiesenss

S4_Nigba wo ni egba/era apo efon yii?(]) kotito osu mela (2) ot ju osu mefa lo

(3)iyokv jowo SO NIPAO......c.uveeenife..

55. Ticbara clo le ra (1) #500 (2) #500-#1999 (3) #1000 oti jubelo
56. Nje oyc ti won law a Inni srowolo yin ? (1)beeni{ ) (2) becko
57. To jc becko, clo ni ¢7o fc™iati san? (]) komoto #200 (2) #200-#499
(3)¥500-#100 ($).komato #100 (5) ofc.
58 Ti abs tin sun sinu apo.cfon, njc on sisc bi (1) beent (2) beeko
(3) miomo

59, To ba je beens kilo mu yin ro PC oBSISEY...........ccvve.coevercenirmssiosmnisomaeiesmensosoressassonssnins

60. To ba je becko, kilo mu yinro wipc ko sise? ............occoviviicciiniiaines
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(XERERX XN ELNY RN

rile yin 10 nSUn NiNY BP0 087 ...........oveeoeeire et

juwe lerefe ibi oma nso apo cfon yi r0 mo ati bi ose ma Ana:\;g ninu ile

00001000.vr.ollooﬁooo-lctvoo-c.0-o.c-ooooovvoooooaoo;.oooaa...‘onhoo [ K X J ce
4 L
4

48cesadne
[} 0000Iccoo.0ooooooDO6000..000OO..O'OOOOocl..ota-OQQooollutoo |9Iv..“l_‘..olv#O.PQ.l'.".l

fuin

Ko pandandan nigbs Ui cyan bati le gba onj mi lati

dena cfon

Mi o lagbaro ati ra

Ko bami lara mu

Afefclo gbona lo ma nfe ninu re/kisi aliefcrunu re

Ki{ dabobo gbogbo b

Efon si lec jeyan ninu apo efon aaa

Ole lati fun awon omode tori’won le baje

Ko bagbamu

Iyoku, (so nipa10)......40. fuupereeee
Lilo ngun nt akoko to telcra
Ti oko ba lo ogun iba nigba to telern,o si ibecre 74

64. nje o lo ogun kan ni p3to Iati i dena iba ninu oyun?
(1) beeni (2) beeko,

08
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je beeni, faln si iru ogun ati oye igba to lo

| Bawo lose Io ogun oz Nibo lo ti gba | Nje o fa ipala si’
arage

=

| y'

66. nibolo ti lo ogun na? (a)ilc iwosan M)ns ile

() tyoku,(so aipato)........cc.coeuvns.

67. Tio ba je ni ile iwosan,.nje 0 mu niscju osisse.ilera 0 wa nibe

(a) beeni (b) becko

68, To ba je beeni. Kilode?..........cccdlifloeiainimineierroromiecrsmensorcaonsssssnsnsnssone

69. To ba je beeko, kilode? .........li.....lioiiiann..

70. Tabileti ogun yi mclo ni anlo ni lckansoso? (a) tabiicti kan (b) tabilets meji |

| (5) tabileti marun

(c) wbiicti meta (4)tableti mefin|

71. Ogun iba ni ekoko 10 teletapa le AINT.....o.ocveiiiiiiiciie it i

72. Nje ¢ nmu cyikeyi Minu 8won ogun yi aiseju 8won osisc cleio ilera?

(a) beéni (b) beeko

73 Xini imorandozi lilo ogun tba u akako gbery si mi ile IWOSAN ......o...oeieieniiinn...
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- ko ba lo ogun cfon lo si ibeere 82

74, fru ogun cfonwo lc nlo?

(a) nto ma fon kokiri (b)nti won ma nic mo ard ogir

(c) iyoku, (50 NiPato). .o eeeesaes e . e

75. Nje oni ogun cfon to ma nfon yika nile lowolowo.

(o) beeni (b) beeko

76. Se {ifon ogun cfon kakin ni onna to te olotun Ju7

(a) beeni (b) becko

i ju cyokan lo
77. To ba je beeniuki 1o de(mase foro si won lenu) o.Je falasi ju €

(b) ororun lati lo

cfon pelu awon kokoro it

(a) tori Wonma ntelc pa

{(d) ko won (¢) iyoku, (so NIPALO). oo v vevnreeene s morg b

(c) osc teteti

(ma foro si won lenu) olc falessi ju cyokan lo

78. Ti o ba je beckositbeere 76, kilode.

(c)ko rorun (&) oorun re ko dara

(b) o sc akoba Si ard__]

(r) 0 WON

(g)i)'oku.(so Q2 PALOY. o rersrnsssetearentes

(c) kosc tete ara

79. Scogun cfon 113 nfon Xokirivnsise (o) beent (b) becko

g0. Ti oba je beni, kilo mu yinfo wipe onsisc?

