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ABSTRACT
The study aimedto develop strategies fonealthcareprofessionals and heattére

extension workers(HEWSs) to enhance appropriatbealthseeking behavious of
parent&caregiversof children under fivewith diarrhoea inthe Ohangwena Region in
Namibia.

In Namibia, the prevalence of diarrhoea nation&lyl7%, responsible for 5% of all
deaths in childremnde five, and is the second leading cause of death. Mortality due to
diarrhoea is preventable when appropriate and prompt healthcare is sought on time.
However, in Namibia, few studidsave beerconducted to assess the magnitude and
factors associated withealthseekingbehaviour.The researcher conductadtudy with

a convergent parallehixedmethod design between January and March 2019 in Engela

District, Ohangwena Region, Namibia. The study comprised four phases.

Phase 1:During this phase, the reseher conducted concephalysis.For quantitative

data, theresearcher used theaultistage cluster sampling metho@he researchers
purposivelyincludedonly households with children und@re, andatotal of530house

were selected. Structured questionnaires were tsembllect quantitative data. The
International Business Machines (IBM) Statistical Package for Social Science (SPSS)
software version 25 was uséd analyse quantitative dat&or qualitative data,the
researcher purposively selected three doctors, ten nursepyiteas and fivetraditional
healerdor key informant interviews.

Additionally, the researcher conducted nimmcds group discussions (FGD)ith 57
HEWSs and six FGD with 30parent&aregiversand all participants werpurposively
sampledAll interviews were audiotaped and transcribed verba#ind Atlasti was used

to analyze qualitative data.

The overall prevalence afiarrhoeaamongchildren under fivevas higl® 23.8%, with
informal settlements having the highest prevalence of .4B8aally, we found evidence
showingthat 77% of children suffering from diarrhoea had severe malnutrit@me
mothers or caregivers perceived diarrhoea as being associated with spiritual beliefs,
traditional beliefs, and mythsFurthermore, most mothers/caregivei®4%) were

categorized as having inadequate knowledge thed atiology, prevenobn, and



management of diarrhoe®4% hadpoor practice, and61%admittedto havng practised
perineal cutting as paof the management of acute diarrhogawever, the existing
guidelines do not reflect aspesaiming to improve parenisand caregivescurrent
practices and heaklkeeking behaviours

Phase 2 Involvedconceptualizing the study's key findings luealthseekingbehaviour
and linking them to the Dickoff, James, and Wiedenba§i969 practiceoriented theory

for developmenof strategies.

Phase 3 Was informed by théactors identified inPhase 1 & 2;Phase 3 outlines the
procedures followed inaveloping the strategies. Furthermore, the strategies in the current
study wer e develCompasd Aligned RedormencenSysiés@ps),

created in 2011. The strategies were constructed upon the conceptual framework by using

the Delphi process

Phase 4:A team of experts verified the strategies after developrirenthermorepased

on the study findinggecommendations were made
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CHAPTER1
INTRODUCTION AND BACKGROUNDOF THE STUDY

1.1INTRODUCTION

According totheWorld HealthOrganizatioWHO), the United Nations Children's Fund
(UNICEF), World Bank, andUnited Nations(UN),® millions of childrenunder fiveyears

of ageglobally die every year from preventable diseases such as pneudianiapea

and malam. M@ Diarrhoe#disease is rankessthe seconanostcommon cause of death
amongchildrenunderfive, leading to an estimated 1.87 million deaths glod&lin 2015
more than half a million childreanderfive were estimated to have died fraliarrhoe&
diseasé” Furthermore,diarrhoearemains a public health problem in developing
countries, accountabfer more than 76000 deaths othildren under fiveevery year in
both low and middlkéncome countrie&§® Most of thesedeaths occur in Africa and South
Asia, andnearly half of those deaths occur in Afrié® Even though, over the past 25
years, mortality fromdiarrhoeain underfives has declinedjlobally, in subSaharan
Africa, morbidity from the diarrhoeal disease remains high due to inadequate water
supplies, poowater supplies, angoor sanitation/hygiene, insufficient breastfeeding, and
malnutrition® Increased internal migration to African cities sin overcrowding and

is often associated wittliarrhoeaoutbreaks among the unef@res. Children underfive

are the most vulnerable tharrhoeadisease, especially during the first two years oftfe
Furthermore,the World Health Organization (WHE®Y developed the integrated
management of childhood illness (IMGlrategy to reduce mortality and morbidity and
to improve quality of careyaimproving the delivery of a variety ofirative and preventive
measures tagherwith behavioral interventions at health facilities, at home, and in the
community Various countries implemented the strateglyover the world including
Namibia However,according to a study carri@iit by Gera et al*V) aiming to evaluate

the effectof program implemetation in terms of death, nutritional status, quality of care,
coverage with IMCI deliverables, and satisfaction of bersefes it was cowcluded that
implementingIMCI strategy may reduce child mortality, and packages that include



interventions for the neonatal period may reduce infant mortélayever, IMCI may

have little or no e#ct on nutritional status andqgtably has little or nonpact on vaccine

coverage

In Namibia, theunderfive top five causes of mortalitare diarrhoea pneumonia,
malnutrition, prematurity, and low birtlveight. Diarrhoeais the leading cause of
morbidity for childrenin the country*? Over the past fewdecades, several countries
worldwide have made remarkable progress in improving child survival. However,
preventable diseases such as pneumonia (IB&b)hoeda8%), and malaria (5%) are still

the leading causef child deathrepresentingiearlya thirdof deatlsin under five with
sub-Saharan and Africa accounting for about 40% of such séath

Infectious diseases remain highly prevalent in-SabharaAfrica, and Southern Asia

despite substantial advances in fighting childhood illné&sBehydration is the most

common cause of deathdmarrhoeadisease, and such deaths can be prevented or treated.
Treatment with oral rehydration salts (ORS) has been shown to be particularlyimsefu
reducing deaths from this diseds8As di scussed by (Té&ffacandec
healthseekinghas a great potential to reduce the occurrehtiteethreateningffects of

childhood illness Therefore,understandinghe key factors influencing this process is
needed t o I mprove mo t hseeking behaviodr (HSB)rfet a k e r

managing acute diarrhoea in children under.five

1.2BACKGROUND OF THE STUDY

Despite the decrease in undiees mortality andareduction in childhood pneumonia and
diarrhoeaglobally, these diseases are still the leading causes of-timelenortality and
morbidity, accounting for about 2 million deaths yed According to WHG® every
year globally, nearly 1,7 billion cases of childhadidrrhoeaare reported, and around

525,000 deihs are reported due to diarrhoea in children under five

Diarrhoeaposes aglobal public health concern arad significant economic threat in
developing countries. Traditional beliefs often lead to identifying pathways that lead to



informal health care, wslly beginning with home care, followed by traditional and
spiritual healers, and extending to the formal systéf

Worldwide, health promotion progranes have lomg been premised on the idea that
providing knowledge about the causes of ill health and choices available will eventually
promote change in individuabehaviour towards more healthyhealthseeking
behaviour!® Nonetheless, there is a growing recognition in both developing and
developed countries that providing education and knowledge at the individual level is
insufficient to promotéehaviourchange.

Several descriptive studies drealthseekingbehaviourhighlighted thecomplexity of
influences on an individualtseehaviourat a given time and placdowever,it has alluded

that most studies focused almost exclusively on an individual as a purposive and decisive
agent therefore,there is a growing concethat factors promoting appropriate health
seeking behavigrs are not solely entrenched in the individussausendividualshave
amore dynamic, collective interactive elem&hf) Therefore, academics have started to
explore how the local dynamics of communities influence the-bailg of the
inhabitants.In addtion, the researcher conducted an extensive literature review of the
situation in developing countries to relate the similar factors responsible for shaping up
healthseekingbehaviouramong caregivers athildren under fivewith diarrhoeaand

health serge utilization in Namibia.

The study sites

Ohangwena region is one of the thirteen areas in the northern phlldrafbia, sharing
borders with the Cunene province ahé territory of Cuando Cubango province in the
southern part ofAngola®? The study site is approximately4@ kilometres from
Windhoek, the capital city of Namibia. The region comprises eleven constituencies; seven
of them(Ongenga, Endola, Ondobe, Oshikango, Omulondo, Engela, and Ohangwena) fall
under Engela healthlistrict, where the current study took pla¢&ee Figure 1)
Nevertheless, 62.3% of the Ohangwena Region population resides in the Engela
District.?9 Most people(89.9%99 live in rural areascompared to 10.1% living in urban
areas.The district's health services delivery is provided by mggonal hospital, two
healthcentres, and 18 clinics and outreach service podte gredominant activities are

smallscale agricultur and the keeping otattle. However, this region is frequently
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affectedboth by floods that occur during heavy raimsdthatfosterwaterborne diseases

andby drought leading to famine.

Figurel: Map of Ohangwena Region in Namibia (Source Resear chep)ds own picture



1.3 STATEMENT OF THE PROBLEM

The development oHealth Promotion(HP) strategiedo enhance appropriateealth
seekingbehaviournwas necessitated taystudyconducted byheresearchr on treatment
adherenc€® The study found that some defaulters were convinced they were bewitched
and could only treat their disease with traditional medicines. Pag&satsstopped their
treatment and sought help from traditional healers and spiritual h&&lémsNamibia,
infant andchild mortality is high, especiallyin the northern part of the countrwith
Ohangwena Region having the highege 0f95/1000?2?3) According tothe Namibian
National Demographic and Health Survey (NDH$)2013, diarrhoeaprevalencenas
17%, and 64%of mothers or caregiversaid theytook ther children to a facility or
provider for advice and treatme?®

Similarly, Ohangwena Health DirectoratsAnnual Report,2016/2017reportedthat
22,201 children under five were diagnossith diarrhoea of which 11507 (52%)were

from the Engel®istrict ?Y where the study was conductétltheOhangwena regiothe
diarrhoehdisease was estimated to affect 19% of children uiinfR® Furthermoreit

is estimated that 62.3% tife Ohangwena region's population lives in the Engela district
where the current studyccurred This massive population in the community resulted in
the spread of informal settlements and a lack of esssrti@tes such as water provision,
reliable waste removal, and toilet facilities. Such living conditions are reported to create
a high risk for wateborre and gastrointestinal diseases, includiirhoeadiseaseds®

Of course,diarrhoea diseases are an important health problem to addfeise
Sustainable Development Goals (SD#e¢to be achieved globally and, more specifically,
SDGs 3 and 6, aim to end preventalotertality amongehildrenunderfive by the year
2030 A significant cause of morbidity and mortality is dehydration due to severe
diarrhoea According to Donnell®® 60-70% of child deathsvorldwide are due to
deficiency in seekintpealthcareand poor access to servié€din developing countries,
many children die without eveeaching dnealthcare facilitglue to delays in seeking care,
even houghhealthseekingnterventions can substantially reduce cidrtality.®® Not
seeking care axdelay in seeking healttare, together witmeffective treatment choices
can compromise a child's health stagisch adelay could affect a chi@ bealth and lead

to conplications that make medical care less effeabiveseless. Treatments for common



childhood illnesses likeiarrhoea malaria, and pneumonia are usually very effedfive

care is sought in timé-urthermore, the Namibian Ministry of Health and S8alvices

has come up with varius strategies and programs to improve health of children under five
years old such as: programs aiming tapaote proper nutrition and adequate water supply,
Immunization against the major infectious diseases, basic housmtatiem and
education, awareness and prevention and control of prevailing community health
problems? Furt her mor e, despite all the goverr
mortality keeps raisingAvailable literature reflects that not many studiese been
conductedn Namibia and the northern part of the courdrymothersand caretakeés
healthseeking behavioHSB) for acutediarrhoeaand come up with strategies aiming

to address the problem

However, theNDHS of 2013 indicated that socieconomic differences, demographic

characteristics, and wom@rstatus in the communisll influence childhoodnortality®

The situation mentioned aboviadicates the need to review tleasein communities
presenting with high incidences of child mortality to determine factors involved in HSB
among caregivers of children under five. Understanding HSB will enable the researcher
to understand healtbeeking practices better addvelop strategs to promote heakh
seekingbehaviourin various contexts. Strategic planning is grounded on the belief that
the successful development of strategies requires first determining the strengths,
weaknesses, opportunitieand threats stemming from the envinoert.) The main
hypothesis is thathe strategies must be responsive to their environment, which is
continuously changing, to be effectiv@herefore, mphasis should be placed on
understanding the changes and adopting the appropriate decisions.rromthetrategy
formulation aims to provide a clear and focused road map comprising two major
components: the strategy and the implementatfdBased on the cuent study, during

the situational analysis phadbe researcher identified factors contributing to diarrhoea
prevalence and those hindering appropriate healéking behaviour of mothers and
caregivers. Therefore, one of the principal reasons for developing these strategies was to

address the challengi@entified in the study.



1.4ARESEARCH QUESTIONS
1. What are the epidemiologyand factors associated with diarrhoea prevalence in the

Ohangwena region?

2. What are the parerttsaregiveré views on the causes of diarrhoea prevalent in the

Ohangwendregion?

3. What are parenfsaregiveréknowledge, attitudes, and practices relatethexause

preventionand management of diarrhoea?

4. What are the factors associated with health seeking in Ohangwena Region?

15PURPOSE OF THE STUDY

The study aimmto develop strategie® enhancehe healthseeking behaviosiof parents
and caregivers with children undiere years with acute diarrhoea in the Ohangwena
Region,Namibia

1.6 RESEARCH OBJECTIVES
The objectives of this study are to:
1. Conduct situational analydiPhasel]. Four subobjectives are to:
a. Determine and descrilibe epidemiology and factors associated wdthrrhoea
among children unddive in the Ohangwenaegion [Phasel].

b.Explore and detenineparere 6 or caregi versoé views

prevalent in the study arealhgela District ithe Ohangwena regiofPhase 1.

c. Determine the knowledge, atties, and practices among pasemt caregivers in

Engela District ithe Ohangwena regn regarding acute diarrhof@hase 1.

d. Determine and explore factors associated with healéking behaviours of
caregivers living in Engela District the Ohangwena regiofPhase 1J.

2. Develop a conceptual framework fdevelopingstrategies for apppriate health
seeking behaviours e Ohangwena regiofPhase 2].

3. Develop strategies fdidP andappropriatéhealthseekingoehaviour§Phase3].

7
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4. Evaluationof the effectiveness of health promotion and appropriate heakiking
behaviourstrategies irthe Namibian contePhase 4]

Figure 2 illustrateshe Phases of the research procadspted in this study:



APhase 1: Stutuational analysis
AConducting survey, focus group discussions ardejth interviews)

AObijectives

£a) Determine and describe epidemiology and factors associated with diarrhoea dmong
children under five in Ohangwena region

Ab) Explore and determine mothers' or caregivers' views of the causes of diarrhoda
prevalent in the study area

Ac) Determine the knowledge, attitudes and practices among mothers and caregiyers
regarding acute diarrhoea

Ad) Explore and determine factors associated with healthksesdtking behaviours of
caregivers living in Ohangwena region

APhase 2: Develop conceptual framework
AObjective
ATo develop conceptual framework for the development of strategies for appropriate
healthhealtkseeking behaviours in Ohangwena region
\
APhase 3: Develop strategies
ADevelop strategies for HP and appropriaelthseekingbehaviour.
_J
\
APhase 4Evaluate effectiveness of health promotion and HSB
strategiesn the Namibian context
J

) € { € < ¢

Figure2: Phases of the research process

1.7 SIGNIFICANCE OF THE STUDY

Globaly, diarrhoeais one ofthe most common causes of death in childrader five
yearsof age,which is similar tothe situationin Namibig butit is easily prevented by
seelkng healtircareon time Few studiehave beerronducted to assess factors affecting
mother&/caregiverdhealthseekingbehaviourfor diarrhoeadiseasean different regions



of Namibia Furthermore, this study enabl@seto understand how to influence mothéers
or caretakei@ehaviour by identifyingssociated factors amdplementing interventions

to help mothers or caregivessek appropriate care for their children without defdso,
identifying factors that influence caseeking is essential for health workers to create
community awarenasandformulate policies to improve good heatteeking behaviau

to promote child health.

Furthermore, the information for the current study beused as a baseline for other
researchies who wanto conduct further researcHence, his study ismportant tobridge
the information gap on healgeeking behaviours developing countriegzinally, the
findings will assist in developing strategies health professionals altEWSsto promote
effectivehealthseekingbehaviour

1.8 PARADIGMATIC PERSPECTIVE

A paradigmis an analyticalmanner of looking at a natural phenomenon such as cultural
themes, worldviews, ideologies, amdind sets Researchers need to be capable of
understanding and articuilag) beliefs about the nature of reality) Hence the paradigm

is used to describe the research@vsrldviewsg such as schools of thought, perspectives

or thinking, or setof beliefs that inform the interpretation or meaning of researctifhta

This study requires a clear pdigmatic perspectivea model or pattern containing
legitimate assumptions, and a design for collecting and interpreting datgna#c
worldviews will be adopted using four objectives basedtlma paradigm's defining
characteristics metatheory, ontolog, epistemology, axiology, metholbgy
assumptions, and rhetoff¢) This study was conducted within a Pragmatism paradigm,
employing quantitative and qualitative approaches to collecanalyseboth data types
simultaneously.Creswell and Clark®? indicate that pragmatism arises froactual
situations, actions, and consequences rather than antecedent con#igans, the
findings are merged in the current studyprovide evidence for strategies. Furthermore,

paradigmatic perspectives are vital in studies since they contribute to building a

10



simplifying research design paradigifhe paradigmatic assumptions for this study are
discussed below.

1.8.1 Philosophical assumptions andrldviews

Philosophical perspectives designate how a phenomenon should be studied and what
constitutes knowledgehus helping the researcher to specify and refine the types of
evidence required, how data is collected and analyzed, and how it will bé&*¥sed
According to Crotty cited in Creswelf*Y) major elements are required to develop a
proposal or a study, such as a pagadiworldview, theoretical lens methodological
approach, and data collection methods. Worldviewludes assumptions about
knowledge and beliefs that inform the researcher's study. For this Htedgsearcher

used a pragmatic worldview as an assumpsince the study employeaixedmethods
research hence, pragmatism waggarded as appropriat€he relevant paradigmatic

assumptions for this study are discussed below.

1.8.1.1 Ontological assumptions

Ontological assumptions aim to determihe nature ofeality based on the assumptions
we make to believeomething iggenuineor makes sense. Furthermatteg ontology of a
paradigm helps the researcher conceptualize the nature and form of reality and what the
researches beliefs can beknown®® Corsequently this studyuseda mixedmethod;
thereforethe researcher used multiple measures during the study to maintain objectivity.
For the qualitative parthe researadrsdiscoveredhe reality of the phenomenobased

on the interviewsand observatios madeconcerningthe participants' environmerfor

the quantitative aspect of tseudy, the researcher used smliministered questionnaires

for data collectionThe researcher used an objective view, triangulating qualitative and
guantitative and interpreting the dakdultiple measures such as structured interviews,
interviews withkey-informant, and FGDs were used to determine the epidemiology and
factors contributing taliarrhoe& diseaseto identify mothers' perceptions diarrhoea
causes, angharensd or caregiverd knowledge attitudesand practices (KAP and to

explore factors negatively influencing HSB in the area. The research aimed to find

11



meaningful indicators related to what is happening on the groumzerninghe problem

underinvestigation.

1.8.1.2 Epistemological assumptions

Epistemologyi s derived from the Gr e é&nowledge.r d A e
Epistemologyin researctsimply describes how the researcher knows somethitigeor
truth or reality®%2% Moreover,the nature of the knowledgeadbjective andndependent

of the researcher's feelings, interests, and valugthermoregpistemology is considered
relevantfor analyang knowledgeandunderstanding characteristics that indate with

the individual ability to distinguish what they know and how they acquire the knowledge
In the current study related to thesamption mentioned abqgvihe researcher produced
objective knowledge from thel i s t natucalt emdronment; theespondents were
independent, and the researcher did not endeawoinfluence them. Based on the
qualitative method, the findings were obtained from the mothers or caregivers, health
workers (doctors, nurseand HEWS$, priests and traditional healergho shared their
experiences related to HSB in their natural work environment thrandjkidual
interviews and=GDs. Furthermore, dataeneobtained using direct quotations from the
participants. For thejuantitative method, the researcher collected dstauding a
qguestionnaire. The researcher did not interfere withsthdy's findingsas she was an

independent researcher.

1.8.1.3 Axiological assumptions

Axiologyhas to do with t heethicd ssuesrthathneed Gosbe v al u
considered wén planning a research proposal and interpreting the residfining,
evaluating, and understanding concepts of right and whbmi@viourrelating to the
researchin the current studyhe researcher was guided by four criteria of ethical conduct
teleolog, deontology morality criterbn andfairness®®

Teleology: This enabled the researcherctmsider the philosophical approach to making
decisions of value or éright choicesDeontology: made the researcher realize that the
research intends to benefit participants, the scholastic community, the public, and the
researcheduring every stepof the investigationMorality criterion : The researcher
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adhered to intrinsic values during reseaFairness: The researcher adheredpt@ctsing
justicefor all research participants and upheld their rights.

