THE KNOWLEDGE AND PRACTICE OF MALARIA PREVENTION AMONG CAREGIVERS OF PATIENTS ADMITTED TO STATE HOSPITAL, OTA OGUN STATE

ABSTRACT

The study was undertaken to evaluate the knowledge and practice of malaria prevention among caregivers in state hospital, Ota Ogun state. The study adopted the descriptive method of data analysis where 109 caregivers served as participants to the study. The findings from the study reveal that there is a statistically high level of malaria prevention awareness among caregivers. However, the practice of these preventive measures is low. From observation, patients report their malaria cases to the hospital when they have exhausted all local or personal options. The study recommends sensitization activities and programmes to help educate the public on the preventive measures for malaria.
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CHAPTER ONE

INTRODUCTION

1.1
BACKGROUND OF THE STUDY

Malaria is one of the most serious health problems facing the world today. The World Health Organization estimates that over 300 million new cases of malaria arise a year, with approximately two to three million deaths resulting from contraction. Malaria is endemic in tropical Africa, with an estimated 90% of the total malaria incidence and deaths occurring there, particularly amongst pregnant women and children. More specifically, malaria is causing various problems in Nigeria. Malaria is the only vector borne disease to be placed on World Health Organization’s Disability Adjusted Life Years (DALYS ) list. It is important to look at health problems like malaria that grossly affect the morbidity and mortality rates, as well as the economy of a developing country, such as Nigeria. Nigeria has a population of about 190.9 million people [Worldometer, 2017]. A large percentage of its population lives in extreme poverty in rural areas, without access to potable water and adequate healthcare. Nigeria is also a low-income country already saddled with a huge foreign debt burden. It risks sinking further into debt as it struggles with a sick populace whose good health is essential for its economic growth. Traditionally, Chloroquine was a common treatment for Malaria. However, with the increase in chloroquine resistant malaria, additional methods of control must be employed. A multidimensional approach should be used in the control strategy, such as good management of clinical malaria, the use of insecticide-treated bed nets (ITBN), education and training programs in malaria prevention, vaccine research and the use of insecticide spraying such as DDT on breeding sites. It is also necessary to explore the use of indigenous natural mosquito repellant plant species. Pharmaceutical companies should study local anti-malarial herbs to determine their efficacy on malaria and effective and safe dosages should be found. The answer to malaria control may lie within local communities. Policies pertaining to the use of impregnated (soaked in insecticide) bed nets would be doubly advantageous and economical in rural areas. Culturally, the two most susceptible groups of people, pregnant mothers and infant children, tend to sleep together. Walls of mud huts in rural areas should be white washed to avoid attracting mosquitoes. Cracks and crevices where stagnant water can collect should be sealed. Partial funding for malaria control projects could be generated internally if the Nigerian government collected a levy from companies that are involved in activities that pollute the environment. Oil companies working in the Niger Delta areas, where there are many marshy swamps and a high prevalence of malaria, should also be asked to contribute to a general malaria control fund.

1.2
STATEMENT OF THE PROBLEM

Malaria may be conceptually simple to eradicate, but operationally complex. In theory, all it takes to stop mosquitoes from transmitting malaria parasites is a physical barrier (insecticide-treated bed nets, ITNs) between the human host and mosquito and a course of pills that costs pennies to reduce the reservoir of infections in human carriers. This notion is the foundational principle for the current global agenda on malaria eradication which has embraced a three-legged, vector-control approach consisting of distribution of long-lasting insecticide nets, indoor residual spraying and community education for people to understand the importance of sleeping under treated mosquito nets. Although huge investments of human and financial resources and many randomized control trials have been conducted on the first two legs of the vector control framework, malaria eradication remains an unattainable goal in many African communities.

Malaria can be conceptually simple to eradicate, but operationally complex. In theory, all that is needed to prevent mosquitoes from transmitting malaria parasites is a physical barrier (insecticide-treated mosquito nets, insecticide-treated mosquito nets) between the human host and the mosquito, and a pill that costs some little amount to reduce the reservoir of infections in human carriers. This concept is the underlying premise of the current global malaria eradication program, which is based on a three-legged vector control strategy for dispersing prolonged insecticide nets, spraying inland debris, and raising awareness of the importance of sleeping under external mosquito nets. Although large investments in human and financial resources and numerous randomized controlled trials have been carried out in the first two steps of the vector control framework, the eradication of malaria remains an unattainable goal in many African communities. However, the focus of this work is to assess the knowledge and practice of malaria prevention among caregivers of patients.

1.3
OBJECTIVES OF THE STUDY

The primary aim of this study is to evaluate the awareness and effective practice of malaria prevention among caregivers of patients in state hospital, Ota Ogun state, specifically, the objectives are:

To evaluate malaria awareness level of Caregivers in state hospital Ota

To determine malaria prevention practice of caregivers in state hospital Ota

To determine the relationship that exists between knowledge and practice of malaria prevention among caregivers of patients.

1.4
SIGNIFICANCE OF THE STUDY

The study is quite significant in that it further presents the truth that malaria still makes the top list on deadliest infection suffered by Nigerians. Hence, there is need to continue the fight against malaria. Also, to the caregivers, the study presents evidence on their awareness and practice level. This is to enable them step up their preventive measures. The study also, is a contribution to academics as it serves as a reference material to further studies.

1.5
RESEARCH QUESTIONS

The following research questions guides the study:

What is the malaria Prevention awareness level of caregivers in state hospital, Ota?

Do caregivers in state hospital Ota imbibe effective malaria prevention practice?

Is Malaria prevention practice a result of malaria knowledge?

1.6
RESEARCH HYPOTHESIS

The study formulated for testing a null hypothesis

H0: There is no relationship between the knowledge and practice of malaria Prevention among caregivers of patients. 

1.7
SCOPE AND LIMITATION OF STUDY

This study is centered on Malaria as a health challenge and caregivers as the closest persons to the sick. The idea is to examine their knowledge of this health challenge and to determine their prevention practice ability.  This study was carried out in state hospital Ota, Ogun state, where the caregivers participated in the study.

1.8
OPERATIONAL DEFINITION

Caregiver: a family member or paid helper who regularly looks after a child or a sick, elderly, or disabled person.
Malaria: an intermittent and remittent fever caused by a protozoan parasite which invades the red blood cells and is transmitted by mosquitoes in many tropical and subtropical regions.
Knowledge: Knowledge is a familiarity, awareness, or understanding of someone or something, such as facts, information, descriptions, or skills, which is acquired through experience or education by perceiving, discovering, or learning.
Practice: the actual application or use of an idea, belief, or method, as opposed to theories relating to it
CHAPTER TWO

REVIEW OF LITERATURES

2.1
INTRODUCTION

In this chapter, our focus is to demystify the subject of malaria, caregivers as well as knowledge and practice. To realize this, this chapter is divided into three sections. The conceptual section gives a comprehensive overview of the subject of discussion. We examined some theories in the second section while in the third section, we reviewed some empirical works. The effort is to give a holistic literature review to the research.

