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ABSTRACT

Malaria remains @ major public health problem among Pregnant Women (PW) n Suh-
Sahara Africa. Prevention of the discase will reduce the discase burden with improved
qualily of life. Insccticide Treated Mel (ITN) has been successfully’ used 1n homes 1o
prevent mosquilo bite which lcads 10 malaria. Hoswcver. its uptake by pregnant women
will depend on their knowlcdge of malana and perecption of efficacy’ of ITN 1o prevent
the illness. This study was theeefore, designed 10 investigalc maloria related knowledge

and ITN use among I'WV in Badagry Local Government Arca (LGA), Lagos State, Nigeria

The study was a descriptive cross-sectional survey, which involved the use of a two-slage
sampling techniquc to select 412 P\ atiending Prininry Health Care Facilities (P1ICF) in
the LGA. All the 11 PHCF in the 1.GA. which provide ANC services were purposively
selected. Proportionate method was then used to'determine the number of respondents
sclceted from the facilities based on ratio of patient load. Systematic random sampling was
uscd 10 sclect consenting respondents in cach facility using tegistcts of clinic attendces as
sampling frames, Data were collected using o validated semi-structured interviewer-
aslminisicred questuonnairc. The content of the instrument included questions on
respondents’ socio- demographic characteristics, 23-point malaria and 1TN knowledge
scale, ITN use, ITN-relatcd perception.and malasia illness expericnces. Knowwledge scores

<12 and >12 were calcgorized as poor and good. respectively. Descriptive siatistics and
students’i-test were uscd for data analysis at a 0.05.

Respondents’ age was 293450 years, 95.1% were manicd and 41.9% had tertiary
cducation. Respondents’ knowlcdge of malaria and ITN was 10.2+2.9 and 78.6% had
poor knowlcdge. Only 3.3% could correctly list plasmodium as the cousative agent of
malaria. The cotrectly’ mienlioned consequences of malaria in pregnancy included low
birth weight (82.0%). abortion (50.1%). and anacmia (17,7%). Maleria was perccived by
85.4% 10 be o serious illness, while “agbo™ (an herbal concoction) was perceived by
11.7% P10 be a betler medication to prevent malaria compared to ITN. Some (10.4%%)
perceived 1TN 1o have a chocking cifect. Majonity (81.8%) owned 1TN at the time of the
survey. lowever, regular ITN usets consituted 56.6°%4, while 53.9% used it during the

night preceding the study. Majority (76.0%%) expericnced malaria at least once during the

cusrent pregnancy. Knowledge score-ainang. fespandepls wWith no fomunl education was



with formal cducation. Knowlcdge score of respondents who owned TN (16.1+ 3.0) was

significantly higher than the score (9.9+3.4) oblained by those who had none,

Knowledge of malaria and uptakeof [nsecticide treated nets among the pregnant swwomen in
Badagry were poor. The main faclor which influenced the use of insecticide treated nct
among them was ownership of insecticide treated net. Public enlightcnment, clinic based

paticnl cducation. avatlability of nets to pregnant women and counscling services are

recommcndcd o tackle thesc challcnges.

Keywords: Malaria in pregooncy. Malario- related knowledge, Inscclicide-treated net,
Perceived molaria vulnerability
Word count:47.l
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OPERATIONAL DEFINITIONS OF TERMS

Pregnont Women:

Knowledpe:

Health Carc Facility:

Matemal Monality:

Morbidity Rate:

Ante Natal Care:

Perception:

Practices:

This refers 10 women between [R-45 years canying unborn foetus at
any pestational agc.

Is the ability of the pregnont women to have understanding about
detailed information on malana and insccticide treated net

This refers to a place wheic skilled attandants and professional

medical personne] providc medical and rcloted services aamed at
mainining good health.

This is the death of a women between 18 — 45 years in pregnancy or
within 42 days aficr lermination ofpregnoncy.

This is the sickness ratc of a swwoman in a gestational period.

This is a scrvice or care given to mother and paniner during
pregnancy.

This rcfers o conscious. undcrstanding relating (o malaiia and 1T
in the study.

In this study. itrelers 1o an aclivity to improve skillt.
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CHAI'TER ONE

INTRODUCTION

Background of the Study

Malaria in pregnancy Icads to a vaciety of adverse healih effects in pregnant women; this
includc the risk of adverse pregnancy outcome for the mother (\WHO, 2012). h also ndvcrscl&
alfccts the foctus and the new bom (Gross,Alba, Schellenberg. Kessy, Mayumana and
Obirist: 2011). The specific adverse effects of malaria include maternal anacmia, still birth,
low weight and intro-utctine growth restriction (Messi. Kuile, Koster. Ma Gready, Asanba,
Brabil, and Newman 201 1). It has been revealed that in Nigeria, malaria is responsiblc for
30% childhood mortality, | 1% matcmal mortality and over 60%s out-paticnt visits to bealth

facilities (FMOI/NMCP, 2012).The World Hcealth Organizationhas rccommendedihe use of
Insecticide Treated Nets (ITNs) as a measure for icducing the adverse cffects of malana in

pregnancy (WHO, 2012) while the Abuja declaration of Alrican llcads of states in 2000

aimed at providing at lcast 80% of pregnant women with ITNs by the ycar 2005. It has been

repotted that in Nigeria 5% of pregnant women weee using ITN as at 2009 (NPC. 2009).

The [factors which indirccily aftect™ TN use include, poor knowledgc of Ibe

technology(Singh, Desai and LCiselle 2013),-poor knowlcdge of the link betwzen malana and
mosquito nct and poor knowledge of its use (Fuge, Samucl, Ayanto, Fischa, and Gumamo
2015). Insecticide ticaled net is g Xey prevention too] that has been found fo reduce malania
cases and malaria induced death among pregnant women.

Housebold ownership of insecticide treatcd nets has increascd greatly however there are soave

{actors that influence its moxinum utilization (Fuge, Samucl, Ayanto, Fischa and Gurmamo
2015).

In Lapos siale, the.maindelivery system of TN is through Ante — Natalcare {ANC) lacilibes;
prcgnant women who allecnd ANC facilitics; are given nets free of charge, Howeser (ree
distribution of'ncis'may nol translate to use. Over 4.2 million ITN were distribuied n Lagus
State in May 2011, Out of this, Dadagry local (lovernment Arca had over 384, 000 pets
Insecticide treated nets covernge of aboul 99.4% was cecarded (SMCP. 20)2), tn the State.
The I'IN use promotion targeted housclwald all over the LGA, Tiw pattetn of yge of the
distzibulcd news in 1Yadagny 1LOA are yet 0 be sysicawtically investigaied, Many reasoas are

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



oflcn given by pcople including pregnant women for non-usc or poor use of ITNs. These
reasons include fear of slecping under il (Pulford, Hntzel, Bryant, Siba and Muctler, 2011).
the heat it genceates (Pulford ct al; 2011), the inconvenicnces associated with the use of 1TN
(Kareera, 2015) and the skill for hanging an Insccticide Treatcd Net (Pulford et al 2012);
(l.aura, Sangarc, Weiss, Paula, Brentlinger, Barbra ond Richardson, 2012), There is a
recognized need to scale up coverage of ITNs and other proven cflective intervention in order
to reach the Millennium Development Goal (MDG)of reducing child mortality by 50% by
2015 and bcyond (Biyce, Lines and Rolland 2003). A reccat revicw of community
acceptonce of bed nets hos shown that various factors inllucnce the use ol bed nets and these
include cultutal, bchavioial and demogtaphic factors, accessibility, gender relations and
scasonality of malaria (Lukman. Omokanyc, Rakiya, Abdul, and Olatinwo, 202). The other

specific factors include education, household. income. socio-economic status, malasia and

ITN knowledge and urban residence.Thie use of ITNs.is very cllcclive in the control of
malaria in prcgnancy. and it is estimatcd 10 be wwice as.cflcctiveas the untreated ncets (Ugwu

ct al; 2015). Somc rescarchers have noted that vwomen who used [TNs had significantly fewer

dcliveryproblems associatcd with malariaand/babies with higher mean birth weight than
women who did not usc 1TNs.

Despile the associated benefits of 1T use. same community practices remain significant
obstncles to achioving optimal net coverage. For example, a study in Kenya reviewed that the
youngest children in a houschold were piven the lowest priority for bed net use despite being
a higher tisk population. (Widmar, 2009). In Nigeria, a study rcvealed that female education
has been identified as an imponant child survival stratcgy ond is probably the single most
imponant factor that determinies the acceptance and utilization of health practices in low
resomce senings (Runséwe~lyaniwura, and Sotimchin, 2012), including the adoption of
technologies such ITN. Prcvious siudies conducted in Lagos State by National Malania
Conuol Programnic, Abuja relating to ITN use among pregnant women, shovved that despite
the free distnbution of 1TNs in the siate in 2011,the utilization rotc was still 37% among
pregnant women_(FMOIUNMCIY, 2015). The adoption of an innovation is influecnced by
several (actors including knowledge, perception and previous cxperiences. This also applics
10 the adoption-and sustained use of ITNs, However, the extent (o which these predisposing
factors influcnce the utilization of TN use are yet to be well investigated in Badagry [ ocal

Govemment Area. The need 10 do this constitutes the nuajor focus of this study,

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Statcnmient of the Problein

Malaria is a major problem in the tropical world including Nigeria which is tesponsible for
many cascs of mortality and morbidity among people of difierent socio - economic classes. It
accounts for 40% of public health problems, 30~ 50% in patient admission and up to 50% of
oul patients visits in areas with high malaria uansmission litke Nigeria (FMOH / NMCP
2010).

In the absence of an cffective vaccine for preventing malaria in pregnancy, prevention with
the tise of ITN remains the most viable strategy for protecting pregnant women against the
disease, A number of studicsconducted in Nigeria among pregnant women attending primary’
health centres have shown that somc misconceptions and inappropriate perceptions eXist
among pregnant women relating (o inscclicide treated net use . (Runscwe ct al; 2012) and
(Upwu. Eze Chukwu. Obi. Ugwu and Okcke, 20135); this.factors could be due 1o inadequate
knowlcdge of ITN. The pattcmn of ITN use among pregnant women can be determined from
two main settings:Many pregnant women patronize Primasry Health Centres in Badagry LGA
beeause thesc facilities constitule the main first point of call and casy access 1o ANC services.
They also constitute a more sppropriate sctting for studing pregnant women as a captive
audicnce.lt is thus casicr 10 rcach more pregnant.svomen o study as a ¢pptive audience the
communitythey live in and the prinary ‘heaith care facilities which they use. In Badagmy
LGAs. the knowledpe,perception, ownership and utilization of ITN among ANC attendees
arc yct (o be fully investigated. This study-was, thercfore designed 1o focus on the utilizztion

of ITN among prcgnant women attending PHCs in Badag:y Local Government Aica, Lagos
State Nigeria.

Justification

For over a decade, matermal~morbidity and mortality have been of concemn worldwide
especially in the deyeloping world. Through the Roll Dack malaria initiative. malaria

prevention is fast taking the center stage in most African countries and onc of the suggested
interventions is the use of Insecticide Treated Net. NMCP 1998.

It has been seporied 1hat till date over sixteen million Inseclicide Trrated Net have been
deployed/distsibuted in Nigeria (WHO 2001).1lowever. onc of the challenges still remains Uhe

very low level of use of the nets in the country.

In order to wckle this problem 31 Afiican Ilcads of Siatesresolved at the Abuja Roll Back

Malasia Submit 10 provide effective malaria inlcrvention (0 60% of women by the year 2005,
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nc of the identificd intcrventions to limit the adverse elfcets of malaria in pregnancy 1s the

sc¢ of insccticide treated net (ITN) by pregnant wwomen. The elliciency of ITN can only be
fully rcalized if pregnant women comply with ils use,

However, there is death of information relating to the use of ITN. The usc of insecticide
uealed net among picgnant women therefore needs o be explored so as 1o indentify factors
inhibiting the utilization of ITN. The result from the study have potential for serving as base
line information for the design o ( appropniatc heslth educauion intcryentions and at promoting

[TN usc among pregnant women, The result can also be uscd for forinulating polices relating
to the promotion of uplal.c of ITN among study population.

Research Questions

The rescarch questions framed to guide the study arc as follow:

1. What is the level of awarencss and knowledge of pregnant women relating (o malario

and inseclicide trcated nets?

What aie the perceptions of piegnant women relaling to insecticide trented nets?

What is the TN owncrship status among the pregnant women?

What is the pattermn of usc of insccticide treatcd net among pregnam women?

W ode W N

What are the bamiers and focilitating factors relating to [TN usc among pregnasn
women?

Broad Objective

The tvaad objective of the study was-lo, 1nvestigate the knowledge. parception. ownership and
{actors that influence the utilization of insccticide treated net among jegnant women whe
anend P11C facilities in Badagsy LGA.

The specific ebjectives were 10:

). Assess the levcl of awareness and knowledge of pregnant women relating (o aizlana and
inseclicide (reated néts;

2. Assess the perception of pregnant women relating (o insecticide ircated nelts:
Detcrmine the.devel of ownership of inseclicide treated net among the pregnant women.

Delermine-respondents’ patiemn of usie of insecticide trealed nets among the prognant
women

S. [dentify the baniers and Iacilialing faclors expcricnced among pregnant women
relalingto use of insecticide Ireated nets
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CHAPTER TWO

LITERATURE REVIEW

2.1 Epidemiology of Malaria

Nfolario in humans s caused by fivePlasmodinm parasites: Plasmodiam falciparum,
Plaxmaodinm vivax, Plasmodium molariae. Plasmodium ovale and Plasmodinm know'lesi. The
curtent distribution of human-pathogenic Plasmodiunt species shows preponderance of
Plasmodimm  falciparum in  wopical Africa, while Plasmadinem vivar prevails over
Plasmodinm falciparum in South America. Both Plasmaditm falciparum and Plasniodinm
vivaxy are prevalent in south-castem Asia and wesiern Pacific. Although Plasmodiim
malariae may occur in all malanous areas, its prevalence is gencrally low, [n tropical Alrica,
Plasmadinm falciparvm ond Plasmodimm malariae co-infection is sometimes cncouniered.

Plasmadinm avale is widespread principally in tropical Africa whereas Plasinodiiin knowvlesi

infcction occurs only in ccrtain forested arcas of South-East Asia. (Mandal, 2014)

Malaria burden is hurd to cstimate, panicularly inlow income countrics witcre data collection
and reporting quality is poor (Ansticy ct al, 2009). [ncomplcte and discontinuous reports from
singh: hcalth facilitiecs may alter final global malaria prcvalcnce. Malaria cascs are often
under-diagnosed in hyper endemic counuies, where mild symptoms of chronic malaria may
possibly lcad 10 misdiagnosis. On 1he contaty, o verdiagnosis may also occur. [n fact. not all
reported malaria cases are confirmed by-microscopy or othets assay, such as rapid diagnostic
tests (RDTs). Furtheninore, in hyper. ecndemic arcas fcbrile illnesses [rom dilfecent causes
niight be misdiagnosed with malaria (Ansicy ct al: 2009). The \WIIO guidclines recommends

thar microscopy or RDTs should be used to confirm all malaria cases. (Anstcy et al; 2009)

Another issuc is the lack of population denominator that makes the real incidence of malaria
di(Ticull to asscss. Data emcrging from WHO reports just cstimote maloeria incidence and
mortality, rcponing malarial cases and wmalerial death fiom the difterent WHQO rcgions,
collected by Ministtics of Health of different countries. These date do not reflect the real
incidence in the gencral population. Nevertheless, they are good indicators to assess malatial

control programmecs and to estimate the impact of malariaiafection in health systems.

The tcrm endemicity is a proxy to indicotc discase prevalence (Herrera ct al; 2007). Arcas

presenting the samc level of cendemicity often have similar chamcteristics of discase
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distribution, guiding malaria cxperts 10 design, implement and monitor control and

prevention aclivities (Herrera ct al: 2007).

Malaria endemicity is a very complex issue, thal is influenced by factors related to the man-
hosi inlcractions (agricultural aclivities, noctumal aclivities, migrolion movements, wars,
limited resources). to the parasite (different species. sporogonic cycie length, drug
susceplibility), 1o the vector (density, larvac breeding siles, (cmperature, recepinity, lecding

paltcmn, longevily, insccticide susceplibility) and 1o the environment (physical ~ biological —
sQcio-cconomic).

Dillerent methods 10 classify malaria endemicity in a population exist. These methods
includes (i) proportion of individuals in a population with a-palpable ecnlargement of spleen
(spteen rate [SR)), (ii) proportion of individuals in a population with a laboralory-confirmed
parasile infeclion (parasite rare [PR]), (iii) number. of infeclive bites per person
{ertomological inocutation rate [EIR]) and (iv) number of microscopically confinned malaria

cases detected during one year per unit population (enawal parasite incidence [AP1]) (Wipasa
cl al; 2002),

Proportion of individuals with splenomegaly (SR) in a given population was the fisst metliod
used to asscss malaria endemicily duning a malariomcltric sarvcy in 1848 in India. where
spleccn dimension wus assessed in selecled population age groups. Thus. malariometry’
aticntion was focused on clinical manifestations of malana. On the basis of splenomegaly
prevalence rales in children from 2 to 9 ycars old. 4 diffcrent endemicily areas can be
distinguishcd: hola-endemic areas. where proportion of pecople with splcnomegaly is above
75%: Iyper-endemic areas, swhere splcnonicgaly prevalence is between 51 and 75%; meso-

endemic arcas, with prevalence between 50 and 11%; fypo-cndemic areas, where prevalence

is below |1% (\Wipasa a al, 2002).

Parasile rates (PR) asscsses the proportion of individuals with microscopically confirmed
presence of ascxual. parasites in peripheral blood. II's & lechnique thal requires expent
laboratoty technicians ond suilers of malaria seasonal variation (Wipasa ct al; 2002).Spleen
and parasile ralc are aclually less used, whereas cnlomological inoculation rate (EIR) and
annual parasite incidence (APE) are utilized to prepare cpidemiologic rnalaria maps that show
malaria distribution in the world. Where data are unavailable, a modecl is required 10 predici

malaria cndemicity (Chclimo et al; 2011). Many recent studics investigated a prediclive
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framcvvork known as model-based geostatistics (MBG) to asses malaria cndemicity’ and the

prevalence of other vector-bome and intcrmicdiate host bome discascs(Valizomdch et al;
2013).

Malaria Endemic Arcas

Diffcrent malaria endemic arcas have different cpidemiological situations and also the
fcasible targets may differ. According to WHQO. the follosving tcrminology should be adopted

when refaiting to malaria endemic status: Malaria control: reducing the malaria disease

burden 1o a level at which it is no longer a public health problem (Michon et al;
2000).Mularia eliminanon:. The interruption of local mosquito-berme malaria transmission;
reduction o zero of the incidence of infection caused by human nalaria parasitesin a defined

geographical arca as a result of dcliberate cfforts; continued mecasures o prevent
reesiablishmcnt of transmission arc required.

Malaria eradicutien: Pcrmancnt reduction to zero of the worldvide incidence of infcclion

caused by a particular malaria parasite species. Iniéryention measures are no longer necded
once cradication has been achicved.

Most malaria cases and dcaths occur in the African Region(Michon ct al; 2000). As a
conscquence of implementation progrsus. high burden countries of Afiican Region. such as
Madapascar, Sao Tome and Principe. Eritrca, Rwanda and Zambia, showed a decreasc in
malaria cases up o 50% betwecn 2000 and 2009 (Michon et al: 2000). According 10 (Michon
ct ol; 2000) Rwanda showced a dcceecasc by 74% of conlirmed malarial cascs between 2005
and 2010 and slide positivity rate decreased from 35% 1o 9%. Morcover, number of malaria
hospital odmissions and malaria“deaths showed a dccrease of 65% and 55% respectively,
Zanzibar, belonging to Unitcd Republic of Tanzunia, showed a dromatic decrcase of malaria
admissions and deaths duc not only 10 the cflicacy of conuol stratcgies. but also 10 favourable
geogiaphic position. In'low-transmission countrics of Afiican Region control stratcgics have
also been perfonincd:As a result of the faithful implemcntation of these stratcgies, Algera is

in the malana“‘elimination phase while Cape verde in pre-climination phase (Autino et al;
2012),

In 15 countrics of the WHO Region of the Americas. where £, vivax is the most prevalent
species, 1eductions of more than 50% in the number of the reported cases were observed.

During 2010, malaiia wansmission occurred in 2 | countrics, of which 1?7 are in the control
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stagc and 4 arc in the pre-climination stage. Bahamas and Jamaica are in the prevention of
reintroduction phase. In Ecuador, malaria cases dropped from 105.000 in 2000 to 4.120 in

2009. a reduction of 96% duc to IRS. LLINs distribution, sitengthening of malatia diagnosts

" ond trcatment and also duc to Global Found. UNICEF, USAID and govermment (unds
- invested in malaria control (Autino ct al; 2012).

Plasinodium falciparum

Plusinodium falciparum is widespread in nearly all malaris endemie. countries (Cheng et al;
2014). A study identilicd 2.37 billion people at risk of Plasmodiiun falciporum tansmission
worldwide, 26% located in the Afiican region and 62% in South Enst Asian and Weslern
Pacific regions (Cheng ct al; 2014). In Africa, rnany epidemiological studies supgest that
Plasmaodinum folciparnm is the most prevalent malarial specics. Blood samples wese collected
between 1998 and 2006 from nine different Aftican countrics ond analyzed by PCR for the
presence of cach of the four human malaria parasites (Rhee et al; 2001). Out of 2.588
samples. 1.737 were positive lor Plasatodium species and 1.711 (98.5%) were positive for
Plasmodinm falciparum considering both mono-and mixed infection (Rhee ct ali 2001).
Another study perfonned in 4 villages in Mulanda sub-county, in castern Uganda. showed a
prevalence of Plasmodinm falciparim infcetion of 94% during rainy scason. from July to
December, 2002 using thin film diagnosis (Malagua mera ci al; 2002). A study performed in
metropolitan lagos, Nigeria, showed a microscopic prevalence of Plasmodinm falciparum

specics of 88.5% in pregnant \wwomen atiending antenatal care clinic. during onc observation
year (Zcyrck ct al: 20006).

