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Abstract 
Background: Malaria contributes significantly to 
undcr-fivc mortality in Nigeria. Home management 
and prevention of malaria arc key interventions for 
its control. However, e f f e c t i v e n e s s of these 
interventions require mothers' adequate knowledge 
and appropriate skills. The 2011 Disease surveillance 
and notification report of Osun state showed that the 
undcr-fivc malaria burden in Egbcdorc Local 
Government Area (LGA) was more than one third of 
the total in the state for all age groups in 2008, 2009 
and 2010. This study assessed effects of nursc-lcd health 
education and supportive supervision on knowledge and 
practice of home management and prevention of malaria 
by mothers of undcr-fivcs in the LGA. 
Materials and method: The study utilised quasi-
experimental design. Stratified sampling technique 
was used to sclcct 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 Educat ion and Support ive 
Supervision Group (HESSG). The study instruments 
were observation chcckl i s t and s t ruc tured 
questionnaire. Data collcction was at pre- (P1) and post-
interventions at one month (P2), three months (P3) and 
six months (P4). Data were analysed using descriptive 
statistics, Chi square test and ANOVAat p = 0.05. 
Results: There were significant improvements in 
overall knowledge scorcs of the intervention groups 
at post- intervention. T h e s e improvements 
appreciably translated to better practice of home 
management and prevention of malaria and this 
relationship was significant.The home environment, 
headship of family and family structure significantly 
inllucnccd home management and prevention of 
malaria. 
Conclusion: Nursc- lcd health educat ion and 
supportive supervision improved knowledge and 
practice of home management and prevention of 
malaria in Egbcdorc LGA. These approaches are 
therefore rccommcndcd. 
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Resume 
Contexte: Lc paludismc contribuc significativcmcnt 
a la mortalitc des moins dc cinq ans au Nigeria. La 
gestion ct prevention a domicile du paludismc sont 
des interventions clcs pour son controlc. Ccpcndant, 
Pcff icaci tc dc ccs interventions ncccssitc des 
connaissanccs adequates ct des competences 
appropriccs des meres. Lc rapport dc survcillancc ct 
dc notification des maladies, 2011, dc Pctat dc Osun 
a montrc que lc fardcau du paludismc des moins de 
cinq ans dans la communautc d'Egbcdorc eta it plus 
d'un tiers du total dc Petal pour tous les groupes 
d'agc en 2008, 2009 ct 2010. Ccttc etude A cvaluc 
les cffcts dc Peducation sur la santc dirigce par les 
infirmicrcs ct la supervision dc souticn sur la 
connaissancc ct la pratique dc la gestion ct prevention 
a domicile du paludismc par les meres des moins dc 
cinq ans dans la communautc. 
Materiaux et methode: L'etude a utilise un modclc 
quasi-experimental. La technique d'cchantillonnagc 
stratific a etc utiliscc pour selcctionncr 837 meres 
dc moins dc cinq ans dans sept quarticrs sur dix dc 
la commune. Les meres ont ctc rcpartics au hasard 
dans un Groupc tcmoin (CG) ct deux groupes 
d'intervention: Groupc d'Education Sanitairc (GES) 
ct Groupc d'Education Sanitairc ct dc Supervision 
dc Souticn (GESSS). Les instruments d'ctudcctaicnt 
unc listc dc controlc d 'observa t ion ct un 
questionnaire structure. La collcctc des donnccs a 
etc cffcctuccau pre (PI) ct aprcs les interventions a 
un mois (P2), trois mois (P3) ct six mois (P4). Les 
donnccs ont etc analysccs a Paidc dc statistiqucs 
dcscriptivcs, du test du Chi-carrc ct dc PANOVA a 
p = 0,05. 
Resuttats: II y a cu des ameliorations significativcs 
dans les notes globalcs dc connaissanccs des groupes 
d'intervention lors de la post-intervention. Ccs 
ameliorations sc sont traduitcs scnsiblcmcnt par unc 
meillcurc pratique de la gestion a domicile ct dc la 
p r e v e n t i o n d u p a l u d i s m c ct c c t t c r e l a t i o n c t a i t 
significative. L'cnvironncmcnt familial, lc leadership 
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familial ct la structure familialcont considcrablcmcnt 
influence la gestion ct prevention a domicile du 
paludismc. 
Conclusion: L'education a la santc et la supervision 
dc la santc menccs par les infirmiercs ont pcrmis 
d'amcliorcr la connaissancc ct la pratique dc la 
gestion et prevention a domicile du paludismc dans 
la communau ted'Egbcdorc. Ces approclies sont done 
rccominandccs. 