2.2
CONCEPTUAL REVIEW 

The Nightmare called Malaria

Malaria is caused by four different protozoa in the plasmodium genus: either Plasmodium Vivax, which is more prevalent in low endemic areas, Plasmodium ovale, Plasmodium malaria, and the Plasmodium falciparum, the most dangerous of the four. The Plasmodium falciparum has a life cycle in the mosquito vector and also in the human host. The anopheles gambiae mosquito is the vector responsible for the transmission of malaria. The prevalence of malaria is dependent on the abundance of the female anopheles species, the propensity of the mosquito to bite, the rate at which it bites, its longevity and the rate of development of the plasmodium parasite inside the mosquito. When the female mosquito bites and sucks the blood of a person infected with malaria parasites she becomes infected; she then transmits the parasites to the next human host she bites. Malaria incubates in the human host for about eight to ten days. The spread of malaria needs conditions favorable to the survival of the mosquito and the plasmodium parasite. Temperatures of approximately 70 - 90 degrees Fahrenheit and a relative humidity of at least 60 percent are most conducive for the mosquito [Marten, 1999]. The development of the malarial parasite inside the mosquito is more rapid as the temperature rises and ceases entirely below 60 degrees Fahrenheit [Marten 1999]. Increased rainfall and stagnant pools of water or surface water provide hospitable breeding grounds for the mosquito. It is important to understand how malaria transmission is affected using the “ basic reproduction number.” In an entirely susceptible host (non-immune) population from each primary malaria infection arises a varying number of secondary infections, referred to as the Basic Reproductive Number. That number is directly proportional to the populations’ risk for contracting malaria and can be increased by the following factors: an increase in the abundance of mosquitoes relative to the human population, an increase in the propensity of the mosquito to bite its human host, an increase in the proportion of the infective mosquito bites, an increase in the length of illness and an increase in survival rates or longevity of the mosquito [WDI 2000].

History of Malaria 

Malaria has been around since ancient times. The early Egyptians wrote about it on papyrus, and the famous Greek physician Hippocrates described it in detail. It devastated invaders of the Roman Empire. In ancient Rome, as in other temperate climates, malaria lurked in marshes and swamps. People blamed the unhealthiness in these areas on rot and decay that wafted out on the foul air. Hence, the name is derived from the Italian, “mal aria,” or bad air. In 1880, the French scientist Alphonse Laveran discovered the real cause of malaria, the single-celled Plasmodium parasite. Almost 20 years later, scientists working in India and Italy discovered that Anopheles mosquitoes are responsible for transmitting malaria. 

Historically, the United States is no stranger to the tragedy of malaria. This disease, then commonly known as “fever and ague,” took a toll on early settlers. Historians believe that the incidence of malaria in this country peaked around 1875, but they estimate that by 1914 more than 600,000 new cases still occurred every year. Malaria has been a significant factor in virtually all of the military campaigns involving the United States. In World War II and the Vietnam War, more personnel time was lost due to malaria than to bullets.  The discovery that malaria was transmitted by mosquitoes unleashed a flurry of ambitious public health measures designed to stamp out malaria. These measures were targeted at both the larval stages (which thrive in still waters, such as swamps) and adult stages of the insect. In some areas, such as the southern United States, draining swamps and changing the way land was used was somewhat successful in eliminating mosquitoes.  The pace of the battle accelerated rapidly when the insecticide DDT and the drug chloroquine were introduced during World War II. DDT was remarkably effective and could be sprayed on the walls of houses where adult Anopheles mosquitoes rested after feeding. Chloroquine has been a highly effective medicine for preventing and treating malaria. 

In the mid-1950s, the World Health Organization (WHO) launched a massive worldwide campaign to eliminate malaria. At the beginning, the WHO program, which combined insecticide spraying and drug treatment, had many successes, some spectacular. In some areas, malaria was conquered completely, benefiting more than 600 million people, and was sharply curbed in the homelands of 300 million others.

Knowledge Transfer Problem 

The gap between theory and practice is typically formulated as a knowledge transfer problem. Practitioners fail to adopt the findings of research in fields, such as medicine (Denis & Langley, 2002), human resources (Anderson et al., 2001; Rynes, Colbert, & Brown, 2002), and management (Rogers, 1995; Tranfield, Denyer, & Smart, 2003), because the knowledge that is pro duced is not in a form that can be readily ap plied in contexts of practice. Action scientists such as Argyris and Sch?n (1996) have focused on the characteristics and behaviors of re searchers to explain this lack of implementation of research knowledge. They argue that scien tific knowledge will be implemented only if re searchers, consultants, and practitioners jointly engage in interpreting and implementing study findings (Schein, 1987; Whyte, 1984). Academic researchers are criticized for pay ing little attention to transferring the knowledge they produce (Beyer & Trice, 1982; Lawler et al., 1985). Beer (2001), for example, recommends that researchers take responsibility for specifying how the knowledge they produce should be implemented. He also discusses how customary knowledge transfer practices often inhibit implementation of proposed solutions, such as use of authoritarian or coercive styles of imparting knowledge, defensiveness routines by teachers and researchers, and self-interested recommendations by consultants that maintain or increase clients' dependence on their consulting services. Mohrman, Gibson, and Mohrman (2001) empir ically examined the perceived usefulness of re search by practitioners in a context where re searchers were not playing an action-oriented interventionist role. They found that practition ers in ten companies undergoing change viewed research results as useful when they were jointly interpreted with researchers and when practitioners had opportunities to self design actions based on the research findings. Mohrman et al. concluded that "perceived use fulness requires far more than simply doing re search in relevant areas" (2001: 369). Moreover, "it would seem that researchers must do more than work collaboratively with organizational members to understand research findings. Per haps they must become part of an organization's self-design activities if they wish to promote usefulness" (2001: 370). Utilization researchers have focused on the characteristics of potential users that inhibit the adoption and diffusion of knowledge?much like the adoption and diffusion of innovations (Backer, 1991; Beyer & Trice, 1982; Rogers, 1995). As Estabrooks states, "Many factors get in the way of using research, and empirically, we know very little about what makes research use happen or not happen" (1999: 15). For example, one issue currently being studied is what hap pens to knowledge during the transfer and adoption process. Golden-Biddle, Locke, and Reay (2002) have questioned the prevailing view that knowledge remains the same in its move ment from researcher to user. They have found that the nature and use of knowledge changes dramatically as it is adopted and appropriated. Users selectively interpret and use knowledge as it serves their own purposes, fits their unique situations, and reflects their relations with their practicing community. Further studies like this will provide an understanding of what influ ences users to adopt and modify selective bits of information in a message and to ignore the rest. What makes information convincing and, therefore, utilized is a rhetorical question (Van de Ven & Schomaker, 2002). Rhetoric is the use of persuasion to influence the thought and conduct of one's listeners. To Aristotle, the art of persua sion comprises three elements: (1) logos?the message, especially its internal consistency (i.e., the clarity of the argument, the logic of its reasons, and the effectiveness of its supporting evidence); (2) pathos the power to stir the emo tions, beliefs, values, knowledge, and imagination of the audience so as to elicit not only sym pathy but empathy; and (3) ethos?the credibility, legitimacy, and authority that a speaker both brings into and develops over the course of the argument or message (Barnes, 1995). Logos, pathos, and ethos together shape the persuasiveness of any communication. The persuasiveness of a theory is in the "eyes" of the listener (not just the speaker) and requires appreciating the context and assumptions of the audience or listeners. For example, Davis (1971, 1986) argues that what influences readers to view a theory as interesting or classical is the degree to which the writer challenges the read ers' assumptions. In a nutshell, a classic work speaks to the primary concerns or assumptions of an audience, whereas an interesting theory speaks to the secondary concerns of an audi ence. Interesting theories negate an accepted assumption held by the audience and affirm an unanticipated alternative. Knowledge transfer is not only a function of the logic and data sup porting a message but also the degree to which the speaker is viewed as a credible witness and is able to stir the human emotions of listeners. One problem of viewing the gap between the ory and practice as a knowledge transfer prob lem is the assumption that practical knowledge derives from research knowledge. The divide between academics and practitioners is no ac cident. Many academic scholars have been socialized in a "trickle down" view of the knowledge supply chain: knowledge is cre ated and tested by academic researchers, taught to students by instructors, adopted and diffused by consultants, and practiced by practitioners (sic).