81. Ti o ba je becko St ibeerc 79.kilo mu Yin 10 WIPC KO MSISE ceeunyussnesessamstoresannsess
T} tan Ogun cfon

Ti cko bama ntan Ogun ofon (coil) clo si ibecee 90
§2. Njc cma nton ogun ofon coil?a. beeni b.beeko
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0 ni etan ogun cfon seyin?

b. o0jo meji seyin

0. ale ana

d. ose meji ot jubelo

b. becko

G. ojom masun si mcje seyin

4,Sconali opeyin julo niyi? o beeni

fon (coil)? mafiorosi won lenu elefola st

T3 o ba je beeni, kilode 1i efi feran titan ogun ¢

~ jueyokanlo
a. o ma nicte pacfon

b.o rotun lati Jo C ¢. ‘owo pokuni

d. o rotun lati i ¢. iyoku (jowo so ni PatO) - oo N o giajormeans o8
86. Ti o ba je becko si ibere 84, kilode? (mase foro siwon leno) o le fala si ju cyo
kanlo
a. 0 won b. o ns¢'akoba finars
c. ko roiu d. ororun € kodara c. ko sce n
f. ole fo ki ina jole g/ 1yoku Gowo S0 fi PAMO) «:vvee - ol P :
b. beeko

§7. Ti o ba lo nje Onsise? a. beeni

88. To ba je beeni, ki lo mu nyin ro Wipe 0 NSISET v e eersansssrmrnnss

89.To baje beeko, ki lo munyinro wipe ko T SRS

Nkan to nic ¢fon sa

Ti cko ba lonkanto nle efod sa;< Yo si abala E.

beeni b. beck

90. Nje eni nkan (0 nle efonsa ni ile ¥in lowoloswvo? a.

91.T: o ba je becko, kilode?
0. ki asise
kii scnkanti mo yan

b. o nse akoba fun awo anlt

C.

a. beeui b.becko

92, Sc eyi je ond (i ope yin ju?
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'ﬁ,'hn-:jc becko, kilode 1i cfi feran nkaa lo nle cfon sa? (maloro siwon lenu) ole
i o ba je becko,

Jiu eyokan lo

b. o rorun latilo

o o ma dena ki efon je cyan

d o sorun lati mulo inn ajo

e, owo poku ni

sasdeas @9 =000 e
S e 1900 e

f, iyoku (Jowo so ni TTT0) YPPRN

c. o Sseri

!

9. T
siwon lenu) ole mu ju cyokan lo
! .
won b.o nswe akoba fin a3, papa juloawo ara
a. o :
owo_poku i
c. o rorun lati lo d. po
c o rogun lati v f. iyoku (jowo SO PRIOY. .. rosressssnesatsees

beent b.becka

a.

9s. Njeonatic fin gba dena cfon si yi sise bi?

'409.0-6..!.

96. To ba je beeni, ki Jo mu nyin 10 wipe.0 sise? ...

¢tocteele

97. To baje becko, ki 1o mu nyin rowipe ko sise? ---oe--

Ia.

o.wa ni 1le iwosan \j 0 sun Mo Yin

1i atj rc sinu OguUN cfon M1

Apo cfon | I P
‘ nisinsiny? lati n1 apo cfon 1i ali 1€ SInU OBUN cfon? 0.Bcem
1. Nje cti sctan
% To baje beeny, lafode? -.---.
3 To bajc beeko, Kilode? «:«veearetee
nnile? a beeni b beeko

4 Njecniapo efon ti ati 1€ Sinu OgUN cfo
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o050 wani leau wo ya iwe pelebe yi, ki osi fun eniti o dahum ibeere yii li 0si setan

 efon ti ali rc pelu ogus cfon. ki omu Jo ba matron (noosi agba) to se akoko Jati o

tiyioma lo

LX N RI
.........CC..Q.l...‘.l..'.'f..'. L]

.t-i odahun a\‘.on n imm yii-oco’-.ooovotoog.occo.oonbooo-oo

cs d@pednv ool (X R X 4

ba ibara eni 5050 eniti 0dahun wWOn ibeere yii ..oovcenonereirre sttt

YR X ERELE R
YR XN RN
ea06doecave cbey
0oosesasn [

.. firest ile (pe!uapejuwc)
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AI'PENDIX 3

fICIDE TREATED NET UPTAKE AND USE AMONG PREGNANT WOMEN

 ATTENDING PRIMARY HEALTH CARE CENTRES IN AKINYELE

L.G.A. OYO STATE.

