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Abstract

Background: Malaria contributes significantly to
under-five mortality in Nigeria. Home management
and prevention of malaria arc key interventions for
its control. However, cffectivencess of these
intcrventions requirc mothers’ adequate knowledge
and appropriate skills. The 2011 Discasc surveillance
and notification report of Osun state showed that the
under-five malaria burden in Egbedore Local
Government Arca (LGA) was more than one third of
the total in the statc for all age groups in 2008, 2009
and 2010. This study asscssed cffeets of nurse-led health
cducation and supportive supervision on knowledge and
practicc of home management and prevention of malaria
by mothers of under-fives in the LGA.

Materials and method: The study utilised quasi-
experimental design. Stratificd sampling technique
was uscd to sclect 837 mothers of under-fives in
seven out of ten wards of the LGA. The mothers were
randomly assigned into one Control Group (CG) and
two intervention groups: Health Education Group
(HEG) and Health Education and Supportive
Supervision Group (HESSG). The study instruments
were observation checklist and structured
questionnaire. Data collection was at pre- (P 1) and post-
interventions at onc month (P2), threc months (P3) and
six months (P4). Data were analysed using descriptive
statistics, Chi squarc test and ANOVA at p = 0.05.
Results: There were significant improvements in
overall knowledge scores of the intervention groups
at post-intervention. These improvements
appreciably translated to better practice of home
management and prevention of malaria and this
rclationship was significant. The home cnvironment,
headship of family and family structure significantly
influecnced home management and prevention of
malaria.

Conclusion: Nursc-led health cducation and
supportive supervision improved knowledge and
practice of home management and prevention of
malaria in Egbcdore LGA. These approaches arc
therefore recommended.
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Résumé

Contexte: Le paludisme contribue significativement
a la mortalité des moins de cing ans au Nigeria. La
gestion et prévention a domicile du paludisme sont
des interventions clés pour son contréle. Cependant,
I’cfficacité dec ces interventions nécessite des
connaissances adéquatcs ct des compétences
approprices des méres. Le rapport de surveillance ct
de notification des maladics, 2011, de I’état de Osun
a montr¢ que le fardcau du paludisme des moins de
cing ans dans la communauté d’Egbedore était plus
d’un ticrs du total de I'état pour tous les groupes
d’age en 2008, 2009 et 2010. Cette étude A évalué
les cffets de I’éducation sur la santé dirigée par les
infirmiéres ct la supervision dc souticn sur la
connaissancc ct la pratique dc la gestion ct prévention
a domicile du paludisme par les méres des moins de
cing ans dans la communauté.

Matériaux et méthode: L'étude a utilisé un modéle
quasi-cxpérimental. La technique d’échantillonnage
stratifié a ¢t¢ utilisée pour sélectionner 837 méres
dc moins de cinq ans dans scpt quarticrs sur dix de
la communc. Les meres ont été réparties au hasard
dans un Groupe témoin (CG) ct deux groupes
d’intervention: Groupe d’Education Sanitaire (GES)
ct Groupe d’Education Sanitaire ct dc Supcrvision
dc Souticn (GESSS). Les instruments d’étude étaient
unc listc dc contrdle d’observation ¢t un
questionnaire structuré. La collecte des données a
¢té cffectuce au pre (P1) et apres les interventions a
un mois (P2), trois mois (P3) ct six mois (P4). Lcs
données ont ¢t¢ analysées a "aide de statistiques
descriptives, du test du Chi-carré et de 'ANOVA a
p=0,05.

Résultats: 11y a cu des améliorations significatives
dans lcs notes globales de connaissances des groupes
d’intervention lors de la post-intervention. Ces
améliorations sc sont traduites sensiblement par une
meilleure pratique de la gestion a domicile ct de la
prévention du paludisme ct cctte relation était
significative. L'environnement familial, le leadership
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familial et la structure familiale ont considérablement
influencé la gestion et prévention & domicile du
paludismec.

Conclusion: L'¢éducation a la sant¢ et la supervision
de la sant¢ menées par les infirmic¢res ont permis
d’améliorer la connaissance ct la pratique de la
gestion ¢t prévention a domicile du paludisme dans
la communauté d'Egbedore. Ces approches sont donc
rccommandécs.

Mots-clés: Education a la santé dirigée par les
infirmiéres, supervision de soutien menée par les
infirmieres, Moins de cing ans, Gestion a domicile
du paludisme, Prévention du paludisme.