Definition of an informal caregiver
The HCI health-focused literature is vague on who exactly counts as a caregiver, but related papers often take one of two approaches: focusing on a ‘primary’ caregiver responsible for day-to-day care in chronic conditions or on a broader network of care. The health promotion literature often focuses on condition-specific caregiver definitions, such as family caregivers of cancer patients, or adult children caring for their elderly parents.

In this project, we seek to understand informal caregiving practices within the inpatient setting, across conditions and populations. Thus, in our conversations with participants and our resulting analysis, we focus not only caregivers but also informal caregiving during the hospital stay. For our purposes, any non-professional person who the patient identified as helping with some aspect of their care counts as a caregiver. Both patient-participants and caregiver participants described spouses, parents, children, and others from their broader social network helping with various aspects of the patient’s care. An inclusive definition of caregiver has allowed us to adopt a holistic and fluid analytical perspective.

The role of caregivers
In recent years, CSCW and health informatics researchers have begun to study the role of technology for caregivers in earnest. Chen et al. called for consideration of informal caregivers as key health stakeholders in HCI and the need for designs that treat caregivers as whole persons and help to address some of the challenges and burdens that caregivers experience in this role of patient support [Chen et al, 2013]. Within the inpatient context, Kaziunas et al. studied caregivers of pediatric bone marrow transplant patients, placing the caregiver's role in supporting inpatients within the broader context of a specific long-term condition affecting a specific population [Kaziunas et al 2015].

In 2002, Schultz et al. conducted a systematic review outlining the role of technology in chronic caregiving, primarily with caregivers of patients diagnosed with dementia. Examples of the roles that technology plays in supporting the caregiver include: communicating information efficiently, providing a means for social support, and acting as a delivery mechanism for the caregiver’s health promotion and health management [Schulz, 2002]. Schultz et al. also proposed a series of recommendations for the use of caregiver technologies, such as addressing training needs related to the use of these technologies, recognizing potential harms, and gaining a better understanding of how these technologies complement and apply to existing conceptual frameworks [Schulz 2005].

Others have focused on the patient’s perspective to manage caregiver networks for support. Skeels et al. conducted participatory design exercises and developed a tool for cancer patients to help manage and facilitate social support from friends and family members [Skeels, 2010]. Liu et al. examined pediatric patients' information sharing practices, seeking to understand how communication technologies allow patients in the hospital to achieve a sense of normalcy [Liu,2015]. Newman et al. identified challenges people face with sharing health information with their broader social networks [Prey, et al 2014].

Researchers have also investigated the role of pervasive computing in support of chronic care. Studies of this type focus on the use of remote sensor and monitoring systems to track a person’s health activity and report it to a designated family member or caregiver [Consolvo  et al 2004; Vines, et al 2013]. Barish et al. examined leveraging mobile sensors and input from the caregiver in the context of outpatients with mental health disorders (Barish et al 2014]. Topo discussed the use of technology among at-home patients diagnosed with dementia and their caregivers, and acknowledged informal and formal caregivers as end users of technology to support their diverse needs, in addition to the ability for technology to improve caregiver wellbeing [Topo,2008].

Technologies to support parents as informal caregivers have also received significant attention in recent years. Suh et al. designed the Baby Steps system to allow parents to track their child’s development progress [Suh,et al 2014]. Liu et al. studied a Neonatal Intensive care Unit (NICU), pinpointing the communication challenges that exist between a NICU patient’s caregiver and healthcare provider once the child has left the hospital, and introduced a mobile application prototype allowing caregivers’ to choose information they wanted to share with others [17]. Moncur et al. presented a solution to help parents customize and communicate information about themselves and their child to family or friends [Moncur 2014].
The Burden of Malaria

As malaria’s incidence increases, so too will morbidity and mortality rates. Malaria is endemic in Nigeria, and the population at highest risk includes children, pregnant women, and the non-immune. Along with malarial morbidity and mortality come economic losses. Social and economic consequences are directly related to the severity of the malaria’s increased morbidity and mortality. As a result of malaria, children spend days away from school and adults lose workdays. Age distribution of the population also has an effect on the burden of disease. In highly endemic areas, the older population develops some collective immunity to malaria so the severity of malaria attacks is less than in children under five. Plasmodium ovale is less fatal than Plasmodium falciparum. Since Plasmodium ovale is more prevalent in non-endemic areas, in these areas the burden of disease is less than in endemic areas where malaria is due to the fatal Plasmodium falciparum. Currently, studies show that any increase in the disease burden of malaria as expressed in terms of DALYS is an unsustainable development. The level of socio-economic development in a country usually affects how much is invested in health care, which in turn affects the health outcomes and severity of diseases like malaria. Like a vicious cycle, the health outcomes affect income and capital, which in turn affects the economic development of the country. Nigeria’s 6% allocation of its annual national budget to the healthcare sector is low and has resulted in poor health outcomes and an increase in the severity of diseases like malaria. These poor health outcomes are partially responsible for its low gross national income per capita (GNI) of US$260. [WDI 2000] In the cause and effect relationship between malaria and economic growth, it is also possible that the severity of malaria leads to poor health outcomes which in turn leads to a low gross national income and poor economic growth. 