Anaopheles Veclors

Malaria is transmitted cxclusively through the bites of Anophefes mosquitoes. There are 512
Anaphcles specics recognized worldwide and 50 only provisionally designated and awaiting
description (Ncbic c1 ali. 2009). Sevenly Anopheles species are ablc 10 transmil Plasmodium
parasitc 10 human_hosts (Rhee et al: 2001)Anopheles mosquitocs breed in water and each
species has itls own brecding preference. Transmission is mosc intense in places where
mosquito lifespan is longer (pacasile has time to complcic its development inside the
mosquito) and where anthropophilic mosquitocs prevail. Forty-one of the 512 Anopheles
specics asc delined by cxperts "Dominant Vector Species” (DVS). DVS are the most
imporiant malarial vector worldwide, providing the majority of human malaria cascs.
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Characteristics of dominant vector specics are their propensity for humans feeding, longevity,

abundancc and clevatc vectorial capacity (Riley cl al; 1993).

I-conomic burdcn of malaria

Along with dircct health cost there is a severe economic burden of the discase in terms of Jost
days of work. In fact malaria is thought to take ofT 1.3% from the cconomic growth of some
Afnican countrics. In some of the most scvercly atfected countrics, it accounts for 40% of
public hcalth expenditure, 30-50% of inpaticnt admissions, and 50% of outpaticnt visits. It

alTccts developing countiies in morc ways than onc including determent of toutism (Rhee et
al: 2001).

There were an cstimated 219 million cases of malaria (154-289 miltion) and 660 000 deaths
(range 610 000-971 000) in 2010. OF total numbers 80% of cstimatcd malaria deaths occur
in just 14 countrics and approximatcly 80% of cstimaicd cases occur in | 7 countries (WHO,
2015).The Democratic Republic of the Congo nnd Nigeria account for over 90% of thc

cstimatcd to1al of malaria deaths globally. The Demecratic Republic of the Congo. India and
Nigeria account for 40% of estimaicd mataria cases.

Cstimatcd malarin mortality rates arc highest in countrics with a lower GNI per capita.

Countries with higher proportions of their papulation living in poventy (less than US$ 1.25
per person per day) have higher mortality rates {roin malaria (IO, 201 5).

Of the dcaths a large proporiion was young children in sub-Saharan Africa. This is the most
vulnerable group affected with. the condition. In areas with high transmission. the most
vulnaiable groups arc young children. These children aie vulnerable because they have not

developed cnoughi immunity to_malaria yel. Pregnant women arc also at risk becausc their
immunity has been decreased by pregnancy (WHQO, 2015).

Malaria affccts mainly poor tropical and subtropical arcas of the world. Where the disease is

endenic it is the Icoding causce of iliness nnd death (WHO, 2008).

Aftica has scyveral factors that make it high sk for malaria. Some of these include very:
clficicnt mosquite {Anopheles gatnbiac) responsible for transmission, predominant parasitc
specics is Plasmodium falciparum that Icads 10 more severc malaria, warm and humid climate

that allows transmission o occur ycar round as well as lack of 1¢sources and poor socio-
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primaquinc is both effective in blocking transmission and unlikely to cause serious toxicity in
individuals with any of the G6PD-dclicicncy variants.

2.3 Malaria Control/Prevention Programmes

\Vorld tlcalih Organisation is collaborating with the Roll Back Malaria (RBM) Partnership to
suppoit malatia-cndemic couniries in conducting systematic national malaria progiamme
reviews. World Health Organisation has released a trial cdition of a manual to guide the
conduct of malaria prograsnme revicws in 2010 - and facilitated teviews in over 25 countrics
during 2011 and 2012, The lessons Icamcd from these processes are being used to simplify

the review process with a view to optimizing resource alltocation, cffcetivencss and costs
(WIHQ. 2012).

Malaria programmic revicws, abbreviated as MPRs, are periodic. joint evaluations of national

control programmes within national strategic planning.and programming cycles, (o further

improve cvidence-bascd, cffective and cflicicnt - programme management.  Malaria

programmes rcvicws are led and owned by cademic countnics themsclves, and are built

around the principle of capacity-building at country level. allowing national stakeholders to
perfonn an independent selfl-assessment.

There ate key objectives which guide comprehensive programme reviews. These tnclude the
following:

e Recvicw malaria cpidemiology and update stratification and mapping;
o Revicw progress townrds national, regional and global targets;

Review policy and. stratcgic framcworks for planning, programming, management,
implcmentation and timely reponting:

« Rcview performance of malaria services delivery systems by thematic arcas and at
diflerent levels of delivety: and

» Rc-dclinc the future policies, strategics aad support programme transformalion (o

sustain high progrom performance.
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&'m!mmf Mudaria Eltminatien Programme

Sustoioable Natlonnl Malaria Programme worked with the m_gm:mlmnummﬂ
Malurda Elimination Programme (NMEP) o larmonise donor cflosis and funding sgencies

arvund agreed national policies and plans for malgria control and climination (Guera et 8l;
2008).

Sustainahle National Malana Programme has improved nationsl, stale o local government
leve! capocity for policy development, planning and coardinalion. in addition to working With
thosc¢ agencies 1o improve population eoverage of effeetive measures for the pueventson of

malatia and access (o the population 1o efTective Ircatment for malana (Guerra ct al; 2008).

The programme’s work was set within the context of cumment NMEP objeclives and 1argets.
The moin goal of the NMEP is 10 reduce the malsria bunien to pre-climination levcls and
bring molaria-related monolity to 2e10. The programme.morked with the NMEP lowards the
achievement of its vision of a malaria-free Nigeria andin tandem with ils mission (o wovide
equilable, contprehensive, cost eflective, cflicicnt™and quality malana control senvices

cnsuring Wransparency, accountahility, client “satisfection, communily ownership and
panncrship (Guer ct al: 2008)

The minjor national target as oulline in‘the National Molana Simtegic Plan (NMSP) 2014-
2020 {WHO, 2012) are as follows:

At lcast 80 percent of targeted populations utiliz¢ preventive araswres by 2020
To cnsure that all persons avith.suspecied malarie who scek care ase tesied with RDTs or

microscopy’ by 2020.

All persons with tnolario“séen in pnvate, public health facilities or community agents

ccceive promipt treatment swath an cilective anti-malanal drug by: 2020.

At lcast 30 percent of the populolion practice appropiisic malaria prevention and
managcment by.2020.

I'ut in place.o.systcm for timely svoitbility of appropriate antimalasial medicines and

cornmodities,sequired for prevention, diagnosis and teatment of melasia in Nigena by
2018,

e Al ]lcasl R0 percent of health fucilities in all LGAs report ruutinely on malaria by 2020.

progress s measured and evidence Is used (or programme improvenent.
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* To sircngthen govermance and coordination of all stakeholders for elfective progranyme

implementation towards an *A’ rating by 2017 that is sustained through to 2020 on a
standardized scorecard.

2.4 Preguancy and moliaria ond the associated burden

I’regnancy is a norinal physiological process bul presents with physiological and analomical
challenges. This is more so because when a woman becomes pregnant, a lot of changes take
place in her. Thc pregnancy related changes could be accoinpanicd by some early symptoms
which include nausca, vomiting, chest bum or stomach ache and frcquent urination (Fuge ct
al; 2015). Hcalth chaltenges which may be associoted with pregnancy may also include
swelling [ect, piles, low back pain. malnutrition. anacmia and constipation. Some of these
symploms are similar to the symptoms of malaria, liciace, most women cspecially those

prcgnant for the first time, find it diffcult to diffcrentiate early pregnancy symptoms liom
matania {(Fugc cl al; 2015).

Thc conscquences of malaria in pregnancy include anacmig, stillbith and low birth weight
(Ejik ct al; 2013). Anacmia in pregnancy can. be defined as low hacmoglobin level in
pregnancy while stillbirth is the dclivery which occurs aficr viability of the baby at 24 weeks.
Low birth weight is a birth weight which-is_less than 2.5kg. (Widman et al. 2012). Duzing
pregnancy, a woman's immunily bccome lowcr as a rcsult of this, she becomes vulncruble to
infcction such as malaria (Ejik o al; 2012). In view of the lowered immunily ol woman
during pregnancy and thc fact that malaria in pregnancy compromises the health of both
expectant mother and the foectus, it is necessary to crnbark on measurcs aimed at preventing
pregnant womcen from malaria infection. Tt has been repoited that women in their first and

second pregnancy are particularly at high 1isk of malaria (Nwandarma et al; 2015).

Research findings hove shown that babies boen 1o mothers with malaria-infccted placentas are
mostly at high risk of low-birth weight (Runsewe Abiodun ct al; 2012), dchydmtion, seizure,
and rupturing of “thc spleen. lligh malaria parasite infection density of the placenta in
association with the membrane may cause the consumption of the glucose and oxygen that

would have been transporicd to the foctus thus lcading 1o intrauterine rctardation and

premature delivery (Runsewe Abiodun et al; 2012).

In Nigeria, malaria during pregnancy conltributcs 10 matemal mortality and infant mortality.

(WHO, 2013). Malaria dirccily accounts for about 11% matcmal deaths and a lcading cause
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of anacmia in pregnancy (Ugwu ct al; 2015). Placenta infection by malaria parasites can
compromisc foctal nutrition which can in tum lcud 10 intra-uterine foctal growth retasdation
and low birth weight (Ugwu et al; 2015). This explains why national ¢ffoits 10 reduce the
high matcrmal and infant morality place high premium on cflective control of malaria in
pregnancy (Omotosho ct al; 2009). In line with the seriousncss of malaria in pregnancy and
is hcalth importancc. the Nigerian INational Strategy for malaria control in pregnancy focuses
on the use of three stratcgies: providing prompt access 10 cllcctive trcaiment, usc of [TNs and
[ntermittent Preventive Treatments (1PTs) with Sulfadoxinc-Pyrimecthamine (Nwandama et
al; 2015). Consistent usc of [TNs in piegrancy has been shown by scveml randomized
conuolled trials to produce beneficial maternal and infant outcomes (Singh ct al; 2013, Ugwu
ct al; 201 5. Nwandama ct al; 2015).
Nigciia has promotcd 1TN use in pregnancy along with ‘other.cvidence-based interventions
for malaria control since the Abuja Malaria Summit wwhich taak place in 2005. However, the
level of ITN utilization by pregnant women and other vulnerable populations have remained
low. According to Ankomah ct al. (2011), the results of the most recent National
Demographic and | calth Survey conducted in the country has revealed ulilization mte below
10%.A recent synthesis of data (rom national malaria control prograrnmes from NMCP has
also shown that the levels of utilization of ITN by pregnant women in many sub-Sahamn
African countries remain (ar below national and global stratcgic targets. The use of ITNs in
Nigeria is very low even by sub-Saharan Aflrican standaids. The proportion of children under
S years in Nigeria who slept under-JTNs increased only minimally (rom 3.3% in 2004 10 6%
in 2008. There have becn recent cflorts to increase access to 1TNs through mass distribution
programmes but there are concerns that ITN ulilization may still lag behind access as has
been severally reported. Several community level studies have identificd poor perceptions of,
and low usc of JTNs‘in scvcral African countries including Ehena, Tanzania and
Nigeria. There is the need 1o study factors capable ofinftuencing consistent utilization of ITN

especially by vulncrable populations like under-five (5) children and pregnant women in

various scitings.

The studies on bed nets utilization in Nigeria are mostly limited 10 caregivers of children
below live years of age and pregnant women have ofien niot been the focus of study (Awosan
ct al; 2013, Omotosho ct al; 2009, Runsewe ct al; 2012). Nigenan studies that have
specifically focused on ITN use by pregnant women have been mostly facility-based and

involved relatively small samples. A notable example is the survey conducted in Oshogbo in
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southwest Niperia which reported low TN use in a sumple of 328 pregnant women but did
not explore possible determinants. (Aukomah ct al; 201 1).

The World Health Organization‘s world malaria report shows the enormity of the burden of
malana. with 216 million cases and 655, 000 dcaths aitributable to the mosquito-transmitted
parasite in 2010 alone (WEHIO, 2011). The burden is largely bome by Africa where 91% of

deaths occurted, with pregnant wonicn and children under five ycars of age most at nisk of

infcction and adverse oulcomes. (Megha Singh ct al; 2013).

Each ycor, on cstimated 25million pregnancies in Sub-Saharan. Africa arc at risk of
malario. The associalcd adverse consequences can be serious for both-mother and foetus in

tetis of morbidity and mortality (Singh et al; 20£3). Thc scquelacof malaria in pregnancy

include matcrnal anacmia, stillbinths, low birth weight--and intra-utevine growth

restrictions(Ocsai M ct al;2007). The main malario prevention strategics duringpregnancy
include the use of Intcrmittent Preventive Treatment (LPT) with anti-inalaria medications, as
well as the regular and timely use of Insecticide Tecated Nets (ITN). The WHO and Roll
Back Malaria (RBM) partnership now reconimend that distnbution of ITNs be free or heavily
subsidized to achicve preater cquity of covernge,.and that a varicty of distribution systems be
uscd to achicve universal access. including targeted-campaigns to deliver nets 10 most-al-risk
populations. which include pregnamt women and children under five years of age. The
invesiment into this simple yet cffective intervention has been substantial. 1n 2010, there
were cnough ITNs, primarily ITN. procurcd on the African continent to cover 73% of the al-

risk population, yet achicving cquitable distribution ond providing ongoing supply remain o
challenge (WHO, 2011).

The cvidence for Lhe ciTicacy of ITNs in preventing malaria infection and its conscquences in
pregnancy is strong. as reportcd in a Cochnanc review in 2009, and in @ more recent micta-
asalysis, which examinced malaria prevention in pregnancy’ dotasets from diflerent African
asions. The evidence shawed a strong correlation between the use of 1TNs and reduction in
stillbisths, improvements in birth weights of babies ond a reduction in the prevalence of
parasilacmia and. anacmia in pregnant women. A commuaal protective cffect of ITNs and
reduction in overall vector density has also becn obsenved in some scttings. (Killeen, 2011).
Despite the wide.sprcad roll out of policies, and substantial financial investments in 1TN
distribution, coverage remains suboptimal in many rcgions particularly with vespect lo
pregnant women. (Magha Singh ct al; 2013). ‘The vast majority of malaria deaths occur in

Africo, where malaria also presents major obstacles 1o social and economic dcvelopment.
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Malaria has been cstimated to cost Afiica more than 12 billion US dollars cvery ycar

(Akande ct al: 2005). There arc at Icast 300million aculc cases of malaria cach y car globally,
resulting in more than a million dcaths.

About 90% of these deaths occurs in Africa and mostly in young children. Malana is Africa’s

leading cause of under live mortalily and constitutes 10% of the continent's overall diseasc
burden.

Nlalaria accounts for $0% of public health expenditure. 30-50% of in-patient admission and
up to 50% of outpaticnt visits in areas with high malaiia transmission like Nigeria.

In Nigcria. malaria has remained a major contributor to high inorbidity and monality
accounting for 25% of infant and 30% childhood monality-and it is associaled with 1%
matcmal mortality. It is estimated that 50% of thc population could have at least one cpisode
of malaria cach year (WHO, 2007). \Vith a total population of 120 million, this translates to
60million pcople suffering from attacks of malatia yearly:

It is cstimated thut children under the age of 5 ycarsthave 2 to 4 attacks every ycar, while

prevalence rale among psegnant womicn is <7.6% (Omotosho et al: 2009). This makes

malaria the most deadly cause of deaths and disabilily in children under five in the country.

Among pregnanl women, malaria is responsible for more than one out of every ten dcaths and

accounlts for a considerable populslion of low biith weight babics bom by these mothers.

Onc of the major breakthroughs in the recent years is the realization that mosquito net treated

with insccticide gives a much higher-degree of protection against malaria. \Wben propetly

used, insccticides trealed net can“reduce malatia tronsmission by ai least 60% nnd child
desths by 20%. (WHORINICLE, 2003)

Malaria in pregnancy coniributes to significant prenatal morbidity and mortality. As funding
incrcases o combat botli' malaria and natcmal mortality, undersianding and how malaria
specifically affccts pregnant women is crucial in our ctfects to reduce matcmal and prenatal
dcaths and curb thé'spread of this preventable infectious disease (WEIO, 2012).

Pregnant womcn.-remain the main vulnerublc group to malaria infection (panicularly
falciparum infcction) among the aduli population. The infection is mainly: responsible for
anacmia duting pregnancy and delivery of low-birth weight babics. To reducethe butden of
malaria in pregnancy, the Minisuy of Health in Lagos Statc in accordaace witlh Abuja
declamtion of Afiica lHeads of States (April, 2000) advocated for the use of insecticidc

reated nets (ITNs) by pregnant women, especially in epideniic proncarcas, Pregnant women
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~ urc particulatly vulncrable to malaria as pregnancy reduces a woman's immunity to malaria,

making her more susceptible 10 malana infection and increasing the risk of ilincss, severe
anacmin and death.

For the unbom child, matcmal malaria incieases the risk of spontancous abotiion, still buth,
premature delivery and low binth weight.ln areas of Africa with stablc malaria iransmission,
plasmodium fulciparum infection during pregnancy is estimated to cause as many’ as 10.000
ntatermal denths cach ycat, 8 to 14% tow binth weight babiesend 3 10 8% of all infants deaths
{Awosan, cl al; 2013).

Transmission of malaita discase is very high in Nigeria with an annual incidence of 13.913
per 100,000 populations (WI10, 2013). 11 is the lcading causc of-death in children aged under
5 years accounting for 20% of deaths among this group. closely followed by pncumonia and
diarrhen discases thot accounted for |7 and 11% of desths respectively. Among adults, it is
the second leading cousc of mortalitywith a cause specific mortalily ratc of 131 deaths per
100,000 populations compared to {3 deaths per 100,000 population from (IIV/AIDS) (WHO
2013).In the abscnce of cffcctive vaccines for/ malana prevention and development of
unacceptable levels of resistance 1o onc drug after another by the malaria parasite coupled
with the developnient of resistence 1o insecticides by mosquiloes that transmit the discase;

prevention of mosquitoes bite through the use of ITNs remains very importoat strategy for
mulana control (Awosan ctal; 2013).

Constant use of malaria preventive.mcasures dunng pregnancy’ in Nigena has beerr found 1o
be low despite the burden of. the.discasc in the country’ (NPC Marro; 2009). Review' on
community acceptance of bed nets in other places has shown that various factors influence
the usc of bed nets:these inefuding, cultural. behaviorsl and demographic factors, cthnicity,
accessibility, gender relations and scasonality of nialuria (1{cggen et al; 2003).

Scveral key assuinptions about deployment (or hanging) and use o FITNs by those Who own
ncls underline thewrccent and rapid distribution of 1TNs in Aftica The intencntion was
assumcd 10 be.a-known and popular onc, so that fast and near universal uptake vwould arise
because (1) thedntervention is known o work (protect from malana) (2) ITNs are virtually'
sidc-c(Tect frce(3) 1TNs are relatively cheap/free (4) ITNs arc easy 10 use (i.c. to hang and 1o
slecp under and (5) ITNs not only prolcct against discasc but also provide prelief fiom
nulsance-biting mosquitocs, (Macintyre ct al: 2011), To benefit from 1TNs for prerention of

malorio at cither the individunls _or the communlty level requires not only houschold
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ownceship but also use or 1t least deployment. While there is evidence hat bchaviora! changc
related (0 the uptake of I'TNs use is occurring, it is noj yet uaiversal (Haggen ct al; 2003).
According to (Macintyre ct al;201 1) 13 of the 35 highest butden countrics tcported at lcast

50% of households in malatia cndemic areas owiled an ITN. although there is cvidence that

ownesship does not translate into use at the same time.

According 10 WHO (Wi10. 2008). many pcople \who reccived 1'TNs did not sleep under
thein, tesold them, reduced their efTicicney through innppropriate washing practices or failed
to replace them when they become damaged or tom. There are fevw data 10 back these

siatements. this question of non-use continues to challenge malaria practitioners in Aftica
(MacintyTe ct al; 2011).

Reccni analysis according to (Macintyre ct al: 201 1) of national data of 1'TN usc found that
intra-household access to 1 TNs (i.e. 'TN to occupant ratio) was one of the main drivers for
I'TN usc. and that the lower the rate the higher the non-usc among occupants (Eiscle ct al;
2009). Other than ownership, primaty barrices 10 )TN use includc: insufficient knowledge of
uses or the link between mosquito bites and malaria; tack of knowledge of I'TN usc as a
peeventive mcasurc agains! malarta; and lack of knowledge as 10 who should be the main
uscrs o f nets. Some studics also reports poverty as a baivier to use, in that poor houscholds
have immediate needs including food, waicr and medical care and thercfore sell neis o meet
their basic nceds, (Macintyre ct al; 2011).0ther belicve recent illness or death may incrcasc
usage and proximity of a houschold to a hcalth scrvice dclivery point may increasc the

likelihood of having messages refatcd to the imporiance ofnet use.