Introduction

In malaria endemic zone of the world like Nigeria,
fever is considered a symptom of malaria until
proven otherwise. The fever is usually first treated
at home by mothers and care givers, but this kind of
trcatment may not be cffective because the carcgivers
lack appropriate knowledge of malaria trecatment [1,
2]. Incffective intervention usually results in
deterioration of initial uncomplicated to complicated
malaria, characterised by high fatality ratcs among
under-five children [ 1-3]. For instance, the 2011 Discase
survcillance and notification report of Osun statc
showed that the under-five malaria burden in Egbedore
Local Government Arca (LGA) of Osun statc Nigeria
was more than onc third of the total in the state for all
age groups in 2008, 2009 and 2010 [4].

Utilisation of preventive measurces is also at
low level in Nigeria. A survey on utilisation of
insccticide-treated nets by under-five children in
Nigeria revealed that houschold ownership of any
net was 23.9% and 10.1% for ITNs whilc utilisation
ratc of any net by children under-five was 11.5%
and 1.7% for ITNs [5]. This falls far below the Abuja
target, which is based on the protection of 60.0% of
all pregnant women and children by 2005. In fact,
the nets were not available in large quantitics in the
study arca. As at December 2011 Egbedore LGA
reccived only 2450 [6], this figurc is rather too low
for a whole local government arca with population
of 73,969.

The inappropriate home treatment and
prevention of malaria is currently a major concern
in the trecatment of the discase. hence the need to
imbibe the concept of community-based initiatives
in ameliorating the greatest clmllcngc of malaria
trcatment by health educating or training carcgivers
(blood and surrogate mothers) in recognising malaria
illness and instituting prompt and appropriate home
management|7]. Health workers are loaded with this
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responsibility, however, duc to lack of human and
matcerial resources, health educating or training of
mothers have been mere passing information to
mothers without follow up or supervision. Often,
hcalth education or training alone may not be enough
to cnhance sustenance of community health
consumers’ knowledge and practice of prevention
and management of discascs, nurscs need to support
them through supervision to ensure quality outcome
[8]. Home visit is a form of supervision which is
commonly utilised in implementation of primary
health carc (PHC) services [9]. However, the service
is facing many challenges in Nigeria, onc of such
challenges as identificd by Alenoghena et al is
inadequate funding [9].

In view of this, there is nced for a paradigm
shift that will provide a forum for supportive
supervision within the health centres where the
hecalth carc providers and health care consumers can
be opportunc to meet regularly and jointly identify
and solve problems and challenges rclated to
trcatment and prevention of discasces, so that only
paticnts with very scrious problem will be followed
up to their homes with the few available resources.
Supportive supervision is defined as “range of
mcasurcs to cnsurc that personncl carry out their
activitics cffectively through direct personal contact
on a rcgular basis to guidc, support and assist
designated staff to become morc competent in their
work.”[10] This type of supervision was adapted to
guide, support and assist the health carc consumers
to develop sclf-cfficiency in their self care with a
vicw to promoting good hcalth and preventing
discascs, thus utilisation of two interventions (health
cducation and supportive supervision) in this study
to enhance and sustain mothers’ home management
and prevention of malaria in Egbedore LGA in Osun
state Nigeria

Materials and method

Study site and population

This study was conducted in Egbedore local
government arca, Osun state Nigeria. The local
government arca is located at the North West of the
state [ 1] with population of 73,969, consisting of
37,302 males and 36,667 females [12].The
inhabitants of Egbedore LGA arc predominantly
Yorubas of the Oyo extraction. There were 22
primary health care facilities owned by the LGA and
onc National Primary Health Care Centre in the LGA
as at the period of this study [11]. The target
population for this study were mothers of under-five
children residing in Egbedore LGA in Osun State
South West of Nigeria.
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The research design

The rescarch design was quasi-experimental and it
was conducted in three phases. There were two
experimental groups: Health education and
supportive supervision group (HESSG) and Health
education group (HEG) and one control group. The
first phasc of the study included activitics on
community entry and collection of basclinc data on
the respondents™ knowledge of malaria relating to
causcs, transmission, symptoms, its trcatment and
prevention including practices of home management
and prevention of malaria.