Mots-clcs: Education a la santc dirigee par les 
infirmiercs, supervision dc soutien menec par les 
infirmiercs, Moins dc cinq ans, Gestion a domicile 
du paludismc. Prevention du paludismc. 

Introduction 
In malaria cndcmic 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 carc givers, but this kind of 
treatment may not be cflcctivc because the caregivers 
lack appropriate knowledge of malaria treatment [ 1, 
2]. Ineffective intervention usual ly resu l t s in 
deterioration of initial uncomplicated to complicated 
malaria, characterised by high fatality rates among 
under-five children [ 1 -3]. For instance, the 2011 Disease 
survcillancc and notification report of Osun state 
showed that the undcr-fivc malaria burden in Egbcdorc 
Local Government Area (LGA) of Osun state Nigeria 
was more than one third of the total in the state for all 
age groups in 2008, 2009 and 2010 [4]. 

Utilisation of preventive measures is also at 
low level in Nigeria. A survey on utilisation of 
insccticidc-trcatcd nets by undcr-fivc children in 
Nigeria revealed that household ownership of any 
net was 23.9% and 10.1% for ITNs while utilisation 
rate of any net by children under-live 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 quantities in the 
study area. As at December 2011 Egbcdorc LGA 
rcccivcd only 2450 [6], this figure is rather too low 
for a whole local government area with population 
of 73,969. 

The inappropriate home t rea tment and 
prevention of malaria is currently a major conccrn 
in the treatment of the disease, hence the need to 
imbibe the concept of community-based initiatives 
in ameliorating the greatest challenge of malar ia 
treatment by health educating or training caregivers 
(blood and surrogate mothers) in recognising malaria 
illness and instituting prompt and appropriate home 
management!71. Health workers are loaded with this 

responsibility, 'however, due to lack of human and 
material resources, health educating or training of 
mothers have been mere passing information to 
mothers without follow up or supervision. Often, 
health education or training alone may not be enough 
to e n h a n c e s u s t e n a n c e of community health 
consumers ' knowledge and practice of prevention 
and management of diseases, nurses need to support 
them through supervision to ensure quality outcomc 
[8], Home visit is a form of supervision which is 
commonly utilised in implementation of primary 
health carc (PHC) services [9]. However, thcscrvicc 
is facing many challenges in Nigeria, one of such 
cha l lenges as identified by Alcnoghena ct al is 
inadequate funding [9]. 

In view of this, there is need for a paradigm 
sh i f t that will p rov ide a forum for supportive 
superv i s ion within the health ccnlrcs where the 
health carc providers and health carc consumers can 
be opportune to meet regularly and jointly identify 
a n d so lve p r o b l e m s and chal lenges related to 
treatment and prevention of diseases, so that only 
patients with very serious problem will be followed 
up to their homes with the few available resources. 
S u p p o r t i v e supervis ion is defined as "range of 
measures to ensure that personnel carry out their 
activities effectively through direct personal contact 
on a regular bas is to guide, support and assist 
designated staff to become more competent in their 
work."[ 10] This type of supervision was adapted to 
guide, support and assist the health carc consumers 
to develop sclf-cfficicncy in their self carc with a 
v iew to p r o m o t i n g good health and preventing 
diseases, thus utilisation of two interventions (health 
education and supportive supervision) in this study 
to cnhancc and sustain mothers' home management 
and prevention of malaria in Egbcdorc LGA in Osun 
state Nigeria 

Materials and method 
Study site and population 
T h i s s t u d y w a s conduc ted in Egbcdorc local 
government area , Osun state Nigeria. The local 
government area is located at the North West of the 
state 111) with population of 73,969, consisting of 
3 7 , 3 0 2 m a l e s and 36 ,667 females 112).The 
inhabi tants of Egbcdorc LGA are predominantly 
Y o r u b a s of the Oyo extraction. There were 22 
pr imary health care facilities owned by the LGA and 
one National Primary Health Care Centre in the LGA 
a s at the period of this study | l l ) . The target 
population for this study were mothers of under-five 
children residing in Egbcdorc LGA in Osun State 
South West of Nigeria. 
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The research design 
The research design was quasi-experimental and it 
was conducted in three phases. There were two 
experimental groups: Health educa t ion and 
supportive supervision group (HESSG) and Health 
education group (MEG) and one control group. The 
first phase of the study included activit ies on 
community entry and collection of baseline data on 
the respondents' knowledge of malaria relating to 
causes, transmission, symptoms, its treatment and 
prevention including practices of home management 
and prevention of malaria. 