Therc is a perception that the delivery mechanism (i.e. whether the net is free at point of
access or not, or where the net conies fiom is important 10 aceepianec and usc of an item in
the household (Macintyse ct al; 2011).The sources of ITN (c.8. Minisiry of Healih, the
market, a non-govemmental organization c.t.c.) or even the brand of net. may alfect the level
of wnist that the community places in that product. The agent who introduced, the TN (the
community health worker (CHW), a fiicnd, nurse or merchunt) may also intluence net use
(Macintyic et al; 201 1).1t should be noted that net characleristics as pointed out by previous
studics, such as brand, colour, size may also influcnce uptake and use. Many carctakers

support that children get too hot or fear sleeping under the net.There arc some cvidences thyt

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



ownctship but also use or at lcast deploymenl. While there is evidence that behavioral change
related 1o the uptake of ITNs usc is occurring. it is not yel universal (Haggen ct al; 2003).

According to (Macintyre ct al;20]11) 13 of the 35 highest burden countrics reported at least
50%g of households in malaria endemic areas ovned an ITN. although theee 1s evidence that

owncership does not translate into use at the same lime.

According to WIHO (WI10. 2008), many people who received 1TNs did not sleep under
them, tesold them, reduced their cfliciency through inappropriate washing practices or failed

tlo replace them when they become damoged or tom.There are feav data to back these

statcments, this question of non-use continucs to chalicnge malaria practitioncrs in Afiica

(Macintyre et al; 2011).

Recent analysis according to (Macintyrc ct al; 201 1) of national data of TN usc found that
intra-houschold access to ITNs (i.c. ITN to occupant fotio) was onc of the main drivers for
ITN usc. and that the lower the rate the higher the ‘non-usc among occupants (Liscle ct al;
2009). Other than awnership, primary bamcrs to lTN use include: insufficient knowledge of
uscs or the link between mosquito bites and malaria; lack of knowledge of I'TN usc as o
preventive measure against malarie: and lack of knowledge as to who should be the main
users of ncts., Somc studics also reporls poverty as a barricr 1o usc. in that poor households
have immecdiote nceds including food, waler and medical cane and therefore scli nets to meet
their basic nceds. (Macintyre ct al;.2011).Other believe recent iliness or dcath may increase
usage and proximitly of a houschold to a heahh scrvice delivery point may. increase the

likclihood of having messages relatcd 1o the imporiance of net use.

There is a petception that thedelivery mechanism (i.e. whether the net is free at point of
access or not, or where the'net comces from is imporiant to acceplance and usc of an ilecm in
the houschold (Macintyre et al; 200[).The sources of ITN (c.g. Ministiy of Health, the
markel, a non-govcmmental organization c.l.c.) or even the brand of net, may aflect the level
of ttust that the comniunity places in that product. The agent who introduced, the ITN (the
community health-worker (CH\V), a fiicnd. nussc or merchant) may also infltuence nct use
(Macintyre et al:*2011).1t should be noted that net chamclcristics as pointed out by previous
studics, such as brund, colour, sizc may also infltucncc uplake and usec. Many carctakers

support thot children get too hot or fcar sleeping under the net.There are some cvidences that
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Pregnant women, who have o et out of bed frequently in the middlc of the night to casc
themselves, find hung ncts inconvenient.

This sensc of inconvenicnce may also affcct use by childien. If nets become damaged or
carctakers think the nets make children hot and distusb their sleep. they may decide to let
children slcep without a nct. (Kate Macintyre ct al; 2011).Pregnant women are more
susceptible than the gencml population to malaria: they are more likely o become nfecied,
have a recurrence, develop severe complications and 10 dic of the disease. Malaria contributes
very signtficantly 1o matermol and foctal montalily.Regardiess of symptoms, the presence of
plasmodia parasiles in a pregnant woman's body will have a ncgative iinpact on her own
hcalth and that of her foctus. Restricting ticaiment to symptomatic pregnant swomen is an
inadcquate stratcgy (o reduce the morbidity and mortality associaicd with malaria (NICE
CKS. 2012). Subclinical infection is common in areas Avhiere natural immunity is high (c.g.
Sub-Sahacan Africa), whereas. as symplomatic cases arc common in areas with low’ immunity

(c.g. the Asia-Pacific region. and South Afnice) (W110:2012).

Malana during pregnancy is different from the discasc in the non-pregnant state. The scventy
of mataria in pregnancy is thought to be due.16 geneml impaircd immunily plus a diminution
of acquircd immunity to malaria in{ cndemic arcas. Placcntal malaria occurs where
plasmodium falciparum infected erythrocyles accumulaic in the intcrvillous space of the
placcnia but may bc rare or absentwin the peripheral circulation. Diagnosis by light
microscopy: of blood films is more difficult (Dlhiman, 2012).

T'reatment can be moic difYicultdueo restrictions on anti-malaria agents. There is frequently
a lack of good post-marketing./surveillance where these drugs are routinely uscd in
precgnancy. However, data, suppont the safety of artemisinin~<combined drugs (ACDs) and
their advent had provided ar uscful therapeutic option. With regard o checmoprophylaxis
record, World Hcalth ‘Organisation (W1I0) recommendations and a large mcta-analysis
support the usc of intcrmitient prophylactic treatment duning the second and third trimester,
(Avery ct al: 2012).

Producing good cstimatcs of the global burden of malaria is diflicult duc to pool numcrator
(nwnber of women affecicd by malaria in pregnancy) and denomination (population ay nisk)

dnln_llowcvcr, globally, 125 million women are at the risk of malaria acry year:
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In Sub-Saharan Africa. the area most busdencd by malana, the discasc is thought to cause as

niany as 10,000 cascs of malaria related deaths in pr:grancy, mainly due to severe matemal
malana.

Bewween 75,000 and 200,000 infants (under the age of 12months) arc cstimated to dic
annually as a result of malaria infection during pregnoncy.Approximaltely 1% (100.000) of
nconatal deaths are duc 1o low birth weight resulting from plasmodium. falcipanan infection
in pregnancy.Usc of intcrmitient preventive treatment in pregnancy and se of nets resulied in
an cstunatcy 94,000 ncwbom deaths being avertcd between 2009 and 2012 in 25 African
countrics. If these inten'entions had beea applicd 10 80% of the.at-risk population, it is
estimated that 300,000 deaths could have been prevenscd.Preventing malaria in pregnant
woincn reduccs severc matcmal anacmia by 38%s. reduces.low bitth weight hy 43%, reduces
prenotal monality (deaths of infonts within 12months). by, 27%.Scaling up coverage and

acccess (o preventive measures is clcarly the way forward, (WHO ,2012).

A review of studies carried out in Sub-Soharan Africa betvween 2000 and 2011 reveal that
prevalence of malaria ia pregnant women aticading antcnatal clinics was 29.5% in East and
Southem Afliica and 35.1%% in West and Central Africa (Dhiman et al: 2012).

Preventing and treating miolaria in pregnancy can be a key intcrvention to improving
matemal, foctal and child health globally and can also be linked 1o three of the Millcnmum

Development Goals (MDG-3 Matcrnal Health. MDG-4 Child tcalth, MDG-S, Combating
Infectious Discasc. (Kaycntao ct al; 2013).

Pregnanimothicrs with non-immunity or low immunily from a low-tansmission areas arc
likely to develop formis of illncsses and complications like, Anacmia; Aculc pulmonary
oedema; disscminated intravascular copulation and death while common problems for the
foctus include. spontdncous abortion, premoture delivery, stillbirth intraulcrine grovvth
restiiction, low biith' weight and intv utenne foctal death. Maloria infection during
pregnancy: is o signilicant public health problem with substantial risks for the pregnant
woman, her foetus..and her ncw bomn child. Malana-associaled matcrnal illness and low birth

weight are most}y: the result of plasmodium falcipasrum infection and occurs predominantly in
Afltica (Dhiman-el al; 2012).

The symptoms and complications of malaria in pregnancy vary according o malaria

transmission intensity in the given geogiaphical asca, and the individual's Ievel of acquired
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iinmunity‘In high transmission scitings, w.here levels of acquired immunity 1end to be high,
pl&smod;um falciparum infcction is usually asymptomatic in pregnancy, Ycl, parasilcs may
be present in the placcntd and contribule to matemal anacmia cven in the absence of
documented penpheral parusitacmia. $3oth matemal ancamia and placental paiasitocmia can
lcad 10 low birth weight, which is an important coniributor to infant montality. In high

Iransmission sctlings, the adverse cllects of plasmodium falciparum infection in pregnancy

arc most pronounced for womenin their first pregnancics.

In low transmission sciting.where women of reproductive age have telatively linte ocquired
imniunity to malaria. malaria in pregnancy is associated with aneamia, an increased nsk of
severe maluria, and it may lead 10 spontaneous abortion, stillbuth prematurity and low birth.

In the United Kingdom, the prevalence of imporicd malaria in. pregnancy is unknown. A
revicw of the burden of malana in pregnancy estimated that about onc in four women 1in Sub-
Saharan Aftica in areas of stablc transmission had malaria at the time of birth (Dondorp ct al:
2007). Malaria in pregnancy is dettimental to the woman and her foctus and collcctive dala

dcmonsirate that the risk of adverse cfTects from unuicalcd malaria in pregnincy outweigh
those of treatment (Jelinek, 2016).

The protozoan pasasiles Plasmodium faliparum, plassnodium vivax, plasmodium malariac
and plasmodium ovalc (Nosten, ct al; 2007) arc unusmilied by the bite of a sporozoitc-
beating female anophceles mosquito. After a period of pre<iythrocyic deveclopment in the
hiver, the blood stage infection, shich causes the discasc begins. Iarasitic invasion of the
erythrocyic consume hacmoglobin and alters the red cell membranc, This allows plasmodium
falciparum infccted erythrocytes i) stick inside the small blood vessels of brain. Kidncys and
other affected organs. PPlasmodium falciparum causes greater morbidity (motemal and foetal),
principally low birth weight, anacmia and mortality than non-falcipanum infections (Jeclinck,
2016) but there is mounting cvidence that plasmodium vivox is not as benign as had been
previously thought (Jelinek. 2016). Responsc to antimalarial trcatment is muhifactonal but is
associated with the'degree of prior immunity acquired from repeated cxposures in childhood
and the background level of drug resistance. The higher the transmission of malaria, the
greater the degree of pnor immunily and the more likely the woman will respond favourably

to a drug treatment. (Phillip-tioward ctal; 2016).
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It is cstimated to alTcct between 350 10 500 inillion people aqutually and accounts for] 103

million deaths per year (the global fund authors 2009), (WHO web site authors 2009)- Sub-
Saharan Africa has the largest burden of majaria discase. with over 90% of the world's
malaria rclatcd dedths occuiting in this region. Twenly five million (25.000.000) pregnant
women ase currently at the risks of malaria, and according o World Health Organizotion

{W1HO), malaria accounts for over 10,000 matemal and 200,000 nconntal death per year
(\VHO, 2009).

These ligures may under estiinate the impact malaria has in matemal morbidity and mortality-
A recent study (fom Mozambique that investigaled cause of inatemnal death via autopsy found
that up to 10% of matemal deaths were directly: atinbuted 10 matarial infection and 13% were
sccondary o human immunodeficiency virus 1{IV/AIDS,. which can be exncerbatcd by
coexisting malarial infcction (Mencndez, 2008). This suggests that in pans of the world
where malaria is endemic. it may direetly contributc to almost 25% of all matcmal deaths.

Maloria in pregnancy also contributes 1o significant prenatal and mortality and mobility.
infection is known 10 cause higher rates of miiscarriage, intrauterine, demise. premalure
delivery. low birth weight nconetes. and nconntal.deaths. As funding increases 10 combat
both malaria and 1natemal mortality, understanding how malaria specifically alTccts pregnant

women is crucial in our cllorts lo imprave matemal and prenatal health and curb the spread

of this preventable infeclious discases.

285  Pregnunt Womens' Knowledge with Respect to Malaria and [nsecticide Treated
Net.
Coinmon principles used to-mcasurc knowledge about malaria include qucstions about
transmission and ntcrvention. Gestational malaria is recognized as a Icading contributor 10
the high matcmal moriolity ratio quoted in the 1egion. The siudy conducied in Ogun Stale
among pregnanl women aticnding sccondary Elcalth facilities by (Runsewe Abiodun ct
01:2012) concluded.that the low swareness and poor knowledge about insecticide 1rcated net
(ITN) among the pregnant women ieftect their level of cxposure to adequate information and
may be continuously sensitized through social marketing, radio, jingles and community
participation o ¢nsurc acceplance and utilization of the new protective methods. licalth care
providers who arc the main source of health information to the pregnant women in the
various health fucilitics, may need further taining and retraining on malana contiol end
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In the Tanzania study (Manchent 2012) wide knowledge gap existed between those that had
antcnatal case (ANC) and thosc who did not as tlicy are more likely to be more exposed 10
some infonnation duning the usual health promotion activities in the clinic. The educational
level of the study participants was found to be significontly associated with awarencss and
cven knowledge: This may also cxplain the higher level awareness recorded in this study
when compared with Onjckwes Nel mark survey. Even at the net mark survey still noted
Nigena had the lowest level of awareness in the sub region in 2004.Back 201 { till date the in-
depth khowledge about ITN by pregnant women has been fair in thosc that are aware. The
fact that the majority of those that know about ITNs got their.information from the hospital

was probably because the Nigerin Government uses the public llcalth care system as its
mcans of creating awareness and distribution at the outset of the programme. Alihough the

place of public health care system cannot be over emphasized in the qucst to increase

awareness, olher means were obviously less wtilized and this may have been contribuled to

the low level of awarcness that was found in most of the studics.

(Runsewe-Abiodun ct al; 2010) repoited in the study conducted in Ogun-Siasie among
pregnant women that gestational molaria 15 necognized as a leading contributor w0 the high
matemal mortality ratio-quoted in the region. The study further showed that the low
awarencss and poor knoswledge about ITNs amongst the pregnant women reficct their level of
exposure to adcquatc information and may be conuinually sensiized throughi social

marketing, radio jingles and cofmmunity’ participalion to ensure acceptance and utilization o f
new plotective mcthods.

Also in o study conducted in Tanzania (Gross ct al; 2011), a wide knowledge gap existed
between those that had ANC and those who did not as thiey' ore likely o be more exposed (o
some mformation_duting the ususl hcalth promotion activines in the clinic. Nigena has
promoled ITNs-use in pregnancy along with other cvidence-based interventions for malaria
control since (he_ Abuja malaria summit, but lexels ofTN utilization by’ pregnant women and

otlier vulnerable population gioups have remained low.

Though malarnia prevention through the use of ITNs is 8 rccommendcd component of rouline
anqenatal care (ANC) in Nigeria (FMOILL, 2012)only 27 6% mentioned the haspital as their
eoutce of infarmmntiaon about FIN. AFRioaN DrelTRbEEAL T mwmmdz@&c&f the information disseminsiact



were not comjrehensive cnough. Studies have revealed that niany health workers themsejves
lack the conviction about the unique benefits of (ITN) insccticide ircated nct- they. arc
inadcquately tnformed tbout them and are therefore unlikely to convey cnough information
to the gencral public. (Guyyat. 2012: Iyaniwuza ct al; 201 1), In addition, the losw report of the
hosmital as source of information about ITN may be duc to other vanous reasons however,
health workets may not promote ITN if the nets are nol available in the clinic, or if the

faciliies arc under tagged and workers overworked. undeipaid and demolivated as is the case
in many govermnment health oullcts.

26  Pregnant Womens’ Perception of Malaria and Ifusecticide Treated Nes.

The use of insccticide trcated netis very elfcctive in the conirol of malaria and it is estimated
to be twice as eflective as the unireated nets. Some researchers have noted thal women vsho
used ITNs had signilicantly fewer preterm deliveries and. babies with higher mean binh
weight than women who did not use ITN, Ncvertheless, the'use of [TNs is still limitcd mainly
because of its unavailability and cost and partly because of the discomfort associated with the

nets and the women's fear of possible cffcct of the impropriated chemicals on them and their
unbom babies (Ugvvu and Ezechukiwe. 2015)

Studies indicated that respondeots who thought that it was not good 1o sleep under I'TNs gave
the following reasons: ITNs being hot at night, and they got malaria despile sleeping under
[TNs, A study by (Binka et al:1997) showed that ¢ most comnsion perception for non-use of
act were mosquilocs nets could” suifocale onc when slecping under it. it made onc 1o sweal
bocause it gencrated heat and“so.on. While a study conduciecd 1n Mbarasa distiict in Uganda
in 2013 indicated that there;wene’doubts about bed net cfficacy in preventing malana.

Still coninibuting factor. to-low coverage rates is the impact of local customs on net usage. A
study also conducted‘in/Kenya found that the youngest children n a houschold were given

the lowest priorty for, bed net use, despite being a higher-risk populetion, (Okeh BA,

Mwobobia IK: 2012).3: ¢ 4050). This was also butiressed by another study 1n Burkina Faso

which showed decreased use of bed nets during dry season due to a perceived lower risk of
mosquito bites and the practice of sleeping outdoors (Frey, Timore, De Avegri, 2012)

Another study in Kenya showed thot villagers were using their nets for (ishing rather than

malana prevention (Minakowa Disa;2011)
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A study (Intemational Journal of Tropical Discase lealth that 4 (6) 645: 660. 2014) staled
that respondents perccived that 1TNs werc hot ot night, they were not being aware whether

ITNs ate good ond thot they got molaria despite slecping under ITNs. These were thetr
reasons for not using the insecticide treated nets,

Malaris is a re-cmerging infections contributing 10 more deaths in presemt body than in

decadcs, (3reman ci ali 2004). Insecticide Treatcd Bed Net (ITNs) remain 2 highly cffeciive

tool 1n the fight against malaria (Grabonsky ct ol; 2007) when used comrectly (Baume et al;
2008).

Usc of ITNs hinges on factors of knowlcdge including the following. causes of malaria,
symploms uscd (o classify malarin, acknowledgement of a causal link belween mosquitocs
and malasia, traditional mosquito prevention practices, reservalions about use of inscclicide
snd cost of nct (Bclay ct ot; 2008). Studics show lcvels of awarcness and understanding of
ITNs 1o greatly vary, as well as within countnes. Aceondingly, local knowledge and current

practices should be accountcd for when creating -and tailoring an intervention so maximum
a\\areness in any comymunity can be achieved,

In general, awarcness surrounding malaria 5 problematic and so community |evel educational
componcnls are neccssary' (0 address those deficits. Studics reviealed that despite cfforts to
aeste awarcness of the causol link between mosquitoes and malatia, significant doubt
rcmains, These doubts werc not_cnlirely unfounded as some were based on peractical
cxperiences, though others were /based on traditional medicine and superstitions (Belay et al;
2008), Mosquilocs need 10 be recognized as the sole cause of malaria prompting a belicf thai
ITNs are a complete dcfcnse-@goinst transmission and discase. Despile awarcness in some
areas, low rales of ownership-prevailed duc 1o many people belicving that 1TNs caonot
ptotect against maloria'(Baley: et al; 2008). Given these inconsistencies, it is imperative thal

any and oll misconceptions be rectificd through proper education and awareness campaigns.

Theough this knowledge and swarencss, a cullure of bed net use and cventually ITN use, can
be created

27 Owncership and Uscof Insccticide 1rested Net among Pregnant Womcn

A fundamental determinant of I'TN use is houschold povsession of {TNs If you do not have
oBbc, you cannot use onc. ln sub-Sahamn Alnice, considcrablc elfort has been made on
increasing the number of houscholds possessing ITNS: ihere has been an impressive
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distrbution cffor! by mialaria control programmes. with significant govemment and donor
support over the Past few' years. Many countries including Nigeria have increased houschold

coverage Lo a point \Where average houschold coverage with al least two ITNs to a houschold
(WHO, 2011),

To aclucve and maintain this univessal insecticide treated net coverage (UTC) Rwanda and
other countrics (in Sub-Saharan Africa) including Nigeria. adopted the WHO's
recomnicndations for high inalaria burdens countries of using multiple distribution channels,
mcluding frce universal insccticide treatcd net coverage through programmes such as
anicnatal care (ANC), immunization services for children and pregnant women fespectively
(Kateera et al: 2015, Malar. 2015).A study in Rwanda, in-(2015) showed that a key
dcterminant of I'TN impact is bed net use. with disparities between bed ner ownership and
use(Malar, 2015). Onc such dcterminant of bed net usé is scasonality. While higher nct use
has been reported more in the rainy seasondue to the associnted high mosquito density. lower
nct use has been associated with hot diy months duc 1o heat-related discomfort. Other
previously fepoited determinanls of net use inclide number of nets owned per houschold,
sex, with women more likely to use, sex, age, head ol houschold. educational lexel, disruptive
sleeping asrangements and net misuse such-as bed nets being used for activities in agriculture
and fishing. Hitherto, studies on bed et use have mostly focused on children <Syears and

pregnant women, two groups preferentiolly targeted for net coverage in the pist because of
their high malaria vulnerability.

The evidence for the cfficacy-ot ITNs in preventing malaria infection and its consequences in
pregnancy is strong as reported/in a Cachranc revicw in (2009) and in @ more recent mea.
analysis which cxamined /malaria prevention in pregnancy datasets from dilferent African
nations. The evidence showed a strong correlation between the use of I'TNs and reduction in
sull birth, improvements in birth weights of hahies and a reduction in the prevalence of
parasitaemia and ‘ansemia (n pregnant women. A communal protective effect of [TNs and
reduction incoverall vector density has olso been observed in some sctting (Malar
2013).Despite ‘the wide spread roll out of policics, and substantial financial ynvestmenys in
iTN distribution, coverage remains suboptimal in many regions, particularly with respect (0
pregnant women. Recently published data fiom sub-Sahamn Aftica found that although 96%

of countries surveyed hod a policy for ITN coverage, reparted coverage for preghant women

With ITNs was only 17%(Benngihc. st 220keLhs, Mg, delivery system for [TNs was



through antenatal clinics (ANCs) using frce distribution or a voucher system, Intcrestingly.
aticndance at an ANC was not found to be mojor factor in limiting coverage, Supply has been
identificd by the W11O as the primaiy barricr 10 achicving optimal coverage. With the latest
world malario repost suggesting that in gencral population there is a high cormelstion between
ownicrship and usc of ITN (Malar.2013).