At the sccond phasc, the mothers in health
cducation and supportive supervision group
(HESSG) were cxposed to health cducation
programme and supportive supervision while health
cducation group (HEG) were exposed to health
cducation programmec only. The manual for the
programme consisted of five modules as thus: 1-
causcs, transmission and importance of malaria,
symptoms of uncomplicated and complicated
malaria, 2 - Mecdical trcatment and home
management of malaria, 3- preventive mcasures of
malaria and hcalth promotion, 4- environmental
management for control of malaria and 5- misusc of
drugs. Thercafter, the HESSG had six-month
supportive supcervision in form of monthly personal
interaction mectings by there scarchers and two other
public health nurses who were rescarch assistants.
They collaborated with the mothers to jointly identify
and solve problems and challenges that the mothers
might be experiencing in the process of preventing
and trcating malaria among their under-five children.

The third phasc was cvaluation of the mothers’
knowledge and practices of home management and
prevention of malaria among their under-five children
at onc month, three months and six months post-
intervention. The study was carricd out over a period
of onc year in order to enable the participants to exhibit
appreciable behavioural change.

Sampling procedure and sample size
The sample size for the study was calculated using
the formula® below;

n= _1 x 2x(Z,+Z)xPx(I-P)
- (PI i Pz)2
Where Za = standard normal deviation

corresponding to 2-sided level of significance of 5%
=1.96

Z = standard normal deviation corresponding to
a power of 85% = 1.03
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P, = bascline proportion of under-five children
who slept under any net pre-intervention estimated
using proportion ol under-five children who slept
under mosquito net the night before in the National
Demographic Health Survey (NDHS) 2008which
was 11.9 % (NPC and ICF International 2009). (Any
net data was used to cover all preventive measures
because not all other measures were documented in
previous studics or surveys except insccticide treated
nets (ITNs) which was 5.5% in this same
survey)[13].

*Source of the formula: Kasiuleviéius, V.,
Sapoka, V., and Filipavicitte, R. (20006)
Sample size calculation in cpidemiological
studics Gerontologija 2006; 7(4): 225-231

Outcome of the sample size calculation with
this cpidemiological formula was 279 respondents
per rescarch group. Hence, a total of 837 mothers of
under-five children who fulfilled the inclusion
criteria (i.c. having at lecast an under-five child and
residency in the sclected communitics for the study
for a minimum of onc year) were sclected for the
three rescarch groups (i.c. control, Health education
group and hcalth cducation and supportive
supcervision group).

Stratificd random sampling procedure was used
for sclection of the mothers in seven wards of the LGA.
At the first stage, Egbedore LGA was stratificd into
four geographical arcas; (A), (B), (C) and (D), using
major roads that pass through the LGA; A-West, B -
North-East, C — West and D - South

At the sccond stage, simple randomization was
used to pick and designate three of the strata into
intervention and control groups. The third stage of
the sampling procedure entailed sclection of women
in the communitics. Based on the proportional
sample calculated from the projected population
figurcs of women of reproductive age, the ratios for
sclecting respondents in cach community were; - Ido-
Osun | to 5 and Egbedi - 1 to 3 (HESSG);Ara, Ojo
and Aro -1 to 3 (HEG); Iragberi, Ikotun and Olopc -
| to 3 (CG).Balloting was uscd to pick a mother of
under-five children in a houschold where they were
more than onc. Where there was no mother with
under-five child in a house, the next housc was
visited and subscquent third and fifth house was
calculated from the last one with an under-five child.

Ethical Consideration

Approval was obtained from Ladoke Akintola
University of Technology (LAUTECH) Tcaching
Hospital Osogbo, Osun state cthical committec.
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Permission was also obtained from the chairman of
Egbedore local government arca and the head of the
houschold. Written informed consent was obtained
from the study participants.

Data collection procedure
Two instruments were usced for data collection;
questionnaire and checklist. The questionnaire was
developed in English language, translated into local
language (Yoruba) and back translated and pretested
before use. The questionnaire was also subjected to
congrucnce and test retest reliability tests, the
cocfficient of stability (r) was 0.937 and p- 0.000
and the comparison of the Yoruba and English tests
mcasured the cocfficient of equivalence (r) as 0.914
with its p -0.000. The rcliability test in comparison
of the two Yoruba versions gave (r) as 0.971 and p -
0.000. It consisted of 46 questions grouped into nine
scetions; scction A: name of ncarest health facility
in the community; scction B: demographic
characteristics of the mother and the houschold:
scction C: knowledge of causcs, transmission and
symptoms of malaria; scction D: knowledge of home
management of malaria; scction E: knowledge of
malaria preventive measurces; scction F: knowledge
of complications of malaria: scction G:practices of
home management of malaria; scction H:practices
of malaria preventive measures scction I: outcome
of malaria management expericnces

The checklist was used to asscss the
structurc of home environment of the respondents
to determinc their suitability for prevention of
malaria. It consisted of 11 questions and statcments
that were filled by rescarch assistants on rcaching
the respondents’ houscholds.  The respondents’
scores for levels of knowledge and practices were
converted to per cent, mean scores and standard
deviation were also calculated for further analysis.