1, S1udy NO cvcuverenraneesermsnnssssasanassnesiesene

2. Home Address (with description of landmark) .......-

A. FIRST MONITORING

Datc Sseccossce®loreet

(2) No
2 Net found banging? (1) Yes (] =

(X R W N cod

3. If no, Lo question 2 WhY VR e eesrorseans

2} No
4.\Was she found slecping under the new2.(1) Yes (2} No

B, SECOND MONITORING DBLE cvsesesvarsners

1. Time Of VISHt couerereee

2. Net found hapgiog? (1) Yes [

3, If no, Lo Question 2 whyt ..

0000000000000000000000

'''''''
......
.......
.......
aesHl
ooooooooooooooooo
ooooooo
ooooo
cccccc
(X}
& e

net? (1) Yes ] @) No]

4 Was she foundslecping upder the
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APPENDIX 4

nts duriag raining

i ns5is12
Picture 1: A cross Section of research

IS
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A, Jr\tznf__ b,

Picture 2: Health educatian session beld with pregnant women in the ANC

Picture 3: Insecticide ircated act hanging /demenstiration
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Picturc 2: flecalth education sesvion held with pregnant woemen in the ANC

Picture 3: lasceticide treatcd ner hanging /demonstration
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Picture 4: A pregnant woman hangiog her nct
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Picture 4: A pregnant woman banging her net
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Piclure 5: A pregnant woman found sleepiog under hicr oct during onc of the housc visits a

Ajlbode community

Picture 6: A respondent's net found washed and hiunged outside
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Picture 5: A pregnant woman found sicepiog dader her et during enc of the house vISIL a(

Ajlbode ecommunity

Picturc 6: A respondent's net found washicd and hunged outside
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Plcture 8: A ¢rass scction of pre cvgnumionien during a focused proup cliscossion ot the g N¢
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APPENDIN 5
CONSENT FOIWM

1 Ekikcre Sman Udomisoh, an MPH student of the Department of Epidemiology, Mcdical
Statistics and Enviioomental Health, Faculty of Public Health, University College Hospital,
University of [badan, lbadan, is undertaking a veseasch on Infiuence of health education on
insccticides Trcated Net (1T™) uptake and use among pregnant women in Akinyele Local

Govermment Area of Oyo State.

This cesearch is to aid the improvement of Matemal nnd Child health. To implement this
rescasch, | am to let you know that pictures will be 1oken, and my team might also visit your
personnl resident at anytime in other to casuse the use of insccticides treated nets which will

be given to you in the course of the rescarch.

Information received wil]l be txeated with utmost confidentiality and only for rescarch
puipases. In agreemcnt to tbe above, please.kindly thumb pnat or append your signatuie

below, if otherwise there is no penalty, itis voluntary. Thank you.

- a— O

Signed Name
Rescarcher/Student
Sigoed/Thumb Print Signed/Tbumb Print
Witness Respandent

120

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



TELZCRAMS e oo TELEPIONL.. . cocorrme

DEPARTMINT OF PLANNING, ROAEARCH & STATISTICS INVISION
PRIVATE MALL RAG MO, 8237, OYO STATE OF SICERIA

e Of An
A emneens drdd o bin—F

Bl | s - gy

Owr ReC No. AD 1347W96 Date: 10® December, 2009

The Priacipel Investigmar

Depwroxxd diﬂm‘d@ Madicel Statntics
- Peviroamantt | il
UsniversReCoalle gt oupital 1badan

In resvinse b0 YO ScOcr roquouing Car asbics] approval for (he knplamaniativo of your Research
Fyopeaal (Ricd lasccieide-wrrmsd-mm (ITW) LUiptadc and ane SDCRgpevpanRt-wome amxdin§
Frany-bokh s ceaienia Akkgxhe L0 A Oy Qo

mewmmmmahWWmnlndhhtbﬂm (a U
mdu I—_Mmanvqwmum)dmﬂumlmmhmﬂmﬁ-d
O Re=wch Proposal (s Oyo Sute; Nigsria.

Mamx e Ba o sonmifed w1l emosly. clonly, aad ilow 0p the inpiascxmion of de
reicach Sy Howner, ta Masay of lieddD oveld like 10 have g COPYy—ef-thwrewo ks ond
cxximiost of o Andae 2t hirwili-bely |a Polxy maliag in the besith secwoe

Wishing you all the bu o

L li NG
12| M

A
h-_._._
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