It is gencrally known that relationship between I1N ownership and use has been explored by
few authors and largely neglceted when it concerns pregnant women:A 2011 qualitative
systematic review of the uptake of malaria prevention intcrventions in pregnancy in Aftica
found that relationships with hcalth workers, cost and distance to health facilitics, knowledge
of antcnatdl care and local contextual factors influcnced women's uptake of intervention
(Deresse, 2011).1tis so clcar and obvious that the provision of {1Ns and cducation arc both
instumental for ausining high bed nct use and coverage. Still, community specific
behaviours remain significant obstacles to achicving optimal results. Onc must therefore say
that combining frce distribution of ITN with nos! cdueational model targeting the unique
belicfs and bchaviours of bed nets receiving communities at large (Maria Widmar ct al).
Studies also showed that having awarcncss and knowledge mercly does not guarantee
practice of intcrvention methods. The main causes for the low usc of ITNs were low

ownership duc to inaccessibility and lock of rcgular use because of its exbaustion as well as

lack of awareness about its importancein some of the cases.

Prcvious studies have found that frec distribution of ETNs has resulted in subswntial increase
in net coverage compared 10 subsidies. Sigh ct al (2014) also svtssed that increase in
awarencss oboutl ITNs and its’ bencfits as a result of scnsitization by tecachers and health care
poviders moy: likely influcnce-the possession of [1Ns of those who had formal educauon
than those vwho do not have. Other studies showed that provision of ITN through incentives to
encourage pregnant‘women to altend anicnatal services and routine five disibution to

women at their lirst antenatal visit incrcased the reported use of bed nets.

(Pull ford c1 &l5 2011), also conducted a review regarding the reported reasons for not using a
bed net when ‘onc is available in the geneial population am! foumd that reasons such as
discomfort and peiccived low mosquito density were the most common reason for non-use,
As per the paalysis of (Van Ejik ct ol: 2011) the puiest peifortung countiies at a nalional
lexel, i terms of overal) coverage (I use at night prior), were Swaziland 1%, Nigena 5%,
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L Zimbabwe 6%, while the best perfonining countrics or rcgions were Zanzibar 51%. Tanzania

26%, Kenya 49% and Madagascar 46%.

Between 2000 and 2004. there was a reported decline in ITN use from 58 (o 46% In Nigena,
despitc an incrcasc in ownership rates (statistical significance of this diflercnce was not
calculatcd) feprescnling a large increase in unuscd bed nets The last five years have seen
significant gains made in sub-Saharan Africa in tenins of scaling up coverage of ITNs in
pregnancy. especially in light of supponive policics and financial investments from national
govemments, but there remains a wide range in the coverage rates at both national and
subnational levels.Studies have highlighted the disappointing discrepancy beisveen ownership
and use of ITNs ainongst pregnant women in many ‘scitings. rcprcsenting a missed
opportunity for distribution programmes 10 addrcss the reasons for this trend. Bed ncts use
cannot be simply assumed in houscholds recciving and owning ITNs. Available JTN use by
pregnant women was as high as 82% in Kenyo. and as fow as 29% in Zimbabwe, in national
data scts. Cited rcasons for the discrepancy include non-modifiable factors. such as

discomfort and inconvenience.but interestingly, dssucs of knowledge and perceived
vulncrability to mialaria were also (requently mentioned.

Conceming TN ownership and acquisition dusing pregnancy, it was reported in the study
conducted in Uganda that 72% of women reponied that they owned ITN ot the very' start of
their most recently pregnancy: afl ofthe women who oequired the net during pregnancy
reported alwaoys slceping undcr it for the remainder of their pregnancy. These determinants
afler critical study of the usage of ITN among pregnant womnen are cost of purchase,
unbearable heat while sleeping under nets, fecling of sullocotion, chemical smell,
inconvenicnce, family structure i.c. inadequate space clc. (Laum ct al; 2011): The Globg]
Malasia Programme (WHO/GMP) describes a shilt in guidonce on malasia prevention
through the use of insccticide ticaicd nets (ITNs)

The WHO/OMD calls upon the national maloeia control progmmme and their patients
involved in long lasting insecticide (reated net intervention o pwchase only insecticide
teaied nets. These are designed 0 maintain their biological cfficiency against vector
mosquitoes for ot least three yCsrs in the licld under recooumendad conditions of use,
obviating the nced for regulas insecticide treatment. (Binka ct al; 2005) Amenican Jowmnal of
Tromcal Medicine Hooiene [n opfanimeriben{iofaieakilc o be realized. ITNs should be
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deploycd as a vector control intcrvention, WHO/GMP, therelore recommends fu]l covernge

of all people at the risk of malaria in arcas targeted for malaria prevention with ITNs The way
in Which full covciage should be achicved may vary with particular epidemiologics! and
operational situations. Wherc young clildren and pregnant womcn arc Mol vulnerahle

groups, their protection is the inunediate priotity while progess is made towards achieving
{full coverage. In arcas of low wansmission where all age groups are vulnciable, national
programincs should cstablish prioritics on the basis of the gecographical distribution of the
malasia burden-In most high burden countries, 1 TN coverage is still below agreed targets. The
best opportunity for rapidly scaling up malaria prevention is the free highly subsidized

distribution of ITNs through cxisting public hcalth services (both foutine and campgigns.
Resolution (WHO. 2005) Geneva.

ITNs should be considcred a public nced for populations living in malaria endemic areas.
Distribution of ITNs should be systematically accompanicd by provision of information on
how to hang. usc and maintain them properly. The Global Molarta Programme position does
nol cxcludc other approaches thot have been ‘successfully developed and implemented in
specilic contexts. Focusing on the role of national health scrvices in ITN implementation

docs not cxclude thie impostant roles ol other panacis now and in future in implementing this
inlicnvention.

All mosquito ncts act as a physical-bairicr, preventing aceess by vecior mosquitoes and thus
providing pcrsonal protection against malana (o the individuals using the nets. Pyvethioid
msceticides. which arc used 1o1reat-nets, have an excite- repelient cffect that adds a chemical
bamicr 1o the physical onc. further reducing human vector contact and inCreasing the
protective efficiency of themosquito nets. Most commonly, the insecticide Kills the mosquito
vectors that come into contact with ITN. By reducing the vector population in this way, ITNs.
when uscd by a majorily of the target population, provide protection for all people in the
communily, incjuding those who donot themselves slecp under ncts. (I lawley o1 8l; 2003) A
recent study has shown that relatively modest covemge around 60"/ of all adults and chjldren

¢an achicve cquitnble commumify wide benefits. 1TNs then work in this case as a veclor

control jntervention for reducing malaria trunsmission (Killcan et al; 2001).

I “real ife” situstion. the prolective efficacy of treated nct is signilicantly compromised by:
; nd |
heir poor physical conditions. Cusremiy MOVl A5, s made of o Yester and rarcly last



Flongcr than 2-3 years under licld situations. Ilowever, now tcchnologies and materials such as

; Polycthylenc have been developed 1o produce nets that arc stronger and longer lasting,

Indoor residual spraying. accompanied by larviciding, active and passive casc deiection have
been the main malaria control activitics in practice. Geographical locations, tropical climate
and socio-cconomic conditions make appropriate condition for occurrence and PCrsistent
transmission of malaria in areas like 3adagry 1.GA under study.n areas where access 10

health services is limited and medications ofien inappropriale, insecticide-treated Mosqwitocs

|' nets (JTNs) present an attractive option that con cflfcctively coniplcment the main malaria
control strategy based on carly diagnosis and prompt treatment (HILL: ct al; 2010). The study
|
conducied in various parts of the world proved that the usc of nets treated with inseeticides is

an cflective ool agoinst mosquito bites and in reducing morbidity and mortality duc 1o
malana (Lcngclor, 2007).

Currently, the use of long lasting insccticide treated” net is onc of the main siralegics
advocated by the WHO 10 combat the threat of Malano (Binka ct al: 2005).Use of ITN is one
ol the most cost eflective intcrventions against.malaris. According to (Yukish et al; 2010),
the cost of {ive ITNs and 1wo Indoor Residual Spraying (IRS) programmes in Afnica. ITN
were found o be signilicantly cheaper 1o use than conventionally treated nets. In high
transmission ascas where most of the malania burden occurs in childeen under the age of 3
years and assuming that this population group can be effectively targeted with ITNs that use
of ITN is 4-5 times cheaper than IRS, which cannot be 1argcicd to children only:-

2.8  Factors That Influence Use of Insecticide Treated Net omong Pregnant Women

(Factlitating and Borrier Factors)
Insecticide Treated. Mél {ITNs) ore an cffective 100l lo prevent malaria morbidity and
mortality’ among--children and prcgnant \Women in plesmodium falciparum malana
vansmission sétting™(Lengder, 2011). In 2007. the World llealth Ocganisation (WEHIO)
recommended that countries in Aftica provide [TNs for oll age groups at the tisk of mglana.
Implicit in‘the promotion of universal coverage 8s a goal is the recognition that JTNS, even il
Undesused in some houscholds can still have a knock down clfect on mosQuilo densitics,
resulting in a community level giotective cllect (WO, 2013)).To benefit from 1TNs for

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



—

prevention of malorio. ot cither the individual or the community level. requires not only
houschold owaership but also use.

It also revcaled the benefits of preventing mosquito bites that quite often are imilating and
above 8ll prevent onc from catchiog malatia and bites from other insects bed bugs.
cockroaches and other crnvling inseets) and provide wannth during cold weathers. The study
in Uganda also made onc 10 know that the respondents knew that their ITNs were faciory
trealed nets with chemical that could kill or repel mosquitoes. This high level of awarcness
was quite good for public hecalth intervention, This could probably explaincd why mejonty of
thosc who owned 1TNs had high compliance of sleeping under it in the week prior 1o the
suncy.The World licslth Oiganisation (WIHQO) promotes the usc of Inicgrated Vector

Managecment (1VM) to control vector bome discases (V3Ds). World licalth Organisation
Report on malaria, 2013) Geneva W1{O.

Integraled Vector Management inyvolves the use of a range of proven vector control tools
used cither nlone or in combination selected based on knowledge of the local vector ecology
and cpidcmiological situation, Integraied Veclor. Management can involve use of muluple
vector contiol lools against a single discase/or alicmatively a single 100l against muluplc
diseases This is particulatly the base whete veclor control internventions arc aclive against
morc than onc discase and vector bome-discases overlap in their distiibutioniniegrated
Vector Management is 8 WHIO policy for clfective and sustainable vector contiol. 1n order to
cxploit symergies between vector bome diseases and maoke vector control move cost cflecuve,
integrated veclor management ddvocalcs for the usc of shared intencnlions across diseases.
llowevcr. in order 10 be able10 do this, it is important to first know whether interventions arc
eflective against multiple /discases Insccticide Treated Nets (ITNs) form the mainswy of
malatia vector contiol in‘many endemic oreas Woild ilcalth Organization WH0.2013). [TNs
are estimated to reduce all couses of child monality by 17% and uncomplicated malaria.
plasmodium falcipatum cpisodes in areas of slable transmission by 50% comparcd 10 no nets
(Cochare, 20 1)1 TNs hove been rolled out in malazia endamic regions on a large scale,

panticularly in sub-Sahasan Afiica. Between 2004 and 2010. the numbticr of ITNs delivered by

manulaciures to maloria endcmie countsies in Sub-Sahamn Afiica increased from émillion to

145million (W10, 2012),
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f The percentage of houscholds owning at Jeast one ITN inSub Sahara Affica (SSA) is

estimated 1o have riscn from 3% in 2000 to 56% in 2012, but declined to 54% in 2013 More

work is nccded to reach ITN covierage targets sct by Roll Back Maloria of 80% usc of ITN by
individuals in populations at risk (Tusting et al; 2013) More rccently conventional [1Ns have
been replaced by Long Lasting Insccticide Treated Net (LLINs) that maintain elfective levels
of insccticide for at lcast three ycars meaning that rcireptiment with insecticide is nol
necessary -Insccticide Treated Nets (1TNs) are likely to be effective against multiple vectors
ond vector bomne discases since a substantial proportion of tiansmission occurs indoors, but
this has not been systeinatically assessed. 1TINs as well as insecticidc-trcated cuftains (ITC)
and insccticide screening arc likely 1o function in the same way. Discasc vectors are attracted
to host odours cmanating cither from people sleeping under ITNs or from people within
houses in the casc of ITC and ITS. Vectors then coming into contact with these matciials arc
deterred or killed and thus it can be said that the ITNs and housc arc acting as "baited traps™.
They may also be working 1o some extent 10 prevent vieclors from cntcring houses (houschold
level protection) rather than personal protection in the case of ITNs.

Matoru and collcagues (Mathanga, 2009) assert that knowlcdge (or lack thercof) and o verall
belicfs about 1TNs arc a considerable barvier to ITN usc. During a focus group theparticipants
stated: “'When you look at us and the clothes we are wearing, would you rcally think we
cannot buy bed net? For ine | think we don't haxe good knowledge about those things and

how important they are in fighting malaria.” Lack of valuc nttached to ITNSs plays a large

tole, without proper knowledge; populntions are made unable lo conncet malacia prevcntion
and ITNs (Njau, 2009).Thus, i1 is necessary not to stop ot the fact that ITNs solcly prevent
malana. but also o illuminatcthe dircct benefits of 1TN use in teems of financial costs
aveited through less hospital-visits.Distance and accessibility to 1TNs distiibution points also
scrves as barriers to owncrship as access 1o distribution posts still remains scarcc in many'
counttics and communities (Eiscle, 2009), The likchood of [TN purchase 1s inversely' relatcd
to the distance front.an [TN distribution point (Njau. 2009). This inverse rclationship is

larpcly responsible. for the drasticolly: lower rates of ownership in rural communities: Without

rcasonable occess.: let glone cquitnble access, populations temoved from more

wbon/commercia! centres will largcly never encounter ITN ownership opportunitics.lt is
evident that the public and commercial scclors Arc sighificantly intervened as neither can
dicit high ITN covciage rates without the other (Gu et al; 2009). Accordingly. these scclors
must work together to booster I TNs demand, supply and availability. Factors that \\:ill
" Uliimolcly cnable this kind of scenasion ipchids smdigation of taxation on 1TNSs. quality

ROJECT



control betwcen 1TN producers and supplicrs. and equity in accessibility of [TNs (Gu et al;
zwg)G

J1 must also be included that programmes that heavily rcly on sole donors greatly hinder any
possiblc sustainability. This is due 1o the changing linancial climate which docs not allow. for
long tcrm linancial commitments (Manthanga ct al; 2009), An cxample of the necd for
progmmnic sustainability and reduced reliance on donors occurred in Kenya during late 2005
to carly 2006. Free ITIN distribution took place through twenty-cight ANCs distributing
17.893 ITNs across the country. lowever. distribution camc to a prolonged halt when one
donor revolicd commitment.Distribution was not resumed until another donor and subscquent
funding was sccurcd (Cisele et al; 2009) Programmc stability aims to avoid and eradicate

situations such as 1his. Instcad, a mixed approach should be employed when possible to
ensure longevity anc cffectivencss (Eisele et al; 2009).

Conceptual Framework

The utilization of Insccticide Treated Net by, Pregnant women can fuither be explained by
using l1cajth Belief Modcl,

The Health Belief Modcel (HBM) was developed in the carly 1950s and (onnally formulated
by social scientists Rescnstock (1974) atthe U.S Public Health service in order to understand
the reason why pcople failed to adopt discase prevention strategics or screcning texts for the
carly detcction of disease. ‘The FiBM suggcsts that a peeson’s belicf in a personal threat of an
illness or discase together with-a person’s belief in the effectivencss of the recommended
bealth behaviour or action will predict the likelihood the person will adopt the behaviour,

There are six constructs to the IBM, They are: perccived susceptibility; perceived seventy’
perceived benelits; perceived barrier; cuc 1o action and sclf efficacy- The application of the

lealth Belicf Mode! 1o utilization of Insccticide Treated Net.

The Health Belief NModel has been applicd 1o a broad range of health behaviours and subject
populations, Thrcc broad ascas can be identified (comer Morman, 1996) (1) preventive health
behaviours, which include heaith promotion (for example use of 1TN for prevention of
MOsquito bite) and health risk (c.B slecping withoul any protection from the moSquito bite)

(2) sick role behaviours. which refer to compliance with recommendcd medical regime (e.g
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adherence to net use) usually following professional diagnosis of illness and (3) clinic use

which includes physician visits for varicly of rcasons (¢.g follow-ups).

Cancept Net Use Mularia test

(RDT/Microscopic

screening for malarin)

). Peiccived susceptibility Pregnont women believe they | Pregnant women believe they

can be infecied with maloria | may have been exposed to

malana

2. Perecived severity Piegnant women believe that'| The pregnant women believe

the consequences of gewting | the conscquences of getting
malaria is signilicant cnough | maloria through mosquitlo
o avoid not using ncl bite without the knowledge
and treatment of malaria arc

signilicant cnough.

3. Perceived benefits Pregnant \wwomen believe that | Pregnant women having their

the rccommendced action of | nets and slecp undcr them
using ITN would protect | cvery nights. Hence this

them _from having malana | prevent them from mosquito

and the psychological cost bites and finally from having
malaria
4. Perccived barrice | Pregnant.  women  identify | Pregnant  women  identify

their personel  bawricrs 1o | their  personal bamcrs 1o
using net, (c.g fear of itching. | geuling tested with
not comlortable in the | RDT/microscopy (c.g ability
process of gelting inondoul | to get 1o the clinic. For

nccessy  oclions; CoOSts,

accessibility to nel. Etc.

5. Cues 10 action Reminder actions in form of | Pregiant women receive fill
net  Jistiibution,  cieating | information about net use and
awareness towards net usc, malana prevention sirotegics.
hanging and mainicnance.

t lcalth talks and distribution

alposiers
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6. Scil-cflicacy

Pregnant women are able to Adequate guidance

consisicnt in usage nct/tested and  treated

have their net confidently ond | provided (e.g where 10 gel

if
: | suspecled and inlected.
|
Modifying Foclors Likelihood Actions
Age. Sex, Ethnicity, Perccived hienclits

b ) A T : s
Personality. Socio- ——& versus barriers (o
cconomics.

bchavioural change
» Knowledge of malatia
and ITN * [INProent malarin
* ITN Prevenls
Perceived susceplibility v mosquilo bite

» Seriousness ol having e O NN Barrices

—#  having malana

malaria ey @ o X * | lcat
* Personal risk of having m(:: r WV e * Coming in and out
malaria l w | from the net
"
Likclihood of
hehayioural change
s Periodic use of ITN
Cues (0 action E
g Education/creating awareness/lownrds
theic own belicl of information
. Symmploms {about malasia)
. Mcdia in{formation
. Availability of nels

Figure 2.1 llcalih Belief Modd

Adopied 1o study pregnant women's knowledge, perceplion, cxperiences snd practices

relaling (o NMalsria ond ITN
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CHAPTER THREFE

METHODOLOGY

Study Dcsign and Scope

This study was a cross-scctional survey which focused on pregnant wonien's knowledge,
perception and utilizution ol Insccticide Treated Nets (ITN). The study was limited in scope
1o the investigationof the factors which influcnced the utilization of ITN amyong pregnant

women who were attending primary l{calth Care Centres in Badagry Local Govermment Ar€2
of Lagos State-

Description of the study area

The study was carried out in Badagry L.GA,which is located. in the South-westem part of
Nigeria; it is a bonder town between Nigeria and the Republic.of Benin. Thic LGA is about 57
kilometres by road from Lagos and runs parralied 10 the sca. Badagiy was founded around
1425AD; (Mesewnku,200)) ; (Avosch,1938).The occupalion of the people include fishing.
fanning. ans and crafis, salt making and trading. Badagry hosts o thriving muscum which
contains valuable historicnl antifacts especially thosc rclating 1o slavery. The people are

hospitable and they practice Islam, Christianity and African traditional religion, The town

consists of residents {rom dilferent parts of Nigeria.

The language of the people is *Ogu’’. Badagry LGA comprises different communities,
prominent among which are ApainAjido. Kweme, lbercko, hworo, llogbo. Ikoga and the
fountccn Ajara communilics pamely: Topa. Vctho, Agamathen. Isalu, lyafin. Toriko. Agelaso
Agbovipe, liohun, Agadangba, Doko, Toriko. Panko and Zinvic-scje. In the course of histor)
and particularly being the lirst communitly in Nigena to have contact with Europeans.
Dadogry. hos recorded many/dirsts in the annals of the Nigena istory.

For instance, the first storey: building in Nigeria was built there in the ycar 1845, slave relics,
statue of the venue where Christianity was first preached in Nigerin, the first primary school
in Nigeria (St. Thomas Primary School) and the corly missionarics cemctery arte all located in
Badagry I.GA. Itiis regarded as the cradic of westem civilization in Nigena.

Temperature is high throughout the ycar at about 80°C with a small range of 1empermture
AVoseh (1939). The humidity is also high most of the time cXcept during tlie dry season when
it folle at ahnnt &NOA (Mcsc\ﬁFﬁmd%ALT]hﬂDsdongJms WO Institutions of higher



{caming;thcse institutions are, the Administrative Staff College of Nigcria (ASCON) and
NigcriaFrench Language Village.