Results

The target number of 837 mothers of under-five
children at 279 per group participated at first phase.
Two hundred and cighty one (281) mothers in
intervention group onc (HESSG) and 269 mothers
in intervention group two (HEG) attended the health
cducation programme. Two hundred and fifty-nine
(259) respondents in HESSG, 256 in HEG and 236
in the control group completed the study.

Table 1 shows the demographic

characteristics of the respondents. The mean age ol

the mothers in the HESSG was 31.2 and the standard
deviation was 7.0. In HEG, the mothers® mean age
was 32.2 with standard deviation of 10. The mothers’
mean age in the control group was 32.4 and the
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standard deviation was 9.6. The mean size of the
family of majority of the houscholds in all the
rescarch groups ranged from 5.2 to 5.7 and the
standard deviation was between 2.0 and 2.6. Most
mothers (between 59.5 per cent and 68.1 per cent)
in all the rescarch groups had onc under-five child.

Calculation of knowledge and practice scores

All the multiple responses were given *yes™ and “no”
options and the correct options were allocated one
(1) cach whilc thc wrong oncs was zcro (0). The
minimum mark obtainablc for all typces of knowledge
and practice is zcro (0) while the maximum marks
obtainable (MMO) for cach type of knowledge and
practicc assesscd arc:

Knowledge of causcs, transmission and symptoms
(knowlcdge onc) - MMO = 39

Knowledge of home management (knowledge two)
-MMO =36

Knowledge of preventive mcasures (knowledge
threc) - MMO = 11

Total knowledge scores = 86

Practicc of home management (practice onc) - MMO
=38

Practice of preventive measures (practice two) —
MMO =20

Total practice scores = 58

The respondents’ scores were converted to per cent,
mcan scorcs and standard deviation were also
calculated for further analysis.

Knowledge of causes, transmission and symptoms
of malaria, home management and prevention of
malaria

At the three phascs of post-intervention, there were
improvements in the levels of knowledge of causcs,
transmission and symptoms of malaria, home
management and prevention of malaria among the
two intervention groups. The mean of total
knowledge scores for HESSG significantly (p=
0.000) increased from40.15+6.45 at pre-intervention
to 73.3245.15, 73.65+5.84 and 74.13+5.81 at post-
intervention one, post-intervention two and post-

intervention three respectively. For HEG the mean of
total knowledge score significantly (2= 0.000) increased

from 37.90+5.03 at ﬁrc-imcrvcnlion 10 66.90£6.30,

74.65+4.78 and 71.04+6.75 at post-intervention on,

post-intervention two and post-intervention three

respectively. There was no significant difference in total

knowledge’s mean score within CG at post-intervention

phases (p= 0.895 p=0.951, p= 0.848). Details are found

in Table 2.
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Table 1: Demographic characteristics of the familics of the respondents

Variable

HESSG

(n=279)

HEG

(n=279)

Control

(n=279)

Age (vears)

15-24 38 (13.6%)
25-34 153 (54.9%)
35-44 78 (27.9%)
45-54 7 (2.5%)

55 and above 3 (1.1%)
Mcan 31.2

Standard deviation 7.0

Educational status

No formal schooling
Primary school

Junior sccondary sch. 1-3
Scnior sccondary sch. 1-3

18 (6.5%)
64 (22.8%)
25 (9.0%)
127 (45.5%)

Mechnical sch./ Grade 2

Post-sccondary school 45 (16.2%)
Marital status

Marricd 264 (94.6%)
Single parent 15 (5.4%)
Headship of the Houschold

Respondent 24 (8.6%)
Husband 255 (91.4%)
Family structure

Nuclcar 226 (81.0%)
Extended 53 (19.0%)
Household characteristic

Monogamous 224 (80.3%)
Polygamous 40 ( 14.3%)
Single parent 15 (5.4%)
Household size