At the second phase, the mothers in health 
education and suppor t ive supe rv i s ion g roup 
(HESSG) were exposed to heal th educa t ion 
programme and supportive supervision while health 
education group (MEG) were exposed to health 
education programme 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 - Medical t r ea tmen t and home 
management of malaria, 3- preventive measures of 
malaria and health promotion, 4- environmental 
management for control of malaria and 5- misuse of 
drugs. Thereafter, the H E S S G had six-month 
supportive supervision in form of monthly personal 
interaction meetings by there searchers and two other 
public health nurses who were research 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 treating malaria among their undcr-fivc children. 

The third phase was evaluation of the mothers' 
knowledge and practices of home management and 
prevention of malaria among their undcr-fivc children 
at one month, three months and six months post-
intervention. The study was carried out over a period 
of one 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 = _ ! _ x 2 x ( Z , + Z p ) 2 x P x ( l - P ) 

M (P, - P2)2 

Where Zu = s tandard normal deviat ion 
corresponding to 2-sidcd level of significance ol 5% 
= I .% 

Z\) = standard normal deviation corresponding to 
a power of 85% = 1.03 

P, ~ baseline proportion of undcr-fivc children 
who slept under any net prc-intervention estimated 
using proportion of undcr-fivc children who slept 
under mosquito net the night before in the National 
Demographic Health Survey (NDHS) 2008vvhich 
was 11.9 % (NPC and ICE International 2009). (Any 
net data was used to cover all preventive measures 
because not all other measures were documented in 
previous studies or surveys except insecticide treated 
nets ( ITNs) which was 5.5% in this same 
survcy)[ 13]. 

"Source of the formula: Kasiulcvi£ius, V., 
Sapoka, V., and Filipaviciute, R. (2006) 
Sample size calculation in epidemiological 
studies Gerontologija 2006; 7(4): 225-231 

Outcome of the sample size calculation with 
this epidemiological formula was 279 respondents 
per research group. Hence, a total of 837 mothers of 
undcr-fivc children who fulfilled the inclusion 
criteria (i.e. having at least an undcr-fivc child and 
residency in the sclcctcd communities for the study 
for a minimum of one year) were sclcctcd for the 
three rcscarch groups (i.e. control, Health education 
group and health education and suppor t ive 
supervision group). 

Stratified random sampling procedure was used 
for selection of the mothers in seven wards of the LGA. 
At the first stage, Egbcdorc LGA was stratified into 
four geographical areas; (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 second 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 selection of women 
in the communities. Based on the proportional 
sample calculatcd from the projcctcd population 
figures of women of reproductive age, the ratios for 
selecting respondents in each community were; - Ido-
Osun 1 to 5 and Egbcdi - 1 to 3 (HESSG);Ara, Ojo 
and Aro -1 to 3 (HEG); Iragbcri, Ikotun and Olopc -
1 to 3 (CG).Balloting was used to pick a mother of 
undcr-fivc children in a household where they were 
more than one. Where there was no mother with 
undcr-fivc child in a house, the next house was 
visited and subsequent third and fifth house was 
calculated from the last one with an undcr-fivc child. 

Ethical Considcra Hon 
Approval was obtained from Ladokc Akintola 
University of Technology (LAUTECII) Teaching 
Hospital Osogbo. Osun state ethical committee. 
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Permission was also obtained from the chairman of 
Egbcdorc local government area and the head of the 
household. Written informed consent was obtained 
from the study participants. 

Data collec tion procedure 
Two instruments were used 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 
congrucncc and test rctcst reliability tests, the 
coefficient of stability (r) was 0.937 and p~ 0.000 
and the comparison of the Yoruba and English tests 
measured the cocfficicnt of equivalence (r) as 0.914 
with its p -0.000. The reliability 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 
sections; scction A: name of nearest health facility 
in the community; scction B: demographic 
characteristics of the mother and the household; 
section C: knowledge of causes, transmission and 
symptoms of malaria; scction D: knowledge of home 
management of malaria; scction E: knowledge of 
malaria preventive measures; scction F: knowledge 
of complications of malaria; scction G:practiccs of 
home management of malaria; scction H.practiccs 
of malaria preventive measures scction I: outcome 
of malaria management experiences 

The chccklist was used to assess the 
structure of home environment of the respondents 
to determine their suitability for prevention of 
malaria. It consisted of 11 questions and statements 
that were filled by research assistants on reaching 
the respondents' households. 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 undcr-fivc 
children at 279 per group participated at first phase. 
Two hundred and eighty one (281) mothers in 
intervention group one (HESSG) and 269 mothers 
in intervention group two (IIEG) attended the health 
education programme. Two hundred and fifty-nine 
(259) respondents in IIESSG, 256 in IIEG and 236 
in the control group completed the study. 