Risk Control strategies; Implications and Cost Effects

Policy makers need to aggressively pursue malaria control strategies because malaria infections are attacking Africa’s most populous country, Nigeria, at an alarming pace. Factors that are also responsible for the increase in the resurgence of malaria must be addressed in malaria transmission control. These factors include the large-scale resettlement of people usually associated with ecological changes, increasing urbanization disproportionate to the infrastructure, drug resistant malaria, insecticide resistant mosquitoes, inadequate vector control operations and public health practices. Vector control is significant in the light of increasing drug resistant malaria, as well as for cost effective reasons. Insecticide treated bed net trials are being conducted in some parts of Nigeria and the results so far have been promising for the reduction in severity and prevalence of malaria in children. The cost effectiveness of using insecticide treated bed nets in reducing pediatric admissions also reduces the personal costs that family and friends bear during a hospital admission. Such costs include out of pocket expenses, travel, family input into treatment, and productive time lost by mothers who have to take their children to the clinic or stay with them in hospital. A trusted method of controlling the mosquito is spraying breeding sites with insecticide such as DDT. Although some studies have reported the presence of DDT resistant mosquitoes, it is still one of the most effective and economical forms of insecticide in the control of malaria. The use of DDT was partly responsible for the reduction of malaria in areas where it is now mainly eradicated. Environmental laws are leading towards the total ban of the use of DDT. Due to its persistence in the environment and its effect on the ecosystem, it is regarded as a persistent organic pollutant. A total ban on the use of DDT, however, could prove disastrous to poor countries that still rely heavily on its use for malaria control. A more widely agreed upon solution is that there should be mass campaigns for education training in malaria prevention. In addition, research for a vaccine for malaria would be a noble gift to Africa and other areas where malaria is endemic and should be intensified. At the April 2000 Malaria Summit hosted in Nigeria, a pledge was made by African countries to reduce or waive taxes and tariffs for mosquito nets, insecticides, anti-malarial drugs, and other tools used for malaria control. Since Nigeria is the most populous country in Africa, the success of its malaria control programs will have a significant impact on the overall control of malaria in the region. Because a large proportion of the population in Nigeria’s rural areas lives in poverty, a control plan focused on those areas should be initiated.

Lifecycle

The natural history of malaria involves cyclical infection of humans and female Anopheles mosquitoes. In humans, the parasites grow and multiply first in the liver cells and then in the red cells of the blood. In the blood, successive broods of parasites grow inside the red cells and destroy them, releasing daughter parasites (“merozoites”) that continue the cycle by invading other red cells. The blood stage parasites are those that cause the symptoms of malaria. When certain forms of blood stage parasites (gametocytes, which occur in male and female forms) are ingested during blood feeding by a female Anopheles mosquito, they mate in the gut of the mosquito and begin a cycle of growth and multiplication in the mosquito. After 10-18 days, a form of the parasite called a sporozoite migrates to the mosquito’s salivary glands. When the Anopheles mosquito takes a blood meal on another human, anticoagulant saliva is injected together with the sporozoites, which migrate to the liver, thereby beginning a new cycle.

Thus the infected mosquito carries the disease from one human to another (acting as a “vector”), while infected humans transmit the parasite to the mosquito, In contrast to the human host, the mosquito vector does not suffer from the presence of the parasites.

The malaria parasite life cycle involves two hosts. During a blood meal, a malaria-infected female Anopheles mosquito inoculates sporozoites into the human host . Sporozoites infect liver cells and mature into schizonts , which rupture and release merozoites . (Of note, in P. vivax and P. ovale a dormant stage [hypnozoites] can persist in the liver (if untreated) and cause relapses by invading the bloodstream weeks, or even years later.) After this initial replication in the liver (exo-erythrocytic schizogony ), the parasites undergo asexual multiplication in the erythrocytes (erythrocytic schizogony ). Merozoites infect red blood cells . The ring stage trophozoites mature into schizonts, which rupture releasing merozoites . Some parasites differentiate into sexual erythrocytic stages (gametocytes) . Blood stage parasites are responsible for the clinical manifestations of the disease. The gametocytes, male (microgametocytes) and female (macrogametocytes), are ingested by an Anopheles mosquito during a blood meal . The parasites’ multiplication in the mosquito is known as the sporogonic cycle. While in the mosquito’s stomach, the microgametes penetrate the macrogametes generating zygotes . The zygotes in turn become motile and elongated (ookinetes) which invade the midgut wall of the mosquito where they develop into oocysts . The oocysts grow, rupture, and release sporozoites, which make their way to the mosquito’s salivary glands. Inoculation of the sporozoites into a new human host perpetuates the malaria life cycle.

Ecology of Malaria

Where does malaria transmission occur?

For malaria transmission to occur, conditions must be such so that all three components of the malaria life cycle are present:

Anopheles mosquitoes, which able to feed on humans humans, and in which the parasites can complete the “invertebrate host” half of their life cycle Humans. who can be bitten by Anopheles mosquitoes, and in whom the parasites can complete the “vertebrate host” half of their life cycle Malaria parasites.

Climate

Climate is a key determinant of both the geographic distribution and the seasonality of malaria. Without sufficient rainfall, mosquitoes cannot survive, and if not sufficiently warm, parasites cannot survive in the mosquito. Anopheles lay their eggs in a variety of fresh or brackish bodies of water, with different species having different preferences. Eggs hatch within a few days, with resulting larvae spending 9-12 days to develop into adults in tropical areas. If larval habitats dry up before the process is completed, the larvae die; if rains are excessive, they may be flushed and destroyed. Life is precarious for mosquito larvae, with most perishing before becoming adults. Life is usually short for adult mosquitoes as well, with temperature and humidity affecting longevity. Only older females can transmit malaria, as they must live long enough for sporozoites to develop and move to the salivary glands. This process takes a minimum of nine days when temperatures are warm (30°C or 86°F) and will take much longer at cooler temperatures. If temperatures are too cool (15°C or 59°F for Plasmodium vivax, 20°C or 68°F for P. falciparum), development cannot be completed and malaria cannot be transmitted. Thus, malaria transmission is much more intense in warm and humid areas, with transmission possible in temperate areas only during summer months.

In warm climates people are more likely to sleep unprotected outdoors, thereby increasing exposure to night-biting Anopheles mosquitoes. During harvest seasons, agricultural workers might sleep in the fields or nearby locales, without protection against mosquito bites.

Anopheles Mosquitoes

The types (species) of Anopheles present in an area at a given time will influence the intensity of malaria transmission. Not all Anopheles are equally efficient vectors for transmitting malaria from one person to another. Those species that are most prone to bite humans are the most dangerous, as bites inflicted on animals that cannot be infected with human malaria break the chain of transmission. If the mosquito regularly bites humans, the chain of transmission is unbroken and more people will become infected. Some species are biologically unable to sustain development of human malaria parasites, while others are readily infected and produce large numbers of sporozoites (the parasite stage that is infective to humans).