There is 8 General llospital, 19 Primary Health Centres and 23 Private Health facilitics.
There are 56 Public Pnmary Schools. 312 Pnvate Piimary Schools, 14 Public Sccondary
Schools and 26 Privalc Sccondary Schools. Mlalaria is cndemic in Badagry Local
Government. The most vulnerable groups to mglasia infection arc mainly. childr¢n and
pregnant Womcen. The cxisting 19 primary health centres in the LGA arc responsible for

treating malaria cases (Scc Table 1), while 11 of the PHCs renders in addition ANC services
(Sce table 2)

It is 1o bc noted that from January 1o December 2015, 3450 under five and S135 persons
above five ycars were treated for malaria.From January to June 2016, 2942 under live and
5592 persons above [ive were also treated for malania in the 1.GA.(M & E, BLG2015: 20106).

The LGA routincly distributes ITN during ANC first visits 10 pregnont women and this is
with cffect from 2011, The 1TNs arc mostly supplicd by the Global funds through NMCP in
collaboration with the Lagos State Ministry o flicalth: Other stakeholders that arc involved in

the ITN distribution in the LGA arc the Rotary Clubs, youth organizations in the state and
somctimes the serving Youth Coips Mcmbers:

Study variables

The major independent variables included the following socio-demographic characterisucs:
age: religion; level of cducation. and marital stotus, The dependent variables were the
following: pregnancy and feruility history; awarencss and knowledge relating 1o molaria;
insecticide treated net; perception reloting o 1TN; peiccived scriousncss and vulnerability 10
malaria; malaria rclated expericnces; treatment and prevention related issucs; ownership and

use of 1I'N; practices rélating 1o usc of ITN; batriers and facilitating factors relating 10 the use
of ITN.
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gﬂlé 3.t Hlcalth facllitics in Badagry 1.ocat Governiment Arca

[‘[rSfN Namec und tocation of lacility \llm_hf YT iy “n’iil
Yes N3
| Muonina PHC, Manna-Badagsy ! \/ i
2 Ajara PHC, Mangoro, Ajara \/ J
3 Pota P IC. Jkoga Rd. Pota Badagry V4
4 Ajido PIIC. Whispeting Palms Rd, Iworo- Ajido v, " _
5 Topo/Idale PLIC, Idalc-Badagry l V4
6 | Gberefu PHC, Gbercfu Sca-beach | N/
7 hogbo-lragon PHC, Irogbo, Badagry v
8 Topa llcalth-post. Ajata-topa, Badagry: V4
9 llado PLIC, lworo-ajido Rd. llado N4
10 Ibercko PIIC, Ibeteko, Badagry \/
B} llogbo PHC, llogbo, Badagsy 4
12 | Mowo LPHC. IkogaRd. Mowo-Bausgry v,
13 Morogbo PHC, Morogbo, Badagry V4
14 | Apa PIIC. Along Owode Rd. Apa \/
15 Igbogbcte PIIC, 1gbogbele, Badagry V4
16 Farosime PHIC, Farasime Vill, Badogey v
17 | Ascni Min Clinic. Owode-Market Ascri 4
18 Sapo 1 IC Along Bodng:y Scme exp. way Sopo 4
19 Seme PIC, Seme border, Badogry v
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Sample Size determination

The deteninination of the sample size for this

rescarch was calculajed by using the following
somplc size formula:

N = Z22apq (Leslic Kish Formula)
d!
7 = a vanable with a crilical valuc of (i.c 95% confidence level)

p= prevalence of utilization of iTN's among pregnant \women (22%) W1O. 2010,

d = desircd precision

Wheie 72 =} 96

p=022 thusq =1 -q=0.78

d =0.04

N=1.96"x0.22x0.78 +0.0016

Then, N=1.96x0.22x0.78
004

=412

Sampling Procedurce

The procedurc involved the stages thus:
%

Stage Onc: All the eleven (11) PHCF rendering ANC senvices were purposively
selected out of the to1al number of PHCF 1n Badagry Local Govemment Aren.

Stage Two: Taking the prevalenceaf utilization of ITN among pregrant women to be
22% (WHO0, 2010). The sample.size was calculated by using the sample size formular

N = Z%anq (Leslie Kish Formula) to drrive ol 412
dl

? Stage Three:Systematic random sampling was used 1o select respondenis in cach

facility with the afd of-their ANC 1egister. From the Anle-natal aticndance ftgssier,

the weekly atiendance for each PIIC was collected. The registes showed that the towl
weekly ANC visils'to the eleven (1) PHCF was 139

(Scc bic 2.3 (or details)
A formular-was derived 1o account for the goprrunnatc ANC wusits 1o each of the
health care facility,

the formular was as follow:.

1412; \&ﬂ? X-representied the weekly atiendance to each PHC; while Y-
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rePresented the total weekly atendance 10 all the eleven (11) PIIC rendering24hrs.

[For inslance the proportionate sample for AJARA PIIC was calculnied as: % x 412 which

fesulied in 72. The proportionate sample sizes for the remaining 10 PHC facilities were
similarly caleuloted this way. (Sce table 3.2 for details).

In each PIIC facility, the proportionate sample size was selected consccutively on an ANC
climc doy.

Instrunient for Data Collection

Dala coltection involved the use of a scrii-structuped questionnaice. The questionnaice
comprised the following content clements: socio-demographic  characterislic of the
respondent; pregnancy and facility related history; awarcness and knowledge relating to
malaria and ITN: treatment and prevention related issues; ownership ond use of ITN;

practices relating to use of I'TN: bamier factors relating 1o the use of ITN: and facilitaring

factors rclating o usc on Insecticide Treated Nels among. pregnant swomen.

Validity and Reliability

Validity of the instrument

The validity of the questionnaire was ensured 'in several ways. The instrument was designed
nfier the review of related lierature. [The dmited questionnaire was then given 10 my

supervisor for his input. The drficd questionnaire was also given to other cxperis in

community medicine. cpidemiolog)-ond Health Promotion and Education for comments.

Their comments were used o improve the quality of the instrument.

Reliability of the study instrinmens

Reliability was ensured by pretestiag the questionnaire among a group of pregnant wotnen in
Oto-ljanikin, PHC in'Oto.Awori LGA. Foity-two (42) copics of the questionnaire \were
administcred among pregnant women in Oto-ljanikin Primasy Health Care Centre.

The copies of the questionnaire were cdited, coded and fed into a computer. The data were
analysed using descriptive statistics and the nlpha coellicient was calculated to determinc the

reliability of the ‘questionnaire, The tesult obtained was 0.73 indicating that the 1nstrument
W3S yalid.
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| prescnted the total weckly attendance 10 all the elcven (11) PIIC rendering24hrs.

For instancc the propenionate sample for AJARA P11C was calculated as: 2 412 which
resulted in 72. The proponionate sample sizes for the remaining [0 PHC facilities were

“similarly calculated thisway. (Se¢ table 3.2 for dctails).

“tn each P1IC facility. the proportionate sample sizc was selected consecutively on an ANC
~ clinic day.

~lastrument for Data Collection

Data collection involved the use of a semi-structured questionnaite. The questionnaire
comprised the following content clements: socio-decmographic  characicristic of the
respondent; pregnancy and facility related history; awareness and knowledge relating to
malaria ond [TN; treatment and prevention related issues. ownership and use of ITN:
practices relating to use of ITN: barrier factors relating.to the use of 1TN: and facilitating

factors rclating to usc on Insecticide Treatcd Nets among pregnant swomen.

Validity and Rchability
Validity of the instrument

The validity of the questionnaire was ensuted in several ways. The instrument was designed
afller the revicw of related literturc. /The) draficd questionnairc was then given 0 my
supervisor for his inpul. ‘Thec draftcd qucstionnaire was also given to other expens in
communitly mcdicine. cpidemiology-and l¢alth Promotion and Education for comments.

Their commients were uscd to improve the quality of the instrument.

Reliability: of the study instriment

Reliability was ensurcd by pretesting the questionnaire among a group of pregnant women in
Oto-ljanikin, PHC in Olo-Awoti LGA. Forty-two (42) copics of the questionnaire Were
administered among pregnant women in Oto-ljanikin Primary Itcalth Care Centre.

The copies of the questionnaire were cdited, coded and fed into a computer. The data were
analysed using'dcscriptive statstics and the alpha coeMicient was catcutated 10 deteninine the
wcliability of the questionnaire. The result obtaincd was 0.7 Inglicaning thabNC{ SERE

Was valid.
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Truining of IRescarch Assistanis (RA)

A onc day training was conducted for five recruited Research Assistants (RA) who helped in
dama collcction under the supervision of the investigator. The Research Assistants that

participaled in the pre-test excrcise were practicing communily Health Officers in the Local
Govermmenl Area,

The tiining curriculum focused on issucs which include the following: how lo establish
1apport With intcrviewees; explanation of the procedure for data collection to Fespondents:

ways of sccuring consent from the respondents aud interviewing skills. The tmining methods
used included. bricf Iccture, discussion, role play and field trials.

Data Collection P’rocess

An intincry for visiting the cleven (11) Primury lcalth Cenires for data collection was drawn
up. Two health core facilitics were visited twice in a week before the proportionate sample
size could be intenviewed.

Al cach health centre. having introduced tlic process ta the pregnant women by the health
care provider giving hcallth 1alk. cach research assistant was assigned to cach respondent.
First rapport wascstablishcd between the RA and the 1cspondent. This was [ollowed by the

securing of informed conscnt (roin the respondent. Only the respondent who consented to
parcitipatc i n the study was inlerviewed.

Datit Analysis

The steps involved in data analysis included the following:

k Scrial Numbers were ‘written on copics of the qucstionnaires for casy identification

and recall of any insisument with problems. This was donc before administicring the
queslionnairy o the participants.

2. A coding guide was dcveloped Vo enter the data

3. Dawa (rom the questionnaire survey were coded and entered into the computer using
SPSS version 15.0. Data werc later clcaned.

4. Data analysis was donc using descriptive statistics |-test And ANOVA.

3. Thefindings urc prescnted in chapier 4

Ethical consideration

Ethical approval was received from tie Oyo slaic Minisuy of licalth. Permission was soughl

from the qulhorities of the Local Govermment used for the study. Conscnt of the paeticipants
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! were sought after intimating (hem with the purpose of the study, jts importance and benefit Lo
their health.

Limitation of the study

The limilation encountered dunng the study was mainly the inability of the respondents 0
spend cnough lime with the rescarch assistants. Many respoidcnts were in a haste to Icave

Persuation and provision of brief information on 1he importance of the study were used to

overcome the challenge or reduce il (o Lhe bearest minimum.

Table 3.2: Totul weekly attendance at cach PHC and the total sample size of cach #HC

SN | Health fucility Fotil vackiy miiindanty i Caiculatced total pl:oporlionntc
I samplc size

I | Ajarn PIC S 7 N7

2 | Marina PIC EC : 59
3 | Pota PHC [ 18 N[5

a | Ajido PIC ! 1S T

S | Apa PHC 5 E

6 | llogbo MIC 10 30

7 |MadoPHC |15 W

8 |[SemePHC |4 N2

9 | Ibereko PHIC 5 15

10 | Morogbo I"IC 10 | 30

IT | Igbogbele PI1C 12 | 36 |

TOTAL B ___f _lz‘) £2
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CHAPTER FOUNR
RESULTS

J.1: Awarcncss und Knowledpge Relating 1o Malaria und Insecticide Treated Nets

Respondents’ knowledge on the cause of malaria is highlighted in Table 4.1. The fable shows
thot 1nojority (82.0%) of the respondents stated crroncously that malaria is caused by the
mosquito, While only 3.3% corrcctly stated that malaria is causcd by plasmodium, Other
causes mentioned are shown in the table under reference. The sympionis of malaria arc also
shown in Fable 4.1. About a quarter (24.5%) of the respondents correctly listed fever as one
of the major symploms of malaria. This was follovved distantly by mention of general body

pains (4.4%). The other dctails relating to the responscs of the respondents are contained in
the Tablc 4.1.

Respondents’ knowlcdge on the possible health eflects.of unireated malaria among pregnant
women is prescnicd in table 4.2. The 1able shots that 19.2% of the 1espondcnts mentioncd
weakness of the body, while unacmia, toss ‘of pregnancy. death. low birth weight and sl
birth werc corrcctly listed as possible adverse clfects of malaria in prcgnancy by 17.7%,
16.5%. 9.0%., 1.2% and 0.7% respectively. Respondents’ knowledge on the health effects of
untreated inalaria on unbormn children.is shown in higure 2. The figure shows that 39.8%
cironcously stated that jaundice could be one of the health cffecis while Intra-uterine death

and Jow birth weight were correctly listed by 23.4% and 17.8% of the respondents as possible
health elYects of untreated malaria on unbom children.

Tablc 4.3 rcveals respondents’ knowledge relating 0 whether pregnant women can pass
malatia to their unbom babies, The table shows that majority (87.4%) of the respondents
correctly siated that it was 1ruc that malaria can be transmitied from mothers 10 their unbom
babies in-utcro while 6.0% said they did not know. The 1able also highlighted the catcgorics
of people that retdily get malasia Mojority (72.8%) comrectly stated that under five children
could rendily-get malaria. Other catcgories of respondents that arc highly vulncrable to
malaria were conrectly mentioned as children with sickle ccll (7.0%) pregnant women (9.7%%)
and visitors from non-cndemic arcas (1.0%).

Respondents were asked whether they had ever heard of insecticide treaicd ncl. Their

f€sPOnscs arc piescnted in table 4.4, Most (97.3%) respondents stated that they had heand of
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insecticide treated nets. The table also revealed that majorily of the respondents (87.4%) had

Table 4.5 shows the knowledge of the
s of insecticide tregted nets, |t was noted that more than one
quorter of the pregnant women (41.9%) correctly stated that the technology can be used 1o

prevent malaria. The proponion of respondents who correetly stated 1hat
malarin related mortality in under-five was 2.3%.

heard about long lasting insccticide trcated neg,
respondents refating 1o the benefi

it helps reduce

Respondents® knowledge relating (0 the Conscquences of malaria is presented in table 4.6.

Slightly over half (50.5%) incotrectly stated that malaria can not lcad to abortion while
15.5% said that they were not aware of the abortion as a conscquence of the disease. The

ptoportion of the respondents who sigted correctly that malatia could lead to shortage of

blood was 67.2%; some (22.8%) ctroncously stated that the discase cannot lead 1o shortage of

blookl. Majority (82.0%) of 1he respondents correctly stated that prcgnant wornen's exposufe
to malaria can lead to the binth of g baby with low birth weight

Weil over halll (57.3%) of the respondents correctly stated that mialaria can lead (o

miscantiage. Some (26.7%) of the respondents erroncously reporicd that

the disease cannot in
anyway

lcad to miscarriage. Only 12.9% of the respondents were knowledgeable about the

fact that mnlaria can lead 10 febrile convulsion. Majority (71.8%) crroncously sinied that the

discase cannot in anyway lcad o febrite convulsion.

The proportion of respondents who' stated wrongly that malaria cannot lead 10 a reduction in
productivity was 24.8%. A higlicr proportion (6.4.8%) correctly disclosed that malaria can
1¥2d 10 a reduction in the amount of work which one does. The other details relating 10 the
respondents’ knowlcdge of the consequences of malaia are shown in the wble ynder
teference. Figure | presents the categorics of respondents’ knosledge scores. The figure

shows that less than half (44.7%) of the respondents had good knowledge. More than half
{55.3%) respondents bad poor knowledge.
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insccticide treated nets. The table also revealed that majority of the tespondents (87.4%) had
heard about long lasting insecticide treated net, Table 4.5 shows the knowledge of the
respondcnts relating 1o the benefits of insecticide treated nets. It was noted that more than one
guancr of the pregnant women (41.9%) correctly stated that the technology can be used lo

prevent malaria. The proportion of respondents who correctly stated that it helps feduce
malaria rclaicd mortality 1n under-live was 2.3%.

Respondents™ knoswledge relating to the conscquences of malaria is presented in table 4.6.
Slightly over half (30.5%) incorrectly statcd that malaria can not lcad to abortion while
15.5% said that they were not aware of the abortion as a conscquence of the discase. The
propottion of the respondents who stated contectly that malana could lcad to shortage of
blood was 67.2%; somc (22.8%0) cironeously stated that the discasc cannot Icad o shorlage of
blood. Majority (82.0%) of the respondents conectly stated that pregnant women's exposure
1o malaria can Icad to the birth of a baby with low birth wcighl.

Well over half (57.3%) of the respondents corrcetly stated that munleria can lead 1o
miscarrioge. Some (26.7%) of the respondents crroncously reported that the discase cannol in
anywony fcad 10 miscarriage. Only 12.9% of thc respondents were knowledgeable about the

foct that malana can Icad to fcbrile convulsion. Majority (71.8%) crioncously stated that the
discasc cannot in anyway lcad 10 febrilc convulsion.

The proportion of respondcnts who stated wrongly that malaria cannot lead 1o a reduction in
produclivity was 24.8%. A highcr proportion (64.8%) correctly discloscd that malatia can
lead 10 a reduction in the amount of work which one does. The other details relating 1o the
respondents’ knowlcdge -of the consequences of malaria are shown in the table under
reference. Figure | presents/the categorics of respondents’ knowledge scores. The figure

shows that lcss than half (44.7%) of the respondents had good knowledge. More than half
(55.3%) respondents had poor knowledge.
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$.1: Ay 3 .
Y Knowledge Relat INE 10 Malaria and fasccticille Treated Nets:
Cause and Symptoms

N={|2
Knowlcdpe ’
No Yo

Respondents® knowledge on caunse of malaria
M'osqunlo. 338 82.0
Dty environment 36 8.7
’lasmodium parasitc® 13 3.3
Stoying in thesun 6 1.5
Elcat 3 1.2
Suiess 3 0.7
Too much of sed o1l ! 0.2
Vomiting ) 0.2
Non response 9 2.2
Major symptomns of malaria

licadnche 158 38.4

Fever® 10) 24.5

General body pains® 18 4.4
Others** 127 30.8

+ There were multipic responses

* Correct response

*¢ —l.ossof appetite (1.2%), Weaksiess of the body (6.8%), Bitter laste (4.9%6). Vomiting
(9.2%), Dark Urine (1,5%), Spitting saliva (0.5%), Convulsion (0.2%).Cough and Catonh
(3.8%). Anaemia (0.2%), Diarrhoca (1.0%). Ycllowness of the cyes (0.7%). Death (0.2%),
Abdominal pains (0.2%), Sweating (0.2%), Thirst (0.2%)
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Table 4.2: Respondents’ knowledge en possible health cffects of untreated malaria
among pregnant women

N=362

Possible Jlealth Effects (Dangers) of Unirested Malaria in a No o
Pregnant \Woman#+

Weakncss of the body 79 19.2
Anienia® 73 §7.7
Loss of pregnancy * 68 16.5
Death® 37 9.0
Yellowness of the cyes of the mather 29 70
Convulsion/Coina/Fever 2.4 58
llcadache 15 3.6
DiMeculty in breathing 13 3.2
Insomnia 7 1.7
Anorexia 6 1.5
Low birth weight* 5 1.2
Sullbirth® 3 0.7
Noidca/l do not know 3 0.7

* Correct responses - ' —_—

* * There were multiple responscs.
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Possible effects of malaria on unborn
children

L

Fig +.2; Respondents' knowledye on the health effects of ontreated mahiria in unhoen
childdsem
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Tablc 4.3: Respondents’ knowledge relating to tygnsm

ission of malariz in-ute
groups of persons that read lero and

1Y vulnera blc to malaria

(N=412)

Transmission and Vulacrubilily. =
Malaria cun be passed from a mather to her Al Y
uunborn haby in-uterofN'= 412)

Truce*

7 o
Don’t Know 25 6:0
Group of people thot can reudily et malaria (N=396)

Under live* 300 75.8
Iegnant women* 0 101
Children with sickle cell® 29 73
Young persons Il 2.7
All aduls 4 1.5
People that live beside rivers 6 L5
_\isiIOIS {rom USAV/ non endcmitc arcas® 4 1.0

* Corvect responses T T — e
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< -o : T . . i .
Fable 4.4 Respondents’ awareness relating to insceticide treated acts and long Tasling

insceticide treated nets

N=4i2
Awircencss —— /
ctici - No %
Ever heard of insceticide treated net -
Yes
4M 97.3
No
| 2.7
Ever heard about long Lasting insceticide trcated net
Yes
360 874
No
T 52 12.6
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Fablc 4.5: Respondents® knowledge reliting 1o the beneliis of Insccticide Treated Net

N=194
Renelits
No %o
~ It preventsinalaria+
165 419
b kills mosquitocs
E 150 38.0
1 prevents other discasces apant Irom malaria 33 8.1
1t helps 10 sleep well 1 =5
I reduces malaria montatity in children under five+ 9 23
Don’t know
on’t know 4 Ch
It withstands mulliple wash 1 0.6

+ Correct responses

l AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.6: Respendenty” Knowledge Rd"iingto the Conscquences of Malaria

N=412

| Stutcnients

Respanaes

Truce (%) Falsc (%) Don't Nnow (%)
140(34.0)  208(50.5)° 64(15.5)

Malaria cannol lead 10 aboition

Malaria cannot in any way lcad to shortage of

9.4(22.8) 277(67.2)*  41(10.0)
blood

Experiencing repeated exposure of malaria 338(82.0)*  35(8.5) 39(9.5)
can lead to birth of a baby with low i1k

weight

Malaiia cannol in anyway lcad to miscarriage | 10(26.7) 236(57.3)*  66(16.0)

Malasia cannot in onyway lead to febrile 296(71.8)  53.)5 gy 63(15.3)

convulsion

Molaria cannot fcad 10 a reduction in the 102(24.8) 267(64 8)°  43(10.4)

amounlt of work which onc usually docs

*Cotrect Reponses e )
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Figure 4.3: Categorics of knowledge scores mnong the respontents
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43; Comparisun of respaondcnts mesn knowlcdpe scores

‘Ipe comparison of respondents’ mean knowledge scores by age is shown in table 4.7
pespondents aged 241 ycars had the highest mean knowledge score of 13.3 £ 3.1, This is
followed closcly by respondents nged <21 years with a mean score of 12.2 £ 2.5. The other

mean scores by age arc depicted in the table. Ovemll. there was a significant differcnce in
respondents mean knowledge score by age.