Table 1 shows the d e m o g r a p h i c 
characteristics of the respondents. The mean age of 
the mothers in the HESSG was 31.2 and the standard 
deviation was 7.0. In IIEG, 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 

standard deviation was 9.6. The mean size of the 
family of majority of the households in all the 
research 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 research groups had one undcr-fivc child. 

Calculation of knowledge and practice scores 
All the multiple responses were given "yes" and "no" 
options and the corrcct options were allocated one 
(1) each while the wrong ones was zero (0). The 
minimum mark obtainable for all types of knowledge 
and practicc is zero (0) while the maximum marks 
obtainable (MMO) for each type of knowledge and 
practicc assessed arc: 
Knowledge of causcs, transmission and symptoms 
(knowledge one) - MMO = 39 
Knowledge of home management (knowledge two) 
- M M O = 36 
Knowledge of preventive measures (knowledge 
three) - MMO = 11 
Total knowledge scores = 86 
Practicc of home management (practicc one) - MMO 
= 38 
Practicc of preventive measures (practice two) -
MMO = 20 
Total practicc scores = 58 
The respondents' scorcs were converted to per ccnt, 
mean scorcs and standard deviation were also 
calculatcd for further analysis. 

Knowledge of causes, transmission and symptoms 
oj malaria, home management and prevention of 
malaria 
At the three phases of post-intervention, there were 
improvements in the levels of knowledge of causes, 
t ransmission and symptoms of malaria, home 
management and prevention of malaria among the 
two intervent ion groups . The mean of total 
knowledge scorcs for HESSG significantly {])= 
0.000) increased from 40.15±6.45 at pre-intcr vent ion 
to 73.32±5.I5, 73.65±5.84 and 74.13^5.81 at post-
intervention one, post-intervention two and post-
intervention three respectively. For MEG, the mean of 
total knowledge score significantly (/>= 0.000) increased 
from 37.90i-5.03 at prc-intcrvcntion to 66.90±6.30, 
74.65i4.78 and 7I.04±6.75 at post-intervention one, 
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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Variable 1IESSG MEG Control 

(n = 279) (n = 279) (n = 279) 

Age (years) 
15-24 38 (13.6%) 46 (16.5%) 40 14.3%) 
25 - 34 153 (54.9%) 128 (45.5%) 140(50.2%) 
35 - 44 78 (27.9%) 78 (27.9%) 68 (24.4%) 
45-54 7 (2.5%) 12 (4.3%) 20 (7.2%) 
55 and above 3 (1.1%) 15 (5.7) 11 (3.9%) 
Mean 31.2 32.2 32.4 
Standard deviation 7.0 10 9.6 
Educational status 
No formal schooling 18 (6.5%) 52 (18.6%) 75 (26.9%) 
Primary school 64 (22.8%) 101 (36.2%) 87(31.2%) 
Junior secondary sell. 1-3 25 (9.0%) 48 (17.2%) 28(10.0%) 
Senior secondary sell. 1 -3 127 (45.5%) 64 (22.9%) 76 (27.2%) 
-Technical sch./ Grade 2 
Post-secondary school 45 (16.2%) 14 (5.0%) 13(13%) 
Marital status 
Married 264 (94.6%) 258 (92.5%) 254 (91.0%) 
Single parent 15 (5.4%) 21 (7.5%) 25 (9.0%) 
Headship of the Household 
Respondent 24 (8.6%) 35 (12.5%) 29(10.4%) 
Husband 255(91.4%)) 244 (87.5%) 250 (89.6%) 
Family structure 
Nuclcar 226(81.0%) 187 (67.0%) 204 (73.1%) 
Extended 53 (19.0%) 92 (33.0%) 75 (26.9%) 
Household characteristic 
Monogamous 224 (80.3%) 192 (68.8%) 180 (64.5%) 
Polygamous 40(14.3%) 66 (23.7%) 74 (26.5%) 
Single parent 15(5.4%) 21 (7.5%) 25 (9.0%) 
Household size 
3-6 216(77.4%) 217(77.7%) 194 (69.5%) 
7 and above 63 (22.6%) 62 (22.3%) 85 (30.6%) 
Mean 5.2 5.5 5.7 
Standard deviation 2.0 2.3 2.6 
No of under-five children per mother 
One 166(59.5%) 178 (63.8%) 190 (68.1%) 
Two 101 (36.2%) 84 (30.1%) 75 (26.9%) 
Three 12 (4.3%.) 17 (6.1%) 14 (5.0%) 