Many of the most dangerous species bite human indoors. For these species insecticide treated mosquito nets and indoor residual spray (whereby the inner walls of dwellings are coated with a long-lasting insecticide) are effective interventions. Both of these interventions require attention to insecticide resistance, which will evolve if the same insecticide is used continuously in the same area.

Human Factors and Malaria

Genetic Factors

Biologic characteristics present from birth can protect against certain types of malaria. Two genetic factors, both associated with human red blood cells, have been shown to be epidemiologically important. Persons who have the sickle cell trait (heterozygotes for the abnormal hemoglobin gene HbS) are relatively protected against P. falciparum malaria and thus enjoy a biologic advantage. Because P. falciparum malaria has been a leading cause of death in Africa since remote times, the sickle cell trait is now more frequently found in Africa and in persons of African ancestry than in other population groups. In general, the prevalence of hemoglobin-related disorders and other blood cell dyscrasias, such as Hemoglobin C, the thalassemias and G6PD deficiency, are more prevalent in malaria endemic areas and are thought to provide protection from malarial disease.

Persons who are negative for the Duffy blood group have red blood cells that are resistant to infection by P. vivax. Since the majority of Africans are Duffy negative, P. vivax is rare in Africa south of the Sahara, especially West Africa. In that area, the niche of P. vivax has been taken over by P. ovale, a very similar parasite that does infect Duffy-negative persons.

Other genetic factors related to red blood cells also influence malaria, but to a lesser extent. Various genetic determinants (such as the “HLA complex,” which plays a role in control of immune responses) may equally influence an individual’s risk of developing severe malaria.

Acquired Immunity

Acquired immunity greatly influences how malaria affects an individual and a community. After repeated attacks of malaria a person may develop a partially protective immunity. Such “semi-immune” persons often can still be infected by malaria parasites but may not develop severe disease, and, in fact, frequently lack any typical malaria symptoms.

In areas with high P. falciparum transmission (most of Africa south of the Sahara), newborns will be protected during the first few months of life presumably by maternal antibodies transferred to them through the placenta. As these antibodies decrease with time, these young children become vulnerable to disease and death by malaria. If they survive repeated infections to an older age (2-5 years) they will have reached a protective semi-immune status. Thus, in high transmission areas, young children are a major risk group and are targeted preferentially by malaria control interventions. In areas with lower transmission (such as Asia and Latin America), infections are less frequent and a larger proportion of the older children and adults have no protective immunity. In such areas, malaria disease can be found in all age groups, and epidemics can occur.

Behavioral Factors

Human behavior, often dictated by social and economic reasons, can influence the risk of malaria for individuals and communities. For example:

Poor rural populations in malaria-endemic areas often cannot afford the housing and bed nets that would protect them from exposure to mosquitoes. These persons often lack the knowledge to recognize malaria and to treat it promptly and correctly. Often, cultural beliefs result in use of traditional, ineffective methods of treatment.

Travelers from non-endemic areas may choose not to use insect repellent or medicines to prevent malaria. Reasons may include cost, inconvenience, or a lack of knowledge.

Human activities can create breeding sites for larvae (standing water in irrigation ditches, burrow pits)

Agricultural work such as harvesting (also influenced by climate) may force increased nighttime exposure to mosquito bites

Raising domestic animals near the household may provide alternate sources of blood meals for Anopheles mosquitoes and thus decrease human exposure War, migrations (voluntary or forced) and tourism may expose non-immune individuals to an environment with high malaria transmission. Human behavior in endemic countries also determines in part how successful malaria control activities will be in their efforts to decrease transmission. The governments of malaria-endemic countries often lack financial resources. As a consequence, health workers in the public sector are often underpaid and overworked. They lack equipment, drugs, training, and supervision. The local populations are aware of such situations when they occur, and cease relying on the public sector health facilities. Conversely, the private sector suffers from its own problems. Regulatory measures often do not exist or are not enforced. This encourages private consultations by unlicensed, costly health providers, and the anarchic prescription and sale of drugs (some of which are counterfeit products). Correcting this situation is a tremendous challenge that must be addressed if malaria control and ultimately elimination is to be successful.

2.3
Empirical Studies

Lauretta Ovadje and Jerome Nriagu (2016) assessed the association between a caregiver’s knowledge about malaria and ownership and use of insecticide treated nets (ITNs) by children. Some 1939 caregivers of young children were recruited through a school-based survey in two Nigerian states. A 20-item, multi-dimensional survey instrument was developed and used to rank each caregiver’s knowledge in five dimensions (cause, transmission, vulnerability, symptoms, treatment of malaria). The results showed that the main predictor of ITN use was ITN ownership (r = 0.653; p < 0.001); however, ownership only explains 43 % of variance in net use. Total knowledge index for the study population was significantly associated with both ITN ownership (r = 0.122; p = 0.001) and use (r = 0.095; p = 0.014). The spectrum of caregiver’s knowledge of malaria and its causes captured in the various domains was, however, found to be poor. Fifty percent of the respondents knew that malaria is transmitted by female mosquitoes and 65 % still believe that too much exposure to the sun is a risk factor for malaria. Knowledge of populations most vulnerable to malaria (83 %) and knowledge of malaria transmission

(32 %) were the domains with the highest and lowest average correct answers. Rosemin Kassam, John Collins and Richard Sekiwunga (2016) to estimate caregivers’ assets and challenges during an acute episode; and to ascertain which caregiver attributes influenced receipt of an appropriate anti-malarial the most. Data from a 2011 cross-sectional, household survey and ten psychometrically justified scales were used to estimate caregivers’ assets and challenges.

On the six asset scales, caregivers averaged highest on knowledge (65 %), followed by correct episode management (48 %), use of trustworthy information sources (40 %), ability to initiate or redirect their child’s treatment (37 %), and lowest on possible encounters with health professionals to assist in treatment decisions (33 %). Similarly, the average caregiver reported problems with 74 % of the issues they might encounter in accessing advice, and 56 % of the problems in obtaining the best anti-malarial. Caregivers whose children received an appropriate anti-malarial demonstrated greater assets and fewer challenges than those whose child did not, with important regional differences existing. Overall, no one region performed particularly well across all ten scales.

Deborah O. Owoeye; Joshua O. Akinyemi; and Oyindamola B. Yusuf (2018) conducted a study to decompose changes in malaria prevalence amongst underfive children between 2003 and 2013. A retrospective analysis of the 2003 and 2013 Nigeria Demographic Health Survey (NDHS) dataset was conducted. Occurrence of fever was used as a proxy for malaria. Percentage change in both outcome and explanatory variables between 2003 and 2013 was estimated. A multivariate decomposition technique was used to partition changes in malaria prevalence into two components: contribution of changes in determinants and changes in the effect of determinants. The result showed that a total of 5204 and 28634 records of children under-five were available in 2003 and 2013 respectively. Malaria prevalence declined from 31.8% to 13.1% between 2003 and 2013 (p<0.001). Changes in determinants contributed 4.7% and changes in the effect of determinants contributed 95.3% to the change in malaria prevalence. The study recommended continued efforts in promoting ITNs and their consistent and appropriate utilisation.