3-6 216 (77.4%)
7 and above 63 (22.6%)
Mcan 52

Standard deviation

No of under-five children per mother

2.0

Onc 166 (59.5%)
Two 101 (36.2%)
Three 12 (4.3%)

46 (16.5%)
128 (45.5%)
78 (27.9%)
12 (4.3%)
15 (5.7)
32.2

10

52 (18.6%)
101 (36.2%)
48 (17.2%)
64 (22.9%)

14 (5.0%)

258 (92.5%)
21 (7.5%)

35 (12.5%)
244 (87.5%)

187 (67.0%)
92 (33.0%)

192 (68.8%)
66 (23.7%)
21 (7.5%)

217 (77.7%)
62 (22.3%)
s
23

178 (63.8%)
84 (30.1%)

17 (6.1%)

40 14.3%)
140 (50.2%)
68 (24.4%)
20 (7.2%)
11 (3.9%)
32.4

9.6

75 (26.9%)
87 (31.2%)
28 (10.0%)
76 (27.2%)

13 (13%)

254 (91.0%)
25(9.0%)

29 (10.4%)
250 (89.6%)

204 (73.1%)
75 (26.9%)

180 (64.5%)
74 (26.5%)
25 (9.0%)

194 (69.5%)
85 (30.6%)
5.7

2.6

190 (68.1%)
75 (26.9%)

14 (5.0%)

Practice of home management and prevention of

malaria

Home management of malaria by the respondents
included what they did to reduce fever and treat
malaria whenever their children had malaria fever,
cight different actions (i.c. Exposc the child and fan
him/her; bath the child with lukewarm or tepid water;
give the child enough fNuid; give the child medicines
1o treat malaria; give herbal preparations (agbo); take
the child to health facility immediately; take the child
to pharmacy/patent medicine store and take the child
to traditional healer) were listed from which they

were expected to choose. The respondents were also
cxpected to mention the medicine used for treatment
of malaria and describe administration of such
medicines.

Practice of prevention of malaria were actions
respondents usually take to protect their children
from mosquito bites. They were expected to indicate
which of the 10 listed preventive methods (i. ¢. Use
of window and door ncts; protecting oncsclf by
wearing long sleeved clothes and full trousers:
applying inscct repellant creams; spraying the house
with insccticide acrosol; using Long Lasting
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Table 2: Mcan and standard deviation of total knowledge and practice scores of the respondents

Variables

Intervention One (HESSG)* Intervention Two (HEG) Control

Pl Pre-intervention
Mcan STD. Deviation Mcan STD. Deviation  Mcan  STD. Deviation

Total 40.15 6.45 37.90 5.03 38.27 4.38
Knowledge
Total 20.94 6.60 18.10 4.73 18.58 4.18
Practice
P2 Post-intervention at onc month
Total 73.32 5.15 66.90 6.30 45.82 7.65
Knowledge
Total 39.80 5.56 36.98 4.11 25.15 5.57
Practice
P3 Post-intervention at three months
Total 73.65 5.84 74.65 4.78 45.87 7.66
Knowledge
Total 40.53 6.40 40.72 6.08 25.21 5.60
Practice
P4 Post-intervention at six months
Total 74.13 5.81 71.04 6.75 45.85 71.55
Knowledge
Total Practice 40.84 5.05 38.91 5.61 25.12 5.60

Insccticidal Nets (LLINs) / Insccticide Treated Nets
(ITNs) cvery day: destroying the breeding sites of
mosquitocs around the house; throwing away
containers, broken pots, unuscd tyrcs where
water collect and mosquitoes breed; cutting
grasses around the housc and community:;
covering containers uscd to storc watcer as well
as filling up potholes and pools of water that
do not flow) they used for their children and
indicate how often they uscd it/them.