Subjectivity played a role in the qualitative part of the study when obtaining data through
faceto-face and FGD interviews. At the same tirabjective views camein during the

quantitative survewith the questionnaires

1.8.1.4 Methodological assumptions

Methodological assumptiomsfer to the process of research, which involves choosing the
right research design, methods, approach and procedures by using-@amredd
investigationto find out something® This study used the pragmatpproach, which
involves both quantitative and qualitative methods. Thengtative methoavas usedo
determinediarrhoeaepidemiology ando describe factors associated widmarrhoea
among children undédive, to determine KAP among mothers or caregivers regarding
acutediarrhoeaandto determine factoreelated taHSB. Thequalitativemethod wasised

to explore mothers' or caregivers' perceptiofihe causes aiarrhoean the study and

to explore factors associated witie healthseekingoehaviour of mothers or caregivers.
Methodology guided the researcher in deciduigt type of data is required fire study,
which data collection tools would be most appropriate for her study, analysis methods,

andtheframework used ilevelopingstrategies

1.8.1.5 Rhetoric

Rhetoric encompassethe language uskeby the researcher throughout the research
process®Y Using amixed methodology ithe qualitative part of the studyeresearcher
usedinformal, simple language during recording and verbatim transcription ofasata

in developing the theme and stiiemesFurthermore,hestudy's findings were presented
using direct quotations frorthe participants The quantitatve part of the study used
formal language during the construction of the questionnaire, data entry, data analysis and
reportingof the study findings.
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19 THEORETICAL BASIS OF THE STUDY

The teoretical frameworkor research guided and assisted the rekeain situating and
contextualizing formal theories in her sy&" Theoretical foundations were included in
the current study since it comprises theories and models that facilgatesiarcher to

understand the problem under studlge theories used in this study are described below
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x Kr oeger 0s fdorhealthseskingbkehaviour (1983)

Kr oeger 0s fof heathseekingbdhaviourwas usedin developing the data
collection irstrumentsand guided inthe literature review Furthermore,Kroegeis
framework $es a mixed methodology to study individual behaviamnd the social
phenomenon dfiealthseeking Nevertheless his framework encompasses most aspects
of a community'sypical healthseeking behaviouparticularly in developing counties.
Furthermore,n the current studKroeget®d s f r awae adjoted by combining both
guantitative and qualitative methods (s&eaper 3) to study individual behaviours, as
well as thesocial phenomenon tiehealthseekingoehaviour of a communifgspecially

in developing countries such as Namibia.
x  McKinlay T Health-seekingbehaviour in context (1972)

This study uses the theoretical framework put fortiviziinlay. ¢ As identified inthe
literature revigv, this frameworkincorporates many key influences bealthseeking
behaviour Basedon this framework six distinct analytically and culturallgriented
approachegyuide individualé decisionamaking about when, where and how deek
treatment or helpThe six factors involved includecioeconomi¢ geographical, socio
demographic, socigdsychological, sockeultural, and organizational factors.
McKinlayd sheoretical framework has been appliedboth develogd anddeveloping
countries.Therefore to gain acomplete understanding bealthseekingbehaviour the
researcher followedic Ki n lapprpathby including the six proposed approaches in

the developed questinarre and guided in developirige strategies.
x  Practice theory of Dickoff, James andNiedenbach (1968)

The researcher used the Practiceented theor{?® to conceptualize the findings. Practice
theory proposes a survey list which includes variables such as the context, the agent,
recipient, procedures, dynamics and terminus. The concepts in the current study were
clarified and defined and their interrelateesswas synthesisednd applied inPhase2

during the developnm of the conceptual framewodf this study.The @nceptualisation

process helped with the development of strategies and is explained innd€talpters
(page 20%
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x Howe 6 s CAligngd@earfermance System (1999

After conceptualisg the findings from Phases 1 and 2, this phase outlined the stgsteqgi
followed in developing the strategies. In addititre strateg in this study vasdesigred
usi ng dHo@mbidh was developed in 2013

The abovementioned theolgomprises the vision, mission, strategic objectives and key
performance indicators. Furthermoitegnables the process of presenting the strategies in
thesummary angjraphic forms to guide the execution of the research pré€dd we 6 s
model c@psised during the strategy developmiePhase of this studys described in
detail in(Chaptert).

1.10DEFINITION OF KEY CONCEPTS

Health-seeking behaviour is defined asfian at¢ion carried out by individualsvho
perceive themselves to have a health problem or tb, be find asuitable cue.0®®In the
current studyhealthseeking behaviour is when care is sought promptly within 24 hours
from skilled health care providers after recognizing acute diarrhoea as wetiuse of
Oral Rehydration Salt§ORS) solution and zinc supplements in the management of

diarrhoea

Appropriate health-seekingpractice: Care sought frora skilled healthcargrovider in
government or private health facilities (hospitals/clinies well asthe use of Oral
Rehydration Salts (ORS) solution and zinc supplements in the management of
diarrhoed® In the current studyappropriate healtseeking practicés when care is
sought from skilled health care providers after recognizing acute diarrhoea as well as use
of Oral Rehydration Salts (ORS) solution and zpplements in the management of

diarrhcea and did not practice perineal cutting as part of diarrhoea management

Inappropriate health health-seekingpractice: Use ofother types of care which are not
according to the definition of appropriatealthseekingpractice, such as purchasing
medicire without a prescription, home remedies, traditional and spirihgalersas well
as those who takeo action for theperceived illnes§? In the current studynappropriate

healthseeking practice is when care is not sought from skilled hesiéhproviders after
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recognizing acute diarrhogpurchasing medicine withowt prescription, using home
remedies traditional healers or spiritual or those vdind not take actionin the
management of diarrhoea and did practice perineal cutting as paitawhoea

management.

Caregivers A person (male or femalegsponsible focaring forthe child, who could be
achild's relativel*V

Parent: A persors father or mothegiving birth to or adopting and raising a chitth

Under five children: Childrenaged 859 months*Y.

Diarrhoea: fiPassage of three or more loose or liquid Spok r , dr mgréfrequently
than is normal for a child. It is usually a symptom of gastrointestinal infection which can
be caused by a variety of bacteria, vivaparasitic organismé?X16)

Household: In this study a households a groupof related or unrelated persons who live
together in the same dwelling or ynitho share housekeeping arrangements and meals,

and who are considered a single it

1.11 OUTLINE OF CHAPTERS

The chapters in the current study are as follow:

CHAPTER 1INTRODUCTION AND BACKGROUND OF THE STUDY- This chapter
introducesthe study background information, and overviewhese include aims and
objectives, problem statemenethical consideratiaand definitios of concepts used in
the study

CHAPTER 2LITERATURE REVIEW -This chaptempresents the literature review and
conceptualization; iprovides information froman in-depth literature reviewon health
promotion and healthseeking behavioursThis includesthe epidemiology and factors
associated with diarrhoeal disease, the mothers' or caregivers' perceptionsia$é¢henc
management of diardea, their knowledge, attitudes, and practices regarding desrh
disease, and the factors associated with heakking behaviours.

CHAPTER 3 RESEARCH DESIGNS AND METHODS his chapter explains theusty
designs and methedusedto execute the study. Furthermore, the chapter discussed
situational analysis that coveredpproaches and methodologiequdlitative and

quantitative strands data collection and analysis, reliability and validity, pilot study,
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measures to ensumistworthinessand data analysis. The chapter discussed ptireses

of the studythat encompassed the development of the conceptual framework in phase 2
and the development and véétion ofstrategies to promote appropriate HSB In phase

3. This chapter conclud&vith a description of thethical aspects applied during the study
process.

CHAPTER 4 PRESENTS THE RESEARCH FINDINGS AND DISCUSSION®is

chapter presesfjuantitative and qualitaie results.

Quantitative: Describe epidemiology and factors associated with diarrhoea among
children under five years, KAP amompgrentécaregivers regarding diarrhoea among
children under five years, and factorelated to healthseeking behaviours of
parentécaregivers of children under five with diarrhoEarthermore, the chapter presents
the demographic characteristics of respondents in the study. The results and discussion
regarding the epidemiology and factors associated with diarrhoea amongfivader
children, parent&aregiveré knowledge, attitude, practices amopgrentgcaregivers
regarding diarrhoeal disemamong undefive children, and factorselated toHSB of
parentgcaregiverof children under five with diarrhoesre also included

Qualitative: Findings from the study regardipgrent8caregivers perceptions related to
factors contributing to diarrhoea among children under five and factors associated with
healthseeking behavior of parens/caregivers of children under five witharrhoeaas
presented in this chapter. The chapterifewith the demographic characteristics of
participants, followed by the presentation of the main findind®nT he resuls are
presented in a summarised table with theraebthemesand narratie format

CHAPTER 5 PHASE 2 CONCEPTUALIZATION FOR THE DEVELOPMENT OF
STRATEGIES

This chapter describes the conceptual framework cfttoty.

CHAPTER 6 RECORDS THE DEVELOPMENT OF STRATEGIES AND
VERIFICATION- This chapter records the development of strategiesenitation.
CHAPTER 7 CONCLUSION AND RECOMMENDATIONS.

Ths chapter presents thenclusions, contributions, limitations, and recomdaions of

the study.
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1.12 SUMMARY

This chapterpresentd the introduction and background of the study, the problem
statementand the purposeand objectives of the research. Furthermore, this chapter
outlined the paradigmatic and philosophical perspectives asidgfey terms used in the
study. Thefollowing chapter describes the relevant literature reviewed in termgsof th

study.
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CHAPTER 2
LITERATURE REVIEW

2.1 INTRODUCTION

This chapter presents the context of the review from publishegiesand the range of
related literature. Theesearchr reviewed the literature to understakdown factors
associated witldiarrhoe& epidemiologyparentsor caregivers' perceptions related
causes ofliarrhoeaandparens/caregivers' knowledge, attitude, and practices related to
causes, management, and preventiotiafrhoeaThe review's main aim was to identify
and evaluate studies d#SB for diarrhoeé diseaseto understand the structure of the
subject,the theories, and related thoughts, as weltagistify the significance of the
problem Going through aange ofliterature helped the researcher understand factors
associated with the HSB reported in studiesducted in similar environments in other

parts of the world.

Furthermore, this chapter comprises sections describing the topics covered in the thesis.
The first looks at the epidemiology and factors relatetidohoegorevalence and under

fives nutritional status. The second section looks at the mother's or caregiver's perceptions
related tothe causes ofdiarrhoea The third section looks gtarents or caregivers'
knowledge, attitudeand practice related topreventing andnanagingthe diarrhoe&
disease. And finally, the fourth section looks at factors contributingesdthseeking
behavious. This chapter ends with a reviewrnbdels ofhealthseekingbehaviourthat

have been usednd polished through several studiesdeveloping and develoge

countries.

2.2LITERATURE SEARCH STRATEGIES
Accordingto Atkinson andCipriani (2017) one reasofor conducting literature reviews

is locating information on a topic or identifying gaps in the literaturéuttore studie$*®

A comprehensive search strategy using multiple databases was entpléipedrelevant
studies to be included in tleairrentstudy.In this study, the researchenitially identified
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keywords from the title to be able to come up with searching stratdgiesBoolean

operators ANDand OR guided by the keywordswere usedto identify searching
strategiesK ey wor ds and deri vati ves oliealthdeeking at eqgi
behavijgaremssnd caregiverso, cand dieocutueddr af
were used.

Furthermore, the literature searchagtgy was carried out with guidanitcem librarians

of the University of Namibia (UNAM) The data searcincluded the following e

resources database&BSCOhost, HINARI, PubMed, SCIENCE DIRECT, SAGE

Journals and google scholar was alsearched.Information was also uncowest from

booksand governmerdocumentsand reportsPeefreviewed qualitative anduantitative

research studies were considered for incluskmthermore, this review only included

papers available in EnglistNon-peerreviewal sources from noereputable websites

were excluded.

23 SECTION 1: ESSENTIAL CONCEPTS REGARDING EPIDEMIOLOGY A ND
FACTORS ASSOCIATED WITH DIARRHOEA L DISEASE

It is reported that every year there are 1.7 billion cases of childtiaodhoeh disease
globally.®) The prevalence ofiiarrhoeacontinues to be higrgspeciallyin developing
countries, including NamibialFor example, a study conducted in Dendi District in
Ethiopia reported that diarrhoea prevalence 2218 %“% Severediarrhoeal diseasand
pneumonia are the most common reasonghehospital admissiof According to a
study conductedn Bahir Dar City, Northwest Ethiopia diarrhoeaprevalence was
14.5%“® Diarrhoe4diseasés rankedasthe secongnostcommon cause of death among
childrenunder five leading to an estimated 1.87 million deaths gloB&lMore than half

a million children under five were estimated to have died filoediarrhoe&disease in
2015“ Diarrhoearemains a public health problem in developing countdespuntable
for more than 76000 deatk of children undefive yeas yearlyin both lov and middle
income countrie§® Mostdeaths occur in Africa and South Asia; however, nearly half of
those deaths occur in Afri¢d”) Although, over the past 25 years, mortality frdiarrhoea

in underfives has deahed globally, in susaharan Africa, morbidity frondiarrhoeal

diseaseremains high due to inadequate water, poor sanitation/hygiene, insufficient
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breastfeeding, and malnutriti§h Increased internal migration to African cities results in
overcrowding and is often associated vdtarrhoeaoutbreaks among the uneleres.

Childrenunder fve are the most vulnerable tharrhoe&disease, especially during the
first two years of lifd® Furthermore, it is reported that in developing countries, 12 million
children die every year befoteey reach their fifth birthda§® The burden ofliarrhoea
deaths is disproportionately shared between low and middéene countries. Even
thoughsincethe establishment of the UN Millennium Development Goal 4 (MDG4)
establishment in 2000, diarrhoea morbidity Haslined annually by 6.5%nortality due

to diarrhoeal diseagemains highMoreover childhooddiarrhoeaemains a public health
problem ands among the main killers of childremder fiveglobally.®4”Various studies
have indicated that epidemiologic factorsontributing to diarrhoea occurren@ee
complex344) Nevertheless,actors such agesidential area, unemployment, household
income, age of mother or caregiver, number of people per household, access to
information, tye of toilet facilities, access to safe drinking water, child immunization
status, nutritional status, caregiver agel number of sleeping rooms are some of the
factors reported to contribute tioe prevalence ofliarrhoed® %52

Accordingto a study conducted in Mbauenegalby Thiam et af®), factors such as
unemployment oparents use of shared toilets, atatk oftreatment of stored drinking
water were found to be significantly associated vdidwrhoe# prevalence. Equally,
according to a crossectional study conducted in Eastern Ethiopia, major risk factors for
diarrhoeavere improper refuse disposal practices, lack of haashing facilities, living

in a rural area, presence of two or msitdings in a household, anideing a child under
five years of agewere significantly associated withiarrhoeaprevalencé® Based on a
study conducted in Bangladesh on prevalence and HSBidohoeal diseaseseveral
factors such as child age, aggecific to height, age and occupation of paents
residential area, and type of toilet facilities were found to be significantly associated with
theprevalence ofliarrhoegpredicted directly by crude OF& The mssibility of reducing
morbidity and mortality related tdiarrhoearequires welinformed parents. Vaccine
preventable pathogemsay causediarrhoeacases; therefore, childr@rsmmunization

plays a vital role in prevemtiydiarrhoea® It has been reported that several countries have
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successfully used mass media, especially radio and television, to bring regular messages
on breastfeeding and advocacy for policy supportGontrol of Diarrhoed Diseases

(CDD) programme.®

In Namibia, especially ithe Ohargwena regiondiarrhoeadiseaseas estimated to affect
19% of children undéiive.?® According tothe Ohangwena Health Directoréténnual
Report 0f2016/2017, 2201 children under fivaverediagnosed witldiarrhoeaof which
11,507 (52%) wererom Engela Health Districtwhere the current study took place.
Similarly, it was estimated that 62.3% of Ohangwena region's population lives in the
Engela digrict. This massive population in the district resulted in the spread of informal
settlements and a lack pfovision ofbasic watesupply, solid waste removal, and toilet
facilities. Such living conditions are reported to create a high risk for Wwatee and

gastrointestinal diseases, includifigrrhoefdiseases®

Despite the high prevalence of diarrhoea in Naailthere arefew reports from
populationbased studies. Moreovanore data are needed uoderstand bettdactors
associated with diarrhoea's prevalence in this setthugh data will be valuable for
planning, designing, and implementing interventions and preventrategiesat the
community level aimed atlecreasing morbidity due tdiarrhoea Thus, this study's
objective wado assessliarrhoes epidemiology and associated factors among children

"5 years old.

2.3.1 Clinical types and complications

There are fouclinical types ofdiarrhoe&diseasé® amely:

1. Acute waterydiarrhoea which includes cholerathis type ofdiarrhoealasts several
hours or daysind can lead to weight loss if feeding is stopetithe main threat is
dehydration

2. Acute bloodyliarrhoea, also referred to as dysenteDehydration may alsoccur with
this type ofdiarrhoea however, the main dangers are damtgéhe intestinal mucosa,

sepsismalnutrition, andther complications
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3. Persistentdiarrhoea which lasts 14 days or longefhis type can also cause
dehydration; howevermalnutrition and severe nentestinal infection are the main
danger

4 Marasmus or kwashiorkor(diarrhoeawith severe malnutrition)With this type, the
main dangers are severe systemic infection, dehydration, heart failure, and vitamin and
mineral deficiency. Hence, each typedirrhoeamanagement should prevent or treat
dehydration and other main danger(s) trapresen®

Dehydrationusually isthe most severe threat poseddigrrhoea During thediarrhoea
episode, electrolytes such as sodium, chloride, potassiurhiamtdonate are lost through
liquid stools, vomit, sweat, urine, and bredt#ading to dehydrationf fluids are not
replacedespeciallyin the case of persistediarrhoeahat lasts for 14 days or longér,
canlead to malnutritiorandnon-intestinalseverenfections, and dehydration may occur

as well@D

2.3.2 Causes ofliarrhoeal disease

Most commonlydiarrhoeds caused by intestinal infections. Bacteria sudesaherichia
Coli, Campylobacteria jejuniSalmonella, Shigella biserotype, and viruses such as
Adenovirus, Rotavirus, and Norwalk virus atke common etiological agexit®
According to Guarino et al., Rotavirus is frequently associated with dehydration and is a
severe infectious agefit)

Parasites likeentamoeba Histolyticand Giardia Lamblia Cryptosporidiunalso cause
diarrhoea

Cholera is the most feared form difirrhoeacaused byibrio cholerae, gramnegative
bacteria, which cause profudarrhoeawith stools like rice water; if untreated, fluid loss
can quickly lead to death.

Dysentery implies the passing of stools with blomtst commonly caused by Shigella
and AmoebiasisThis type wasnore hazardous before the advent of antibigti&sd
epidenics have killedmany soldiers and civilians during walsis still endemic in many

countries andometimesaugsepidemics.
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2.3.3 Management ofdiarrhoea

Diarrhoeais treated based on the clinical type of the illness, which can easily be
determined duringnexamination of thehild, andlaboratory investigations may not be
necessary. Acute watedyarrhoeas treated with oral rehydration solution (ORS), clean
wate, sugar, salt, and a supplementary treatment course of dispersible 20mg zinc tablets
for 10-14 days. Zinc tablets shortéhe duratiorof diarrhoeaand improve result$® The

main risk is dehydratiorand weight loss if feeding is discontinued. Antimicrobial
treatmentis usedonly for bloody diarrhoea severe cholera casem)d nonrintestinal
infections e.g., pneumonia. Amoebiasis is uncommon in children; therefore, antiprotozoal
drugs are only indicated when there is laboratory evidence-déarthoe& and anti
emetics have no practical benefits in children with acute ersigtentdiarrhoea
Significantly theparentécaretakers othildren under fiveshould be taught about the

importance of hygiene practices and feeding to rediarenoeamorbidity.5%

2.3.4 Clinical care forDiarrhoea in Namibia

After ganingindependence in 1990, the Ministry of Health and Social Services (MoHSS
deviatedfrom providing health services baseadtirely on curative services, as inherited
from the colonizing government, and adopteBrimary Health Care (PHC) approach.

PHC is based on health promotion, disease prevention, curative, and rehabilitation
services®® Severalprogrammes, including the Health Extensigorogramme(HEP),

which aims to deliver community and famibentredservices topromote, prevent,
rehabilitag, andprovidebasic cues were designed to ensure equitable access to health
services for all Namibiangspecidly those living in remote areas of theuciry.