Andrew D. Miller, Sonali R. Mishra et al  (2016) carried out a study on Partners in Care: Design Considerations for Caregivers and Patients During a Hospital Stay Informal caregivers, such as close friends and family, play an important role in a hospital patient’s care. Although CSCW researchers have shown the potential for social computing technologies to help patients and their caregivers manage chronic conditions and support health behavior change, few studies focus on caregivers’ role during a multi-day hospital stay. To explore this space, we conducted an interview and observation study of patients and caregivers in the inpatient setting. In this paper, we describe how caregivers and patients coordinate and collaborate to manage patients’ care and wellbeing during a hospital stay. We define and describe five roles caregivers adopt: companion, assistant, representative, navigator, and planner, and show how patients and caregivers negotiate these roles and responsibilities throughout a hospital stay. Finally, we identify key design considerations for technology to support patients and caregivers during a hospital stay.

2.4 THEORETICAL FRAMEWORK


Social Cognitive Theory 

Social Cognitive Theory (SCT) describes the influence of individual experiences, the actions of others, and environmental factors on individual health behaviors. SCT provides opportunities for social support through instilling expectations, self-efficacy, and using observational learning and other reinforcements to achieve behavior change. 

Key components of the SCT related to individual behavior change include: 

Self-efficacy: The belief that an individual has control over and is able to execute a behavior. 

Behavioral capability: Understanding and having the skill to perform a behavior. 

Expectations: Determining the outcomes of behavior change. 

Expectancies: Assigning a value to the outcomes of behavior change. 

Self-control: Regulating and monitoring individual behavior. 

Observational learning: Watching and observing outcomes of others performing or modeling the desired behavior. 

Reinforcements: Promoting incentives and rewards that encourage behavior change. 

Social Cognitive Theory Examples 

Healthy Relationships, a program implemented by Chattanooga CARES, is a small-group intervention for people living with HIV/AIDS. The program is based on the Social Cognitive Theory and uses skill-building exercises to increase independence and develop healthy behaviors among participants. Additional information about this program is available in the HIV/AIDS Prevention and Treatment Toolkit. 

HoMBReS is a community-based intervention designed to reduce the risk of HIV and other sexually transmitted diseases among Latino men living in rural areas of the United States. Based on the Social Cognitive Theory, the program trains “Navegantes” (Navigators) who provide information and risk reduction materials to the target population. 

The Health Belief Model 

The Health Belief Model is a theoretical model that can be used to guide health promotion and disease prevention programs. It is used to explain and predict individual changes in health behaviors. It is one of the most widely used models for understanding health behaviors. 

Key elements of the Health Belief Model focus on individual beliefs about health conditions, which predict individual health-related behaviors. The model defines the key factors that influence health behaviors as an individual's perceived threat to sickness or disease (perceived susceptibility), belief of consequence (perceived severity), potential positive benefits of action (perceived benefits), perceived barriers to action, exposure to factors that prompt action (cues to action), and confidence in ability to succeed (self-efficacy). 

Health Belief Model Examples 

The Michigan Model for Health™ is a curriculum designed for implementation in schools. It targets social and emotional health challenges including nutrition, physical activity, alcohol and drug use, safety, and personal health, among other topics. This model adapts components of the Health Belief Model related to knowledge, skills, self-efficacy, and environmental support.

2.5
Theoretical Considerations for Implementation to the study

The Health Belief Model can be used to design short- and long-term interventions. The five key action-related components that determine the ability of the Health Belief Model to identify key decision-making points that influence health behaviors are: 

Gathering information by conducting a health needs assessments and other efforts to determine who is at risk of malaria and the population(s) that should be targeted. 

Conveying the consequences of the health issues associated with risk behaviors in a clear and unambiguous fashion to understand perceived severity. 

Communicating to the target population the steps that are involved in taking the recommended preventive malaria action and highlighting the benefits to action. 

Providing assistance in identifying and reducing barriers to action. 

Demonstrating actions through skill development activities and providing support that enhances self-efficacy and the likelihood of successful behavior changes. 

These actions represent key elements of the Health Belief Model and can be used to design or adapt health promotion or disease prevention programs. The Health Belief Model is appropriate to be used alone or in combination with other theories or models. To ensure success with this model, it is important to identify "cues to action" that are meaningful and appropriate for the target population.

Also, the SCT can be applied as a theoretical framework in different settings and populations. It is frequently used to guide behavior change interventions. It may be particularly useful in rural communities for examining how individuals interact with their surroundings. The SCT can be used to understand the influence of social determinants of health and a person's past experiences on behavior change.

CHAPTER THREE

RESEARCH METHODOLOGY

3.1
Introduction
In this chapter, we would describe how the study was carried out.

3.2
Research design

The study employs quantitative descriptive research design to examine the relationship that exists between knowledge and practice of malaria prevention among caregivers of patient in State hospital, Ota Ogun state.

3.3
Research settings

Ogun state general hospital Ota, is a quality health care center offering easily available and affordable patient and inpatient facilities, surgery, maternity services and infant welfare specialized services. The healthcare centre is located at Km 4 Idiroko Road, Sango Ota, Ogun State while Dr. Adedayo Sobanjo is the Director.

3.4
Population of the study

The target population of the study was on caregivers in the hospital. However, we focus not only on formal caregivers but also informal caregiving during the hospital stay; this is due to the instability of the formal or employed caregivers and limited time granted. For the purpose of this study, any non-professional person who the patient identified as helping with some aspect of their care counts as a caregiver. Both patient-participants and caregiver participants described spouses, parents, children, and others from their broader social network helping with various aspects of the patient’s care. Hence, the estimated population is 150 participants.

3.5
Sample size determination

Sampling refers to the procedure a researcher uses to gather people, place and things to study (Kombo et al., 2006). Number of people selected in the population should have characteristics that are found in the entire population (Orodho, 2003). In this study, the researcher used the Taro Yamane formula. 

3.6
Sample size technique

Yamane (1967:886) provides a simplified formula to calculate sample sizes.

ASSUMPTION: 

  95% confidence level 

 P = .5 ;

[image: image1.png]



n= 150/1+150(0.05)2

n= 150/1+0.375

n=109

3.7
Instrumentation 

This is a tool or method used in getting data from respondents. In this study, questionnaires and interview are research instruments used. Questionnaire is the main research instrument used for the study to gather necessary data from the sample respondents. The questionnaire is structured type and provides answers to the research questions and hypotheses therein.