Tablc 4.8 prescnts the comparison of respondents’ meon knowledge scores by marital stotus,
Respondents who were single hod a meon score of 11.2 £ 3.8 followed by those who were

marricd With o mcan Score of 109 £+ 3.1.The score aniong. respondents who were

divorced/scpoarated was 10.7 £3.1. Overall. there wasno significant difference in respondents
mean scores by marricd status (Scc table for details).

The comparison of respondents mean knovvledge scores by level of education is shown in
wblc 4.9. The highest mcan knowledge score of 12.2 £ 3.2 was obinined by respondents with
no formal cducation. The mcan knowledge score among respondents with secondary school
cducation was 11.2 £ 3.2 (Sec tablic for other ‘mcan scores). On the whole. there was o
sipnificant difl¢rence betwcen respondenis mean scores by level of education. The mean
knowledge scores among those with formal education and non-formal cducation were also
compared (scc table 4.10). ‘The mcan knowedge scores of 12.2 + 3.2 obtaincd by’ respondents

with no forma! educntion was noted-1o be significantly higher than the 10.8 + 3.1 scored by
tespondents with formal cducation,

Table 4.1 revcals the comparison of respondents’ mean knowlcdEc scores by ownership of
an ITN, The mcan know!cdge score of 11.1 % 3.0 obtaincd by respondents with ITN was
sighificanily higher ‘than.the mcan scorc of 9.9 + 3.6 obtained by rcspondents who had no
ITN. Similarly, the mean knowledge scores of the respoidents who cver used an ITN and
those who had never used were compared and the results are presented in table 12, The mean
knowledge score of respondents who had ever used an 1TN was 1 1.1 £ 3.0 whilc among those
Wwho had never uscd onc the mcon score WS 10.1 # 3.5. The diflerence vvas found to be

Simirlcanl.

L
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Table 4.7 Comparison of respondents’ mcan knowledge scores by age

N=412
~ Agein No knowlcdge Scores r Lovel ofSigniﬁcancc
years X SD
T e 12 L2 25 2,662 0.048°
31-40 145 1.1 33
241 6 133 3.1
*Significant at 0.05 _—— -
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‘Table 4.8: L omparisen of respondenes nican knowledge scares by marital status

' N=41(2
Marital Statos No Knowledg¢ Scorcs 2 Lcvel of Signiticance
X SD
Singlc 12 1] 38 0056 0.945°
Married N 10.9 3.1
Divarced/Separ 8 10.7 3.1

ated

*Nol siEnilicani 010.05 ——— =

L AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Table 4.9: Comparison of respondents® mean knowledge scores by

levelof cducation
N=112
~ Levclof No knowlcidge Scores i Level OfSiL‘.nilicun_cc
cducation X SO
No formnl 20 12.2 33 3353 ot
cducation
aimory 62 11.0 3.2
schoo!
Secondary 157 11.2 28
school
ost 173 10.4 3.4
sccondary**
(NCE. IIND,
1* degree,
Mastets)
Tolal ¢$12 10.8 1.1
*Significant at 0.05 . T —_—
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able 4.10: Comparison of respondentc’
_ Cnts” mean knowled ok
nd Non-formal cducation Re scores by receipt of formal

N=4]2

.cvel of -

" o k“““‘ledgcscorcs F Level !'Vﬁi tlicance
Education == % 5 .evel of Signili

receis cd .

No formal 20 33 = . ey :
cducation : 0.046

Formal 392 10.8 £i

educalion
‘Signilﬁcan_l 0 0.05 —_—

*4This indicate NCE, 1IND, First Degree, Masters,
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lc4.1t: Comparison of .
Tab panison ol respondents® mean knowledge scores by oy

nership of ITN
N=3412
Nct No Knowledpe Scorcs T Level of Sigaificance
ownership X SDh
Own net 337 [1.) 3.0 2.706 0.007*
Don't own a 69 9.9 3.6
net

*Significant at 0.05 =
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Tahie 4.12: Comparison of respondents’
cnis’ mean by ever
A uscof an ITN

fi 1=“2
Iistory of No Know l—cjgc Scorcs T Level of Signili
o -f - cvel o7 MEnIIicance
Everuscd 304 11.1 3.0 2.899 0.004°
Never used 9 10.1 3.5

*Significant at 0.05 ‘ =
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5.3: Respondents’ pereeption relating o insccticide treated net

The perception of the respondents relating to insecticide treatcd net is shown in table 4.13.
Agjority (89.1%) of tespondents werc undecidedin respect of whether insecticide trcatcd net
(I'TN) can stop mosquito from getting access to someonc. Only 8.7% were of the perception
that Insccticide treated net cannot stop mosquito from biling someonc. This is not a reflection
of reality if nctS are used appropriately. The perception of 9.0% was that insecticide ucated
nets arc only useful for preventing mosquitoes during raining scason; this is an inapproprinte

petception. Very fow (10.4%) of the respondcents had inappropriatc perception that 11N can
sufliocate users. A majonity (85.0%) did not share this perception.

Tbc wblc under refcience also revealed that 85.7% were undecided in aspect of whether
pregnant women should only usc insecticide treated net when they are in third tnmester. A

majority (82.3%) were also undecided in terms of whether [TN can not pravent malaria.

The results of respondcents, pereeption relating 10 seinousness and vulnerability to malana arc
presented n Table 4.14. Majonity (85.4%) of‘the respondents were undecided that malania
was a scrious disease for a pregnant wonian. Mayority (81.6%) did. however. also were
uadecided with the view: that malaria is_nol more scrious in pregnant women than women
who are not pregnant. The proportion of respondents who were of the perceplion that they
could ge! malana but that the disease cannot aflect their babies in the womb was 19:7%.

Slightly over half (54 4%) of the respondents were of the opinion that their chance of getting
malaria in pregnancy was high.
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-_1',.;,|¢ 4.13: Respondents’ perceplion relating to insecticide 1reated nel

N=12
TPerception retated statements Responses
A grcec ('/-) t'ndecided I)isngrec {./o)
(“e)
“Mosquito nct not treated with insecticide  30(7.3)

372(90.3) 10(2.4)
arc saler than those with insecticides

Inseclicide  trcated nct cannot slop 36(8.7)
mosquito {rom biling somconc

Toking agho or herbal medicine 48(11.7)
regulorly protects people [tom malaria

than using an insccticide trealed nels

Inscclicide ticated nets are only useful 37(9.0)

for prevenling mosquitoes dunng the
rainy season

367(89.1) 92 .2)

313(76.0) 51(12.3)

369(89.6)  6(1.4)

Onc cannot usc a mosquilo nct il one’s 23(5.6)
bedis bigger orlarger

Mosquito nct can sulfocate onc when 43(10.4)

376(91.3) 13(3.1)

19(4.6) 350(85.0)
sleeping under il
Slceping under mosquito net does not  32(7.8) 370(89.8) 10(2.4)
allow onc to stcep well
Use of insccticide treated net throughout+29(7.0) 371(90.1) 12(29)
pregnancy can harm
Sleeping under mosquito net makcsione  29(48.8) 371(46.1) 21(5.1)
sweal because it gencrates heat
Pregnant women should only. usc 35(8.5) 353(85.7) 24(5.8)
insccticide trcatcd nct when they are in
their third trimester
insecticide qreatcd net caanolprevent 47(11.4) 339(82.3) 26(6.3)

_ma]an'a
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Table 4.14: Respondents® p

Scrigu : o O
Malaria sness and  Vglnerubility to

Perception statemeniy relating (g Ry
scriousness and vulacrubility ARres () : RE"M"“S N
‘Malaria is not a scrious disease for g 32(7.8) . ;Isnzdccn el (%) Disageee (%)
preiant woinan (85.4) 28(6.8)
Malaria #s not more scrious in
42(11.4
pregnant Women thon women who : 336(81.6) 29(7.0)
arc nol prcgnant
Malaria is a mild diseasc
58(14.1) 335(81.3)
- 19(4.6)
| believe you ¢an ncver gel malarnia 36(8.7) 350(85.0)
' ; 26(6.3)
Mataria is nol a major
! problem $§3(12.9 )
which pregnant  women should ) WL 19(4.6)
worry themsclves aboul.
Malaria is very common in the arcy 15
: 9(38.6 212(51.
where | live. so | am afrid of geting ) =2 41(9.9)
i
L can get malaria but it won't affec
. U 81(19.7) 3J00(72.8
the baby in my womb L) 31(7-5)
The chance of getling malaria in 224(54.4) 148(35.9) 4009.7)

pregnancy is high

—
—
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42 Matana-related Eaperiences

Respondents’ history’ of expericnce of malaria is presented in Figure 4. The ligure shows that
mujor;l)' (76.2%) had cver experienced malario.This table also roveals thot 30 1%
respondents had 2-4 episodes of malana within the last six months preceding the study, Only
16.0% said they had more (han four episodes of malaria, The mean number of cpisodes of
malaria Within the last six months preceding study was 2.411,7.The figure under reference
also reveals that 47.6% had experienced malaria once during current pregnancy while 27 9%
had cxpericnced the discase with 2-4 times during the current pregnancy. The mean number

of cpisodes of malaria cxpericnced during current pregnancy among the respondents was
1.8+1.2,

Tobic 4.15 shows the malaria rclated preventive practices among respondents, Use of ITN

(47.4%) topped the list of the lechnologies or malerials use by respondenis to prevent

malaria. This was followed by use of drugs (32.9%%).svhich were not specilied. Use of heids
was mentioned by 3.9% (Scc detailsintable).

A question was asked 1o probe into whether respondents had cver been told about what
pregnant woman can usc 1o prevent malsrias. The resource are prescnted in table 4.16. The

responsc of majority (85.4%) was in the affimative and what they were 1eportedly’ told 10 be

using included the following: TN (65.5%); IPT/malana drugs (9.7%) cnvironmental
sanitation (5%); and insceticide (1.8%).

Table 4.17 reveals respondents®, sources of information on malaria preventive actions for

pregrant women. flealth carc/facility (80.1%) topped the list followed by mass media

{radio/iclevision) {11.7%). rcligious homes (mosques/churches) (2.7%). Others sources of
iafomation are shown'in the table under reference.
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Fig.4.4: Malaria Reluted Experiences among the Respondeints
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Table 4.15: Malaria Preventive I'raclices gmong Respendent
spendcents

N=376
Malaria preventive practices No %
Usc of net/I TN
Use of drugs : ,: :Z:
Use of herbs 6 5
Cleaning of the environmeny/cutiing of Brasscs :0 j :
SpiaYing of insecticidcs g | .9
Use of IPT (Intermittent preventive Treaiment) 8 ! .9
Nothing ot all 2 0:5
Praycs ] 0.2
Taking cnough rest | 0.2
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Tahle 4.16: Responded Awarepess of maolarijg prevention metjodls
. . l p,

e

“Awarcness variahles

“Ever becn told aboit wiha pregitamt womney can gyce 10 prevent - -
piglaria (N=396)
Ycs 352 854
No 44 10.7
What respondents were told 10 pe HSING 10 prevemt yalaria
(N=376)
Nel/ITN 270 65.5
11T/ Malaria drugs 40 9.7
Insccticides 7 1.8
Envirgnmental Sanitation 20 5.0
Report of case of malaria to healih worker 1 0.2
Taking fruits 1 0.2
Non response 43
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Tnl}lc-‘.l‘?: RCSPOH{I(‘“'S’ sourpceces of l.n'.orma“_un
on

m 1 . > ol .
pregnnnt women aleria preventive gctions for

N = 264
Sources of itnformation on malar;, Preventive getions
“Ilealth care facijity B et g - b
212 80.3
Mass media/radio/tclevision
3! 1.8
Religious homes/mosques/churches 9
27
Parcnts
d £.5
lnsiructional materials/posters 4
1.5
Chemists
3 1.1
Friends/ncighbours 3
1.1
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5 Ownership and Use ol Insccticide Treated Net among Respondents

 Table 4.18: highlights fespondents™ ownership and use of insecticide treatcd nets. Majority

 (88.3%%) of the Fespondents had ever owned an insecticide treated netand 81.8% were having

~ one at the time of study. The proportion of respondcnts who used a net within the last one
month Preceding the study was 67.0%. Slightly over half (53.9%%) reponcd that they slept
under Weated net duning the night preceding the study. The sources of ITN among
respondents are shown in table 4.19. Majority (84.5%2) of the respondents got their nets (fom

Health Centres/ilcalth facilities. Very few (3.7%) obtained nets from markets while 2.4%
reporied phaninacy/chemist as their source.

Respondents’ practices relating to the use of ITN are shown in table 4.20. Majority (74.9%)
of the respondents used 1TN all the time. This is (ollowed distantly’ by use of ITN when the
weather is not hot (12.8%). Only 5.3% used TN duiing the raining scason.The frequency of
use of ITN among the respondents is also presented in-the table under teference. Over half
(56.6%) used I'TN cvary day, while 29.6% usced 1IN occasionally. The penod of the day’
when respondents used TTN is also highlighted.'A majonty (88.6%) used their nets when
sleeping a1 night while just 7.5% reponied that they usc TN any time they wan! to sleep.
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hornec y/chemist
0 2.4

L ‘- irect hﬂ\\'kffs 26(6.3%). Ft'icnds 12 (2.9%) .
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ractices relating o use of lnsccticide Treated Nets among Nespontdents

N=4]2
e Na %
ime! period when respondents steep under net
308 74.9
Vien weather is not hot 53 128
During the rainy’ season 53
During harmaitnn only 12 29
llot period of the year 8 19
No response 9 22
- Frequency of use of insecticide treated net
Lyery day 233 56.6
Occasionally 122 29 6
Rarely 28 6.8
Never use it 20 70
Period of the day when usually use insecticlde treated net
When sleeping during the daytime 16 19
When sleeping at night 165 §8.6
Anylime | want 1o stecp 31 15
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garricr Factors Relating to the Use of Insceticide Treatcd Net among Respondents

Tabjc 21 highlights bamicr factors relating o the usc of insecticide (reatcd net
gnongrespondents The barricr that topped the list was that {TN generates a lot of heat
(51.7’%)- This was followed distantly by the disclosure that {TN ase not icadily available in
the market (26.5%).

The Problcm of gelling in and out of the net during use prevents some respondents (24.2%)
from using 1TN in the night. Lack of skills relating 10 the hauging of ITN constituted a barmicr
10 20.4% of the respondcnts (See the table under reference for details).

Table 4.22 shows the factors which facilitate the usc of insecticide treated nct among the
respondents. I'rovision of TIN frcc of charge waus a facilitating factor to most (93.7%)
[ respondents, Prevention of mosquitoes bite was a (aciliating factor to use of ITN by 96.1%

respondents. The other facilitating factors are presented in the table under refcrence.
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¢ 4.21: Barricr Factors Relating to the Use of Insceticide Treated Nel among

ReSpondcnts
N=412

Barrier related factors Yes (%) No (%)
“Cost of purchasing mosquito nct prevents respondents  60(14.6) 352(85.4)
from using it.

Insecticide treaied net are not readily available in the 109(26.5) 303(73.9)

. matkel.

Inseeticide treated net generates a lot of heat 213(51.7) 199(48.3)
Shating 0 bed with two or more persons prevents one from  64(15.5) 148(84.5)
using 8 mosquito nct.

My stecping room is full of inany items so nowhere to  41(10.0) 371(90.0)

hang mosquito net.

Lack of skills in hanging the net prevents people from  84(20.4) 328(79.6)

using the insecticide treated net.

Problems of gctting in and out of the net prevents 100(24.2) 308(75.8)

pregnant women (rom using insccticide 1reated net
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bl 4.22: Facililating ficlors relating to the use of insccticide treated net listed by
respondenls

N=412

“Facilitating Faclors Responses

Yes (%) No (%)

Insecticidc treated net arc usually given 10 pregnant women 386(93.7) - 26(6.3)
{ree of charpe

insecticide ireated ncts are given o pregnant women at an  113(27.4)  299(726)
affoidablc price

1can hang the nct on my own 361(87.6) 51(12.4)

Inseclicidc ircated nct protccts you from mosquito bite 396 (96.1) 16(3.9)
Insecticide treated net makes onc sleep well 366{88.8) 16(11.2)
lnsecticide treated nct keeps yYou warm when it is cold 381(92.5) 31(7.5)
Insccticide treated net prevents you from having malaria 388(94.2) 24(5.8)

Husband always cncourages you 10 usc insccticide trcated net  368(89.3)  44(10.7)

Healthcarc workers always advisc you to use insecticide 397(96.4)  15(3.6)
ucaled net

Relatives advise you to usc insecticide treated net 346(84.0)  66(16.0)
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CUHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION

) Awarcncss ind Knowledpe Relating to Malaria and Insecticide Treated Nets
\ajority of the respondents stated crroncously that malaria is caused by mosquito. This 1s in
controst to the study conducted by Fuge, Ayosto. Gurmano (2015) and Nwele, Ibiam. Ontse,
Azi. Ez¢; Obi (2014). (Fuge ct al: 2015) for instance conducted their study on the knowledge.
altitude and practice relating to malaria and ITNs utilisation among_pregnant \women 1n
Sharshogo district in Southemn Ethiopia. Nwele et al, on the other hand, conducted their study
in 6 Geners) lospital at Ezza-Noith LGA, Ebonyi Statc aniong mothess rclating to malaria
transmission. The two studies (Fuge ct al; 2015) and (Nwele ct al; 2014) revcaled that
respondents linked transmission of malaria 1o the mosquito and not that mosquilo is o cause.

The common belicf among people in Bndngry LGA relating to malaria is that the discasc is
caused by mosquitocs,

About n quarter of the respondents correctly“listed: fever as onc of the mgjor symploms of
aularia this was (ollowed distantly by nention of gencral body pains. Those {indings are
sihilar 0 what Abayomi (2015) noted-in“his siudy. Abayomi's study focuscd on the
asscssment of Malawian mothers’ malaria knowledge. healthcare preference and timelines of
sceking fever treatments for under-fivechildren. This study showed that more respondents
identified fever and body' ache as some of the symptoms of ninlaria. These similarities might
be becausc most people have expericnced malario 81 onc point of the other and as such kyow
the nujor symptoms of malaria to be fcver. 1t is 10 be noted that the disease 1s endemic in
many pan of Africa South of-the Saharan and most people in malorin endemic regions of
Affica cxpericnce atack of the disease i lcast once a year .The result that Intr-utenine death
and Jow birth wcight, are/possible health efteets of untrcatcd malaria on unbom children s
similar to what has been reporied in the literature fiom nicas ol high tronsmission of malaria
[Chigozic and_Uncke 2007); (Kalanda, Van Buwzen. VerhoclR Bacbin. 2003). 1t is not
SWprising that-respondents cotrcelly reported intra-uicrine desth and Jow birth weight as
Possible adverse cffcets of malaria, The cffect of malans on focta) growth and outcomes
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-llg‘i‘; of the respondents cofectly staled that it was trye that malaria can be transmitted
.ldl; mothess to their unborm babics in-utcro. This agrees with a lot of studies that have
' gyoun that trmsmission of malaria 10 unbom babies or congenital malaria exists in sub-
Sahoran Africa in general and Nigetia in particular (Fischer, 1997; Pengsaa, 2007; Wagner,
Koram. McGuiness, Bennet., Nkrumah and Riley: 1998; Lesi. Mukhiar, lroha, L gri-Okwaji.
2010), The reason for this might be beeause patients are thoroughiy well aware of the effiects
of the discasc on infants. This may be as a result of effective paticnt education in the health
facility or the various media campaigns cmbarked upon by health refated organisations in

Nigeria with respect (o the adverse clects of malaria on pregnant women and children.

Most respondcnts stated that they had heard of insccticide treated nets. It was also revcaled
that all the respondents had heard about long lasting insccticide treated nets. These {indings
are not very different from what Ukibe. Mbanugo, UKibe and lkcakor. (2013) found in a
study which focused on the lexel of awarcness and use of I'TNs among pregnant women
ancadiag antcnatal clinics in Anambra state Nigeria: Ulabe et al; (2013) revealed 93% of the
respondents were aw'are of [TN.The similarity between this study and that of Ukibe et al
could be that both studies were conducted in health care facilities where the usc of ITN are

always encouraged and promnolcd by health workers.

One of the results of this study showed. that less than half of the respondents correctly siated
that the ITN can be used 10 prevent malaria. This is slightly different feom the findings of the
study conducted by Emmanucl, Joseph. Kopdima, Mba: Abubakar, (2016). Emmanuel et al;
{2016) notcd in their study on.Malaria prevention among pregnant women in Bauchi State,
Nigena, that majorily of the‘respondents agreed that TN is o uscful 100l n prevenlion of
malaria. The difference/might.be duc to the quality of facility-bascd health cducation services
rendered in the health facilities used. The health facility uscd in the study by’ Emmanuel et al;
(2016) 15 a General, Hospital which is higher lescl health facility compared to the Primany
Health Care centres uscd in this study. Therefore it is exyxcted that the quality of licalth
education provided ot the general hospital will be significantly better than that of PIICs.