Thelntegrated Management of Child lllnespesgrammeIMCI) was also implemented,
which seeks to prevent deaths frdrarrhoeapneumonia, malaria, and other diseases
children under fiveHospitals, clinics, and healtlentersall over the country are equipped

with medications, policies, guidelines, and treatment manuals used as guidance when
treatingchildren under fivé®®)

The National Control ofDiarrhoe#é Diseases (CDD)programmecontairs four main

strategie®® namely
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1 Empowerment oparent&aregivers withchildren under fivewith knowledge,
skills, and attitudes to enablbem to take preventive measures agaitist
diarrhoeadisease

1 Capacity building for health workers to provide appropriate case management for
children under fivgresenting witldiarrhoeadisease

1 Support to ensure access to OR® children under fivewith diarrhoeaandto
receive proper feeding and hotpeeparediuids during thediarrhoeaepisode

1 To empowerparent&caretakers and commuieis educational materials on
preventive measures diarrhoeaand how to mix and administer Oral Rehydration
Therapy (ORT) were developed and distributegdcentsat the health facilities
level, in addition to radio and television messages.

Health worlers and Health Extension Work€HEWS) were trained to deliver promotive,
preventive, and basic curative services at the community and famills ievéheir
catchment villages at the regional and local leveksalth Extension Workerplay a
significant role in assessimdildren under fivewith diarrhoeaadvisng parentson ORT
and the use of zinc, and refeing children with severdllneses to the healtitare
facility .(58X39

Sone of the dutiesof HEW are ensung that all children have completed scheduled
immunization by the age of 9 months and encaagfamilies to seek timely healthare
services for sick childrenBesidesthe government efforts to prevent morbidity and
mortality amongchildren under five the NDHS reportedhat 22% of children who
suffered fromdiarrhoeaveregiveneither home remedies or other unspecifregtlicines
and about 10% did not receive any tneant at dl?®

2.3.5Diarrhoea epidemiology related tothe nutritional status of children under five

The darrhoe# disease continues to be the leading cause of childhood morbidity and
mortality andis a significant cause of malnutrition developing countriesThe most
common causes of death are acute respiratory tract infediemnhoeal disease and
malnutrition.®

Malnutrition remains a public health problem in most developing countriets ane of

the significant causes of child death worldwide. In many countries, the nutritional problem

26



has not yet been resolved to the desired level, despity government inteventions to
address the issi¥®) Skoufias, Vinha, and Sato indicate that in 2014, 171 million children
under five had stunted growdlY) Based on a study conducted in Nepal, it was reported
that nearly 37% of children were suffering frdmeingunderweight, 41% from stunting,
and 11% were suffering fromasting®? Equally,in SubSahara Africa, undernutrition

is reported to be overwhelming8 million undetfive childrenwere too short for their
age, and 13.9 million weighed too little for their 8§&A Global Burden of Disease study
in 2016 showed thatchildhood wasting was among the risk factors dimarrhoea
responsible for 80.4% afiarrhoe&deaths in childremnderfive.“” According to WHO,

it is estimated that malnutrition is the unlgierg cause of 385% of death of children
underfive.®® Almost threefifths of those deathgesult fromsevere acute malnutrition
(SAM). However, malnutritionrelated deathscan be prevented if identified and

adequatly managed®®

Malnutrition happens due to absolute deficiency or excess of essential nuiigts
children under fiveare the most vulnerable group to malnutrition and micronutrient
deficiency® Consequently, in the long term, children develop abnormalitiesed to
behavioural problems, physical and mental health probleandg low educational
achievemenf® Poverty and diseases are the leading causes of malnutatidrmany
studies found socioeconomic status to be significantly associated with malnifition
Nevertheless, according the World Bank®” malnutrition involves multiple sectors.
Instantaeous causes are associated with food and nutrient intake anddosalitiors;
underlying causes are rooted in the household and community context inumlieh
nutritionoccurs, such as a change in climate, agricultural practices, lack of access to clean
water and sanitatiorand poorcaregiver education. Nonetheless, fundamental causes of
malnutrition areactuallyembedded in institutional, political, and economic issekzed

to poverty reduction and economic growMoreover, for policy decisions, resource
allocation, and target interventions, measurement of prevalence, incidence, and mortality

associated with malnutrition amiarrhoehdiseasearecrucid.®®

In Namibia, malnutrition has remaine@ public health problem since independence in

1990;levels ofstunting have remained above the WHO 20%caétipoint, even though
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the country's economy has grown substantially during the same {3&ridod and
nutritional insecurityarewidespreagdNamibia can only produce 50% of its cereal needs;
consequently, foo mainly imported from Southfrica and sometimes from Zambi&

The country is faced with recurrent droughts and floods interacting with poverty,
contributing to the levels of malnutrition seen in the country. According thEt4S, in
2013,24% of childrenunder fivewere stunted, and 8% were severely stunted. Children
from rural areas accounted for 28¥d 17% from urban areadowever, Ohangwena
Region, where the current study was conductedjmiag lead compared to other regions

in thecountry, accounting for 37% of malnourishefdidren®®)

24 SECTION 2: PERCEPTIONS OF PARENTS OR CAREGIVERS TOWARDS
THE CAUSES AND MANAGEMENT OF DIARRHOEA IN THE STUDY AREA

24.1 Parentsor caregiver perceptions towards causes and prevention dfarrhoeal

disease.

Diarrhoearemains one of the leading causes of child morbidity and mortality, especially
in developing countr&’® In subSaharan Africa,parentécaregivers exhibit poor
perceptiorof the signs of dysentery, dehydration, and manageofefiarrhoea®®

Parentsor caregivers are reported to have different perceptions relatdaridoeal
disease According to a study conducted in Temeke municipalifyanzania,
approximately 30% of the respondents regaiacdhoeaas part and parcel of the child's
normal growth process and as unavoid&SleParentd or caregivers' perceptions of
childhood diarrhoeacan significantly impacthealthseeking and diarrhoe& disease
managementParentor caregiver education plays a critical role in their perceptions of
childhooddiarrhoea Those with a low level of knowlgeé ofdiarrhoeadue to illiteracy

are frequently ignorant about the dised8eParentsperception and understanding, and
management skills afiarrhoeadisease, are essential to minimize the effects of morbidity

and mortality associated with the diseg8e

Furthermore, according to th&orld Health OrganizatiofWHO), diarrhoe& general
danger signs aré¢hatthe child cannot drink or breastfeemits, has convulsionsor is
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lethargic or unconsciod®) In subSahara Africa, parentfcaregiversexhibit poor
perceptiorof the signs of dysentery, dehydration, and manageaieiwrrhoea®® Based

on a studyconducted n northwest Ethiopia, 45.2% of the participants reported
unfavaurableattitudes aboubousehold water treatment. Furthermore, it is indicated that
waterquality problemsxist in rural Ethiopia due to malpracticewater handlingat the
source pointdue toinadequate knowledge. Hence,i 800% of water samples from
protected water sources (springs/wells fitted with hand puwgre) reported positive for

faecal coliformbacteria’”

On the other handin Namibia, some parents perceivdidrrhoeao be caused by parent
related factorssuch as having something at theit h e  pp&rineum thdt sauses the
children to become sick and develtiprrhoeaf it is not removed by perineal cuttifi§
Furthermore, inNamibig although programmemanagers theoretically know the risk
factors associated witiarrhoeadiseases in general terpfissthand evidence is lacking

to target the significant risk factors. Specifically, that can contribotsiderablyto its
occurrence and distribution i region particularly in Engela District communities
where the current study occurrdehctors such as maternal education, identifying the
danger signs am@cognizing thseriousness of the disease in the indigenous communities
may also hinder healthyrgictices in managindiarrhoe& conditions”® This study has
assessegbarents or caregivers' perception of causes and manadeofediarrhoe

diseases among children undige in the Engela district in the Ohangwena region
24.2 Parentsdor caregivers bome managemenbof diarrhoeal disease

Diarrhoeddisease is preventable and treatable; however, it is the second leading cause of
death in childrerunderfive.®® Dehydration is responsible for maniarrhoe& deaths.
Evidently, dehydration from acutkarrhoeaof anyaetiology can be safely and effectively
treated in over 90% of casasing Oral Rehydration Salts (ORS$shlved irboiledwater,

except wherthe cases severe

According tothe UNICEF andthe WHO, diarrhoeamanagement focuses mainly on two
main elements: 1) fluid replacement to prevent dehydration amela2nent witrzinc.®>

Parentsor caregivers must have adequate knowlealggutthe prevention, causes, and
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treatment ofliarrhoeay using homemade fluids such as fresh fruit juice, milk,veater
solution, breast milk, andtherappropriate remedies. Furthermgoarentsor caregivers
need to recognizeigns ofdehydration and seek treatment from healthfacilities to
prevent complicatiors.’® Practicessuch as stopping breastfé®gl for the child,
restricting fluid intake and food during the episoddiafrhoeadisease, and incorrect use

of medicatios are in conflict withthe WHO treatment guidelines and are associated with
adverse outcomé¥) According to a study conducted among caregivers of children under
five in urban andrural residents of Dob®oreda, Ethiopia, goodlnowledgeof home
managemenbf diarrhoeawas reported81%) among urbarresidents. However, only
38.7% of rural residents had good knowledge.

On the contrary55.8% of urban and 85.6% of rural participants had poor home
management practis€” Likewise a gudy conducted in Fagita Lekoma District, Awi
Zone, Amhara Regional State, Northwest Ethipgieowed tha62.4% of caregivers had
poor home management practicks diarrhoed®® Furthermore, a studgn diarrhoea
management in children undiéve in SubSaharan Africa reportea low lewel of good
diarrhoeamanagement in 11 of the $8rveysranging from 17% in CotedVoire to 38%
in Niger.®Y According to astudy conducted in Temeke Municipality, Tanzamiest
participantg71%), used traditional remedies to effectively manage childrihadhoea
most commonly usinguavaleaves and fruit§® Furthermore diarrhoe&episodes were
reported to be wrongly perceivedpest of anormal growth stage of childreand several
other illnesses cause iOn the other handt is reported that in Namibia,racticesof
cutting parentsin the vaginal and anal arets relievetheir childred suffering from
persistentiarrhoeacontributed to a lack of motivation to take the children to a hesai¢h
facility.®®

30



25 SECTION 3: KNOWLEDGE, A TTITUDE, AND PRACTICES OF PARENTS
OR CAREGIVERS RELATED TO DIARRHOEA DISEASE

25.1 Knowledge of parents or caregivers about diarrhoea prevention and

management among childrerunder five

Childhooddiarrhoearemains a public health problem and is among the leading killers
globally of childrenunder five ©4") Even though most childhoatiarrhoeaepisodes are

mild, episodes can result in severe loss of fluids and dehydration, leading to severe health
related consequences and dé%thMost diarrhoea episodes are treated at home by
parens/caregivers of unddive children therefore their knowledgeabout the nutrition

and management of diao#a in children is critically important.

The WHO definesdiarrhoeaas the passage of three or more loose or watery stools in a
24-hour period “? Based on a study conducted in Ethiopia, 92.5%aséntscorrectly
defined diarrhoed® As stated bythe WHO,®® diarrhoeacan be preventechitough
adequate sanitaticenddrinking safe water andan beeffectively treated at home with
oral rehydration salts (ORS) or with a solution of cleaiewaugar, and salt. Additionally,
supplemental treatment witBOmg zinc tablets improves the outcomié it is not
appropriately managediarrhoealeads to dehydration, which caeverely threatethe
affected child's welbeing. Duringdiarrhoe# episodes, electrolytes such as sodium
chloride, potassium, arebdiumbicarbonate are lost through liquid stools, vomit, sweat,
urine, and breatHeading to dehydratioif fluids are not replaced®°3) ORS and other
fluids can adequately treat less severe dehydration at home to prevent dehyaeatien
knowledge aboutiarrhoeais required However, according to a study conducted in
Tlaxcala, Mexicosigns ofdehydrationwvere not associated witieekinghealthcare since
parentsdid not recognizehem @4 |In a Southern Odisha study India, only 34% of
parentshad good knowledge about the assessment of dehydration and danger signs, and

44% had poor knowledge about danger si§p

Furthermoreparentsor caregivers need to know about t@nger signs ahediarrhoea
disease since early referral of very sick children is necessary for appropriate treatment.

Parentsr caregiverdailing to identify key danger signs may lead to major complications
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and deatt’® Accordingto a study conducteith Dire Dawa, Eastern Ethiopia, in 2016
more than half of the participants, 51.2%, identifiezhkness and lethargy@asnger siga

of diarrhoeadisease. On the contrary, only 0.7% knew that a marked thirst for water is
alsoa dangesign of diarrhoe&diseasé®® Furthermore, a stly conductedn peri-urban
communities in Cochabamba, Boliviadicated that significant risk factors fdhe
diarrhoea disease were caregivgeiback of awareness ofepsonal and food hygiene
practices for diarrhoea preventionf®® Furthermore caregivers were found taadk
knowledge about proper food preparatiproper disposal obéces, and knowledgdout
handwashingas preventionandsuch lack of knowledge wassignificant risk factor for
childhooddiarrhoe.®®

Adequate sanitation, hygiene, and safe drinking water can prevent a significant proportion
of diarrhoed disease.The ssibility of reducing morbidity and mortality related to
diarrhoearequires welinformed parent® It has been reported that several countries
have successfully used mass media, especially radio and television, to bring regular
messages on sanitation and hygiene, breastfeeding, and advocacy for policy support for
CDD programme.(®

In Namibia, according to the NDHS of 2013, the infant mortality in the five years
preceding the study was 39 deaths per 1000 live births, and thefivedeortality was

54 deaths per 1000 live birtf® Thesefigures indicate that one in every 26 Namibian
children die before their fifth birthday. Howevecomparing the statistics with the data
from previous surveys conducted from 198212, undefiive mortality declined by 35%,
from 83 deathger 1000 live births to 54 deaths per 1000 live births in 2613

Furthermore, according to a study conducted in Enemay District, Northwest Ethiopia,
27.6%of caregivers disagreed thditrrhoeais a preventable disea$@ Parens in rural
andurban communities lack adequate knowledge about the causes, signs and symptoms,
prevertion, andtreatment ofdiarrhoed® According to a study conductduy Perez

Cuevas et af°*¥ 53% of children had receivétbme remediethat weresupposed to treat

diarrhoeasuch as herbal teace beveragemilk, or water.
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The knowledge of thegparentgcaregivers oraetiology, management, and prevention of
diarrhoeal diseashas not been previously reported in the district; hence it would be
beneficial for strategic interventions in the region. Thus, this study's objective was to
assesgparent§caregives &nowledge 6 aetiology, prevention and managemenbof

diarrhoeaamong childreunder five

2.5.2 Attitude s of parents or caregivers towards prevention and homéased
management ofdiarrhoea among children underfive.

To improve infant and child morbidity andmortality, information about
parens /6aregivesd attitudes concerning child health in the community crucially
needed®® Parentécaregiverd knowledge, attitudes and practice can provide a reliable
picture of healthseeking behaviourdiomecare practices and recognition of dieedh
danger signdehydration is the most common cause of deatharrhoedisease; such
deaths can be prevented or treatddwever, based on the studpnducted among
caregivers otchildren under fivein the Enemay District, Northwest Ethiaprelated to
diarrhoegprevention, 27% of the caregivers disagreed thetrhoeacan be prevented
Treatment with oral rehydration salts (ORS) has been shown tarteuparly useful in
reducing deaths from this disedS&Still, according to a study conductéu Dire Dawa,
Eastern Ethiopianore tharhalf (55%) of the respondents disagreed with the provision of
oral rehydration solution at home to treat unfieg diarrhoehdisease.

Similarly, aconsiderableumber ofparticipant461.4%) disagreed that children suffering
from diarrhoeé disease can be treated at homeound half of theparens (51.599,
indicated that their children dislike the taste of oral rehydration sol§&oDifferent
preventive methods include breastfeeding, immunization, sanitatiorgcaathygiene.
However most developing couriéis are challenged by unsanitary conditions, increased
food insecurity,unsoundtraditional beliefsand practices, varied dieand poor food,
water, and personal hygief#® According to a study conductéd Northwest Ethiopia
related to household water treatmenethods 45.2% of the participantshad an
unfavaurable attitudé®® On the other handparens' or car egi ver s knowl e
attitudes are associated witteir culture, sociedemographic conditions, access to health

educatim, and othefactors(®®
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In Namibia,diarrhoed disease is a public health problem; according to NIXH&013,
the prevalence dfiarrhoeawvas estimated to be 17%. HoweverthaOhangwena region
where the current study took plaaarrhoed disease is estimated to affect 19% of
childrenunder five®24 Child health and survival can be influendsdsocial factors such
asparens'knowledge, attitude, and practice relategrieventingdiarrhoed® Therefore,
the study's purpose was tietermine the level oparens' or caregivers' attitudeon
preventing and managindjarrhoeal diseasamongchildrenunderfive in the Engela
District. The key variableson attitude included perceptions ofliarrhoea causes,

perceptions bthe treatment afliarrhnoeaand perceptions of the preventiordadrrhoea

25.3 Practices of parents or caregivers towards the prevention and home

managementof diarrhoea amongchildren under five

In developing countriest is estimated thaf.7 million peopledie every year mostly
childrenunder five due todiarrhoeadisease$rom waterborne diseases causealipck

of basic sanitation and hygieaed poor water quality’” Clean water, good hygiene
practices, andthe availability of toilets are essential for children ssurvival and
development® According to WHQ®® diarrhoeacan be preventechtough adequate
sanitation andgafe drinking wateBased on a study conducted in Southern Odik2¥

of the participantiad poor knowledge about thenefit of asanitary latrindor diarrhoea
prevention® Moreover, it is indicated thatlapally, 2.4 billion people live without
adequate sanitatip®46 million still defecate in the open, and 663 million do not have

access to an improved water soufée

However,according to a study conducted among persons living-itslatsettings in

Kabul, Afghanistanthe understanding and use of sanitatwerefound to be low; hence

the prevalence dadiarrhoeawithin the households was high among both slum dwellers
and internally displaced persons living in carf¥¥sOn the other handased on a study

on diarrhoegpreventionconducted in Juba, South Sudan, 80.5% ofp#rentsndicated

that they wash their hands before preparing food and eating, 92% indicated that they cover

their water containersnd55.9% treatheir water8®)
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According to a study in Enemoy District Northern Ethiopia related diarrhoea
prevention only 27% of the caregivers disagreed tlidarrhoeacan be prevented.
Consequently, if it is not managed propediarrhoeaeads to dehydration, which can
severely threaterthe affected child wellbeing. Childrenunder five are the most

vulnerable tadiarrhoehdisease, especially during the first two years of(ftfe

Based on the IMCI guidelines for appropriatediarrhoea case management,
parens/caregivers are advised to use ORT, comtifeeding, and additional treatment
with 20mgzinc tablet$®" Furthermore, a studgbout dehydration treatmeotdnducted in
Tlaxcala, Mexio, related to aimilar study conductedh Southern Odishan India, 35%

of parentshad poor knowledg&® Additionally, 42% had poor knowledge about the
sanitary latrine concerning the preventiord@irrhoeaFurthermore, according to a study
conducted inthe Emergency Pediatric Hospital, Khartoum, Sudéns indicated that
duringdiarrhoeaepisodesparentd i d n 6 t i amountefdlgiceintakehoeontinue
breastfeeding durindiarrhoeabut used antibiotics without medical advid® very small
number ofparentswere reported to have used ORS to agmthe diarrhoeh diseasé®?
Furthermore, it is indicated thaultural and social misbeliefs often influence diarrhoeal
disease managementherefore, mosparentssoughthealth servicesnly when home
management failed.

Tolesserthe morbidity and mortality of childraimder five parentsieed to adoptdalthy
practicedo raise the healthful living conditioidowever, it is indicatethat parens with

no schooling have poor practides preventingdiarrhoeacompared to those with primary
educationHence parentseducation in preventingiarrhoeaamong their young children

plays animportantrole.®®)

26 SECTION 4: FACTORS ASSOCIATED WITH HEALTH -SEEKING
BEHAVIOUR

The perception of studyingealthseekingbehavious has advanced with time ahds

ultimately beome a tool for understanding how people engage withea#thcaresystem

in their sociecultural, economic, and demograptéccumstance®) | n r esponse
di s ehaesad @ drkdiempgeonnd si ndi vi dual s’ characteristi

facil ittheisciaanld, cul tur all’Ha a-He tkrsolvgsrai c al
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decisioammaking process$urther directed by individual andouseholdoehaviour It can
also be subject to community normexpectations, andhealthcareproviderrelated
characteristics. Studies condedtited cultural and Soci@lemographic, socioeconomic,
andfactors at the level dfealthcargroviders, such as the quality of medical care in terms
of clinical efficiency and the availability ofmedicinesto influence hedth-seeking
behaviour®

2.6.1 Cultural and Socicdemographic factors

In most cases, appropriatealthseekingbehaviourdoes not merely depend on an

i ndividual 6s c¢ h o alsoelependapon the dynammss tofaconmmarsties i t
that influence the welbeing of the inhabitant8® Cultural beliefs and practicés rural
communitieoften lead community members to engage incaié,use home remedies,
andconsult traditionahealers. Equallymportant,advicefrom olderwomen in the hme

plays a significant role in influencing the HSB; therefore, it cannot be igfSted
Furthermore, factors su@s family sizeparity, educational status and occupatioiithe

parentor caregiverare also associated with HSB.