This instrument is divided and limited into two sections; Section A and B. Section A deals with the personal data of the respondents while Section B contains research statement postulated in line with the research question and hypothesis in chapter one. Options or alternatives are provided for each respondent to pick or tick one of the options.

3.8
Reliability

The researcher initially used peers to check for consistence of results. The researcher also approached senior researchers in the field. The supervisor played a pivotal role in ensuring that consistency of the results was enhanced. The instrument was also pilot tested.

3.9
Validity

Validity is a researcher’s ability to draw meaningful and justifiable inferences from scores about a sample or population (Creswell, 2005:600). This is in line with Joppe (2000:1) who purported that validity determines whether the research truly measures that which it was intended to measure and the truthfulness of the research results. Questionnaire items were developed from the reviewed literature. A large sample which was representative of the population was used in the current study. Objectives of the current study were clearly spelt out to enable credible results.

The researcher designed a questionnaire with items that were clear and used the language that was understood by all the participants. The questionnaires were given to the supervisor to check for errors and vagueness.

3.10
Method of Data Collection 
The data for this study was obtained through the use of questionnaires administered to the study participants. Observation was another method through which data was also collected as well as interview. Oral questioning and clarification was made.

3.11
Method of Data Analysis

The relationship between knowledge and the practice of Malaria preventive measures was tested using Pearson Product-Moment Correlation Coefficient (r). This is because both the knowledge of Malaria preventive measures and the practice of Malaria preventive measures were measured on at least interval scale.

3.12
Ethical consideration

The study was approved by the Project Committee of the Department.  Informed consent was obtained from all caregivers before they were enrolled in the study. Permission was sought from the relevant authorities. The researcher also received permission from the authorities to carry out the study. Date to visit the hospital for questionnaire distribution was put in place in advance. The researcher physically took the instruments to the place of study.

CHAPTER FOUR

PRESENTATION OF RESULTS

4.1
Introduction

In this chapter, our aim is to statistically present the results deduced from the responses obtained through the use of questionnaires. The responses would serve as answers to the research questions and a basis for the test hypothesis.

4.2
Demographic Characteristics

Table 1: Demographic Characteristics of Respondents

	Demographic Characteristics of respondents (N=109)

	Variable
	N
	Percent

	Age

25-30

31-35

36-40

Above 40
	21

39

25

24
	19

36

23

22

	Marital Status

Single

Married

Widowed

Separated
	20

42

33

15
	18

38

30

14

	Religion

Christianity

Islam

Others
	63

37

9
	58

33

8

	Educational level

None

Primary

Secondary

Tertiary
	12

22

43

32
	11

20

39

29

	Occupation

Self-employed

Employed
	59

50
	54

46

	Ethnicity

Yoruba

Hausa

Igbo
	68

26

15
	62

23

14


Source: Field Survey, 2019

Table 1 shows the demographic features of the caregivers who participated in the study, 19% were between 25-30 years, 36% were between 31-35 23% (36-40) while 22% were above 40. This implies that the caregivers were aware of their participation in this study and no one was under any form of compulsion. The caregivers indicated their marital status, 20(18%) were single, 42(38%) were married, 33(30%) were widowed while 15(14%) were separated. The table also show that caregivers from the Christian religion were 63(58%), Islam 37(33%) and other belief 9(8%). Also, 12(11%) had no education, 22(20) had primary education, 43(39%) had secondary education, while 32(29%) had tertiary education. Furthermore, 59(54%) were self-employed while 50 (46%) were employees. 68(62%) were of the Yoruba ethnic group, 26(23%) were Hausa, while 15(14%) were Igbo.

4.3
RESEARCH QUESTIONS

RQ1: What is the malaria awareness prevention level of caregivers in state hospital, Ota?

Table 2: Awareness of Malaria Preventive measures

	Respondents’ awareness of malaria preventive measures (N = 109)

	Preventive measure

	Awareness (N)
	(%)

	Environmental sanitation

Yes

No
	83

26
	76

24

	Insecticide spraying

Yes

No
	97

12
	89

11

	ITN(Insecticide Treated Net)

Yes

No
	83

26
	76

24

	Window nets

Yes

No
	109

0
	100

	Use of drugs in pregnancy

Yes

No
	88

21
	81

19

	Wearing protective clothes at night

Yes

No
	97

12
	89

11

	Mosquito repellents

Yes

No
	99

10
	91

9

	Malaria vaccination
	48
	44

	Use of daraprim (pyrimethamine)
	23
	21

	Keeping doors closed all the time
	92
	84


Source: Field Survey, 2019

In assessing the caregivers awareness of malaria preventive measures, the responses shows that 83 (76%) understand that environmental sanitation is helpful while 26(24%) do not understand this. Insecticide spraying was identified as another measure as 97(89%) respondents agree to be aware of this preventive measure while 12(11%) are not aware of this. All the caregiver respondents (100%0 admitted to be aware that window nets are one way through which malaria infection can be prevented. 88 (81%) were aware that malaria drugs can be used during pregnancy as a preventive measure while 21(19%) are not aware; wearing protective clothes as another way of preventing malaria infection was yet another method which the respondents indicated to be aware of 97(89%) while 12(11%) were not aware; 99(91%) respondents were aware of mosquito repellents while 10 (9%0 were not aware; 48 (44%) were aware of malaria vaccination, 23 (21%) were aware of daraprim Pyrimethamine, while 92(84%) were fully aware of keeping doors closed as a preventive measure.

RQ2: Do caregivers in state hospital Ota imbibe effective malaria prevention practice?

Table 3: Cultivating Malaria Prevention Practice

	Respondents’ awareness of malaria preventive measures (N = 109)

	Preventive measure

	Awareness (N)
	(%)

	Environmental sanitation

Yes

No
	77

32
	71

29

	Insecticide spraying

Yes

No
	89

20
	81

19

	ITN

Yes

No
	44

65
	40

60

	Window nets

Yes

No
	65

44
	59

41

	Use of drugs in pregnancy

Yes

No
	33

76
	30

70

	Wearing protective clothes at night

Yes

No
	94

15
	86

14

	Mosquito repellents

Yes

No
	58

51
	53

47


Source: Field Survey, 2019

In assessing if the caregiver participants imbibe or cultivate malaria prevention measures, table 3 above shows that 77(71%) asserts to cultivate a healthy environment lifestyle, while 32(29%) did not; 89(81%) asserts that they use spray insecticides as preventive measure, 20(19%) did not use this measure, 44(40%) make use of the insecticide treated net(ITN) while 65(60%) do not; 65(59%) use window net as their preventive measure while 44(41%) do not; 33(30%) admitted the use of malaria drugs during pregnancy while 76(70%) did not;
 the caregiver participants indicated that wearing protective clothes at night was also adopted as a measure 94 (86%) practice this method while 15 (14%) do not; 58 (53%) use mosquito repellent while 51 (47%) did not.