Practice of home management and prevention of 
malaria 
Home management of malaria by the respondents 
included what they did to rcducc fever and treat 
malaria whenever their children had malaria fever, 
eight different actions (i.e. Expose the child and fan 
him/her; bath the child with lukewarm or tepid water; 
give the child enough fluid; give the child medicines 
to 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 
expected 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. c. Use 
of window and door nets; protecting oneself by 
wearing long sleeved clothes and full trousers: 
applying insect repcllant creams; spraying the house 
with insecticide aerosol ; using Long Lasting 
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Tabic 2: Mean and standard deviation of total knowledge and practicc scores of the respondents 

Variables Intervention One (HESSG)4 Intervention Two (I 1EG) Control 

PI 

Total 
Knowledge 
Total 
Practicc 
P 2 
Total 
Knowledge 
Total 
Practicc 
P 3 
Total 
Knowledge 
Total 
Practicc 
P 4 
Total 
Knowledge 
Total Practicc 

Prc-intervcntion 
Mean STD. Deviation 

40.15 

20.94 

6.45 

6.60 

Post-intervention at one month 
73.32 5.15 

39.80 5.56 

Post-intervention at three months 
73.65 5.84 

40.53 6.40 

Post-intervention at six months 
74.13 5.81 

40.84 5.05 

Mean 

37.90 

18.10 

66.90 

36.98 

74.65 

40.72 

71.04 

38.91 

SID. Deviation Mean STD. Dev 

5.03 

4.73 

6.30 

4.11 

4.78 

6.08 

6.75 

5.61 

38.27 

18.58 

45.82 

25.15 

45.87 

25.21 

45.85 

25.12 

4.38 

4.18 

7.65 

5.57 

7.66 

5.60 

7.55 

5.60 

Insccticidal Nets (LLINs) / Insccticidc Treated Nets 
(ITNs) every day; destroying the breeding sites of 
mosquitoes around the house; th rowing a w a y 
containers , broken pots , unused tyres w h e r e 
water collect and mosqu i toes b r eed ; c u t t i n g 
g r a s s e s a r o u n d the h o u s e and c o m m u n i t y ; 
covering containers used to s tore water as well 
as filling up potholes and pools of wa te r that 
do not flow) they used for their chi ldren and 
indicate how often they used i t / them. 

The study revealed that the ma jo r i t y of 
the respondents in HESSG and IIEG fell in the 
c a t e g o r y of good p r a c t i c e s o f h o m e 
m a n a g e m e n t a n d p r e v e n t i o n o f m a l a r i a 
throughout the pos t - in t e rven t ion p e r i o d s . At 
p rc - in te rvcn t ion , the mean of to t a l p r a c t i c e 
scorc of HESSG was 2 0 . 9 4 * 6 . 6 0 , it i nc reased 
to 3 9 . 8 0 * 5 . 5 6 at p o s t - i n t e r v e n t ion o n e , 
4 0 . 5 3 * 6 . 4 0 at p o s t - i n t e r v e n t i o n t w o , a n d 
40.84*5.05 at post- intervention three. T h e I IEG 
had 1 8 . 1 0 i 4 . 7 3 at p r c - i n t c r v e n t i o n , w h i c h 
increased to 36 .98*4 .11 at p o s t - i n t e r v e n t i o n 
one, 40 .72*6 .08 at pos t - in te rven t ion t w o a n d 
38.91 ±5 .61 at p o s t - i n t e r v e n t i o n t h r e e . T h e 
d i f fc rcncc in total p rac t i cc s c o r c s o f c o n t r o l 
group was not s ignif icant at pos t - i n t e rven t i on 
phases (pos t - in te rven t ion one = 2 5 . 1 5 * 5 . 5 7 , 
post-intervention two = 2 5 . 2 1 * 5 . 6 0 and p o s t -