Furthermore, according to a study conducted in the Fatic Region of Senegal, 21.6% of
parentsor caregivergeported takingheir children to a healtare centre and 16.4%
consulted traditional healers. Nevertheless, related to the urgency of takekghilsi to

a healtlcarecentre only a small percentag&7%, took the child on the first day of the

disease's onsatompared to more than 30% who consulted traditional heé&ters

Although there is no published information about the role of traditional healers in
managingchildhood illness in Namibiat was estimated that in ssBahara Africa, up to

70% of the population accesaditional healer§” In an earliestudy on ART treatment
adherenceonducted a® s h a kiatermediate Hospital iNamibia by Bauleth et gf
participantsrevealed having souglsgpiritual and traditional heakebefore going for
biomedcal care. Somearticipants reported having stopped their ARR&dications and
gonefor traditional and spiritual healingt. is unclear what impact these healers have on

parents' healtiseeking behaviours and their childsarffering fromdiarrhoea
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According toLumpkin, ®® the practicein Namibiaof cutting parentsin the anal and
vaginal areas when children suffer from persistintrhoeadoes not have any beneficial
effects either on the child @n the parerdgdand caretakers' motivah to seek medical
treatment.

Imoh ©® indicated HSB to becompromisedby community beliefs and practices
Traditional beliefs that breast milk issufficient for feeding the baby were reported to
have contributed to adding supplementary food preparingfood under unhygienic
conditions.

Furthermore, it was indicatetidt parens and caretakers in rural communitiepted to
use treatment inconsistent withetbiomedical model afliarrhoeatreatment They also
relateddiarrhoeao a sexual origin andtaboos and transgressio@hildren withdiarrhoea
are often takento traditional healers or grandparents foeatment®® Under such
circumstances, instead of giving ORS, children witrrhoeaare given traditional home
remedies, enemas, and herbal preparationssewhly taken to the hospital when they
do not get bettef*®

Moreover, &ctors such as religiandcultural and regional differences in the acceptance
of using ORS in children suffering froacutediarrhoeahave affected the outcome of

home management dfarrhoe.®®

2.6.2 Socioeconomic factors

Although in developed countries, the burdeniafrhoeal disease much lower, with an
incidence ranging from 0.5 to 2 episodes per child per year, gastroenteritis remains the
primary reason for hospitalization in childranderfive®” On the other hand, in low
income countrieschildren under thregears of ageexperience an average of three
episodes ofliarrhoegeryear. According to Sarker et@ldiarrhoeaemains a significant

public health problem in low and middiecome countes, with a prevalence of 5.75%
among childrerunderfive years in Bangladesf) Based on a study conducted in seven
low- and middleincome countriedeaths duéo diarrhoeddisease irchildrenunderfive

varied from 36 to 30% with acute watery diarrhoea accomngf for 31-69% of those

deaths, acute bloody diarrhoea for2&% and persistent diarrhoéa 12-56% it was
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also found that at each site 40%cbfldrenunderfive who died from persistent diarrhoea

were malnourished®

Related to a study conducted in Bangladdisénutritional scoreand wealth index are
somefactorsthat significantly influence the healtfeeking patterff) Many risk factors
related to diarrhoeainfection are associated with poor socioeconomic conditions.

Therefore, thrrhoeddiseases are regarded as a disease of poverty and the poor.

2.6.3 Health Providers andthe Healthcare System

Theway healtltareservices arerovided, and thestate of thdealthcaresystem have been

noted to influencéealthcareseeking such serviceBatients often choose private doctors
over public facilities since they believe their serviceige effective polite, sympathetic,

and respectful oprivacy.®® According to a study conducted at Chitungwiza Central
Hospital in Zimbabwe related t8SB of asthma patient$iealthseekingwas influenced

by factors such as perceived supportive roles of healthcare providers and perceived quality
of treatment services and distance froome tothe healthcarerovider®® Physicians at

the clinics are extremely busy and devote little time toliseh 0 pat i ent sé pr
However, according to Wameq et, @ those who visitegrivate doctors indidad that

private practitioners are the besdare providersThe quality of services provided to
patients by healttare workers, including thetype of relationshipwith the patient,
contributed to the patient's decision to seek care from alternative sources, including

traditional healers and herbalisf§®

2.7 SECTION 5: HEALTH -SEEKING BEHAVIOUR MODELS

Several models have attempted to look into what causes individuals to behave the way
they do when challenged with heaftiated problems®®" Development of accurate
theories of healtlbehaviour it is necessary to know the heterogeneity of haalidted
behavious. Nevertheless, the model mostly serves as a catbdgelevant factors that

must be consideredn applied researci®¥ The models permit evaluating the relative
weight of dfferent factors influencindnealthseekingbehaviourto identify challenging

areas to intervene with specific health system strategies.
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A variety ofhealthseekingoehavioumodels wereaotedto identify possiblenainfactors
influencingthe healthseekingbehaviourof parentsor caregivers of childreander five
suffering fromdiarrhoea such as The theory of healthseekingbehaviour the health
belief model , oegeomodeiarsd Mokinthy |bealthEeeking kehaviour

in the context

2.7.1 Theory of Health-seekingBehaviour

The heoryof healthseeking(Figure 3) designates that the probability of engaging in
healthseeking is influenced by psychosocial variables (habit and norm, affect,
expectations, and values about outcomes) and facilitating conditioresvigsthe
behaviouf®? Furthermore, linked tBigure3: (i), Affectis related to individuals' feelings
associated witthealthseekingbehaviouy such as anxiety about the seriousness of the
diagnosis or embarrassment about the examination. (ii) Beliefs or expectations about the
likelihood of relevant outcomes bkalthseeskingand the importance of those outcomes.

(iif) Norms include personal (own beliefs about morally corbettaviouin seekingcare)

and social norms related teealthseekingand interpersonal agreemsiib engage in
healthseeking (iv) Habits related to one's ususalthseekingbehaviourwhen having

sym ptoms.

Clinical — Care-seeking
variables and Affect behaviors
demographic g Beliefs 2 >

factors Norms

Habits
External
condition

Figure 3: Theory ofHealth-seekingdehaviouf®®
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2.7.2 Health belief model (HBM)

The HBM was initially developed in the 1950s to explain peoplelespread failure to
participate inprogramms to prevent and detect diseases. However, the model gradually
evolved and is widely applied in several disciplines, including public hé&ifhe
model has provided a valuable framework for investigating healdtedbehavious and
identifying health beliefs. Thus, the model ¢etp explainndividual HSB. Based on this
model, the action is guided by five factors, namely:

1 Perceived severity aliness health problemor beliefs about the illness's impact
and consequencéthreat perception)

1 Individual degree of concern related to health matters or health motivation.

1 Beliefs related to consequences of health practices and perceived behefits o
preventative or therapeutic health practieesl perceived barriers.

1 Cues to actionvhich embrace different external and internal facsush aghe
intensityof disease and symptonegvice from peer groups or significant others
mass media campaignar social networks (health staffiiends, and family).
Lastly, health motivation and beliefs are conditioned by the psychological
characteristics of individuals (personality and peer group pressure) and by socio
demographic variables @ds, age, gendeand religion). See the health belief

model diagram below.

Perceived susceptibility

Perceived severity \

Health motivation » ACTION

_ Perceived benefits
Psychological

characteristic ]
L/ Cues to action

Demographic ™
variables

Perceived barriers

Figure 4: The health belief model (Sheeran & Abraham, 1995)
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2.7.3G o o Patsway model

The pathway model stresses the importan€eunderstanding the rolplayed by
fisignificant others in the decisiormaking processelated to healtiseeking®V. The
model describes the path typically followed by people in their care serwhbedh can
either be traditionahealers biomedicalfacilities or home treatmentas presentedh
Figure 5. Contrary to the health belief model, the pathway model emphasizes the
importance of "significant others" in the decisioaking process in health care. The
social context under which the individual esptesplays a significant role inhealth
seeking Furthermore, the model acknowledghs dynamics of decisiemaking and
illness and looks abealthseekingas a dynamic process. Over tintlee perception of

disease and social networks may change.

Traditional practitioner

Self-treatment:
Home remedies; shop
medicines; chemist; market
herbalism: clandestine
sources of injections,
antibiotics, efc.

Perception “Significant Therapy
of illness [P others”  choice

(—NF-_

Biomedical practitioners:
Government,
Private

Figure5: Goodo6s @®odel 1987
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274Kr oeger 0s model

Numerous theoretical frameworks related to HSB have been presented in the literature.
However, the conceptual framework of Kroeger for asseswmadihseekingbehaviour
incorporates most aspects underlying the charactelistthseekingbehaviourof a
community, particularly in developing counsi€® The model recommends a
framework of interrelated factors affected by perceived morbidlgse factors inctle
predisposing factors such agje, sex, marital status, formal education, occupation, status
in the household, household size, ethnic group, degree of cultural adaptation, assets
(livestock, land, cash, and incomémily interactions and social netwdfkPatients'
perceptionsinclude the etiological model, expected benefits of treatment (biomedical
versus traditional), psychosomatic versus somatic disorders and characteristics of the
disorder (acute or chronic, severe or mindspects of the serviciclude enabling
factors and health service system factors: accessibility, appeal (biomedicaisheal
attitudes towards traditional anal t h eopirsonds), costs, quality, acceptability, and
communication The interaction of theséctors influences the choicef healthcare
resourceseitherthrough the traditional healer or biomedical, tneant withmedicines

from the pharmacy self-treatment,or no treatment(Figure 6). In the current study

Kr oeger 0s adediacoeucingliterature review anevas used in developing

the data collection instrument

Predisposing .
factors Traditional
healer
- Modermn
Choice
Perceived Characteristics of health healer
morbidity and perception EE
of the disorder resource Drug
seller
Characteristics Self treatment
of the service, or
enabling factors no treatment

Figure6: Kroeg e r 6 s mo(fenice)®® 1 9 8 3
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275Mc Ki n Health-seekingBehaviour in Context

McKinlay (1972), in his review of HSB, identifies six approaches that guide decisions
about when, where, and how to seek help or treatmentiaiaks theframework of
research approache&sncerningillness behaviourinto economic, socklemographic,
geographic, micreaociologial, sociecultural, and organizenat®>

(1) Economial: This entails financial barriers such as income, health insurance agger
the cost of health services, aihe availability of freemedicatiors.

(2) Socio-demographic Such as characteristics like gender, age, social class, and
education

(3) Geographic: Involves thgeographical proximity of health services

(4) Micro-sociologial: Such asndividual motivation, perception, and learning

(5) Socio-culturd: Includesnorms beliefs valuesdefinitions of situations, and lifestyles
of different socioeconomic groups

(6) Organizational approachelcorporateaspects ohealthcarerganizations and those

working in them

2.7.6 The external factors needed fothe analysis of HSB forthe development of

strategies.

The McKinlay model seemed to incorporate many of the critical influences on-health
seeking behavioundentified in the literature review compared to other models
McKinlay's theoretical framework's six key factors hawelped explainthe observed
healthseekingand healtkrelatedbehaviourfor various diseases under varying secio
cultural and economic #@gs in developing countries and sBhharan Afric&> Hence

a fuller understanding ofiSB is likely to follow McKinlay's approaches, including
socioeconomic conditions, geographical, satemnographicmicro-sociologica) socio
cultural, and organizational factors witlifferences based on the specific cultural and
societal contexfThese factors will be taken into consideration when analyzing to develop
strategies.

Geographical factors. The geography of a country has been noted to influbeedth
seekingbehaviourin many developing and stfahara African countries For example,
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distance to the healthcare facility, low public transpant] associated costs have been
noted to influencéealthseekingoehaviour (105X106)

Sociodemographic factors. In developing countriesgemographic variables such as
family size, education status, head of the family, age, gender, and marital status influence

healthbehaviour 0

Sociakpsychological factors Personality characteristichave influenced HSB.
Psychological readiness or a favable attitude to seéky help has been found to
facilitate helpseeking. Lack of awareness and basic knowledge about diseases has
contributed to delasjin healthseeking®

Sociccultural factors. Characteristics such as cultural factors influetheecaregiver's
perception of illness severif$? Accordingto McKinlay's model, HSB islsoinfluenced

by severhsocio-cultural factors

The organization of the health system factorsBesides looking at factors oulsi the
biomedicalhealthcare systemmat mayprever patients from attending health facilities
Mc Ki nl ay also lookeddae the health servitactors thatcan attract or deter a
patient from visiting health services.

Based on the lmvementioned factsthis study adopted th&icKinlay framework
approachby including the six proposedpproaches in the developed questaire and

guided indevelopinghe strategies.

2.8 SECTION 6 STRATEGIES TO PROMOTE HEALTH AND ENHANCE
PROPER HEALTH -SEEKING BEHAVIOUR

Healthseeking behavious defined asfian ation carried out by individualsho perceive
themselves to have a health problem or tdIp#oifind a suitable curé ®®World Health
Organzation has developed vats health promotion programs aimed to poterthe
health of children underfive years and enhance appropriate healtseeking
behaviourg®7X198X78) Fyrthermore, the Namibian MoHSfaisdevelopedzariouspolicies,

strategies and programs to imprdwealthseeking behaviour and promote tineath of
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children under five yeaf$X1%) However worldwide, including Namibia, health
promotion programsvere based on theea that proding, knowledge about the causes

of ill healthand choices available, will eventlyachangendividual behaviourHowever,
aacording to Mackiaft*?there is a growing recognition in both developing dedeloped
countrieghat providing education and knowledge at the individual leviekisfficientto
promote abehaviour changeAttempts are novbeing madeo incorporate knowledge
about healtkrseeking behaviour into health service delivery strategies in a way sensitive
to the community's local dynami€&’ Therefore understanding heakbeeking behaviour

in a community is necessaty developappropriate healtpolicies, health systesrand
educational strategies to improve heaéeking behaviourFurthermore, acarefully

developed strategy ensaiitableapproaches for the circumstargt!!?

29 SUMMARY

This chapter presents an overview of the literature related to the key concepts and issues
this thesis cover It is divided into fivemajor sectionsSection onelooks at the
epidemiology and factors associated witldiarrhoe& disease clinical types and
complications, causes of and management, clinical cardidothoeain Namibia, and
diarrhoeaepidemiology related tthe nutritional statusf children under fiveThe second
section describes théterature review of essential concepts regardpayents or
caregivers' perceptions dfiarrhoeh causes and managemenHSB is influenced by
peoples’ perceptions about the disease within the context of traditional and cultural beliefs
and attitudesPeopl edbs percepti ons ddssdfication of liressdi s e a
are noted to determine the course of actegardinghealthseekingand when and from

where it should be soughPatients are often reported to select alternatwalthcare
servicesthrough traditional practitioners over public facilities for numerous reasons but
more explicitly due to their cultural beliefs about the nature of their serfie third

section describes tligerature reviewon parentsor caregivers' knowledge, attiles, and
practicesaboutdiarrhoeaPositiveexperiencen prevention, management, adidrrhoed

danger signs is necessary tharrhoeaprevention, home management and appropriate
treatmentseeking, and early referral of very sick childr8ection fourdescribes studies

related to factors associated wHSB. The focus here was to identify and evaluate the
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various studies oRISB more precisely, especialigr diarrhoeal diseasemongchildren
under five particularly fromdeveloping countre Section fivepresentgeflectionson
reviewed HSB modelsSyntheses of how these models interact in explaininhd¢héh
seekingrelated to various diseasaie made.
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CHAPTER 3

RESEARCH DESIGN AND METHODOLOGY

3.1 INTRODUCTION

This chapter explains the research design and methods used to guide the development of
strategies forhealthcare providerso enhance appropriateealthseekingbehaviour

among parentsand caregivers of childremnder five with acute diarrhoeain the
Ohangwena Region. The researcher used a structured framework consisting of three
phase: the empirical phase, the conceptualization phasettanstrategy development

and verification phase The methods used in each phase are discussed in detaithender
research design. Furthermore, the study population, sampling technique, research
instrumentandprocedures used for data collection are discussed.

3.2 THE RESEARCH DESIGN

The research desigefers to the planr concept within which the research anducted,

a blueprint for data collectionneasurement, and data analysig'%® The study
employed a mixed research design which includesth quantitative and qualitative
designs. Both types of data are needed to develop a complete understanding of the
phenomenon.Combining quantitative and qualitative methodsvolves combining
statistics trends and stories about the phenomenonobtain the best research
outcomes'*Furthermore, his study useéa prototype of the major design (mixedth
design) a convergent parallel desigiccording to Morsg cited by Gesswell and
Clark®? the purpose of the convergent designoi®btain different but complementary
data on the same topic. The researctsmduthis design to triangulate the methbgls
compaing and contrasting quantitative statistical results with qualitative findings for
corroboration and validation purges® The procedure for implementation of this design
included four major steps. First, the researchdlempedbothqualitative andjuantitative

in paralle| secondlythe researchemnalyzedhe two data setseparatelyand independd

from each othemerged theesults of the two data sedsd therfinally, the researcher

interpretedto what extent andn what ways the two sets o#sults, convergealiverge
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from each othe andrelate to each othefFindly, the two data sets wecembinel to have
a better understanding respetot h e sovenal purpasef-urthermore subobjective
la, 1c and 1d usedmmunitybased crossectional, nofinterventional andiescriptive
design Furthermore, for suobjective 1b and lexploratory descriptivedesign was use.

(SeeFigure?).

Qualtative. Quantitative.
Data collection Data collection
Qualitative Quantitative.
Data analysis Data analysis

Merging the results )

Interpretation
Figure 7: Convergent parallel design

Additionally, the study comprised of fophases, thdesgnfor each phasks as follows:

The findings delivered frorthe mixed-method will be used to develop stgies forthe
Ministry of Health and Social Séces (MoHSS)to be implementedby health
professionals antiealth extension workerso facilitate the promotion of appropriate
HSB. Mc Ki nl ay 6 s moridnéet theony,and &ld W e @ s CAligngda s s
Performance Systemuided thedevelopmenbf strategies for health professionals and

health extension workers.
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3.2.1 Theoretical framework

The theoreticalframework aims to make resehrdindings more meaningfubnd

consonant withthe theoretical constructs in the research field aodensure
generalizability** This section presents ttibeoretical framework employed in the

current research Mc Ki nl| ay 0 s -oneotetl gleqry, gndHoawed G sc eComp as s
Aligned Performance Syste

Mc Ki nl ay qi972nReskarchersn public health, raditionally, are requiredo
describe thaheoretical framework for their research, the methods used to collect and
interpret data, and the process for analyzing research ré&ulis Chapter2, various
modek that influence healthseeking behaviour have been described. Moreover,
Mc Ki n Ithegrebical framework takes a broad approach that shares assumptions
developed through other models relatedHSB embracingmulti-disciplinary research
approacheslnevitably, for the current researcMcKinlay 6 s t heor et i c al fr
provided an owveall foundation from the literature review to formulatingesearch
objectives and questionsThe framework allowed the researcher to develop
methodological approachés comprehensively exploractors influencingoarents or
caregivershealthseekingwith children suffering frontdiarrhoea disease McKinlay 6 s
theoretical framework highlights six effective approacloasiderstanding HSB, such as
economi¢ socio-demographic geographic, mero-sociologi@l, scio-cultural and
organizational factors.