The study revealed that the majority of
the respondents in HESSG and HEG fell in the
catcgory of good practices of home
managcement and prevention of malaria
throughout the post-intervention periods. At
prec-intervention, the mean of total practice
scorc of HESSG was 20.94+6.60, it incrcascd
to 39.80£5.56 at post-intervention once,
4(0.53+£6.40 at post-intervention two, and
40.84+5.05 at post-intervention three. The HEG
had 18.10+4.73 at pre-intervention, which
increased to 36.98+4.11 at post-intervention
onc, 40.72+6.08 at post-intervention two and
38.91+£5.61 at post-intervention three. The
difference in total practice scores of control
group was not significant at post-intervention
phases (post-intervention one = 25,15+5.57,
post-intervention two = 25.21+5.60 and post-

intervention three = 25.12+5.60). Table 2
presents details of the results.
Factors associated with practice of home
management and prevention of malaria
Onc of the objectives of the study was to identify
factors that wecrc associated with home
management and prevention of malaria among
mothers of under-five children. Multinomial logit
modecl was uscd to dctermine the relationship
between the demographic data of the respondents
and their practice of correct home management
and prevention of malaria. The categorics of scores
for practice of home management and prevention
of malaria were entered into multinomial logit
cquation as the dependent variables while the
demographic data were entered as the independent
variables. Cross tabulation analysis was also
carried out to determine the association between
the environmental variables on the checklist and
their practices of correct home management and
prevention of malaria. The categories of scores
for practice of home management of malaria and
prevention of malaria were entered into columns
of the cross tabulation as the dependent variables.
While the environmental variables were entered
into the rows as independent variablcs.

The results revealed that practice of correct
home management of malaria was significantly but
ncgatively influenced by the head of houschold
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Table 3: Independent sample t-test of difference between the Health Education and Supportive Supervision Group
(HESSG) and Health Education Group (HEG) in the practice of home management and prevention of malaria

Phascs of the study Variable Mcan Mcan Standard t-valuc  p-value
diflerence deviation
[Home management of malaria
Post- Practice of HESSG 3.58 HESSG- 8.1 .000*
intervention home -16.7 5.9
onc management HEG- HEG- 4.0
of malaria 13.1
.Posl- . Practice of HESSG -1.90 HESSG -0.307 .759
intervention home =15.1 3.
two management HEG HEG- 2.7
of malaria -15.2
Post- Practicc of HESSG -1.90 HESSG- 0.176 .861
intervention home -16.2 4.6
three management HEG- HEG- 2.7
of malaria 16.3
Prevention of malaria
Post- Practicc of HESSG- 2.5 HESSG- 13.6 .000*
intervention prevention of 14.2 29
onc malaria HEG- HEG- 3.0
10.7 .
Post- Practice of HESSG- 0.3 HESSG- 1.0 .305
intervention prevention of 13.0 2.8
two malaria HEG - HEG- 3.2
12.7
Post- Practice of HESSG 0.7 HESSG- 3.2 .001*
intervention prevention -13.5 24
three of malaria HEG- HEG- 2.7
12.8

*The mean difference was significant at the 0.05 level.

(1=-2.779; p = 0.005) and family structure (/ = -
6.184; p = 0.000). This implics that practicc of
correct home management of malaria was poor
in houscholds hcaded by the respondents and
extended families. Similarly, the findings of the
study showed that family structurc significantly
influecnced the respondents’ practice of
prevention in ncgative dircction at both first
level (movement from poor practice to fair
practice (1 = - 4.583; p = 0.000) and sccond
level (movement from fair practice to good
practice (1 = - 3.975; p = 0.001) of probability.
Implication of the finding is that cxtended
families practiced prevention of malaria poorly
while the practice was good in nuclcar familics.
The respondents’ educational status (1 = 0.389;
p = 0.000) significantly influenced their
practicc of prevention positively at second level
of probability i. ¢. those who possessed higher
qualification practiced prevention of malaria
better than those with lower qualification.

In considcration of the cnvironmental
variables, the findings of the study revealed that
majority (88.1%) of the respondents who lived
in face-to-face houses had good practice of
home management of malaria. The respondents’
(74.3%) whosc houscs were plastered, thosc
(92.3%) whosc floors of houses were plastered,
81.7% of thosc whosc ccilings of the houscs
were covered with asbestos and 93.1% of those
whose surroundings were not bushy had good
practicc of home management of malaria. The
results also revealed that the practice of
prevention ol malaria among all respondents
was associated with type of housc as majority
(87.7%) of the respondents living in face-to-
facc houscs had good practice of prevention of
malaria. Similarly, the highest number of
respondents whose walls of the houses were
plastered (73.8%), floors of the houses were
plastered (91.9%) and cciling covered with
asbestos (84.8%) had good practice of
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prevention of malaria. All these are cvidences
of economic status of the respondents
Comparison of the effects of health education with that
of health education and supportive supervision on home
management and prevention of malaria among mothers
of under-five children post-intervention