/iation 

i n t e r v e n t i o n t h r e e = 2 5 . 1 2 * 5 . 6 0 ) . Tabic 2 
p resen t s de ta i l s of the resul ts . 
Factors associated with practice of home 
management and prevention of malaria 
One of the objectives of the study was to identify 
f a c t o r s t h a t w e r e a s s o c i a t e d with home 
managemen t and prevention of malaria among 
mothers of undcr-f ivc children. Multinomial logit 
model was used to determine the relationship 
between the demographic data of the respondents 
and their pract icc of correct home management 
and prevention of malaria. The categories of scorcs 
for pract ice of home management and prevention 
of malar ia were entered into multinomial logit 
equa t i on as the dependent variables while the 
demographic data were entered as the independent 
v a r i a b l e s . C r o s s tabula t ion analysis was also 
carried out to determine the association between 
the environmental variables on the chccklist and 
their practiccs of correct home management and 
prevent ion of malaria. The categories of scorcs 
for pract icc 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 variables. 

The results revealed that practicc of correct 
home management of malaria was significantly but 
negatively influenced by the head of household 
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Tabic 3: Independent sample t-test of difference between the Health Education and Supportive Supervision Group 
(IIESSG) and I lealth Education Group (IIEG) in the practice of home management and prevention of malaria 

Phases of the study Variable Mean Mean Standard I-value p-valuc 
di fferenee deviation 

Home management of malaria 
Post-
intcrvcnlion 
one 

Post-
intervention 
two 

Post-
intcrvcntion 
three 

Prevention of malaria 
Post-
intervention 
one 

Post-
intervention 
two 

Post-
intcrvention 
three 

Practice of 
home 
management 
of malaria 
Practice of 
home 
management 
of malaria 
Practice of 
home 
management 
of malaria 

Practice of 
prevention of 
malaria 

Practice of 
prevention of 
malaria 

Practice of 
prevention 
of malaria 

IIESSG 
- 16.7 
IIEG-
13.1 
HESSG 
-15 .1 
HEG 
-15.2 
HESSG 
- 16.2 
HEG-
16.3 

HESSG 
14.2 
HEG-
10.7 
HESSG-
13.0 
HEG-
12.7 
IIESSG 
- 13.5 
HEG-
12 .8 

3.58 

.90 

1.90 

2.5 

0.3 

0.7 
2.4 

HI:SSG-
5.9 
HEG-4.0 

HESSG 
-5.1 
HEG- 2.7 

HESSG-
4.6 
HEG- 2.7 

HESSG-
2.9 
HEG-3.0 

HESSG-
2.8 
HEG-3.2 

HESSG-

HEG- 2.7 

8.1 .000* 

-0 .307 .759 

0.176 .861 

13.6 .000* 

.0 .305 

3.2 .001 

*Thc mean difference was significant at the 0.05 level. 

(/= -2.779; p = 0.005) and family s tructure (/ = -
6.184; p = 0.000). This implies that practicc of 
corrcct home management of malar ia was poor 
in households headed by the respondents and 
extended families. Similar ly, the f indings of the 
study showed that family s t ruc ture s ignif icant ly 
i n f luenced t h e r e s p o n d e n t s ' p r a c t i c c of 
prevention in negat ive d i rec t ion at both first 
level (movement f rom poor p r a c t i c c to fa i r 
practicc (/ = - 4 . 5 8 3 ; p = 0 .000) and second 
level (movement f rom fa i r p r a c t i c c to good 
practice (/ = - 3 .975; p = 0 .001) of probabil i ty. 
Implication of the f i n d i n g is that e x t e n d e d 
families practiced prevention of malar ia poor ly 
while the pract icc was good in nuclear families. 
The respondents ' educat ional s ta tus (/ = 0 .389; 
/; = 0 . 0 0 0 ) s i g n i f i c a n t l y i n f l u e n c e d t h e i r 
practicc of prevention positively at second level 
of probability i. c. those who possessed higher 
qualif ication prac t iced prevent ion of malar ia 
better than those with lower qualif icat ion. 