Kroeger's framework of HSB: Several theoretical frameworks related to HSB have been
presented in the literature. However, the conceptual framework of Kroeger for assessing
HSB integrates most aspects underlying the characteristic HSB of a community,
particularly in developing countr&!® This framework uses mixed methodology to
study individuabehavious and the socigdhenomenon dfiealthseekingoehaviour The
current study adoptelroeger's framework of HSB usingixed method to develop
methodological approaches facilitating an overall exploration of factors influencing

parentsor caregiverdiealthseeking

Practice theory of Dickoff, James, and Wiedenbach (1968This practice theorywas
adhered to sinc& proposes variables that were helpful in conceptualization for the
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development of strategiePractice theory suggests a survey list that includes variables
suchas the context, the agent, the recipient proceddyesmics, and terminy®

3.2.2 Mixed method approach

As indicated above, this study adopsedixed-methods research approach. According to
Creswelland Clark®Y a mixedmethods design includes both qualitative and qualitative
design, which implieshatdata are integrated, related, or mixed at the same stage of the
research processThe researcher based the inquirytbae assumption that combining
guantitative and qualitative data yields a complete anabsdthe twocomplement each
other.According to Schmidt, 20Q%ited in Driscoll et a] 8 a mixedmethod design
helps the researcher obtain rich information about the phenomierfaggure § the steps
followed in conducting a mixethethod studyare indicatedHence this research study
observedhe seven stepshownin figure 8, from the planning stage to the data analysis

stage

The findings delivered frorthe mixedmethod were used ttevelopstrategiegor health
professionals anchealth extension workers to promote approprib&althseeking
behavious.
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Step 4
Develop quantitative and
gualitative research questions

Identify the Data /I53r|0r|ty Step Collect quantitative and
Collection strategy anc qualitative research
< Sequence
type ofdesign. * L guestions
Visualization
Step 3

Step 2 Step

Identify a Rationale for & Analyze data separately o

mixed methods study

6 concurrently
Step 7 write the report as a one «
two-phase study
Step 1

Determine ifa mixed-methods
study isfeasible

Figure 8: Steps in the process of conducting a miregthods study (Adaptédm Cannon, 2004)

The study degin carried out for phase one situational analisdescribed below

In Phasel, the researcharsed aqualitative desigmo determine and descriparens'and
caregivers'perceptions egarding HSB,explore factorsassociatedwith HSB and
determine the community perspective towards the causes in children under five of various
diseases prevalent in the study ar€he quantitative method/as used to determine
factors associated with healtleeking behaviourshe KAPamong parents and caregivers
regarding acute diarrhoea, athé phenomena related to headdeking behaviour, socio
economic, demographic, and reasons for seeking different treatment options. According
to Schmidt, 2005, cited in Driscoll et@&® a mixedmethod design helped the researcher

to obtain rich information about the phenomenon.
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3.2.2.1Qualitative design Qualitative desigrinvolves collecting and analyzing non
numerical data to gather-glepth insight into a problem @enerate new igs®") A
qualitative method is particularly relevant where informatigoréequisite directljrom
those experiencing the phenomenorder investigation, where resources and time are
limited, or perhaps as part of a mixegtthods approach In the current studya
qualitative approach was used to explore and determem@nts' or caregivers'
perspective®n the causes of diarrhaeprevalent in the study arelm addition to the
guantitative approach, the qualitative approach has helped the researcher gain more insight
and understanding by exploring and determiniagtors associated with theealth
seeking behaviours of caregivdigng in the Ohangwena regiothrough FGD, field
notes, and interviews to collect detailed views from participants.

3.2.2.2 Quantitative design: A quantitative method gathers empirical evidence
Therefore, itis a formal, objective, systematic process for obtaining quantifiable
information about a study's variablesing formal instruments to collect needed
information®'”) During this convergent mixeahethod study; the researcher disae
quantitative approado determine and describe epidemiology and factors associated with
diarrhoeaamong children undefive and to determine the knowledgettitudes, and
practicesamong parens or caregivers regarding acutiiarrhoeaand determine and
explore factors associated witAlSB of caregiversA surveywas conductedvhereby
guestionnaires were used as guantitative data collection instrurngetseralize results

for a population Furthermore, the researcher used techniguaditionally used with
quantitdive.

Hence,the researcher used descriptive crossectional nofinterventional approach
focusing onthe determinants of HSB by parematsd caregivers of children under five in

the Ohangwena Region. A single craggtional design was chosen because the study was
conducted at one point in time in a single round of data collection to examine what

currently exiss 1

Descriptive research designDescriptive designs focus on how and why questions and
present a picture of the specific details of a situation, social setting, or relati8f8hip

The method is utilized to gain more information about particular characteristics within a
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specific field of study. The current study alsodescriptive since it was conducted to
determine and describe epidemiology and factors contributidgtdoegrevalence.

Cross-sectional design:With a aosssectional design, data is collected at one pwint
time.!*Therefore, this design was chosmtause the study was conducted in the present
time, andall data were collected during a specific periblénce findings and outcomes

can be analyzed to create new theories/studiesaepth research

3.2.3Research methods and techniques

This study was conducted in three phasaspirical, conceptualization, and strategy

development

3.2.3.1 Phase 1: The empirical phase [Situational analysis]
In conducting situational analysis, the following four -®idjectives vereused:
Objective 1 Conducting situational analysis
a: To determine and describe epidemiology and factors associatediavithoea
among children unddive in the Ohangwena region
b: To explore andlescribe paresbor caregivergperspective on the causes of
diarrhoegprevalenin the study area
c: To determine the knowledge,iitle, and practices amopgrentsor caregivers
regarding acutdiarrhoean the Ohangwena region
d: To determine and explore factors associated with HSB of caregivers living in
Engela District in the Ohangwena region

Sub-objective 1a). To determine and describe epidemiology and factors associated with
diarrhoea among children unddive. A communitybasd crosssectional, non
interventional study was carried out, and descriptive statistics were used to determine

factors related to HSB.

Sub-objective 1b). To explore and determinparents or caregivers' perspectives
diarrhoeacauses in the studyeaprevalent in the study are@he qualitative research

designwasdeemedsuitablefor exploling and descrilng community perspectives related
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to cause®f diarrhoehdisease among childremderfive to gain insight into their views
which might consequentlyelp improve HSB.

Sub-objective 1c). Focusedon determiningthe KAP of parens or caregivers a
guantitative descriptive research design was carried tmutmeasure thecaregivers'
responsesobjectively on their knowledge, attitudes, and practices regarding acute
diarrhoeao promote appropriate HSB.

Sub-objective 1d). Determineand explordactorsassociatd with HSB. Theyualitative

and quantitativenethods were used to help the researcharderstand th@henomena

under study and quantitatively analyze factors that influence HSB

3.2.3.2 Population
The research populatiowas the total set of individuals or objectsith common

characteristic§'” The population for each objectii@indicatedbelow.

Sub-objective 1a). To determine and describe epidemiology and factors associated

with diarrhoea among children underfive.

The population in this studwas 7828children under fivedrom 530 households (HH)
whoseparens/caregivers consented to participate in the research and who are residing in

the study area fawvne year.

Inclusion criteria: The study included householftem the Engela districthat belonged

to the five randomlysdected constituencies, parents and caregivers who were residents in
thestudyarea for one year moreand lousehold with at least one child unddéive years

were eligible for the studylherefore, the studgopulation consisted of a sample of all

families with children aged-%9 months who were randomly selatte

Exclusion criteria: Household from the Ohangwena region that does not belotig to

Engela district and those that does not belong to the five randomly selected constituencies,

Furthermore households with nahildren under fivechildrenless tharonemonthold,
participants whiadlived in the area for less than one year, and cdrlathose caregiver

was not avdable at the time of interviews or was under 18 years old.
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Sub-objective 1b). Explore and describeparents’ or caregivers' perspective on the
causes ofdiarrhoea in the study area prevalent inthe Engela District in the

Ohangwena region

The target population wamrens and caregivers whoshildrenwereadmitted at Engela
District Hospital suffering fromdiarrhoeaor malnutrition, or those treated at health
centres and clinics under study as wel those who went to a traditional healer for
treatment, the HEWSs, traditional healers and sid$te population size was determined

by data saturatiarData saturation occted when participants reached a stageemeby

their experiences became redundant, such that no new informatilshbe gathered by
further data collectiof'®

Inclusion criteria were all parentsand caregiverspriess, and traditionahealerswho

were residents of the randomly selected constituefmie®t less than one year anwtio

were 18 years oldnd aboe, and whoconsented to participat&wanyama or English
speakingparentsor caregiversvhose children under fiverere suffering from diarrhoea
and admitted to the Engela Hospital pediatric ward, and those who brought their children
to health centres and clinics under study and were residenthe Engela district
Furthermore, health workers (nurses, doctors, and HEWs)welne employed by the
Ministry of Health and Social Services (MoHSS) working in health facilities in the Engela

District for not less than one year participated in thdystu

The exclusion criteria were health professionals who worked for the MoHSS for less
than a year and people from other professions wdye not health workers. Priests and
traditional healers whavere not from villages under study apdrentsand caregivers
whose baby is seriously ill, and those who are-remidens in the area under study.
Participants who were under 18 were also excluded. Children who had stayed in the home
for less than two weeks amebuld leave withirfour days were alsexcluded.

Sub-objective 1c). Determine parents' or caregivers' knowledge, attitude, and

practices regarding acutediarrhoea in Engela District in the Ohangwena region

The poplation in this study was parendr caregivers frorB30HH with children under

theageof five years
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Inclusion criteria: The study included households frone Engela districthat belonged

to the five randomly selected constituencies, parents and caregivers who were residents in
the study area for one year or more aoddehold with at least one child unddéive years

were eligible for the studyTherefore, the studyopulation consisteaf parentsor

caregivers fronall families with children aged-59 months who were randomly selatte

Exclusion criteria: Household from the Ohangwena region that does not belotig to
Engela district and those that do not belong to the five randomly selected constituencies
furthermore ,households with nehildren under fivechildrenless tharone month old,
participantswho hadlived in the area for less than one year, hadseholds were the

parentor caregivemwas not avdable at the time of interviews or was under 18 years old.

Sub-objective 1d). Determine and explae factors associated with HSBf caregivers

living in the Ohangwena region

The target population was health professiontil® [doctors, 62 nurses, and 81 HEWSs
workingin health centers and clinicstine Engela district)parentsand caregivergvhose
childrenwereadmittedto the EngelaDistrict Hospitalwith diarrhoeaand those thatere
treatedat healthcentres and clinics undestudy). Furthermore, the population comprised
of traditional healers angriestsfrom villages undemvestigation(thepopulation size for
parents or caregivers, traditional healers armtiests was determined by data
saturationf*'® andparentsor caregivers fron530 HHwith 7828children under five

For the qualitative aspect of the study inclusion criteria were al parentsand
caregiverspriests,and traditionahealerswho were residents of the randomly selected
constituenciegor not less than one year amtho were 18 years oldndabove, andvho
consented to participat&kwanyama or Englishspeakingparentsor caregiversvhose
children undeffive were sufferingfrom diarrhoea and admitte¢d the EngelaHospital
pediatric ward, and those who brought their children to health centres and clinics under
study and were residents the Engela district.Furthermore, health workers (nurses,
doctors, and HEWs) whevereemployed by the Ministry of Health and Social Services
(MoHSS) working in health facilities in the Engela District for not less than one year

participated in the study.
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The exclusioncriteria were health professionals who worked for the MoHSS for less
than a year and people from other professions wdye not health workers. Priests and
traditional healers whavere not from villages under study ammarentsand caregivers
whose baby is seriously ill, and those who are-resmidens in the area under
investigation Participants whavere under 18 were also excluded. Children who had
stayed in the home for less than two weeks and who would leave witlays4ere also

excluded.

For the quantitative aspect of the study nclusion criteria: The study included
households fromthe Engela distrit that belongedto the five randomly selected
constituencies, parents and caregivers who were residents in the study ama year

or more and busehold with at least one child undéive years were eligible for the study.
Exclusion criteria included tousehold from the Ohangwena region that does not belong

to the Engela district and those that does not belong to theréimeomly selected
constituencies, parents who were residents in the study area for less than a year and

household with no unddive were excluded.

3.2.33 Study samples and sampling techniques for quantitastuedy

The multistage cluster sampling metheds usedandconstituenciesvere considereds
clusters. The sampling was conducted as folldive: constituencies out afevenwere
randomly selected in the first stagénhen, a simple random sample was carried out by
listing all seven constituenciesdaassigning each constituency with a number between
one andseven(1-7). Furthermore, the assigned numbeverewritten on a pece of papr

that was folded and put in a bquwhereafterthe researcher randomly pickachumber
from the bowl that formed part of the stuttythe second stage, thidlages were selected
also usingthe simple randm methodby assigning random numbers generdteth a
scientific calculatorln the third stagethe households were selectadinga systematic
sampling method bghoosng an arbitrarystarting point using random numbers generated
from a scientific calculator and then selecting evely Mousehold in all five

constituencies
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Regarding theleterminatiorof the sample size dfomes which wereetected from each
constituencythe researchemonsiderea stratified proportionate sampling methidzhsed

on the relative frequencies or percentages of households in each constiflieacy
researchers purposely included ofdynilies with children under fiveA household with

at least one childnderfive was eligible for the studyVhere ahomehadmore than one
child under five, simple random sampling wasonductedby assigning each chi a
number the assigned numbers were written oneggof papr that was folded and put in

a bowt after that the researcher randomly picked a number from the bowl that formed
part of the studyHence, the minimum sample size was 422 HH; howelegrthe
representativeess of the sample and the r@sponseH30 HHwere surveyed

3.2.4The sample framefor households

Conversion of children found for sample s¥Z&

Number ofHH= 5 -NHH=

— = 7828HH

8z 8 2
Number ofHH= sample size in terms of households, N children = sample size in terms of
children

HH size= averagé&ousehold size, % of under 5= proportion of under 5years children
within the undeffive age category, 0.9 = fraction of8® months children within the
underfive age category.

The sample size was determined based on the Cochran formula usethepepuktion

sizewas infinite. n=0t * — @) n= o Y@ @G 384HH n=sample size, z=

8 *8z8
8
desired confidence level 95%, p=expected prevalence;mtedpected noiPrevalence)
e=relative desired precisioNon-respondentate of 10% = 38+384= 422HHHence, the

minimum sample size was 422 HHowever,530 HHwere surveyed

The researchavas assisted in the data collection and field iayKIEWSs anahird-year
studentnursesfrom the University of NamibigUNAM). Underthe researcher's close
supervisionthe students toopart in the data collection process for learning experiences

and practical exposure to research activities.

Furthermorethe researcher, student nurses, #r@lHEWs assigned to theen health

facilities falling under the selected constituena@estacted¢he households witbhildren
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under fivewith the village headman's assistance. The snowball method (chain referral)

was used by asking for further references ftbehomes visited*?%

3.2.36 Study samples and sampling techniques dayualitative study

Out of five randomly selected constituencies, ten health facilities were selected from the
studyareausingpurposive samplingrhree out of five doctors were conveniently selected
for health workers' interviewsince they were the only ones available on the day the
interviews were scheduled. Furthermore, one nursepwgsosivédy selectedrom each

of the ten health facilities randomly selected from the study dreaddition, he
researcherdentified four priests and five traditional healersth the village headman's
assistance, and then snowbsdimpling(chain referral) was used by asking for further
referencedrifty-severHEWSs allocated téive constituenciesvereall includedusing total
population samplingince they are not in significant numbers. FurthermoreaBéntsor
caregivers who attended the health facilities under studysedzetedisinga systenatic
sampling methotby choosng a random starting point andethselectig every2™ parert

to participate

Tablel: Sampled constituencies and Hedlibntres in the District

Constituency Healthcare facility Participants Number
1. Ongenga Omungwelume dinic Doctors 3
Ongenga @nic Nurses 10
2. Oshikango Edundja Clinic HEWSs 57
Odibo HealthCentre Priests 4
3. Endola Endola Clinic Traditional 5
healers

Ongha HealtiCentre Parents or 30
caregivers
4. Engela Engela Hospital
Omududu Clinic

5. Ondobe Ondobe @nic
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Hamukoto w&apa

Clinic

3.3 DATA COLLECTION INSTRUMENT USED IN PHASE 1

For the qualitative study design (sukpbjectives 2 and 4), the researcher conducted in
depth faceo-face interviewswith the key informantgthree doctorsten nurses, five
traditional healers and four priest&)ccording to Polit and BeéK? key informant is a
person who is knowledgeableaaib the phenomenon of research interest and willing to
share information and insightsth the researcher. In the current stutig key informant
interviews were included since they were regarded as hanughinformationrelated to
the topic under studwynd aremost likely to yield informatiosrich data about the
problems Furthermore six focus group tcussions with 30 parents or caregivers and
with 57 HWESwere conducted A Focus group was comed since the researcher
wankedto gather information from a larger grquprthermore, the researcher wanted to
determine how help waughtby theparentwhos child was admitted or brought to the
hospital.In-depth interviews and focus group discussionshatpful tools for learning
about people's thoutd) feelings, and experiences. All participantsre expected to
respond to thedllowing questionfollowed by probing questions fi Te | | me your
experiences concerning the HSBpErentsor caregives whose children are suffering
from diarrhoea (annexureG). Furthermore,all parentécaregivers were asked eth
following questionfollowed by probing question¥Vhat are your perceptiors factors
contributing to diarrhoea in your area of living/villagé®ee annexure H)When
discussing their childl Blness, the caregiversereasked what they did first before taking
the child tahehospital/clinic The researcher udavoice reorderto record the interview
throughout the interviewwith the consent of the participar{fisl8) In addition,a pilot
study was conducted at the Intexiiate Hospital Oshakati thatefped the researcher
define the primary research quesson

For subobjectives 1 and 2, a structured questionn@ee annexure EEomprising four
sectionsnamely:

Section A Socciedenographic characteristics phrentécaregivers
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Section B Household characteriss,

Section CAspects related to diarrhoea and health seeking and

Section D Aspectsrelated tgparentsknowledge attitudes and practice.

Most aspects forsection B(house hold characteristica)ere adopted from the NDHS
2013 furthermae, the questinnaire wasdevelopedased on the literature rewied and
wasmodified and amended for cultural specificity to suit the current stddBeforedata
collectiona pilot study was done on 19 households (5% ofsdum@ple)oefore the actual
data collection for testing and wasodified accordinglyData collectors were trained
separately for three days (student nufseshreedays and HEW#®or 3 days) before data
collection, and the main researcher carried out naotis supervision.

After pilot testinga linguistic person translated the questionnaire from English to the local
languageand then translatei back to English after data collection. The HEWs and
student nurses were trainedparately fotwo daysbefore data collection to assist with
data collection. The researcher, student nurses, and HEWs read the questions to the
respondentsfilled in the respondent's answers exactly as they were,gaehleft with

the questionnaire when the interviewss ove.*?®) The data collection was supervised by

the researcher, who checked floe completeness of the collected

3.4 DATA COLLECTION PROCEDURE USED IN PHASE 1

Data collection commenced as soon as permission to conduct thevsisghanted from
the Ministry of Health and Social Services, University of Namibia Ethical Committee,

Regional Director, and the Governor of Ohangwena Region.

For sub-objectives 2 and 4, the researcher collected datith unstructured individual
faceto-faceinterviewsand semistructured focus group interviewsee interview guide

annexure GH and ), lasting 3645min until saturation is reachefhta saturation is
reachedvhen participants reachstage whereby no new information can be gathered by
further data collectioft'® The interviews were conducted in the local language and
English for those whavere not conversant in the local language. Participants who
responded in the local language, their responses were translated into English by a
translator. Probing questions were asked dependitigggna r t i ci pant 6s r esp

the researcheroaild get a pece of indepth informationin addition nine focus groups
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comprising offive toll participants per group were conducted with KHEYmM the
Engela District Furthermore, six focus group discussionBwa parentor caregivers per

groupwere conducted

The researcher made use of a voice recoafr consent was obtained from the
participantdo record the interviews to ensure accurate transcriptions. The date, venue and
time of the interview \wrearranged based on the participants' carerce.In addtion,

the researcher took field notés observewhat was transpiring on the groundnd

nonverbal communicatigavhich is important but cannot be tapecorded.