The findings of this study as presented in Table 3
revealed significant difference (¢ = 8.1 p = .000)
between the HESSG and HEG in home management
of malaria at post-intcrvention onc but difference was
not significant at post-interventions two and three
phascs respectively (1= -0.307; p =759) (¢ = -0.176;
p = .861). Indcpendent t-tests revealed significant
differences in practice of prevention of malaria
between the HESSG and HEG at post-interventions
onc (¢ = 13.6; p=.000) and threce (¢ = 3.2; p =.001)
but the diffcrence was not significant at post-
intervention two. This implics that the significant
difference in home management of malaria was
strongly noted during the first month of the
supportive supervision, while the significant
difterence in prevention was strongly noted during
first and sixth month of the supportive supervision
when the mothers were given free long lasting
insccticidal nets frecly by the state government.

Discussion

At bascline of this study, the majority of the
respondents had low level of knowledge of causcs,
transmission and symptoms of malaria as well as
home management of malaria and poor knowledge
of prevention of malaria. Sequcl to intervention, there
were improvements in the level of knowledge among
the two intervention groups as they all had good
knowledge of causcs, transmission and symptoms
of malaria, home management and prevention of
malaria. This is consistent with similar studics [14-
17] where respondents’ level of knowledge of
malaria significantly incrcased post-cducational
intervention.  The higher levels of knowledge of the
intervention groups over that of the control groups
shows that mothers of under-five children were well
disposcd to health education to assist them in
improving their level of knowledge on home
management and prevention of malaria. This finding
agrees with what obtained in many previous similar
studics [106, 18].

The improvements in knowledge post-
intervention appreciably translated 1o better practice
of home management of malaria and this relationship
was significant. The findings reflected significant
relationship between levels of knowledge of causes,
symptoms and transmission of malaria and correct

home management of malaria among the
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respondents’ post-intervention. This could be
cxplained by the fact that correct knowledge of the
causcs, symptoms and transmission of malaria has

been reported 1o influence one’s ability to institute

appropriate action in treating malaria at the onset of
the signs and symptoms |15, 19] The findings arc
also consistent with previous studics in sub-Sahara
Africa [15-18.20] where health education and
training had positive impact on mothers and other
carcgivers’ home management of malaria.

The improved preventive practice of majority of
respondents at post-intervention was likely to have
been boosted by distribution of two long lasting
insccticidal net (LLINs) per woman in the State at
the sixth month of the intervention by the government
of the Statc of Osun and the Federal Ministry of
Health. This finding is consistent with similar studics
[16, 21] where it was found that the strongest
predictors of insccticide treated nets (ITNs) usc were
age less than five ycars and incrcasing number of
ITNs in a houschold.

The incrcase in knowledge scores of the
control group at post-intervention at onc month could
be the cffect of different media jingles on malaria
prevention and control that all the communitics had
experienced as well as the influence of improved
communication technology (usc of cell phones) on
the respondents. This was a very prominent limitation
beyond the rescarcher’s control. Howcever, the
control group could not maintain the incrcase at post-
intervention at three and six months becausc there
was no significant increasc in the knowledge and
practicc scores of the group. Similar finding was
reported in Bhutan [16] where the number of
respondents in control group who knew that their
houscs should not be plastercd or whitewashed for
at least six months after indoor residual spraying to
retain chemical effectiveness increased from 1.5%
at pre-intervention to 9.8% at post-intervention.

The finding of this study at post-intervention
at onc month revealed significant difference in the
practices of home management of malaria between
the health education and supportive supervision
group (HESSG) and the health cducation only
(HEG). This agrees with the finding of a study in
Uganda [22] where there was an improvement in
malaria diagnosis and fever case management, using

rapid diagnostic test (RDTs) at primary health care

(PHC) facilitics, following supportive supervision

they rendered to the study subjects. However, at post-

intervention phasces two and three, the differences
in levels of practices found in the HESSG and HEG
was not significant. This finding could be explained
by the fact that the attendance of the participants at
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the monthly supportive supervision mectings was not
good cnough, not up to 50.0% of the mothers who
participated in the health education awareness
programme attended the supportive mectings
throughout the period of the supervision. This fair
attendance by the mothers might be because the
intervention is new and most mothers have not scen
it as a forum for group therapy where their health
challenges and problems could be resolved. The
finding has significant implications for community
health nurses as primary health care providers who
should be making usc of this model to sustain health
promotion practices. Community health nurses need
to be adequately trained on utilisation of supportive
supervision among community health consumers
now that there are dwindling human resources and
logistic support for traditional home visit for
sustainability of the health education strategy.