RQ3: Is Malaria prevention practice a result of malaria knowledge?

Table 4: Knowledge and practice

	Question
	Yes (%)
	No (%)

	The knowledge of Malaria prevention helps in practicing prevention measures.
	92(84)
	17 (16)


Source: Field Survey, 2019

Table 4 above show the responses which indicate that the knowledge of malaria helps in its prevention. Ninety-two (84%) caregiver participants agreed to this while seventeen (16%) disagreed.

4.4
Test of hypothesis

H0: There is no relationship between the knowledge and practice of malaria Prevention among caregivers of patients. 

Table 3 The relationship between knowledge and practice of Malaria

	Variable
	Practice of BSE

	
	

	Knowledge of MP
	0.242*



NB, * significant value at 0.05

The relationship between knowledge and the practice of Malaria Prevention was tested using Pearson Product-Moment Correlation Coefficient (r). This is because both the knowledge of Malaria and the practice of Malaria Prevention were measured on at least interval scale. The statistical analysis conducted using Pearson r established a significant relationship between the knowledge of Malaria and practice of Malaria prevention. A weak significant positive relationship exists between the knowledge and the practice of Malaria (r=0.242, P = 0.001) as presented in Table above. This indicates that a unit increase in the knowledge of Malaria may produce corresponding increase in the practice of Malaria prevention.
CHAPTER FIVE

DISCUSSION OF FINDINGS, SUMMARY, CONCLUSION AND RECOMMENDATION

5.1 DISCUSSION OF FINDINGS

Results from the analysis as described in the previous chapter shows that caregivers are aware of the preventive methods that can adopted in preventing malaria as well as helping patients of malaria admitted in the hospital. A quite reasonable percentage of them understand the various methods of malaria prevention and are alien to their effectiveness. However, a further probe reveals that even though caregivers know these various malaria preventive methods, they are hardly practiced. This is where the problem lies as long as malaria prevention is concerned. The caregivers do not to a significant extent practice malaria prevention methods. Some of the caregivers practice the preventive methods they consider practicable while others pay less attention to prevention. It is quite sad to note that, from observation; caregivers perceive malaria as part of the human sickness and hence, see preventive measure as not really sufficient.

5.2
SUMMARY

This study was undertaken to evaluate the knowledge and practice of malaria prevention among caregivers of patients admitted to state hospital, Ota. The study was divided into five chapters; we described the problem of malaria and stated the objectives of the study. In the second chapter, we reviewed literatures, taking an indept look at the conceptual framework, the theoretical and the empirical frameworks. In the third chapter, we described the study’s methodology and the procedures used to obtain the applied data. In the fourth chapter, we analyzed the data and described the caregivers’ demographics as well as their responses.

5.3
CONCLUSION

Knowledge on malaria among caregivers is important to prevent malaria among their patients or love ones. Awareness of malaria among caregivers was high as almost all the respondents had heard of malaria and most of them knew that mosquito bite is the cause of malaria and this is consistent with other studies in Ghana, Nigeria and Tanzania
. With regard to clinical features of malaria, the commonest symptom identified by the caregivers was fever. There are many radio and television stations in Ogun state and this makes information dissemination easy and effective. Some of these stations do regular and periodic health education programmes including malaria. However, the health workers seem not to be educating the public well enough on malaria. Malaria is the most frequently seen and treated infectious disease in hospitals in Ogun state but the health care workers are only interested in treating the patients and not educating them on causes of malaria and how to prevent their children from getting malaria. This is probably because of massive work load at the out-patient departments and also many hospitals do not have public health units and the few that have, they are poorly resourced and are therefore underutilized.

5.4
RECOMMENDATION

The knowledge of malaria and the practice of its preventive measures was not statistically discouraging but adherence to use of ITN and other preventive measures was still below expected targets. There is a need to scale-up efforts toward increasing adherence with malaria preventive practices. Multisectoral approach involving adequate and appropriate public enlightenment on preventive measures for different environments and addressing barriers to adherence may need to be considered.

5.4
LIMITATION OF THE STUDY

The study was limited to a specific case study (state general hospital, Ota). This implies that the results from the study are limited to specific group. Hence, further studies can be carried out to include more hospitals in Ota or the state as a whole. Also, the study is limited to 109 sample respondents who formed the participants in this study. This can be increased in further studies to further limit the bias in the results. Finally, the study is limited to patients admitted in the hospital, but common observation shows that patients of malaria admitted in the hospital are a little percentage, when compared to people with malaria not admitted. This category of people resort to self-medication or locally made herbs due to various reasons. Hence, a study incorporating this category of people can as well be carried out. 

5.5
IMPLICATION OF THE STUDY

The finding from this study implies that malaria is still a dreaded disease in the country. It has the capacity to cause death of and such be given adequate attention. Our society is one that is reactive and not proactive. What this means is that people prefer to treat malaria than to prevent it. Worse part of the situation is that patients only report for malaria treatment when they have exhausted all local or personal options instead of going to the hospital at the sight of symptoms. What this leaves the nursing profession is the need to create awareness of this menace and address the hospital fears people have.  
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QUESTIONNAIRE

Section 1

Demographic Characteristics of respondents

Age

25-30
[  ]

31-35
[  ]

36-40
[  ]

Above 40[  ]


Marital Status

Single[ ]

Married[  ]
Widowed [  ] Separated
 [  ]

Religion

Christianity [  ]  Islam  [  ] 

Others


Educational level

None [  ] 
Primary [  ]
Secondary [  ]
Tertiary
 [  ]

Occupation

Self-employed [  ]
Employed
[  ]

Ethnicity

Yoruba [  ]
Hausa [  ]
Igbo [  ]

Section2

Awareness of malaria preventive measures 

Do you think that Environmental sanitation is a good measure for preventing malaria?

Yes

No


Do you think that Insecticide spraying is a good measure for preventing malaria?

Yes

No


Do you think that ITN(Insecticide Treated Net)is a good measure for preventing malaria?

Yes

No

Do you think that Window nets is a good measure for preventing malaria?

Yes

No


Do you think that Use of drugs in is a good measure for preventing malaria? pregnancy

Yes

No


Do you think that Wearing protective clothes at night is a good measure for preventing malaria?

Yes

No


Do you think that  using Mosquito repellents is good measure?

Yes

No


What do you think about the following?

Malaria vaccination


Use of daraprim (pyrimethamine)


Keeping doors closed all the time

Awareness of malaria preventive measures 

Do you effectively practice Environmental sanitation?

Yes

No


Do you effectively use Insecticide spraying?

Yes

No


Do you effectively use ITN?

Yes

No


Do you effectively use Window nets?

Yes

No


Do you Use drugs in pregnancy?

Yes

No


Do you Wear protective clothes at night?

Yes

No


Do you use Mosquito repellents?

Yes

No


50