For sub-objectives 1, 3, and 4 The questionnaireomprising offour sections covering

all threeobjectives The objectivesveredevelopedased oraliterature reviewhowever

the section cataining the household characteristics veatopted from th&dDHS?® and

other relevant literature related to this study. The questionnaire consi$bed séctions.
Section: A sociademographic characteristicdtildren under fiveandparentécaregivers,
section: B comprigof household characteristicgction: C corprised of aspects related

to diarrhoeaandmalnutrition, and section: D comprised of aspects related to knowledge
attititude and practiceS’he questionnaire was then translated into Oshiwambo by the
linguistic person and then translated back to Engligdr afata collection. The research
team comprisgthe principal researchestudent nurses, and HEWs. Both student nurses
and HEWs were trained to assist in data collection before the actual research process.
The selfreport method was used to gather information whereby the researcher, student
nurses, and HEWSs carried out data collection by moving from household to household
with an undefrfive child. Respondents who were the primary caregivers, who know the
child better, be it mothefather,or caregiver (male or female), were requested to provide
answers basedn the questionnaire's questions. The research team also clarified where
necessary and féld in the respondents' answers precisely as they ghgesearch team
members then left with the questionnaire once the respondent answered all the
questions'?® In addition the datacollection process tooklace from January to March

2019 in Engela District, Ohangwena Region, Namibia

The questionnaires were divided into sectiofd Athe sections were divided as follow:

Section A: Sociedemographic characteristics mdrentor caregivers.
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Section B: Household checteristics
Section C: Aspects relateddaarrhoeal disease
Section D Knowledgeattitude and practice

3.4.1 Reliability and Validity

For quantitative data, reliability and validity were ensured through the use of-a well
designed questionnaire. The same instrument was used throughout thersabtiggthe
production of the same data. Completed questionnaires were checked daily,0oesd err
were corrected. Ajuestionnaire préestwas conducted to check on the questionnaire’s
accuracy so that the answers obtaiwetk true and accurat€® Furthermoreto testthe
instrument'validity and reliability, a pilotestwas done prior to data collection on 5% of

the sample in the constituency that was not part of the study. The assessment of the data
collection tool's reliability and validity found a Cronbach's Alpha of 0.810; this shows that
the data collection items mma&red the same condéf?® Furthermore, reliability was
ensured by mmolving the statistician to review the questiomaafor accuracy and
consisency;based on the statisticiginputs the questionriae was refinedln addition,

validity is consideredte mai n cri teri on us qualtyt?dntdsyv al u a't
study, four types of validity approachesamely: costrud validity, external validity,

content valiity, andface /theoretical validitywere used to ensure the quality of scores
from theinstrument and the qualityf the conclusionthat can be drawn from the results.
Construct validity: looked at the ejree to whichinferences can leégmately be made

from thetheoretical constructs on whichthe studs oper ati ondlld zati o
achiee construct validitythe reseather has ensured that the indicators and measures are
carefully developed based on the exiskngwledge. Futhemore the questionscluded

all the relevant indicators of diarrhogaevalence, knowtige, attitude, practice and
healthseeking behadour. In additon, the questinnare was reviewed by senior experts
andthe statistiian and the supervisoensureda link between the set questions and the
objectives External validity: looked to the degree to which inferences caititegtely

be made from the study context to other people, placemerTo ensure constotiand
externalvalidity, the researcheemployeda multistage proportionate samplimgethod to

ensure that the sample was representative of the target populdtepilottesting was
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conducted before the main study was conducted in the Oshana rdgwaver, the
respamses were only from the Ohangwena regitrerefore the findings cannot be
generalized tdhe other area Content validity aimed to warrant that the instrument
represents the factors under stuitigreforein the current studythe researcher included
a variety of questions in the questionnalrence the questions used coveredstiey's
objectives.Furthermore contentvalidity was enswed by conducting literature reiew,
and supervisors checked the content of the questice The researcher usele self
report method for data collectipmvhich ensuredthe information providedwas not
tampered with The study supervisors and a statistitician establishethtieevalidity of
the instrumenby ensuring that there is a linkage between the objectiveharmdverage
of the questions ithe nstrument.

The data collection process was followed daily by the researcher. Furthermore, the

researchechecked for completeness.

3.42 Measures to ensure trustworthiness

For qualitative data, the researcher adopted strategies suggested by Lincoln and Guba, as
cited by Tucket!?® to establish the data's trustworthiness. €titeria are credibility,
conformability, transferability, and dependabilitgredibility in qualitative research
implies that the findings and interpretations obtained from the data are credible and
represent the u b s erigihabviews.The current study established credibilibyough
prolonged engagement, persistent observation, and peériefing. Prolonged
engagement and ongoing observation were applied by spending sufficient time (two
months) in data collection to understand the phenomena under study. Peer debriefing was
applied by seeking feedback from those regarded as expertge stuty's subject and
methodology. Triangulation wadso usedo ensure credibility, whereby the researcher
triangulated information from tdepth interviews with key informants with information

from focus group discussiemvith the parentsand caretakersThe researcher adhered to

strict selection criteriaand only eligible participants were interviewed to ensure

credibility.

Conformability was applied through an external audit. The researchealé&ald notes,

taperecorded summaries, coded datemes found, and interpretations made by the
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researcher to expergeople with lots of expegice in qualitative research methodology)
for review. Transferability was demonstrated by providing a detailed description of the
sample the context in which thiaterviews were conducted, atige inclusion criteria
using purposive sampling and triangulation véliable others to decide whether the
findings ould be transferred to other situatiol¥pendability wasensured by adhierg

to the research design adiata collection methoi provide the same results with repeated

usewith the participant§24

Furthermore pre-interviews with selected key participants were conducted to help the
researcher focus on areas thagmhave been unclear befaestingthe study questions.

This granted the researcher an opportunity to uncover some insight into the study's shape
that was not apparepteviously.This study conducted interviewgth two nurses and

one doctor working at th@ediatric ward and Pediatric Outpat®m@tt Intermediate
Hospital Oshakati (IHQ}wo priests and two traditional healers from Oshakati town, two
parentsand caregivers of children admitted to the pediatric ward at IHO.

Furthermore, the researcher carreed one focus group discussion with 6 HEWs. Such a
smallscale study was conducted to test the interviawdey collect data, and rectify the

identified problems.

3.5 DATA ANALYSIS

For the qualitative design inPhase 1(Sub-objectives 1b and 1d, collected data @re
transcribed verbatimincluding pauses and uncertaintigs the local language, and
translated to English by the researcher with a a n s hsaidtanae Gosensure that
information was not lost before starting data analysis. Tranggriptcludedfield notes
and observationfata analysis started as soon agéiecerded intervievs were transcribed
andtranslatedFor data analysis, the researcher adopted qualitative techniques which are
being used to analyse words such as; findirggging, codingdisplaying, reducing and
interpreting, as recommended by Botma ef'&4} Moreover, the data was codemdes
were assigned with labels and grouped into theraes,interrelated themesvere
organized intsubthemesand coded by the researchiearthermore, e researcher used
Atlas ti software version 8.4.25t0 undertak@well-organized, systematic, effeativand

efficient data analysi€?® The text document for analysis was stored in the qualitative
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software program that enabldteresearcher to block and label text segments with codes
so that they ould be easily retrievedand codeswere organized into a visualhemes,
guotes, and networks were generated. Netwdrgs Manager (NVM) was of paramount
importance since nodes and links were used to retrieve conceptual information. This
process helped the researcher graphically depict and explore relationships between the
connected nodes amal create categories of condsgFurthermore, fosubobjective 1b,

four themes, 12subthenes and 38 codes were identifiefdr subobjectiveld two
themes, seven stthemes and 34 codes were identified.

For Sub-objective 1 Epidemiology and factors associated vdiirrhoeaamongchildren
underfive. Descriptive statistics were used to summarize the data. Data were presented as
frequency distribution tables, consisting of frequencies, percentages, and 95% confidence
intervals. Chi-square ¢?) test was used to test for the statmticelationship between
independent and dependent variables (prevalendewhoeal diseajeThe researcher
applied logistic regressioanalysis to identify significant factors associated with the
prevalence ofliarrhoe&diseasen children uner five ando determine the likelihood of
factors that impactiiarrhoeaprevalence. The model containing all the predictors was
statistically significantc? ( 1 6 , N=530) .061, thisBindicdtes that the
distinguished modekspondents who reportétat thechild suffered frondiarrhoeaand

those who did not report the incidence diirrhoea We usedinternational Business
Machines (IBM) Statistical Package for Social Science (SPSS) software version 25 to
perform this analys. Variables with statistical significance (p<0.05) in the bivariate
analysis were included in the logistic regression to determine factors assoctatéuewi

prevalence ofliarrhoeadisease.

For Sub-objective c: Knowledge attitude and practice, knowledge was quantified as
adequate/inadequate, attitudes as positive/negative, and pastioed moderateor
poor practice.

The knowledge levels were determined using a series Ditgdandralse andl o rkrotv
quesions. The overall score was calculated for all 50 knowledge igusstor each
person. Correct answers sabfepoint,and wronganswer®. The grading for knowledge
was done as follows;-89% was regarded amadequatewhile 260 was consideed

adequat&nowledge.
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Attitudes analysis was quantified as positive/negative. The attitude significant variables
included perceptionsibout causes ofdiarrhoea(6 points), treatment ofliarrhoea(4

points), and prevention afiarrhoea(5 points). Attitudes regardindiarrhoea disease
wereassessed using statements on 5 poit of 15Likert scale: Strongly agregagree

neither agree nor disagreksagreestrongly disagree. Correct answers sddrpointand
wronganswer$). Eachparticipant who scored 70% and above was classified as having a
positive attitude, and those who scored below 70% were classified as having a negative
attitude.

The pactice was quantified as gooohoderate,or poor practice.Good practice was
labdled when respondentscored® 75%, moderate practice when respondents scored 50
74%, and poor practice when they scbde49%. There wre30 yes or najuestions on
practice,and thecompleted questionnaimgascoded oma preparedcoding sheet by the

principal investigator to minimize errors.

Data were checked for completeness before data entry for knowledge, attitude, and
practice International Business Machines (IBM) Statistical Package for Social Science
(SPSS) softwar€ersian 24 was used for data analysis. In this sttitgoutcome variable

was the parents' or caregivers' knowledge, attitudes and pmatmecerningthe
diarrhoehdiseaseDescriptive and inferential statistics were used to summarize the study
results.Descriptivestatistics were used to summarize the data presented as frequency
distribution tables, consisting of frequencies, percentages, and 95% confidence intervals.
The statistical relationship between sed&mographic characteristics and knowledge,
attitudes and practicavasdone by usin@ chi-square ¢?) test. A pvalue equal to or less

than 0.05 was considered statistically significant. Rinewledge, attitudes, and practice
levelswere related to socidemographic characteristics and analyzealatariate level.

Also, binary logistic regression was used to determine factassociationwith

knowledge attitude and practice.

Sub-objective 4 Factors associated with HSBualitative and quantitative data anays
wereconducted. For qualitativéata analysis, Atlas ti softwakéersion 8.425 was used
to undertake welbrganized, systematic, effective, and efficient datalyasis®?®

Themes, quotes, and networks were generated. NetWaeks Manager (NVM) was of
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paramount importance since nodes and links were used to retrieve conceptual information.
The researcher performed direct logistic regression for quantitativéodasaess factors

influencing HSB.

3.6 MERGING OF THE FINDINGS

After analyzing the qualitative and quantitative steaoftlata separately, the researcher
used an interactive strategy of merging by explicitly bringing the two sets of results
together for triangulation purposes by directly comparing and contrastingatjualit
results with quantitative results findingéhe comparisons can be seen in the discussion
sections of mixed methods results in ChaptefFigure 9 below presents the staged
implementingthe mixedmethod approach, including the point where the two databases

were mergedh triangulation
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Stage 1 Design quantitative strand and Design qualitative strand
I State quantitative researc 1 State quantitative
questions and determine tt research questions ar
quantitative approach determine the
Collect the quantitative data guantitative approach
» 1 Obtainpermission Collect the qualitative data
1 Identify the quantitative 9 Obtain permission
sample 9 Identify the qualitative
i Collect closeended dats sample.
with instruments i Obtainendeddata with
protocols
Stage 2 Analyze the quantitative data and Analyze the qualitative data
1 Analyze the quantitative 1 Analyze the qualitative
» data using descriptive data usingprocedures of
statistics and inferentia themes development ar
statistics those specific to the
guantitative approach
Stage 3 Point of interface ===sp Merging two data sets
=)
Stage 4 Interpret merged results

 Summarize and

- results

interpret the separ

9 Discuss to what extent and in whaays
results from the two types of data
Converge, diverge, relate to each other, and
produce a complete understandargl developmen
of strategies

Figure 9: Flow chartfor implementinghe convergent mixed method desigradapted from Creswell and Plano Clark

(2011).
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3.7 PHASE 2:Development of a conceptual framework to develop strategies for

health professionals and extension health workers to improve HSB.

The objective for this phase was to develop a conceptual frarkekindings fronPhase

1 were conceptualized to develaprategies forhealth professionals and HEWSs to
facilitate appropriate HSB.The practice theory according to Dickoff, James
Wiedenbach®® was utilized comprising sixelements, namely: agent (researcher)
recipient pealth professionalextension health workers, priest@ditional healers and
parens and caregivery context(Ohangwena Regiorjynamics(challenges hampering
successful implementation of tpgogramme, proceduresand end product (terminus)
which are strategies for health professismaald clients to facilitate appropriate HSB. The

conceptual framework is describedGhapter6.

3.8 PHASE 3: Developing and verifying strategies for health professionals and

extension health workers to promote appropriateHSB.

This phase's objective was to develop and verify strategies to strengthen the appropriate
healthseekingn the Ohangwena regiofhe descriptiopphase was presented in chapter

6; furthermore, lhe strategy designed during this phase is presenteldapter7, together

with verification of the stratags In the development of strategies for health
professionals and HEWs employedby MoHSS, topromote appropriatéHSB, the

researcher used HparferdaiceCompass Aligned

3.9ETHICAL CONSIDERATION S

When conducting research, the researchast observe research ethics which are the
norm and standardehaviour In response to human righthe researcher has adopted
ethical principles articulated by Belmet repBf and the general principles of the
Helsinki Declaration'?® Therefore, the researcher adheredltdhe ethical principles to
ensure that the study does not contradict the requirements of the MoHSS or any

respondent’s rights. The following principles were adhered to:

70



3.9.1Permission to conduct the study

The researcher sought permission to conduc
(UNAM) Postgraduate Committete Ministry of Heah and Social Services @HSS),
and the Health Directaf the Ohangwena Region

3.9.2Informed consent

Informed consent wasbtained from participantftergiving themaccurate and complete
information regarding the study's purpose, respmiitges, andthe benefits and risks of
the researchEthical considerations weeopted based on the general principlethef
Helsinki Declaratio*?®

The following three ethical principles wecensidered throughout the study:

3.9.3 Beneficence and nemaleficence.

Beneficencenforces the researcher to minimize harm and maximize bemgétssuring

the participantsod right t o tHerightaodpootectidnr om h .
from exploitatio*?* In this study the researchesimedto produceresuls that would

benefit the participants and the entire publice researcher avoided potential harm and
discomfort by using a private room when conducting interviét®Participants were

informed about their right not to answer questiotieey are unomfortable with.
Participants werelso requested to consent to participate in the samdy allow their

interviews to be recorde@urthermore, participants are assured that their participation or
informationthey provided will not beisedagainst them, and the provided data will be

anonymais therefore it will not be linked to tiparticipants
3.9.4 Principle of justice

According to Blit and Beck(2018) principle of justice includes participamtght to fair
treatment and their right to priva€y® In the current studyparticiparts were treated
similarly andwere fairly selected based on the problem under study and thésianol

criteria. Furthermore, participants wepearanteed that tirenformationwould be treated
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with strict confidentiality and not linked tother participants. Data &scaptured on a
personal computer thegquiresa passwordf?4

3.9.5Respect for human dignity

Respect for human dignity requirdsetresearcheto ensurgpar t i ci pant-sdé ri g
determination antheright to full disclose In the current studythe researcher hdslly
described he study, the persondés right to refu:

benefits involved??),

The purpose, objectives, and process of the stutgfully explained to theoarticipants
to make an informed decisidRarticipation was voluntary, and participants weiel they
could withdrawat anytime from the study if they wigd, without any consequenceasor
would permissiorberequired for withdrawl. The research@rovided information in the
languageunderstood by thearticipans, and @rticipants werggiven a chance to ask
questions for clarity before signing the congémt®

3.10 SUMMARY

This chaptempresented the research methodology, which includesesgearch design,
method, and study population. Furthermore, the chapter presented the data collection
procedures, data analysis, and ethical principles. The next chapter will present the study

findings and discussions.
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CHAPTER 4

PRESENTATION OF RESULTS AND DISCUSSION

4.1 INTRODUCTION

This chapter focuses dhe results obtained from the study; results were analyzed and
reported with consideratiasf the research objectiveSimilarly, the chapter describes the
methods used for data analysis of the study findings. Moreover, the development of
strategies to enhance appropriagalthseekingoehavious amongparentécaregivers of
children under five in the Ohangwena region was guided by central concepts and
statements identified during the discussion of the findifige. mixedmethod was used

by employing quantitative and qualitative approaches to data collection with their
underlying philosophy of @stpositivism paradigm and interpretivism, respectively.
crosssectional, nosinterventional study was conducted using a structured questionnaire
administered through fade-face interviews based on the quantitative research approach
Furthermore, thdindings were derived from foupbjectives, namelyDetermine and
describe epdemiological measureand factors associated with diazea among children
underfive of age,Explore and describgarentscaregiversperceptions fated to factors
contributing to diarrhoea among children undéve years of age, determinethe
knowledge, attitudes and practices amongarent§caregiveré regarding diarrhoe&
diseaseamong children unddive; andto determine and explore factors associated with
healthseekingbehavious of caregivers livingn Engela District. For the firsthird and
fourth objectives the researcher useal quantitativemethod to derive findings, and

descriptive adinferential results are presented in tabfegjres, and graphs.

The research approach of the qualitative study involved focus group discussions with the
parentsor caregivers and HEWss well asnterviews with doctors, nurses, priests, and

traditional healers.
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The qualitative results are presented as verbatim guaetsn in italics. Additionally,
quantitative and qualitative data analysis reswte merged using a sidg-side
comparison approach. The quantitative results are reported first, followed by qualitative

findingsthat confirm or refute the statistiaasults.

4.2. DISCUSSION OF QUANTITATIVE RESULTS FROM OBJECTIVE 1 a:
DETERMINE AND DESCRIBE EPIDEMIOLOGY AND FACTORS
ASSOCIATED WITH DIARRHOEA AMONG CHILDREN UNDER FIVE IN
ENGELA DISTRICT IN THE OHANGWENA REGION, NAMIBIA

Diarrhoe# diseases ranked the secomtiostcommon cause of death amocdigildren
under five leading to an estimated 1.87 million deaths gloB&lpiarrhoearemains a
major public health problem in developing countriemdthe majority of deathdue to
diarrhoeabccur in Africa and South Asi&”? In spite of decliningnortality fromdiarrhoea

in underfives in many part of the worldin subSaharan Africa, morbidity fronthe
diarrhoeal diseaseemains high due to inadequate water, poor sanitation/hygiene,
insufficient breastfeeding, and malnutriti8hChildren under five are the most vulnerable
to diarrhoehdisease, especially during the first two years of#ff&arious studiesave
indicated thatthe epidemiologic factorscontributing to diarrhoea occurrencae

complex“8:49)

Nevertheless, dctors such agesidential area, unemployment, household income,
mother/caregiver age, number of people per household, access to information, type of
toilet facilities, access to safe drinking water, child immunization status, nutritional status,
caregiver age, number dafleeping rooms are some tfe reported contributingo
diarrhoeaprevalence® %52 According toastudy conducted in Mbour Senegal by Thiam

et al,® factors such as unemploymentpafrents use of shared toilets and no treatment

of stored drinking water were found toe significantly associate to diarrhoe&
prevalence. Equally, according to a crgsstional study conducted in Eastern Ethiopia,
major risk factors fodiarrhoeawere improper refuse disposal practices, lackadfd
washingfacilities, living in a rural area, presence of two or more siblings in a household,

andbeingunder five years of agé’) Based on a study conducted in Bangladesh on the
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prevalence antiealthseekingbehavious for diarrhoeal diseaseeveral factors such as
child age, agepecific to height, age and occupation of plaeents residential area, and
type of toilet facilities were found to be significantly associated with the prevalence of
diarrhoeapredicted directly by crude OR® It has been reported that several countries
have successfully used mass media, especially radd television, to bring regular
messages on breastfeeding and advocacy for policy support fop@igkamms.® The
possibility of reducing morbidity and mortality related dearrhoearequires weH
informed parents. Vaccingreventable pathogens cause sonases ofdiarrhoea

therefore, childred Bnmunization plays a vital role in preventidgrrhoea®

In Namibia, especially inthe Ohagwena regionthe diarrhoe& diseaseaffecs 19% of
childrenunder five @ According tothe Ohangwena Health Directorai@nual Report

of 2016/2017 more than22,000 childrenunder fivewere diagnosed withdiarrhoea of

which 11507 (52%) weréom Engela Health Districtvhere the current study took place.
Similarly, it is estimated that 62% of the population in the Ohangwena region lives in

the Engela districtMassive populatioincreasen the district resulted in the spread of
informal settlements and a lack of essential services such as water provision, solid waste
removal, and lackfdaoilet facilities. Such living conditions are reported to create a high

risk for waterborn and gastrointestinal diseases, includiiagrhoe&diseases®

Despite the high prevalence of diarrhoea in Naaithiere are limited reports from
populationbased studies. Moreover, data are neededntterstand bettethe factors
associated with the prevalencedidrrhoean this setting. Such data will be valuable for
planning, designing, and implementing interventions and prevention strategies to decrease
morbidity due todiarrhoeaat the community levellhus this study aimedo assesthe

epidemiology ofdiarrhoeaanda s soci at ed factors among chil
4.2.1. Methods

4.2.1.1 Study design and study site

A communitybased crossectional, nosinterventional study was carried out in the
Engela District in Ohangwena RegibatweenJanuary 201@ndMarch 2019 The study
site is approximately 738 kilontes from Windhoek, the capital city of Namibia.
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Ohangwena region is situated in the northern part of the country, sharing borders with the
Cunene province and part of Cuando Cubango province in the southeshAragpla.>?