Majority of the respondents in the three
rescarch groups were married while few were cither
widows or single parcents. Even though, marital status
did not have dircct significant association with good
practice of home management and prevention of
malaria, the findings rcvealed that female-hcaded
houscholds practiced home management and
prevention of malaria poorly. The nuclear familics
were found to have practiced home management and
prevention of malaria better than their counterparts
from cxtended familics. Probably their moderate
family sizes made them to cnjoy better socio-
cconomic status that translated to better health status
as it was stated in NDHS 2013 report that houschold
composition usually determine the family’s health
status and well-being [23] Similarly, this finding
might be explained by the fact that the role of head
of houschold is the responsibility of men who arc
expected to provide financial support for the entirc
houschold members. Where women are playing this
role, not all the responsibilitics attached to the role
will be fully achieved. Anyanwu commented that
female-headed houscholds have been observed in
many recent studics to be poorer than malc-hecaded
houscholds [24]. This might have been the reason
for the poor practice of home management of malaria
among the female-headed houscholds in this study
because they did not have opportunity of cnjoying
double income carnings. Obrist, Mayumana and
Kessy quoting Hausmann ef al. mentioned that
female heads of houscholds in Ifakara were at the
risk of delaying treatment for their children duce to
inadequate resources [25].

Mothers’ level of education was found to have
influenced the practice of prevention of malaria,
mothers with post-sccondary school education had
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good practice of prevention of malaria. People with
higher level of education have tendency to build on
the existing knowledge and be able to read and
understand any rcading materials on their
phenomenon of interest. Copies of the health
cducation manual and handbills on malaria control
were distributed to the mothers at the end of the
programme; this must have enhanced their
understanding and practice. This finding is consistent
with the finding of a study in Kenya|26]where there
was significant low ITN ownership in houscholds
with non-cducated parents or guardians and
significant higher percentage of ITN ownership in
houscholds where at Icast a member had primary or
sccondary cducation. The low level of education
must have had cffcet on the respondents’ cconomic
status as cducation has been documented to increasc
the stock of human capital with subscquent increasc
in labour productivity and wages [24]. The poor
socio-economic related factors that were associated
with poor practice of home management and
prevention of malaria as well as financial constraint
that was gencrally recorded during supportive
supervision mectings could be associated with this
low level of cducation.

The extended familics in this study had poor
practicc of home management of malaria. The
implication of this finding is that the morc expanded
the family. the lesser the ability of the mother in
managing malaria at home correctly. The rcason for
this might also be attributed to inadequate resources
for provision of adcquate care that is usually found
in expanded familics. This finding corroborates a
study in Kenya [27] where there was association
between large houschold sizes and increascd
probability of being poor, which the author stated might
be because of large demands by larger houscholds.
However, the finding was in contrast to the finding in
Egypt [28] where it was found that women living with
extended familics were likely to utilise antenatal clinics
more than women in nuclcar family.

The respondents who had good practice of
correct home management of malaria were those who
were living in flat and face-to-face houscs, whose
houses were plastered, whosc house floors were
plastered and were roofed with asbestos and
cnvironments were not bushy. All these environmental
factors are cvidences of better socio-cconomic status
that usually cnhances good standard of living and
compliance with health promotion actions.

Conclusion
This study has demonstrated that improved malaria
cducation is beneficial to the recipients; the health
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cducation with supportive supervision significantly
improved mothers of under-fives” knowledge and
practice of home management and prevention of
malaria in Egbedore LGA. Thercfore, nurses should
utilise these interventions to enhance and sustain
mothers™ malaria home management skills.

This study has been able to corroborate the
existing fact that most of the barriers militating
against cfTective treatment and prevention stem from
poverty and lack of education. Therclore, it is
imperative on the government to intensify cfforts in
improving cconomic cmpowerment, particularly
among women, thus cradicating poverty.

Recommendations

In view of the findings of this study, community
hcalth workers should cnsurc transmission of
appropriate information on health promotion
practices through adoption of multidisciplinary
approach in planning, implementing and cvaluating
health promotion programmes for the communitics.
Utilization of supportive supcrvision among health
carc consumers for sustainability of health education
programme should be embraced by the community
health workers. Further rescarch studics should also
bc donc on these interventions.
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