Wwas noted in the study that Icss than half of the respondcnts had good knowledge of malaria
®d ITN, This is ot variance with findings of siudies conducicd by Adcbayo ct ak: (2015) and

R""""“f-/\biodun ct ol (2012) which showed that majority' of respondents had good

. ' : ' : ) was commumly based
ﬂwugc of these COﬂCCplS- I:QSAME#A HPAXTHQEQSS%%&RS&EC?b (2015 i ™




iic the study by Rusisewe-Abiodun

L, et al (2012) was conducted in secondary hecalth
facilities fespectively. it could be that

the respondents in the two studics had access 1o belter
infonMation 8bout malnria compared 10 the tespondents in this study'

52 Respondents® perceplion

Y .
I The perception of nost respondents was that insecticide treated nct (ITN) can prevent

| mosquito from gelting access to an individunl. This notion docs not necessarily applies that

~ they belicve in the eflicacy of ITN in the prevention of malaria. In o study conducted
\ inZewdnch, Tadesse and Dawit, (201 1)in Ethiopia, it was repotted that most respondents

belicve in the efficacy of TN in the prevention of malaria. This couid be as a result of the

severa) interventions directed towards the reduction of malaria by different bodics in both
countsics.

Majority of the participants did not hold the vicw that 1TNs.drc only uscful during the raining

season. This is an oppropriate perception;it is a peteeption that can facilitate the adoption of
ITN. However, majority of the respondents had the appropriate perception that ITN should be
used by ptegnant women whencever they go 1o bed icrespective of scason. This shows that the
respondents understand the vital need for the use of ITN evety time. Thisis a real indicator of
their fovourable perception of ITN and their perceived susceptibility to disease.
Majority of thc respondents in this study-were of the vies that malatia was a scrious discase
fof a pregnant woman. ‘This is o pcreeption thal is inline with the scientific view.The
qualitative study conducted by Mbonyc, Necma and Magnussen, (2005) in Uganda similarly
revealed thal pasticipants were of the vicw that malana is a lcading causc of i}l health among
children and pregnant women<in this study majotity shared the view that malatia is not more
I'I ErIOUs in prepnant woman~than women who are not pregnant. This is an ecrroneous
perceplion which is at/variance with the scientific view. The study by Mbonye ct ol (2005)
revealed that participant were of the view that the fever causcd by mosquito was perceived as

the lcading causc of ill health among childten and ptcgnant women:

The praportion of respondents who were of the peiceplion that they could get malasia but that
e diseasc cannot aficct their babics in the womb was 19.7%. This perception is not
* favoymblc in that it deviates from seientific View Several studies such as those of Fischer
(1997); pengsan (2007); Wagner, Koram, McGuiness, Beanet Nkiumah and Riley (1998):
) . . e that malaria con adversely allect Uie

| LSS, Mukhlor, troha, Egri-Okwoii{2040) have shown 1h3

TH REPOSITORY PROJECT



e —

e ———

The result of this study shows thai majority of the

in Nonhem Nigerin noted that their respondents had expetienced oy

rin-utero. Malaria infact can icad 1o abogtjon Runsewe et gl (2012) low birth weiglt
wandama ct nl;(2015).

A Malaria-related Experience of respondents

respondents had cver experienced

4 episodes of malaria within the last six months preceding
the study. This is slightly contrany 1g the study conducted by Omotosho [brahi

malatia.More respondents had 2-

m Musa et al;
(2009). Musa et al (2009) swho conductcd thejr study among women aticnding antcnata) clinie

Icast one cpisode of
nwena in the months preceding the study. More respondents studicd hy Musa et al however

had 2.4 episodcs in the monlhs preceding the study. Studies have shown that in endemic
areas people experience at lcast two episodes of mnlania in a year Ugwu et al; (2015). The
slight difference in the number that had ever experienced malaria might be because the
burden of malaria is higher in the southwest where this study was conducted. The similasities
in the bvo studies that more respondents had 2.4 cpisodes of Malaria attest to the fact that the

burden of Malaria is endermic in most part of Nigetia and not that prcEnant women are
pasticularly vulnerable.

The ITN was the technology used by most tespondents in this study for prevenling malana
This was follovved hy the usc of drugs which were not specified. Alabi. Oluwole,(2012) had a
fimjler finding in the study designed to study the determinants of uploke of 1TN among
pregnan; women in Ado-Odo/Osa. LGA of Ogun state. Alabi et al(2012) noted that IIN was
Wed by majority of the respondents. The similarity could not be unconnected with the fact
1hay respondents in both studies were receiving ani€natal core from heohh facilities, The
plient cducation received inthe health facilities could hove positively influenced their
FPonted use of (ITN) Inscciicide Treated Nets.The intesmittent preventive therpy (IPT)
malara drugs. environmentol sanitation and insecticide weie the other methods respondents
Ridihey had been'told to use for preventing occurrence of molana.

In this study, more respondents got their information on the prey ention of malatia from health

Care  fucilities " followed by mass-mcdia (rdio/tclevision) and  religious  homes

(mosqueslchu,-chcs), ‘This is in congruence with the findings of Fuge etal (2015). Fugce et al

{2015) also noted that more respondents Bot their information from health (acilities, This

Similariyy might be connected with the fact thay respondents in the two studies were pregnant
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Fﬁwn \ﬂno receive Paticnt education on a vasicty of hcalth.related issues during antenatol
I‘kzlnc'.

g4: Owncrship and Usc of Insccticide Treated Nets among Respondents

Mn}otil)’ of the respondchs had ever owned an insecticide treated net, Similarly, most of the
respondents had a net ot the time of study. Thisis similar to the study by Sangare. ct al (2012)
which rcvealed that 72% of the women in the study owned an ITN. This may be because

respondents in both studies were conscious of their vulnerable state of being pregrat, The

" motherly instinct to protect the transmission of the discase to the baby might also be a factor,

Slightly over half reported that they stept under treated net during the night preceding the
study. This is higher compared to the figure reported in the Multiple Indicator Cluster Survey
for Nigeria (National Burcau of Statistics (NBS. 2011) and the National Demogiaphic Health
Survey. (NPC. 2014); the fipurcs oblained from these 1wo surveys were below half. The

reason for the disparity might be duc to the nature of the surveys that this study is been

|

-

compated with. The latter were national surveys wbtle this study focused on a pasticular

location (local Govemment Area). It might also be that this study was recently conducted

compaitd to the other surveys and as such the figures might have improved.

Mojority of the respondents got their nets from health centrethealth facilities. Very few
oblained nets from markets and pharmacics:llcalth centres have always been utilised as the
vehicle for the dissemination of important-ticalth innovations such as those selating to ITN.
The reason for this is that some of these innovations arc more affordable through the health
Qic cenires because most limes,itis subsidised to cncourage ownership and usage. Majority

of the respondents used 1IN all the time. Over half use it cveryday and majority use their nel
when sleeping al night while very few reported thot they use ITN anytime they want to slecp.

These findmgs are contrary 1o the findings of obinincd by Fuge et al (2015) which showed

thal more than half of i respondents who ownced ITN used them poorly: The pattem of use

of ITN by the respondents nceds to be improved upon. What 1$ desitable is universal odomion

®d regular use of ITN by pregnant women.

S5 Factors Relating to the Usc of Insecticde Treated Net smonk Respoddents

Fhe major banicr factor relaung 1o the use of 1TN among respoadents 11 this study was
Mentificd 10 be heatPrevious studies have shown that the factots which militate against
gular e of ITN include heat Kareera et al (2015) aod Awosan et al (2013)
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A study conducted by Sangare, Weiss, Brentlinger, Richardson, Stacdke, Kiwuwa;
Stergacius, (2012) in Jinja Uganda similarly reveated that heat was a reported barrier to the
use of the 1echnology. Sangare et al (2012) conducted their study on dciciminants of use of

ITNs for the prevention of malatia in pregnancy among wiomen who had ever been pregnant.
The reason for this similarity may not be unrelated to the fact that the sweather in Alrica is
genctally hot compared to other continents and it has alway's been noted that the JTN adds to
the existing heat during usage. It was also noted in this study that the problem of getting in

and out of the nct during usc prevents some respondents from using ITN in the night. This

amounis 10 inconvenience which bas also been documiented as a factor by Sangare et al
(2012)

The major factor which promotes the usc of ITN among.the respondents was provision of
product free of charge. This is similar to the findings oblined by Grabowsky. Nobiyw
Sclaniio (2007) who conducted an intervention relating to the covernge of ITN in Ghana. It
was noted by them that mass distiibution ol ITNs.and routine provision of thc product or
subsidized vouchais for ITNs to pregnant” women increased ownership and usage in
intervention arcas. Similar studics by Agho.. Van Rosscm, Staliworthy: Kusanthan (2007),
Maxwell. Rwegoshora, Magesaand Curtis (2006) and Pcutifor, Taylor, Nku, Duvall, Tabala ct

al (2008) have also shown that piovision.of ITN and other related preventive matenals
facilitnte usage among the public.

8.6 Implications of the resalts for llcatth Prometien and Education

There are several health implications of the lindings of this study for healtl, promotion and
cducation, The identilied gapsin knowtedge can conected through educational interventions.
Ilcalth promotion and ‘education is concemned with the adoption of innovations aimed at
promoting, protecting and maintaining p<ople’s heatth. lHecahh education principles and
stratcgics thal cancbeen used in promoling good health include, cfTective communication or
public enlightcnment, community organizstion/dcvclopment, sacial markctmg, pattnership,
policy formulation'and implecmentation, use of multiple intciventions, usc of local resources,
conduct of evidence-based interventions, social support, taining and advocacy The major
gop in knowledge identied in this study was the inadequate knowledge of malaria among

respondents. The identified health promotion simatcgies that could be used to address the

challenges noted in this study ase training and public enlightcnment. These stralegies arc
succinctly discussed as follow starting with training.
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Training

Training can be inform of a workshop or a scminar/a conference. A proper lining
curticulum could be developed to help facilitate the educational process. Training could be
initiated by the Government in all Primasy 1leolth Centres like the one in which this sludy
was conducted. An andiagogical approach is most prefeized as the tarpct population consists
of adulls. A proper s¢t of measusablc objeetives should be formulated to facilitale the design
and cvaluation of the trdining intcrvention. Experience has-shown that uaining can be
effcctively used to facilitate the adoption of I'TN, Runsaove et al(2012) and Megha et al
(2013). it is a strategy which has great potential in upgrading the study population’s

kaowledge rclating to malana and ITN and enhance their capacity to adopt the appropriate
preventive majors including use of {TN.

Public Eunlightenment

Public Enlightenment is 2 useful strategy for facilitating the diffusion of innovations. Public
enlightenment could involve the use of behavioural change communication matenals like
posters radio and telcvision (o disseminate, information relating to the advantages of using
ITN among pregnant wonien. Pubicu.cnlightenment can also be used (0 tackle the
misconception associatcd with the use of ITN. The messages to be passed across should be
designed o appeal to the charactenstics of the target population. Well irzined public health
professionals pasticularly in the.licld of health promotion and education could be ecngaged 10
design these messapges, Educational matesials such as wcll-designed pamphlets designed in
both English and Yorubd linguage could also be made available 10 pregnant women to take
home and read. This/is;moie so because a sizeable proportion of the study population is
lileratc. The messages conveyed by the pamphlcts can be deseminated 1o persons with no

formal cducation through the radio and tclevision using the Yoruba language that s
predominanly spoken in the study arca.

S.7.  Conclusion
Knowledge of mahuia was poor among majority of respondcnts.There were misconceplions
among the study participants relating lo malana especially in terms of the causative agent for

the discase. [However their level of awarencess about 1TN andd LLIN was high among majonty
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of the frespondents. Respondents had favourable perccplions of malaria in terins of

\ulncmbilil)' and seriousncss of the discase. Most 'csm“dc'“s had cxpcricnccd cpisOdcs of
malaria prior to the conduct of the siudy. Insecticide trcated nets ranked lirst among the

mcthods uscd by the panicipants (0 prevent the occurrence of malaria. licat was. however,
cited as o key factor that scives as o disincentive to the use of ITN.

Health promotion strategics such as uaining and public cnlighticnment can be used 1o address
the identificd gaps in knowledge and misconceptions among pregnant women relating (0

molana and the ITN. This will panicularly promote the adoption of {TN and the initiation of
othcr molaria related prevention measure.

58 Recommcadations

The following rccommendations are madc based on the f{indings of the study.

1. Paticnt cducation provided during ANC ‘in the siudy facilities should includc

upgrading expectant mothers with knowlcdee of plasmoedium as the acnual pathogen

that causes malaria whilc the mosquito merely scrves as the agent that helps trangrnit
the pathogen {rom person (o person.

2 The hanging and uscof ITN should be taught as pan of the routtoe ANC senvicces for
expeclant mothers using aclive training mcthods such as demonstration and retum
demonstialion,

3. lcalth workers should continue to reinforce health education message during ANC
sen:ices relating to importance of I TNs to pregnant women.

3.

The concems raised by.the study panicipants relating to the heat and inconvenicnees

assoctated with the.usc of TN, should be noted for possible pioduct modification by’
technologist/innoyators,
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APPENDIN |
QUESTIONNAIRE

UTILISATION OF INSECTICIDE TREATED NiETS AMONG PREGNANT WOMEN

,\TI‘E‘NI)INC PRIMARY  [{EALTH CENTRES IN BADAGKRY LOCAL
GOVERNMENT AREA, LAGOS NIGERIA

Dear respondcnt

| am a post-graduaic studcnt of the depanment of Health Promoyon and Education. faculty of

Public Health. University of Ibadan. You have been selecled 10 participate in the research on

Utilisation of insccticide treated nets among Pregnant. Women Atlcnding Primary HHealth

Centre in Badagry | .ocal Government Area. Your consent (o participaic and give full, honest
and correct information will be apprecisted and kept.confidential. | will be asking you the

questions and necessaty cxplanations will be made for you to understund the questions

Thanks for your coopcratton.

Scction A: Socio-Demographic Characieristics

Instruction® Please tick (&) which ever applics io respondenis in Question 1-6 or compicte

the approprisie_spaccs as the case may be

l. Martial Status: 1. Single 2. Marricd 3.Divoreced
4. Widovved §Scpararted [ Jnher (Please Specify).......

2. Religion: 1, Christionity 21slam3.1{ Jtional
Other (Please Specily).......e

3. Your age as at last birthday (in ye0rs)...covvmmenenasiiasess

4. What is your ethnic group? 1. Hausa ‘:]omba 3
4. Other (Please SPEcify) .o

5. Highest cducational qualilication 1. No Fonna! Educalion ‘jimrySchool
3. Secondary School 4.NCt: L) OND HND P SCBABED

8. Masler 9 Other ( Dst NY 1V I3T ) e ——— :
2. Petty 1rading 3 Civil Servant

S, Occupation: 1, Unemployed ]

4 Ohher (Pleace Sp‘cif)’)fB'.CN\I.QIGLTAl.HEAmREPo&TORY PROJECT
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Section B: Pregnancy and Fertility Hlistory

InstruetioB: 1y rhis seciion picase compleie the open spaces or tick (E1) the alternative

responscs that apply to the respondents,

For how many months have you been pregnant? (Gestational age in months)....c.oeeeceee
low many children do you have as ai loday? ...........

-
secse 0moace
1009,00q00 qevereror P oae *b L

LR

section C: Awarcness and Knowledge Relating to Malaria and Insccticitde Treated Nets
lnstruction:  /n this seclion, please complete the apen spaces or tck () the alicrnotive

10.

11,

12.

13.

14.

15,
16.

responses that apply ta the respondent,

\What do you think is the real cause of malaria? (Mcntion only one)

fsmro0 TO0o000 I X ETEENNIEFNEFRE YR

Please tel! me 3 major symptoms of malaria

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

Mention three (3) possible health eflects (or dangers) of untrcaled malana for a
pregnant woman.

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

Mecntion threc (3) healith/ellects (or dangcrs) of malaria on the unbom child (i. c. the
child in the womb).

0. RSP P SRR ORI AR (.
([ IR o Wy

(ifi)......

liow true is ‘it tha( o pregnant Woman can pass OR malana 10 her unborn baby in the
womb? 1. True 2. False 3. Cannot sa)

Which of the following @oups of £sopic more rcadily get malana? (Tck (¢) all you
consider correct), 1. Under-live Children Children with sickle cell anacmia

3.Pregnant women [: Young Persons [ adulis 6 (s from America
7. [blc that live beside a river 8. Other_Yase Specify)......

Have you ever heard of an inseclicide treated net? 1. Yes 2. No D
Have youever heard about long lasung insccticide reated ncl? 1. Yes D:‘ No D

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT




Mention two (2) benefits of USing an insccticide trepted nct

PRI, voed dovedvaine. e T e oA S
T
18.  Malaria cannot lead 10 abortion. 1. True 2. False 3. Don"{ Knthy
19.  Malaria cannot in any way lead 1o shoriage of blood. §. Trye 2. Folse
3. Don't Know [
20.  Expenencing repeated cpisodes of malaria can lead to the birth of a baby with low
birth weight. 1. True 2 False 3. Don't Know [}
2].  Malaria cannot in any way lead 10 miscarriage. 1. True | 2False []
3.Don’tKnow | |
22.  Malaria can lead to fcbrile convulsion. 1. Truc 2. False 3. Don’t Know :
23. Malana cannot lead to a reduction in the amount of work which onc usually do.
1. True 2. Falsc 3. Don't Know [_]
Section D: Perceptien relating to Insceticide Trcated Net
24.  The table below contains a list of statemcents relating 10 perception relating 10 usc of
inseclicide treated net. For cach statement, please tell me whether you agree with it or
nol. If you arc not surc about the statement please tick (') undecided/no opinion
Agree | Undecided/no | Disagree
S/A Statement Opinion
24.1 | Mosquito nets not treated with = a—
inseclicideare safer than thoseaith
insecticides
24.2 | Insecticide treated net cannot stop T 7 5]y . \
mosquitocs from-biting somconc | t
243 Taking *agbo 'or ferbal medicines | |
rcgularly proteci people from malasia than | ]
using an insccticide tieatcd net | E— | L
244 | Insecticide. treated nets are only useful for |
preventing mosquitoes during the 10ining
season. i |
24.5 [ One cannot use o mosquilo nel if ones bed
L is bigger or large. pi
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| Mosquito net can suffocale onc when

slceping under i,

1l

Siceping under mosqguito net docs nol

allow onc to sleep well,

Usc of insccticide treated nct throughout

pregnancy can hanm a pregnant woman.

Sleeping under mosquito net makes onc 10

swcat becausce it generates heat,

24.10

Pregriont women should only use
insecticide treated net when they arcin

their 3 trimester.

2.

26.

Inseclicide treated net cannot pricvent malana. Plcasetick (¥') any one

1. Agiee

2. Disagrec

3. Undecided

4. No responsc

Scction F.: Perccived Scriousncss and Vulncrability to Malaria

The 1able below contains a list of statements relating o vulnerability, seriousness of

malaia and insccticide treated net use. For cach siatemient, tell me whether you agree

with it or you disngrec awith.it. If you ore not sure about it please tick (¥)

undccided/no opinion

SINe Stalement

Agree

Undecided/ |

no opinion

26.1 | Malaria is.nota scrious discase for

prcgnant wonicn

Disapree

26.2

Malona.is not more sctious in pregnant

womien than women who are not pregnant

26.3 | Malaria is a inild discasc

264 |V believe I can never get malario

26.5 | Muolasia is not major problem which

pregnant women should worTy
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themselves aboul I

26.6 | Malaria is very common in the arca where

[ live so | am aftaid of getting iy,

|
26.7 |1 can gel malaria but it won't aftect the f T

baby in my womb

|

6.8 | The chance of getting malariais high

L

Scclion ¥F: Malaria-refated Expericnces

Insteuction: /n this section please coniplete the open spaces or tick () the alicrnative

-9

30.

responses that apply to the respondent,

llave you ever experienced malaria? 1. Yes 2:No
3.No respoase [

As [or os you can re-collect how many episodes of malaria did you experience within
the 1851 SIX MONNS? oo inriere et e sdee it

00000009c0c197190000490900000cictoccspoondlol

How many cases of malaria have you ever.expericneed during this present pregnancy?

...................................................................................... Pocoealececr900eetiadbidbdtinar®rrcqecitane)

What do you commonly usc 10 prevent yourself [rom having malaria (mention as
many 05 possiblc)

Ve P00 0a 490000000000 ¢debb0000

0000000

SECTION G: Treatment and Presention-related {ssucs

Instruction: 1y 1his section, please complete the open spaces or tick (B) the ghernative

il.

3.

responses that apply 1o the respondent.

Have you ever been (old about what pregnant woman should be using to preveny

malaria? }. Yes 2. No (1f No, go to 34n)

If yes 1o Question 31,what were you told pregnant woman can usc 1o prevent malaria?

.
*0e1 0000000 %" \aoc.u--aosoov;‘ tseseti stinteqsreniveserevsteseosittan, 900000090 crq0at00tirrniyy
0000000909 9°0¢000P 9080000040 ¢000a00gqettie *

[ PTEY 06100003000 g0000900000% 4000000 _,,,.9,
" G ottobdtaanargieinle RYSTIPTPTTATITOIR SL AL AL RS b b1 Ll LTS CR DO A
80°00 0000049000000 00000008Q0gtqrpstgpet®
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14054 HO0 0409000000 090900800808/00carequ0040tprrracePea, LTQe00900 )il o4 0416.00000ii000[0009,04040 H.........-..--'-ou........u..u.tlllih’“'"'*‘

33.  What are your sources of information about what pregnam woman should be using 10

prevent malarin?

oPe P990800°°°, 28 40, 00000080 4°V009 00909 0 0%, B iiccnpeb,o®

Scction LI: Ownership and use of Insecticide Treated Nets.