Out of the eleven constituencies in the Ohangwena, seven (Ongenga, Endola, Ondobe,
Oshikango, Omulondo, Engela, and Ohangwena) falls under Engela Health District,
where the current study took place. Nevertheless, 62.3% of the Ohangwena Region
population esides in the Engela Distti?® The majoriy of the people, 89.9%, live in

rural areas compared to 10.1% living in urban areas. The district's health services delivery
is provided by oneegional hospital, two healtlrcentres, and 18 clinics and outreach

services posts.

The predominant activitiegh the region arekeeping cattle, as well as smatale
agricultural land. However, this region is prone to natural disasters such as drought and

floods, which predisposes the residents to famine and waterborne diseases.

4.2.1.2 Study population and saiimg techniques

The population in this study was all the households 7828akittiren under fivewhose
parentécaregivers consented to participate in the research and who resided in the area for
one year.The mnultistage cluster sampling method was useul &onsidered the
constituencies as clusters. The sampling was conducted as follows: 5 constituencies out
of 7 were randomly selected in the first gdy listing all the seven constituencies and
assigning each constitugnwith a number (47). Furthermore, the assigned numbers were
written on a pece of pagr that was folded and put in a bowhereatfter, the researcher
randomly picked a number from the bowl that formed part of the stodpe second

stage, thevillages were selected also usitite simple randm methodby assigning
random numbers generated from a scientific calculatdhe third stagehe households

were selected usingsystematic sampling method biioosng a random starting point

using random numbers generated from a scientéflculator and then selecting evely 5
household in all five constituencie¥he sampling of households selected from each
constituency is considered a stratified proportionate samplinthe researchers
purposively included only households withildrenunder five Families with at least one

child under fivewere eligible for the studyn households with more than one untiee,

simple random samplingas conducted to selettte child who tookpartin the surveyy
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assigning each child number The givennumbers were written on agpe of pagr that

was folded and put in a bovthereafter, the researcher randomly picked a number from
the bowl that formed part of the studyrhe researcher, student nurses, and HEWSs
identified the households witkthildren under fivewith the assistance of the village
headman. Then the snowball method (chain referral) was used by asking for further
references from houses visitéé

4.2.1.3 Sample size

The sample size in this study was determined by using the Cochran f&ffhulaed
when the population size is infinite n=¢ 2 The following assumptions were

considered:n=sample size, z= desired confidence level 95%, p=expected prevalence, q=

1-p (expected no#revalence) e=relative desired precisios. 8 98

—— Oou® @®0
=384HH

Nonrespondent rate of 10% = 38+38dsnimum422HH Nonethelesaye surveyd530
householdstotalling 1004 children underfive.

4.2.1.4 Data collection method

A structured questionnaingas developed baseaih the literature reviewhowever,the
guestions were modified and amended for cultural specificity to suit the current study
Furthermoreaspectgelated to household characteristics watdepted from th&DHS
2013andwereused for data collection.

4.2.1.5 Measurements of the variables

The primary outcome variable was the occurrencdiafrhoeawithin the two weeks
before the data collection.

Thedependent variable for this study, "childhatdrrhoehdisease,” was definexk the
passage of three or more loose or liquid staol24 hours*®42 The prevalence of
diarrhoeawas calculated by dividing the number of childf€R who had an episode of
diarrhoeawithin the two weeks before the data collection as a numerator by the overall
number o530children.

Theindependent variables included seeionomic (residence, undiéve age, child sex,

immunizaton status, nutritional statusparenfc ar egi ver 6s age, educ
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educational level, employent status, household incomeumber of people per
household and number of sleeping rooms), access to information (ownership of TV,
ownership of radiy environmental (source of drinking water, distance from water source
the type of toilets, sharing of toilets, ownership of refrigerator, materials of a floor,
mateials of walls, materials of a roof).

This study considered watsources as water comifrgm waterpipes, protected springs

or wells,and improved source®. Improved sorces include a piped source within the
building, yard or plot, a public tape, boreholes and haunmdped/protectedvell or
protected springs and rainwater or bottled wgger.

4.2.1.6 Data Analysis

Descriptive statistewereused to summarize the dazatawere presented as frequency
distribution tables consisting of frequencies, percentages, and 95% confidence intervals.
Chi-square ¢?) test was used to test for the statistical relationship between independent
and dependent variables (prevalencdiafrhoeal disea3€eThe researcher applieadistic
regressionanalysisto identify significantfactors associated witkhe prevalence of
diarrhoeadiseasen underfive children and determine the likelihood of factors impacting

the prevalence ofliarrhcea The model containing all the predictors was statistically
significant ¢c® (16, N=530) = 58.44 .001; this indicates that the modebuld
distinguish between respondents who repotited achild suffered fromdiarrhoeaand

those who did not report an incidence aiirrhoea We usedinternational Business
Machines (IBM) Statistical Package for Social Science (SPSS) software vebsion 2
perform this analysisVariables withstatistical significance(p<0.05)in the bivariate
analysis were included in the logistic regression to determine factors associated with the
prevalence of diarrhoeal disease.

4.2.2 Results

4.2.21 Sociedemographic characteristics of the respondents

A total of 530children under fivdrom 530 households were included in the studih

a 100% response rat&he sociedemographic characteristics tfe respondestare
presented in tabl2 Of the respondents, 79.8% were from rural areas, while only 1% was

an urban area. Of moparentécaregivers, 29.4% were aged betweenah8l 29 The
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median age of the respondents was 38 years. The majority, 74.9%, of the
parent&caregivers were unerfgyed. Almost half of theparens/caregivershad only
primary education, 46.4% 0 he results show a majority of 93.2% of household income
ranged between N$190 2000 per monthEqually, the children who suffered from
diarrhoea 23.9%, were from households with the lowest income of NRZDBD.
Nonetheless, the observed association batwiee levels of income and the occurrence of
diarrhoeawvas not significantThe mean household size was 8.9 (standard deviation (SD):
5.3) individuals Additionally, results show that houses were overcrowded, with 52.1% of
households having 50 occuparg, 25.8% having 220 occupants, and 3.0% having more

than 20 occupants. There was a statistically significant association between the prevalence

of diarrhoeaand the number of occupants in the househgd<.05)

Table2: Distribution of sociedemographic characteristics of the childrenderfive and
parens/caregivers related to prevalence of acdtarrhoea

Suffered from diarrhoea in  Total 95% C.l of the p-
past two weeks n (%) prevalence of value*
diarrhoea
Variable Yes No
n (%) n (%)
Residential area
Urban 0 (0%) 5 (100.0%) 5 (1.0%) [00.00; 00.0p 0.001
Informal settlement 49 (48.0%) 53 (52.0%) 102 (19.2%) [43.75;52.2%
Rural areas 77 (18.2%) 346 (81.8%) 423(79.8) [14.92;21.48
Mother/caregiverd s
age group
18 - 30 39 (25.0%) 111 (75.0) 156 9.4% [21.31;28.6% 0.001*
31- 40 47 (33.6%) 93 (66.4) 140 3.0% [29.58; 37.62
41 - 50 29 (23.2%) 96 (76.9%) 125@3.899 [19.61;26.79
51 - 60 7 (11.1%) 56 (88.9%) 63 (11.999 [08.43;13.77
o 60 4 (8.7%) 42 (91.3) 46 (8.7%  [06.30;11.10
Employment status of
mother/caregiver
Unemployed 103 (26.0%) 293 (74.0%) 396 (74.99%9 [22.27;29.73 0.107
Employed 10 (27.7%) 34 (77.3%) 44 (8.3%) [23.89;31.5]1
Selfemployed 8 (19.0%) 34 (81.0%) 42 (7.9%  [15.66;22.3%
Famer 5 (10.6%) 42 (89.4%) 47 (8.9% [07.98; 13.22

Mother/caregiver
education level
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Not educated 24 (28.2%) 61 (71.8%) 85 (16.0%) [24.37;32.03 0.658
Primary education 58 (23.6%) 188 (76.4%) 24 (46.4%) [19.98;27.22
Secondary education 41 (21.7%) 148 (78.3%) 189 (27.9%) [18.19; 25.21
Highereducation 3 (30.0%) 7 (70.0%) 10 (19.0%) [26.10; 33.90]
Average monthly 0.281
income per house hold
190-2000N$ 118 (23.9%) 376 (76.1%) 494(93.2%) [20.27;27.58
>20005000N$ 8 (30.8%) 18 (62.2%) 26 (4.9%) [26.87;34.73
>500010000N$ 0 (0%) 5 (100%) 5 (0.9%) [00.00;00.00
>10000N$ 0 (0%) 5 (100%) 5 (0.9%) [00.00; 00.00
Number of people per 0.029*
household
-4 35 (34.7%) 66 (65.3%) 101 (19.1%) [30.65;38.79
5-10 61 (22.1%) 215(77.9%) 276 (52.1%) [18.57;25.63
11-20 28 (20.4 %) 109 (79.6) 137 (25.8%) [16.97; 23.83
.20 2 (12.5%) 14 (87.5%) 16 (3.0%) [09.68; 15.32
Age ofchildren under 0.0ar*
five
Chil dbds age?2367
Mean age (mean = SD, £15.11
years)
0-11 35(33.2) 77 (68.8) 112 (21.0) [29.19;
12-23 44 (31.9)  94(68.1) 138 (26.1) 37.21]
24-35 23 (21.9) 82 (78.1) 105 (19.8) [27.93;
36-47 8(8.2) 89 (91.8) 97 (18.3) 35.87]
4859 16 (20.5) 62 (79.5) 78 (14.7) [18.38:
25.42]
[05.86;
10.54]
[17.06;
23.94]
Sex ofchildren 0.944
Male 56 (23.6) 181 (76.4) 237 (44.7) [19.98;
Female 70 (23.9) 223 (76,1) 293 (55.3) 27.22]
[20.27;
27.53]
Immunization status 0.029*
Up-to-date 101 (22.1) 355 (77.9) 456 (86.0) [18.57;
Not up to date 25 (33.8) 49 (66.2) 74 (14.0) 25.63]
[29.77;
37.83]
Weight for age 0.010*
Normal weight 30 (17.0) 146 (83.0) 176 (33.2)  [13.80;
Undemveight 96 (27.1) 258 (63.9) 354 (66.8)  20.20]
[23.32;
30.88]
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Total 126 (23.8%) 404 (76.2%) 530 (100%)

*p-value Pearson chsquare statistically significant 0.05

4.2.22 Hygiene and access to water

As presented in tablg more than half, 55.3%, of the respondents indicated having tap
water at home, followed by 17% who indicated that thay Hrinking water from
neighbairs who have tap water at hopwther sources of drinking water 13.6% and dug
wells 12.6%.Equally, 86% said it takes them <15min to reachntater sourceHowever,
these variables were not significantly associated with the occurrenciéarofioea
Equally, the results werén contiadiction with the respnses of keyinformantswho
indicatedthat water availability is a challenge in the distri€@ur challenges are water
scarcity, and peoplasedirty water." P2: HEWFGR6; P1NurseKI.

The majority of the respondents, 75%gicated that they babthe water before drinking,
and64.8% used chlorination. However, 64.9% indicated that sometimes they do nothing
to the water In most households, 73.9% did have toilet facilities at home. fymo
households with toilet facilities, 19.2% had improved toiletsgd 22.9% shared toilet
facilities.

4.2.23 Prevalence ofliarrhoeaamong children under the age of five years

Prevalence ofliarrhoeaamong undefives was estimated by dividing the number of
children who reportedly hadiarrhoeaduring the two weeks preceding the survey as a
numerator by the overall number of children in the sampledenhamnator, givng an
overall prevalence of 23.8%ith children fom informal settlement having the highest
figure of 48% Children who were residents from informal settlements 48.0% (95%
confidence interval @) of 43.75; 52.25p O 0. 00 1) dddsadf developimgg h e r
diarrhoea in the two weeks preceding data collection as compared to thosere/from

other settlementthe observed difference was statistically significdifte findingsare
consstent with key-informantsinterviews participantsindicated that diarrleea is more
prevalent among undéives from informal sdtemens. iWe have a lot of informal
settlements, and most kids that come with diarrhoea are from the informal settlement
P3: DoctorKI
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Prevalence ddiarrhoeavas higher amongarent&aregivers aged 240, 37.6% (95% ClI
0f29.58; 37.62p O 0 . ;6hé dbserved difference was statistically significhe under

five ages ranged from €69 months, with a mean agé 23.67 months and a standard
deviation of 15.11 month3.0 allow comparison between different age groups, the under
five agegroupwa s cat egori zed i nt -@3npntls,wBSSmonths, ~ 12
36-47 months, and 489 months.Analysis stratified by age group shows a high
prevalence ofliarrhoeaamong ciidren aged between T2 months, 33.2%, and the lowest
prevalencevas between 387 months, 8.2%The observed difference was statistically
significant.More than half of the children were females, 55.3% compared to 44.7% male.
Prevalence was slightly highamong females, ZB6, compared to male childresnd

23.6%; however, the difference was not statistically significust children (86.0%9
hadreceived all the required vaccines; nonetheless, 14.0% of children’'s immunizations
were not ugo-date.For diildren who had not received all their immunizatiod3.8 %

(95% Cl0f29.77;37.83p = O0 . 0 3 ) oddtsef devatopimgeliarrhoea than the 22.1%
who did not develop diarrhoea, and the results were statistically significant

A large number ofhildren 66.9%, were underweighth thetwo weeks before the survey

The odds ofdiarrhoea prevalence increased in children who were underwagyht
compared to those witnormal weigh27.1% (OR=2.05, 95% C1[24;3.39, p=)00. 01
There was a significantelation seerbetweendiarrhoeaand nutritional status This
indicated thatinderweight childremvere two times more likely to develop diarrhoea than

those vith normal nutritional stius.

4.2.24 Epidemiology ofdiarrhoeaby types

Types ofdiarrhoeawere classified as acutBarrhoea(that lasted less than 3 days,
persistendiarrhoeglasing more tharseven days but less than 14 days), chrdigichoea
(lasing more than 14 days), and dysentery (when there is blood in stools). Thus, children
suffering from diarrhoeawere classified ashaving acute diarrhoea74%, persistent
diarrhoe&%, dysentery 13%, and chrorigarrhoead% (Figure10).
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Types of diarrhoea

m Acute diarrhoea
m Persistent diarrhoea
m Dysentery

m Chronic diarrhoea

Figure 10 Types ofliarrhoea

Parent&aregivers report children having shown the following symptoms: fever 48%,
sunken eyes 45%, child being thirsty 39%, unable to eat or drink 30%, vomiting 24%, and
havingblood in stool 13%HKigurel1l).

80%

70%

60%

50%

40%

30%
20%
10% I
oo ] o
’b& S

> e K\ & ° < o N ) %
& S o3 & ‘00\ = ((Q/AQ’ & & S 8
& v & Q S Q S & o < Q&
a}’b QQ, b\"’ *((\ a& 3 \(&, \Q} AO b\
& ° » F P \°
« &

Figure 11 Proportions of types afiarrhoeaand accompanying symptoms

4.2.25 Epidemiology of childhoodliarrhoeaby nature of household
Table 3 highlights the environmentalcharactestics of households related to the
occurrence ofdiarrhoeaamong under fivgzear children. Regarding the number of

sleeping rooms per household, 39% of respondents indicated having four or more sleeping
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rooms. The number of sleeping rooms was significantly associated with the prevalence of
diarrhoeap<0.05). Themajority of respondents indicated having access to an improved
source of water, 89%; equally, 86% said it takes them <15min to reaslatdesource
However, these variables were not significantly associated with the occurrence of
diarrhoea Again, themajority of the parens/caregivers, 73.2%, reported not having
access to toilet facilitiesOnly the minority, 19.2%had access to improved toilet
facilities, instead they used bushes for such purposeBhe findings &gn with the
information provided by key informants who indicaithck of health facilities in the

area filOne of our challenges is lack of toilet facilitie® P 2 :FGR6;EP®/ PriesKl.
Furthermore, achild whoseparentcaregiver indicated not having access to a toilet had a
significantly increased risk of developirdjarrhoeh disease 26.8%96% CI: R23.03;
30.57; p<0.05 compared to those who indicated otherwise 16.7% and 12.5%
respectively. A small percentage, 15.2f@licated sharing toilets with neighlrs. The
minority of theparens/caregives indicated owning a television 10.9% aacdefrigerator
14.0%. However, these variables were not significantly associated didathhoea

occurrence.

On the other hand, more than half of the participants, 68.9%, claimed that they own a
radio. Owning a radio was found to be significantly associated with the occurrence of
diarrhoegp<0.05. The majority of thgarens/caregivers, 62.0%, indicated thag¢ tthoor

in their house was made up of sand; notwithstanding, this was not statistically significantly
associated with the occurrence diirrhoea Again, 39.4%. Of the parerg/caregivers
indicatedthatthe walls of their houses were constructed witrugated iron/zindOn the

other hand, 50.4% indicated that their roofs were covered with corrugated iron/zinc. This

was significantly associated witharrhoeaoccurrence amonchildren under five

Table 3: Characteristics of the household assets and factors associated with childhood
diarrhoea

Variable Diarrhoea No diarrhoea  Total 95% C.| of the p-value*
n (%) n (%) n (%) prevalence of
diarrhoea
Rooms used for 0.033*
sleeping
One 34 (30.4%) 78 (69.6%) 112 (21.0%) [26.48; 34.32]
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Two
Three

Four and above

28 (28.3%) 71 (71.7%)
20 (20.2%) 79 (79.8%)
36 (17.6%) 168 (82.4%)

99 (19.0%)
99 (19.0%)
204 (39.0%)

[24.46; 32.14]
[16.78; 23.62]
[14.36; 20.84]

Commonly used 0.001*
source of

drinking water.

Tap water 56 (19.1) 237 (80.9) 293(55.3) [15.75; 22.45]

Public tap 2 (25.0) 6 (75.0) 8 (1.5 [21.31; 28.69]

Buy from private 42 (46.7) 48 (53.3) 90 (17.0) [42.45; 50.95]

owners

Dug well 11 (16.4) 56 (83.6) 67 (12.6) [13.25; 19.55]

Others 15 (20.8) 57 (79.2) 72 (13.6) [17.34; 24.26]

Water

treatment

Boil water 0.036*
Yes 86 (21.6) 313 (78.4) 399 (75.3) [18.10; 25.10]

No 40 (30.5) 91 (69.5) 131 (24.7) [26.58; 34.41]

Add chlorine 0.012*
bleach 70 (55.6) 273 (67.7) 343 (64.8) [51.37; 59.83]

Yes 56 (30.1) 130 (69.9) 186 (35.2) [26.19; 34.01]

No

Do nothing 0.216
Yes 76 (22.1) 268 (77.9) 344 (64.9) [18.57; 25.63]

No 50 (26.9) 136 (73.1) 186 (35.1) [23.12; 30.68]

Time taken to 0.294
obtain water

"15 min 113 (24.7%) 334 (75.3) 457 (86.0%) [21.03; 28.37]

15-30 8 (15.1%) 45 (84.9%) 53 (10.0%) [12.05;18.15]

> 30 min 5 (25.0%) 15 (75.0%) 20 (04.0%) [21.31;28.69]
Availability  of

toilet at home

Yes 22 (15.5) 120 (84.5) 142 (26.8) [12.42;18.58  0.007*
No 104 (26.8) 284 (73.2) 388 (73.9) [23.03; 30.5T

Type of toilet 0.022*
facility

Improved 17 (16.7%) 85 (83.3%) 102 (19.2%) [13.52;19.83
Unimproved 5 (12.5%) 35 (87.5%) 40 (7.5%) [09.68; 15.32]

Sharing of 0.825
toilets
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Yes
No

4 (16.7%)
12 (14.8%)

20 (83.3.0%)
69 (85.2%)

24 (22.9%)
81 (77.1%)

[09.90; 23.49]
[08.01; 21.59]

Ownership of
Television

Yes
No

15 (25.9%)
111 (23.5%)

43 (74.1%)
361 (76.5%)

58 (10.9%)
472 (89.1%)

[22.17; 29.63]
[19.89; 27.11]

0.692

Ownership
Radio

Yes
No

74 (20.3%)
52 (31.5%)

291 (79.7%)
113 (68.5%)

365 (68.9%)
165 (31.1%)

[16.88; 23.72]
[27.54; 35.43]

0.005*

Ownership of
refrigerator

Yes
No

23 (31.1%)
103 (22.6%)

51 (68.9%)
353 (77.4%)

74 (14.0%)
456 (86.0%)

[27.16; 35.04]
[19.04; 26.16]

0.111

Material of
floor of the
house

Earth/sand

Cement/others

Mud/clay

80 (24.4%)
42 (25.8%)
4 (10.5%)

248 (75.6%)
121 (74.2%)
34 (89.5%)

328 (62.0%)
163 (30.8%)
38 (07.2%)

[20.74; 28.06]
[22.07; 29.53]
[07.89; 13.11]

0.129

Materials of
the exterior
walls of the
house

Corrugated
iron/zinc
Bricks
Sticks with
mudclay,

reused wood

Tin

69 (33.0%)

25 (15.2%)
32 (20.8%)

0 (0.0%)

140 (33.0%)

139 (84.8%)
122 (79.2%)

3 (07%)

209 (39.4%)

164 (30.9%)
154 (29.0%)

3 (0.6%)

[29.00;37.00]

[12.14; 18.26]
[17.34; 24.26]

[00.00; 00.00]

0.001*

Materials of
the roof

Corrugated
iron/zinc

Thatched/palm

leaf/grass
Others

81 (30.3%)

42 (16.9%)

3 (21.4%)

186 (69.7%)

207 (83.1%)

11 (78.6%)

267 (50.4%)

249 (47.0%)

14 (02.6%)

[26.39; 34.21]

[13.71; 20.09]

[ 22.27; 29.73]

0.002*

Total

126 (23.8%)

404 (76.2%)

530 (100%)

*p-value Pearson cksquare statistically significant 0.05



4.2.26 Factors associated with acutiarrhoeaamongstchildren under five

Table 4 shows the factors influencing diarrhoeal prevalence; for this purpose, direct
logistic regression was performed to assess the impact of several factors on the likelihood
that theparentgcaregivers would report that their child hdidrrhoeain the two weeks

before the survey. The model contained nine independent variabtde(tial area,
materials for wallsmaterials for rooftype of toilet facility, age category ohildren under

five, mother/caregivesige categoryownership of radipundeffive immunizationhaving

a toilet at homandchild nutritional status Thefull model containing all predictors was
significant,c?( 19 N=524) = 66.192, p cobld disbngujsh i ndi c
between the respondents whad not andhad reporteddiarrhoeaepisodesn children
underfive in the two weeks preceding the survey. The model as a whole explained
between 11.9% (Cox and Snell R square) and 17.9% (Nagelkerke R squared) of the
variance in the prevalence of acdiarrhoeaand correctly classified 78.4% of the cases

as shown inTable 4; only four independent variables made a unique statistically
significant contribution to the model (rural residential area, age categchnyidrien under

five, availahlity of toilet facilities and nutritional status ofhildren under five The
strongest predictor for undéves suffering fromdiarrhoeaduringthe two weeks was the

place of residence (informal settlement), recording an odds raB6.42. Thisndicates

that children resigg in informal settlements were 36.42 times more likely to suffer from
the diarrhoea disease than those living in rural areas, controlling for all other factors in

the model.