In cons ide ra t ion of the env i ronmen ta l 
variables, the findings of the study revealed that 
majori ty (88.1%) of the respondents who lived 
in f a cc - t o - f acc houses had good p rac t i cc of 
home management of malaria . The respondents ' 
( 74 .3%) whose houses were plas tered, those 
(92.3%) whose floors of houses were plastered, 
81 .7% of those whose ceil ings of the houses 
were covcrcd with asbestos and 93.1% of those 
whose surroundings were not bushy had good 
pract icc of home management of malaria . The 
r e s u l t s a l s o r e v e a l e d tha t the p r a c t i c e of 
prevention of malaria among all respondents 
was associated with type of house as majority 
(87 .7%) of the respondents living in facc-to-
facc houses had good pract ice of prevention of 
m a l a r i a . S i m i l a r l y , the h ighes t n u m b e r of 
respondents whose walls of the houses were 
plastered (73 .8%), f loors of the houses were 
p las te red ( 9 1 . 9 % ) and cc i l ing covcrcd with 
a s b e s t o s ( 8 4 . 8 % ) h a d g o o d p r a c t i c c of 
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prevention of malaria. All these arc cvidcnccs 
of economic status of the respondents 
Comparison of the effects of health education with that 
of health education and supporti\v supervision on home 
management andptvwntion of malaria among mothers 
of under-Ji\ e c hildren post-inten 'en t ion 
The findings of this study as presented in Tabic 3 
revealed significant difference (/ = 8.1; p = .000) 
between the HESSG and HEG in home management 
of malaria at post-intervention one but diffcrcncc was 
not significant at post-interventions two and three 
phases respectively (/ = -0.307; p =759) (/ = -0.176; 
p = .861). Independent t-tcsts revealed significant 
differences in practicc of prevention of malaria 
between the HESSG and HEG at post-interventions 
one (/ = 13.6;/; = .000) and three (/ = 3 .2 ;p = .001) 
but the diffcrcncc was not significant at post-
intcrvcntion two. This implies that the significant 
difTcrcncc in home management of malaria was 
strongly noted during the first month of the 
support ive supervision, while the s ignif icant 
difTcrcncc in prevention was strongly noted during 
first and sixth month of the supportive supervision 
when the mothers were given free long lasting 
insccticidal nets freely by the state government. 

Discussion 
At baseline of this study, the majori ty 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. Sequel 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 studies [14-
17] where respondents' level of knowledge of 
malaria significantly increased post-educational 
intervention. The higher levels of knowledge of the 
intervention groups over that of the control groups 
shows that mothers of undcr-fivc children were well 
disposed 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 
studies [ 16, 18]. 

The improvements in knowledge pos t -
intervention appreciably translated to better practice 
of home management of malaria and this relationship 
was significant. The findings reflected significant 
relationship between levels of knowledge of causcs, 
symptoms and transmission of malaria and correct 
home management of malar ia among the 

respondents ' post-intervention. This could be 
explained by the fact that correct knowledge of the 
causcs, symptoms and transmission of malaria has 
been reported to 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 studies in sub-Sahara 
Africa [15-18,20] where health education and 
training had positive impact on mothers and other 
caregivers' home management of malaria. 
The improved preventive practicc 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 State of Osun and the Federal Ministry of 
I lealth. This finding is consistent with similar studies 
[16, 21] where it was found that the strongest 
predictors of insecticide treated nets (ITNs) use were 
age less than five years and increasing number of 
ITNs in a household. 

The increase in knowledge scorcs of the 
control group at post-intervention at one month could 
be the cffcct of different media jingles on malaria 
prevention and control that all the communities had 
experienced as well as the influence of improved 
communication technology (use of ccll phones) on 
the respondents. This was a very prominent limitation 
beyond the researcher ' s control . However, the 
control group could not maintain the increase at post-
intcrvcntion at three and six months bccausc there 
was no significant increase in the knowledge and 
practicc scorcs of the group. Similar finding was 
reported in Bhutan [16] where the number of 
respondents in control group who knew that their 
houses should not be plastered or whitewashed for 
at least six months alter indoor residual spraying to 
retain chemical effectiveness increased from 1.5% 
at prc-intcrvcntion to 9.8% at post-intervention. 

The finding of this study at post-intervention 
at one month revealed significant difTcrcncc in the 
practices of home management of malaria between 
the health education and supportive supervision 
group (HESSG) and the health education only 
(HEG). This agrees with the finding of a study in 
Uganda [22] where there was an improvement in 
malaria diagnosis and fever ease management, using 
rapid diagnostic test (RDTs) at primary health care 
(PI1C) facilities, following supportive supervision 
they rendered to the study subjects. However, at post-
intervention phases two and three, the differences 
in levels of practices found in the HESSG and IIEG 
was not significant. This finding could be explained 
by the fact that the attcndancc of the participants at 
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the monthly supportive supervision meetings was not 
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uood enough, not up to 50.0% of the mothers who 
participated in the health educat ion awareness 
programme attended the s u p p o r t i v e mee t ings 
throughout the period of the supervision. This fair 
attendance by the mothers might be because the 
intervention is new and most mothers have not seen 
il 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 use of this model to sustain health 
promotion practiccs. Community health nurses need 
lobe adequately trained on utilisation of supportive 
supervision among community health consumers 
now that there arc dwindling human resources and 
logistic support for t rad i t iona l home visit for 
sustainability of the health education strategy. 