34a. Thc table below contains queslions relating to insecticide treated ncts, For cach tick

(¥') Yes or No as it applics 1o the tespondent

S/iNe Statcment Yes No
3da.l Hove you ever ownced an inscclicide ticated nel?
KEh W Do you curvently own an insceticide treated nel?
3423 ‘Have you ever used insecticide treated nctiin pregnancy?
3404 Did you usc insccticide 1reated net duriﬁi your {ost
pregnancy?
3405 Did you use insccticide ticated net within the last one
month?
3. 6 Did you sleep under the insecticide treated nel last night?
L

34b,

If you hove ever owned gn insccticide (rcated net. from where did you get your
supply? (Tick B ail that apply)

1. Health centre

2. Buy from market

3. Buy from pharmacy/chemist

4. Others please Specify «..eueveeeeens TP b d ST |

Scction I: Practices Relating to Usc of [nsecticide Treated Net

Instruction: I /s section, please complete the open spaces or tick (8)) the wlternative

3s.

responses that apply 1o the respondent,

When do you sleep under inscecticide ireated net? (Tick B only one)

I i During mi ni ng scason QM)AN DIGITAL HEALTH REPOSITORY PROJECT D




2. During harmattan only

3. llot periods of the year

4. All the time duning raining. hannattan and hot periods of the year
5. When weather is not hot

é. | do not use it

36. llowoflen do you use an insecticide treated net? }. Everyday
Occasionally 3. "Dy 4, N

37.  During which period of the day do you usually use insccticide treated net?

I. When slecping during the day

3. Anylimc 1 want (0 slecp

Scction J: Barricr Fuctors Relating 1o the Use of Insccticide Treated Net among

L | 2. When sleeping in the night

Prcgnant Wonmicn

¢

Instruction: In this section, please complete the open spuaces or tick (B) thie alternative

responses that apply to the respoudeit.

38. ‘e table below contains statements on baniers relating (o use of insecticide (rcaled
nct among pregnant wamen, For indicate.and tick (¥) “Yes” or "No” as it affects
you,

S/Ne Statement Yes | No
38.1 | Cost of purchasing mosguito nct prevents you from owing one
| 382 | Tnsccticide treated net asc not readily available in the market
38.3 | Insccticide treatednet gencrates a lot of heat
1384 Sharing a bed with two or motc other petsons prevent one from
using a mosquito net
38.5 | My slccping 10om is full of many items, so nowhere to hang |
mosquilo nel
38.6 | Lack of skill in hanging the nct prevent people from using the
insccticide trcated net
38.7 | Problems ofEcuing in and out of the nct prevent pregnant women
from using insccticide reated net
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39, Whatare the other problems which you face regarding the use of insccticide \ccoted
nct? Picase fecl free 10 share them with me

Scetion K: Facilituting Factors relating to Use of lasccticide ¥ reated Nels
lastructivn:  /n this section, please complete the open spoces or tick (8)) the alternative

responscs that apply to the respondenit

40. The lablc below contains a list of possible factors which facilitate the use insecticide

treated nct among pregnant women. FFor each tick *Yes™ or “No™ as it applies to respondent.

S/Ne Facilitating fuctors relating 10 usc of ITN Yes No
40.1

Insccticide treated nct ore usually given'to pregnant women free
of charge in the clinics.

10.2

Insccticide treated nets e given) lo pregnant swoman of an
offordablc price

40.3 | I can hang the nct on my own

40.4 | Insccticide treated net proteets onc from mosquito bite
40.5 | Insecticide treated nets makes onc steep well
40.6

Insccticide treated net keeps onc warm when it is cold

Insccticide trcoted nel prevents You from having malaria

408 | Husband aways.cricourage you 10 usc insecticide 1rcated net

409 | Healihcarc workers nlways advice you to use insecticide treated
nct

40.10 | Relatives advice you 1o usc insecticide treated net

ql.

What are the other things that usually encourage or motivale pregnant women 1o yse

inseclicide trcated net?
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Thank you for your contributien to this imporiant study

APPENDIX 11

IMNLE EKO

Oludascto mi owon

LILO AWON EFON ELEGUBOOG] LARIN AWON ALABOYUNTI ON WA FUN
ITOJU NI ILE-ISE ETO ILERA AKOKO N1 LIOBAIBILE AGBADARIGI NI

Mo jc onitestwaju akeko ti apa cto ilosiwaju ati ko nipa ilcta m abala ilcra gbogbo ni ile cko

giga fositi 4 Ibadon. Mo yan yin laii da si clo 1wadi lori lilo awon cfon clegbogi laarin awon

alaboyun to n gba iloju ni ilc-isc clo ilera alakoko ni ijoba ibile Agbadarigi ni Ipinle Eko.

Idahun yin ni kikun, tinutinu ati otito Y00 wu mi lori lopolopo yio si je ohun asiri. N 0 ma

bere avwon incere wonyi pelu alaye kikun'lati fun yin oyc kikun lori awon ibeere naa.

E seun pupo fun ifowosowopo yin

ABALA A: AWON OHUN IDANIMO LAWUIO

lgbeyawo: 1. Apon | 2 ]‘Jinu igbcyavo
loto Qna miran (se alayc)

Esin: 1. Esin Kgisu 2. Musulumi

4. Ohun miran (sc alaye) ....couven. e

.........

3. Ni ikosile

3. Abalaye

y¢ ojo ori ni_0jo'ibi to koja (Ni 0dun) .c.ceevvvneen. ) e
Kini awujo Abinibire? 1. Awusa 2. Yoruba
4. Omiran(se alaye) ......c.ccoeeeieene.

i ti 0 kawe de: 1. O ko kawe rars 2. Alakobere

4. llc-cko giga ti awon oluko

6. Akcko gboyc onimo ijile

5. llc-cko giga ti onikose owo

7. Akeko gboyc lori asn ati ise
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8. Akcko gboyc masita 9.Omiran (Se olaye)...ceeennnnnn.s vansl. R 0N
6 1sedscjeun: 1. Mi o nisc 2. Oja pecpecpe 3. Osisc ijoba

4. Omiran (Jowo salaye) ............

P@9a8°00.00% 200, _,959%00a,"

ABALA B3 ITAN ILOYUN ATI 133181
7. O1toosu mclo tio i wa ninu oyun bayii? (ipo iloyun ni osu Kika) ....eeeee- -

: g. Omo mclolo ni bayi? ................... o .
i
|

ABALA C: IMO ATI OYE NIPA ARUNIBA AT AWON EFON ELEGROOGI
9. Kin ni nka 1abi owon ohun ti 0 1o pe o n fa orun iba?

. PPN e ’ ¢ 137000000 0pe0t0iguoamoans ° L) *
" 98 b dcocad taneses $0¢ .0 000000009000 P 00+ o1 700000000 00400000% 9080 XY
eed
M), ¢tiveacsccnssssssacscane 4900 i8actsqnussoss it sanass Pel v 've emse v ools T usBich s
[ ] L] L]
10. fowo so amin arun iba meta fun mi
:
1' """"""""""""" Frecoveeoeose 4040995000080 000 [N X > 0400000 ¢ *
[ N ]
ll. e . ) sscee 1e00 - iee ) XXX REEY]
A X}
‘l’- lllllllllllllllllll 0°?9900909090400cv90000s0B0BRL 0+agee?0e® ©gqB 00000 ROOLO,009 0

11. So c¢wu mcta (3) Ui o ro mo ki alaboyun ni aniniba

R o & ash eflhiaas- it e e o N § o s s N
Tk O S o p— RS o, By A R L. o M
12. So cwu meta (3) ti arun ibo le ni lori.omo 1i 0 wa ninu alaboyun
I D2 Bt e il o o s e 5 S - e » w2 < SO S
S Wil T W R R Gy RESERRA . o :
- TR s i e 0, e P i —— D i
13

Bawo ni o sc je otito sipe alaboyun ti o ba ni arun iba le ko ran omo inu re?

1, Otito ni 2."Iro ni kolc foo 3. Mi oleso

Lwo ninu okojopo ‘awon cniyan ti o w3 ni isale yii lo tete maa n ni orun ibg julo? (fj

amin si gbogbo eyi 11 0 mo) 1. Awon omo odun marun si isale

2. Awon omo rlanin aninmoleegun 3. Awon glaboyun

4. Awon omode Awon agba \won alejo lati oke okun D

7. Awon i o gbe lcba odo 8.Awon miran (Jowo salayc)........

ccccccccccc

13. N jc o 1i gbo nipa awon cfon clegboogi 1i? 1. Beeni 2, Rara

16. Njecoiigbo nipa nwon clegboogi nblope ni? 1. Beeni 2. Rara

LI 7. Jowo so anfoni meji (2) ti 0 wo ninu Yilo awon cfon ¢clegboogi
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13. Arun iba ko le fa ki oyun baje 1. Otito ni
19. Asuniba ko le fa ki cje maoto ninu arz 1. Olito ni

3. Mi omo |

90. Ninu osun iba lore koore le fa ki alaboyun bi omo 1i ko te iwon L. Olilo ni
ni kolc fao 3. Miomo

?2). Arun iba le faa ki nlaboyun bimo laipcojo 1. Otito ni
3. Mio mo

2. lro ni kole fas

2. lro ni

22, Arun giri ati iba ko nii bar won se rara 1. Qito ni

L Miomo

23. Aruniba nikan ko le din ise i cniyan moan sc ku 1. Olito ni
Mi 0 mo

kole fan

nt kole foa

2. lro mt kolc foa

!i o mo

2. lro

o ni kolefoa

31

ABALA 1 Ninu aye lorii bi arun iba se buru to an lilo awon cfen cleghoogt gege bi
Waabo bo arn cni.

24. ATE KII Ni: so swon oro kan loii oye wa nipa bii arun iba se bunu to ati lilo swon cfon

clegboogi. Lori gbotohun Kookan, so fun nit-boya o fora mo 1abi o ko faramo. Bi o ka ba

si mo nkan nipa re, jowo so.

ONKA

CUOLONUNORO

M.

Awon ¢fon ti ko ni egboogi dabobo ni ju |

cy1 b 0 ni cgoogi 'f

MO FARA |

MO

MO
LLESO

MI O FARA
MO

24.2 Awon cfon clegboogi ko le di efon lowo
lati bu ni jc
243 Mimu agbe lore_koore daabo bo eniyan ju |
§ tilo awon efon elegboogi : :
244 | Nigba ojo nikan ni awon efon elegboogi
wulo {ati dena cfon
245 :niydn ko le € lo awon cfon bi ibusun re
L ba 1obi
34'6 Awon cfon I¢c sccemi eniti 0 ba sun labe re
3’” Sisun labe awon cfon ja Siofo nitori pe cni




1 ti o ba n sun labe e sile ni aruniba

Lilo awon cfon clegboogi ni igba iloyun le

sc akoba [un alaboyun

Sisun labc awon cfon n foa Ki eniyon

langun nitori pe 0 maa n mu oony

Alaboyun nikan fo ye ki o moa sun labe

awon cfon

L

Awan cfon clegboogi le dena cfon 1sti bu

nijc sugbon ko lec danbo bo ni lowo anun
iba

25. Awon cfon clegboogi ko l¢ dena arun iba 1. Mo fasa mo

), Mi ofara . K1 s1 idahun

26. ADBALA E:: Fifa aru wa sile fun arun jba

. Miole so

ATE KEJ1: Ipcle keji da le lori lili ara eni sile fun arun iba, bi arun iba se buru to oti

lilo awon cfon clegboogi. Fun alaye oro kookan.’so fun mi boya o farm mo 1abi o ko fara

mo. i o ko ba si ni idaniloju loni e, jowo so.

ONKA GROLOHUN ORO MO FARA | MI O LE | M1 O FARA
MO SO MO
L26.1 Iba kii se arun 1i o lewu fun‘alaboyun
|26.2 Arun iba ko logbara lori alaboyun ju
lcniti ko loyun lo
263 | Aisan yepere ni iba je
264 [ Mo gbagbo pec nii 0 le ni arun iba
265 | Aisan iba kii e isoro kan ti alaboyun ke i
doarnu le lor
266 | Aison iba wopo ni agbegbe 1i mo n gbe.
nitoti na eru n ba mi ki nma baa ni
1267 Mo le.ni‘arun iba sugbon ko le kan omo
L NG mi
_2_6.8 Aye po fun alaboyun lati ni arun iba
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ABALA F: AWON IRIRT LORI ARUN IBA

Do le lon awon ibeere lorii owon clon elegboopi. Fun ibeere kookan, fowo Si be€ ni
whibeeko gege bio ti ye o si

ey

3.
29.
30.

ABA
31.

32

3.

34.

Nje o i ni anui iba ri? 1. Beeni 2. Rama

By o ba le ranti, 0 to igba melo (i o ni aisan iba ni odun to koja? ..

LN g
........................

O 10 1gba melo ti o 1i se aisan iba ninu oyun ti 0 wayii? .......

Kin ni 0 maa n lo {aty dabobo ara rc lowo ibva? (so cyokan) ........ccoceere- A R

LAG:ITOJU ATI IDABOBO

N jc oti gbo nipa ohun ti alaboyun le mpa lo lati dcaa arun.iba? 1. Beeni

2 Rana (Ti o ba je raru. lo si ipcle 34a)

Ti idahun re si ibcere oke ¥ii ba je beeni, kin ni o gbo pe alaboyun lc maa lo [ati
denama arun iba? .............

AR ZENNEENEAXNERNER XX

Ti Idahun rc si ibecrc opbon yii ba je becri,- 0ibo 1abi bawo ni ose gbo ohun (i
alaboyun le maa lo lati dena anun iba? ... it

a2 ABALA 11; NINTAWON EFON ATI1 LILO RE

TONKA CUBOLOIIUN ORO MO. FARA |MIOLESO | Ml O FARA

MO MO

Mal

N je o ti m awon cfon
clegboapi?

Se¢ o ni awon cfon lowo lowo?

| N je o ti lo owon cfon€legboagi E——

ninu oyun 11?7

Se 0 lo awon fon clegboagi ni | —

ninu oyw\ 1 o'ni KOJa? 1

Me S

3as

e,

Se 0 lo swon cfon clegboabdi ni | |

osu kait seyin?

Se 0 sun abe awon cl'onI |

elegboobi ni ale ana? | |

34,

b Tio bati mi awon efon ri, nibo ni o 4 tighaa? 1. lie IWOSMI_:_]I' 0j8

3. Lati ie egbopgi 4.Awon omiran
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ABALA [s Oye lori hi wrun jba se buruto, fifi ara eni sile fun iba ati lilo awon cfon

clegboogi- Fun gbolohun oro kookan, so fun mi bi 0 ba faramo tabi o ko faramo, Bi 0 ko

wo ahun Kan nips re jowo so.

35, Nigba wo ni 0 maa n sun labe awon efon efegboogi?
Nigba ojo nikan
Nigba oyc nikan

g

&

(i Awon igba oru ninu odun

@1 Gbopgbo igba ojo. oyc ati oru
D

Nigba li oju ojo ko bag bona

1 Mikillo
36. Bawo ni osc¢ nlo awon cfon clegboogi si? 1. Ojoojumo 2. Eko kan |
3. Mi kii saba lo 4. Miolori

37. Niasiko oju wo ni 0 maa n lo awon efon clegbaobi? 1. Tt 0 ba n sun loju osan
2. Ti o ba sun loju lale :‘i gbogbo igba i mo ba fe sun

ABALA J: Awon vhun immoriyi ati idena ti 0 je mo lilo awon efon cleghuogi lansin uwon

alaboy un

38. ALAYE: ATE KERIN DA LE LORI AWON ORO TO JE MO IDENA. FI OWO Sl
BEEN] TA]1 BEEKO GEGE B O SE YE O SI

ONKA GBOLOIIUNORO  |[MO FARA [MI O LE|Mi O FARA
MO SO MO
8.1 |lycowo i won b ntaawonefonko | | |
“ le je ki eniyan lo
382 | Awon cfon clegboogi ko “'Opo_léja i =
Qi BTyt onen |l D
B4 [Sisun lori \ibusun pelu  awon N
clomiran Kii je ki eniyan lo owon
cfon
LR Yar'jbusun mi 1i kun ju, ko si ibi ti
_ |mo Ic fi.awon efon ko
386 | Aini oye bi asc le fi ko Kiije ki| 3 B =
awon cniyon lo uawon cfon




Wahala wiwo inu gwon cfon ali |

\ jijade mnu re kii ic ki gwon

alaboyun lo 0won efon clegboogi

39, Awon isoro Miran wo ni alaboyun maa n doju ko nipa lilo awon cfon cleghoogi??

[
ePe9®P)0ocslertdoersenran .‘.‘..._..,...........g..oa-..ovvo L]

40. ABALA K: Ale karun da lc losi awon ohun amosi ya ti o wa ninu lilo awon cfon

clegboogi. {i ovo si beeni tabi becko gege bio ti ye o si.

ONKA | A\WWON OHUN AMORI YA TI O WA NINU LILO
AWON EFON ELLEGBOOGH

BEEN] | BEEKO

0.1 Won maa n fun awon alaboyun ni awon cfon

clegboogi lole ni awon ile-ise cto ilcm

10.2 Won ma anin awon cfon fun awon alaboyun ni owo
faserc
403 Mo le i awon cfon ko fun rami

40.4 Awon cfon clegboogi maa n dabo bo eniyan lowo cfon |

40.5 Awon clon clegboogi man njc ki chiyan sun ghadun

40.6 Awon cfon clegboogi mna dnbo bo cniyon ni igba

otutu

40.7 Awon cfon clegboogi mna-dabo bo cniyon fun arun
iba

408 | Oko mimana fc kin lo.awon cfon clegboogi

0.9 Awon onisc ilernmaa_ngba mi niyanju loti lo awon

cfon

e ————
e ———————

5080 | Awonaro ife.maa ngba mi niyanju lati lo awon cfon

——————

e

. 3 3 2 W
41. Awon ohun awuni lori tabi amoriya wo lo wo ninu ki gwon alaboyun maa lo awon cfon

clegboogi?

$000 5 +i8 462900 st BMesete"tetontony

LN LN R
oo -
YT KRR S LA
e . uov-‘o"""'....".
O 490009 000080509, 7¢0e

O scun fun ifowosowupo Jori iwadi pataki yi:
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r' -~ TELLPUONE, .. ...

s MINISTRY OF EALTH

: .' * 3 ‘p 4 . -
DEPARTMENT 03 PLANNING, RESEARCY) & STATISTICS DINVISION
[ 3
PREIVATE N1ALL BAG ND, 3027,0V'0 STATE OF KIGERIN

Vwar R(f— S o Tk IR I IS TY i
A coramaucntions shoulls be adl cxsat! 1o

jhe 2earvviite Crunniigsnyicy dvourg

O Ret. Na Al 1A ‘”9’@ ;2013';;[)', 016

T Mimscapal Investigalor,

Department of Health Promotion and Education,
Facully of Public Healih,

University of tbodan,

Tbadan.

Attention: Balopun Theaphilus

ETHICAL APPROVAL FOR THE IMPLEMENTATION
OF YOUR REESEARCH PROPOSALIN OYO STATE

This 1s to ackitowlcdge that your Reseatch Proposal titled: **Utitisation of Insecnicides
Treated net among Pregnant Wormen Anending Primary Healih Care Centres 1n Badagry Lncal
Governmant, [agos Staie, Nigesia™ hgs Exenteviewed by the @yo S1ate Ethical Revacw
Commillees

2 The commitiee has noted “your compliance. In the light of this. | am pleases) 1o

convey to you the full approval’by the conunittee for the impiememanon ot the Rescarch
Propasal in Oyo State, Nigena,

3 Please note that’ the “National Code for Health Research Elhnc;s pcquires ynu o
comply willy all institutiond] guidelines, rules onfi rcgulations. in linc with this, the
Commilice wall inoniter closely and follow up the itnpleisentaion of the rcsc;rchl studh

However, the Minisityof 11ealth would like to have a copy of the 1¢suhs and concluainne

of {indin tbis-awillhelp in policy makingin the heahh sector
xl'(-.s\l&*z”‘.nj 1?22’.‘,‘3\"’ !

- ':‘/W: shing ym al%%?“
Y ’ - :l’

e ® & ;--u.’u—l .,
-~

s Gholahary® 7 |
dmwlmﬂ&%rch & Siatistics

b Secretary, Oyo Stote, Research Ethical Reviev Commutiee
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L TELEPHONE, ..

MINISTRY OF HEALT

- . , \ - g ‘ I

DEPARTMENT OF PLANNING, RESEARCI) & S"lé\T-lJSll’-l.gng\’lSlON
FRIVATE MAILRAG NO. 5027,0Y0 STATE OF NICGERIA

..‘ ‘d I\ B .ieseni eaess e 20090000 .00
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“Attention: RBalogun Theophilus

ETHICAL APPROVAL FOR THE IMPLEMENTATION
OF YOUR RESEARCH PROPOSAL INOYO STATE

& This is 10 acknowledge that your Rescarch Proposai titled: *'Usitisation of $nsceriandes
Trcated net amoog Pregrant \Women Auénding Prunary Health Care Cenues wn Badagy Lical
CGovernmeny, [agos Siale, Nigena*' hias t2en 1eviewed by the Oyo State Ethical Reviewn
Cammiitecs

2 The commitee has goted, your compliance. In the light of this, | am pleaal us
convey 10 you the full approval by the committee for the iniplementation o1 the Rescarch
Proposal in Oyo State, Nigena

3. Please note thal ihe National Code for Health Rescarch Eihics roquises Yow b
Comply with all instudbional guidelines, rules and regulations, in line with ihis e
Comminee will monitor closely end follow up the implemeniation of the rescarch studs

However, the Miifisiry o Health would like 10 have a copy of the resulls and crachiuNis
of L;:%.E - a%}bﬂﬁ:‘ help in policy making in the health sector
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