Majority of the r e sponden t s in the three 
research groups were married while few were cither 
widows or single parents. Even though, marital status 
did not have direct significant association with good 
practicc of home management and prevention of 
malaria, the findings revealed that female-headed 
households p rac t iced h o m e m a n a g e m e n t and 
prevention of malaria poorly. The nuclear families 
were found to have practiced home management and 
prevention of malaria better than their counterparts 
from extended families. Probably their moderate 
family sizes made them to enjoy bet ter socio-
economic status that translated to better health status 
as it was stated in NDMS 2013 report that household 
composition usually determine the family's health 
status and well-being [23] Similarly, this finding 
might be explained by the fact that the role ol head 
of household is the responsibility ol men who arc 
expected to provide financial support for the entire 
household members. Where women arc playing this 
role, not all the responsibilities attached to the role 
will be fully achieved. Anyanwu commented that 
female-headed households have been observed in 
many recent studies to be poorer than male-headed 
households [24]. This might have been the reason 
for the poor practice of home management of malaria 
among the fcmalc-hcadcd households in this study 
because they did not have opportunity of enjoying 
double income earnings. Obrist , Mayumana and 
Kessy quoting l lausmann ct a!, mentioned that 
female heads of households in Ifakara were at the 
risk of delaying treatment for their children due to 
inadequate resources [25J. 

Mothers* level of education was found to have 
influenced the practice of prevention of malaria, 
mothers with post-secondary school education had 

good practicc of prevention of malaria. People with 
higher level of education have tendency to build on 
the existing knowledge and be able to read and 
u n d e r s t a n d any r ead ing mate r i a l s on their 
phenomenon of interest . Copies of the health 
education manual and handbills on malaria control 
were distributed to the mothers at the end of the 
p r o g r a m m e ; this must have enhanced their 
understanding and practice. This finding is consistent 
with the finding of a study in Kcnya[26]where there 
was significant low ITN ownership in households 
with non-educa ted pa ren t s or g u a r d i a n s and 
significant higher percentage of ITN ownership in 
households where at least a member had primary or 
secondary education. The low level of education 
must have had clTcct on the respondents' economic 
status as education has been documented to increase 
the stock of human capital with subsequent increase 
in labour productivity and wages [24]. The poor 
socio-economic related factors that were associated 
with poor prac t icc of home management and 
prevention of malaria as well as financial constraint 
that was generally recorded during support ive 
supervision meetings could be associated with this 
low level of education. 

The extended families in this study had poor 
pract icc of home management of malaria. The 
implication of this finding is that the more expanded 
the family, the lesser the ability of the mother in 
managing malaria at home correctly. The reason for 
this might also be attributed to inadequate resources 
for provision of adequate care that is usually found 
in expanded families. This finding corroborates a 
study in Kenya [27] where there was association 
between large household sizes and increased 
probability of being poor, which the author stated might 
be because of large demands by larger households. 
I lowcvcr, the finding was in contrast to the finding in 
Egypt [28] where it was found that women living with 
extended families were likely to utilise antenatal clinics 
more than women in nuclear family. 

The respondents who had good practicc of 
correct home management of malaria were those who 
were living in flat and facc-to-facc houses, whose 
houses were plastered, whose house floors were 
p las tered and were roofed with asbes tos and 
environments were not bushy. All these environmental 
factors arc evidences of better socio-economic status 
that usually enhances good standard of living and 
compliance with health promotion actions. 

Conclusion 
This study has demonstrated that improved malaria 
education is beneficial to the recipients; the health 
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education wilh supportive supervision significantly 
improved mothers of under-rives' knowledge and 
practice of home management and prevention of 
malaria in Egbcdorc LGA. Therefore, 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 effective treatment and prevention stem from 
poverty and lack of education. Therefore, it is 
imperative on the government to intensify efforts in 
improving economic empowerment, particularly 
among women, thus eradicating poverty. 

Recommendations 
In view of the findings of this study, community 
health workers should ensure transmission of 
appropria te information on health promotion 
practices through adoption of multidisciplinary 
approach in planning, implementing and evaluating 
health promotion programmes for the communities. 
Utilization of supportive supervision among health 
carc consumers for sustainability of health education 
programme should be embraced by the community 
health workers. Further research studies should also 
be done on these interventions. 
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