On the other hand, the odds rdfio 0.31 children living in rural areas was less than 1,
indicating that for every increase in living in rural arghs, undeifives were31% less
likely to suffer from acute diarrhoea than those in informal settlements. In other, words
69% of diarrhoeacasesamong children irthe informal settlement would be reduced
provided those children move to rural aredfie alds ratioof 2.15 for age categori&6-

47 months indicated that children in the age range @fi3thonths were over two times
more likely tosuffer from diarrhoea than children other age groups. Availability of

toilet facilities was found to be significantly associated wdiarrhoeaprevalence
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p ~ 0 . The adds ratio of 0.5fdr having a toilet at home was less than 1, indicating that
50% of households with toiletaere less likely to report incidents of diarrhoea.

A child's nutritional status odds ratio of 2.05 for nutritional status indicates that children
underweight were over two times more likely to experietieerhoeathan those with

normal weight.

Table4: Logistic Regressioifractors associated wittliarrhoea

95% C.I for Exp.B

Variable Wald Df  Sig. Exp(B) Lower Upper
Residence 16.64 2 0.00*

Informal settlement 0.00 1 0.01* 36.42 0.00

Rural 1664 1 0.00* 0.31 0.17 0.54
Materials for walls 3.33 3 0.34

Bricks 0.00 1 1.00 0.00 0.00
Corrugated iron/zinc 0.00 1 1.00 0.00 0.00

Sticks with mud/clay/reused 0.00 1 1.00 0.00 0.00

wood

Materials for roof 1.62 2 0.45

Corrugatedron/zinc 0.24 1 0.62 0.70 0.17 2.90
Thatched/palm leaf/grass  0.00 1 0.97 1.03 0.25 4.21
Rooms for sleeping 0.03 1 0.86 1.02 0.81 1.29
Type of toilet facility 1.71 2 0.43

Improved 0.62 1 0.43 1.30 0.68 2.49
Not improved 1.31 1 0.25 1.82 0.65 5.04
Number of people pe 1.22 1 0.27 0.91 0.76 1.08
household

Chil ddébs age 61358 4 0.00*
months
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<12 3.06 1 0.08 0.52 0.25 1.08

12-23 4.84 1 0.03* 045 0.22 0.92
24-35 0.88 1 035 0.69 0.32 1.49
3647 2.53 1 0.11 2.15 0.84 5.52
Mother 0 /saregiverd age 2.08 1 0.15 1.16 0.95 1.41
category
Ownership of radio 0.18 1 0.67 0.89 0.17 2.90
Immunization status up to 0.12 1 0.73 1.12 0.60 2.06
date
Have a toiletathome(l) 715 1 0007 050 0.30 0.83

Nutritional status of under- 7.72 1 0.01* 2.05

) 1.24 3.39
five

Variable(s) entered on step 1: Residential Area, Employment, Educational level of mother/caregiver, the Age category
five, Nutritional status of unddive, Source ofirinking water, type of toilet facility, type of floor, Undfve immunization status
Have a toilet at home

4.2.3 Discussion

The current study provides the prevalence of diarrhoeal diseases (recall period: 2 weeks)
ard determiningfactors amonghildren under fivén the Engela district. The study found

that the prevalence dliarrhoean children under five years was 23.8%. This prevalence

is slightly lower as compared to studies conducted in other countries. For example, a
prevalence ofliarrhceaof 26.7% was found in Nyarungenge District in Ruanda, 26% in
Mbour Senegl €49 and 31.0% in Arba Minch District Ethica{'3Y On the contrary, the
prevalence found in this study was far higher as compared to sssesonal study
conducted in Dale District, Sidama Zone, South Ethiopia, which showed a prevalence of
13.6%“® Also, this was very high compared to the countrywide prevalence of 17%, as
reported in th&lDHS.®® Furthermore, high prevalence in the current study was observed
in the dry season between January and March; similar findings are reported in other
countries, with mostliarrhoeacases and death cases occurring betwebru&ey and

March due to rotavirus infectigft3?
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On the other hand, the disparity in prevalence could be related to seasonal variations. The
current study was conducted during a dry seéstween January and March 20@8th
water scarcity, peopleftenuse water fom polluted sources thate normally utilisedor
washing clothes and bathing. However, there is a need to explore the influence of climatic
parameters andiarrhoeaseasonality to prevent and manaligrhoeamore effectively.

The majority, 86%o0f the inhabitants in the informal settlement indicated that they don't
have access to tapater, they uy from those who have tap water within their premises.
A considerablgropation of parent&aregivers, 44.9%, indicated taking their children to
the hospital when suffering frondiarrhoea However, 25.8% indicated that they first
treated their children at home before taking them to the haSpitaiterature indicates
that most parents seek health servicesnly when home management has failed.
Participants indicated practices suchtlas mother(20%) and father(8.8%9 going for
perineal cutting, a child taken ta traditional healer(11.299, the mother stoping
breastfeeding the bal{$.2%), and children taken for praye{4%) as part ofdiarrhoea
management. Howevea high percentage, 93% of the participahise a low income of
N$190-2000 per housesobuying water might not be practioke. However,diarrhoea
prevalence was significantly associated whthsource of drinkingvater for members of
the household.

Results from this study indicated place of residetacbe statistically associated with the
prevalence ofliarrhoeaFor examplechildren residing in informal settlemeritadmore
odds ofsuffeling from adiarrhoeal diseag®R= 36.42, 95%1 [43.75; 52.25]) compared

to children living in rural areasith a lower odd (OR&.31, 95%CI [0.17; 0.54]) These
findings could bettributed to the fact that the majori(y4.499 of the respondents from
rural areas indicated having tap water in their plots; and 3.5% indicated having water in
their dwellings while only 10.8% ofrespondents residing in the informal settlement
indicated having water in their plots, with the minor(®#0) having waterinside their
dwellings. However, even if the household has a water connection af becagise of
recurrent interuptions in water supply, inhabitants might need to go to dug wells or other
water supply sources.

Moreover, it is reported thaa safewater supply or treatment playedstatistically
significant role in reducing the risk ofiarrhoeain <5Syear childrer®9 This study also
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found that the child fige group was significantly associated with the prevalence of
diarrhoeawhichwasfound to be mstprevalen{34.9% among children in the age group

of 12-23 months. These findings were in contrast to results from MBaumegal, where
prevalence was higistin the age group 289 months® However, the findings were in

line with findings from a study conduct@dBangladesiby Abdu et al®

Likewise the nutritional status ahildren under fivavas statistically associated with the
occurrence ofliarrhoeasimilarly tofindings ofa study conducted by Barbara and AlEzzi
on risk factordor diarrhoean children <5 years in AMukalla, Yemenwhich indicated

that recurrentliarrhoeaassociated with malnutrition and failure to thrive were among the
factors that adversely affected ttleild's immunity leading tehildrenunderfive being

more susceptible tdiarrhoed!® Furthermore, variables such as the number of people
per householdhumber ofooms for sleepingagndmaterials for the walls and the roof were
significantly associated witbiarrhoeaprevalence irthe ivo weeks before the survey.
Similarly, ownership ofa radio was found to be statistically significant. According to
Abdur et al® households with access to radio artkvision were most likely to be
informed and seek care from public facilities for childhadidrrhoea Finally, the
availability of toilet facilities was significantly associated wdiarrhoegprevalence. The
odds ratio of 0.5@or having a toilet at bme was less than ihdicating thathouseholds

with toilets were half as likely to repothe prevalenceof diarrhoea in undefives,
controlling for other factors in the model. Furthermore, according to a study conducted
by Bitew et al. on childhood diarrhoeal morbidity and sanitation predictors in a nomadic
community, uravailability of any toilets [AOR = 2.28, 95% CI = (1.05, 4.9%@)jd
presence of human excreta in the compddv@R = 11.39, 95% CI = (2.10, 61.79)jene
among the factors found to be statistically associated with the prevalence of childhood

diarrhoeal dise&s132
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4.3. DISCUSSION OF NARRATIVE RESULTS FROM OBJECTIVE 1b:
EXPLORE AND DESCRIBE THE PERCEPTIONS OF PARENTS OR
CAREGIVERS RELAT ING TO FACTORS CONTRIBUTING TO DIARRHOEAL
DISEASE AMONG CHILDREN UNDER FIVE YEARS OF AGE IN THE
ENGELA DISTRICT

The qualitative results from key informants goarentsor caregivers in this study are
presented below. The nurses, doctors, traditional healers, and priests were ssiegted
purposive sampling based on the inclusion crité&aticipants were informed about the
purpose of the interviews, and consent was sought before data coll&bgomultistage
cluster sampling method was used and considered the constituaesoshissters. The
sampling was conducted as follows: In thetfstage, five constituencies (Oshikango,
Engela, Ongenga, Ondobe, and Endola) osegtnwere selected using simple random
sampling The researchers purposively included priests and traditiesérsfrom the
five selected constituenciegqually, health workerswere selectedrom 10 health
facilities: onehospital;threehealthcentres (HC) (Omungwelume, Ongha, Odibo) and six
clinics (Omudududu, Edundja, Ondgbdamukoto Wakapa, Ongenga, and Endola)
These health facilitiewere the study sites &ky-informant interviewssix FGD with the
parents or caregiveend eightwith theHEWswereconducted

The health workers from the health facilities mentioned above were selected utilizing
purposive samplingParent&aregivers were selected usiognveniencesampling.The
researcher, student nurselgntifiedthetraditional healers and the priests, assisted by the
HEWSs. Observations for nemerbal communication and field notes were collecte

a digital voice recorder was used to record interviemth key-informans and FGD.
Furthermore, data collection ended when the researcher reached data saturation of the
perception®of factors contributing taliarrhoegorevalence in Engela District. To be able

to generate the qualitative findingsstructurel question was asked

U What are your perceptiortd factors contributing taliarrhoeaoccurrencean your

area of living/village?

This section discusses the main findings emanating from the question:
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Probing questions were asked depending onptleer t i ci pant 6s respon:
researchecouldget indepth information.

Finally, the narrative results were transcribed verbatim; ATLAS.ti 8 was used for data
analysis by generating themes, quotes, and networks. NetWaksManager (NVM)

was of paramount importance since nodes and links retrieved conceptual information. This
process helped the researcher graphically depict and explore relationships between the
connected nodes and create categories of concepts. Sintiterlyprocess resulted in
identifyingcentral concepts from the main themes. These were used to discuss the findings
related to the participant 0 sdiarhee& diseaget i on s
prevalenceamong childrerunder fivein the district.Direct quotes from the different
respondents are presented in itallesurmain themeshirteenthemesand 27subthemes

were identified and presented in TableDetailed discussions of the themes and sub
themes areeportedbelow.

Table5: Themessubthemes and codeslated to factors contributing tthe prevalence
of thediarrhoed disease among unddives

THEMES SUB-THEMES CODES
4.3.1Theme 1 4.3.11 Spiritual beliés 1  Witchcraft
Parent§caregiveréperceived 1 Lack of Prayers
beliefs about causes of 4.3.12 Traditional and loca § AEndj adj ao
diarrhoeadisease among beliefs 1 Eating bad food
childrenunderfive I Breast milk
1 Plants flowering
1 Playing under the sun
1 Teething
4.3.13 Myths 1 A child possessed by
parents
1 Childrenpossessing
themselves
9 Otherforms ofpossession
4.32 Theme 2 4.32.1 Mythsl: Child being §  Dehydration
Parent§caregives 6 possessed 1 Vomiting
perceptions related to 1 Fewr
diarrhoeasymptoms 1 A child being wek,

ard refusing to eat

4.3.2.2 Myth 2 Child suffering § Lethargic or stop breathing
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breathing
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4.3.3Theme 3
Associated factorgerceivedas
causingdiarrhoea

4.3.31 Hygiene practice

4.3.32 Source of \ater

4.3.33 Lack of toilet facilities

4.3.34 Lack of information

4.3.35 Residence

4.3.36 Feeding practices

4.3.37 Malnutrition

4.3.38 Seasonal
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Poor hygiene

Not washing hands
Inappropriate food storage
Shortage of water
purification sachets

Lack of water sanitation
Open defecation and

urination

Negligence

Poor knowledge

Poor caring for the children
Informal settlements
Supplementary food

Lack of exclusive

breastfeeding

4.3.4Theme4

Perceiveccause ofliarrhoea
related mortality

4.3.4.1 Causes of deaths relat
to diarrhoea

Lack of urgency
Complications
Poisoning

Malnutrition

= =4 =4 =4 =2

Negligence

4.31 Theme 1: ParentsO or caregiver® perceived belids related to causes of

diarrhoeal disease among childrerunder five

According b a study conducteth Dale District, Sidama Zone, South Ethiopg@massess

parent®

per cept i o4seekng behavias doa chifdieoadt diarrbea, parents

perceived childhood diardea to result from traditional arfmomedical caus&$) In the

current studythe main theme related fwarents or caregivers' perceptions of factors

contributing todiarrhoe&disease included spiritual beliefs and traditional bel@2ésing

the FGDs with HEWs anglarentsor caregivers and kemformant interviews with nurses,

priests, and traditional healers at the study area, participatitasiastically shareitieir
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common beliefghatplay a significant role in the district relatéal perceived causes of
diarrhoeadisease among children under the of five years.

4.3.11 Spiritual belids
Factors such as witchcraft and lack of prayers emesgedontributing factors to

diarrhoe&disease.

1 Witchcraft

One religious leader indicatdds awareness thaiacteria causdiarrhoea however, he
added that complicateddiarrhoea whereby the child is just not feeling wdiut is
vomiting, may be caused by witchcraft. Nevertheless, on the contrary, one prieatddic
thosechildrenwith diarrhoeashould be taken tthe hospital andafter that, the mother

can goto ask for prayersncethe child is admitted.

"Bacteria can causdiarrhoeadue to unhygienic conditions, but complicatkdrrhoea

can result from witchcraft where the childranr e s acr i fi ced for demo
is not just simplediarrhoeg the child will just be notwell; there will be vomiting

coughing etc.P4, Pries{Apostoic Church)

1 Lack of prayers.

A mother also indicated that her child was admitted to the hospital suffering from
diarrhoeabutrelatives and friends advised tieitake the child out of the hospital and take

her for prayers.

fiLast year, my child was admitted suffering frdiarrhoeg some friends told me that the
child would only be ok if she receives pray&snetimes our children become ill because

of a lack of prayers; therefore, they advised me to take the child out of the hospital.
However the nurses told the child's father ame to make a decisionP3: M/GFGD2

fASome people take their children for prayers, but it is not common in our villages; we
don't accept those things easily; we label thosaple as being crazyP2: M/IGFGD2
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Thepractices mentioned aboweere verified bya key informant who indicated that they
came across a mother whtoppedgiving the child medication after taking the child to

church for prayers.

fiTaking children for spiritual healing happens here, and some parerdsth@ycome to
the hospital and then go for prayers; when they go there, sometimes they end up

abandoning what we have given thé®3: Doctor

4.3.12 Traditional and local beliés

Equally important, related thequalitative study, some HEWsarentor caregivers, ah

traditional healers indicated different types dirrhoea Furthermore, according to
participantsdiarrhoeacan occur because the child suffers from "endja@aambo word
meaning Aintestinesodo, used when 3$hmcassene i s
a child haseaen bad food,drunk breast milk, plats flowering, playing under the sun,

teething, and airborngerms

AEndj adj ao

Traditional healers indicated thdiarrhoeac oul d al so be caused by
the Oshiwambo meaningntestine). It is also believed that it causes a child to have
convulsions.

filf a child hasdiarrhoeaand when you touch the child's abdomen, the skin is,|tueste

is an indication that the child has "endjadja". "Endjadja" can also cause epilepsy in

children because it pulls the abdomen to one §iBd.&2 TH

Diarrhoea can also be caused by "endjadja” children around here suffer as well from
fiend) &d:JH 0

One HEW pointed out that her child was suffering frdiarrhoeaand vomiting; she
indicated that she was lethargic dradl a high fever. Furthermoshe signposted that she
took the child to the hospitahand afterslightimprovementshe then took the dd to a
traditional healer who diagnosed the child as suffering from "endjadja”. She indicated that
her child improved after traditional treatment.
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AWith me, it happened with my ldstrn was havingliarrhoeaand vomiting | took the
child to the hospitalthe diarrhoeaimproved, but itreturned and this time the child
looked wealk, lethargi@nd feverish witta very high temperaturd took the child back
to the hospitabutnot much help was given at the hospisall took the child to the clinic,
and one ladyaskedme AMhy are you not taking your child for traditional treatment
maybe the child ha&ndjadja@6From there, | took the child to one lady traditional healer
who informed me that the child dha@endjadja lelambaléthat causes the children to
become il children who are forever sick. So she did an abdominal masaétge that

my child was never ill agaiaHEW; FGEP3:

1 Eating bad food

Participants alluded that there are different typesiamthoeathey specifiedhe type that
requires parents to go for perineal cutting and the type that doomeshe childeating

bador not weltcookedfood.

fiThere are different types dfarrhoea there is a type afiarrhoeathat requires parents

to go for perineal cutting, and theredgrrhoeathat develops because the child has eaten
bad food. If a child has eaten bad food, with such typhasfhoeaone can boil water
put a little bit of sugar and give the child®3: MC-FGD1

filt is exactly what is being said by thesentsif you give your child the wrong food, the
child can develogliarrhoeg or the child can develagiarrhoeabecause the parents have

"eemhal®@ (small papules foundroundthevaging. P4:M/C-FGD1

fi Children can develogiarrhoeabecause they have eaten food thatad, tland there is

diarrhoeathat requires traditional treatmeatP2: TH.
fiMaybediarrhoeacomes from food that is not well cookde3: M/GFGD6

Key informants also indicatediarrhoeao be more prominent during the festive season

when children eat differeypesof food.

fiDiarrhoeais also common around festive seasons such as December when the children

eatdifferentthingsd P 10:. Nur se
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M Breast milk

Mother or caregivers and some HE¥f®cifiedthat f a c¢ hi | Oreaétfeadiag a g e ¢

whenthe mother ipregnanbrweaning the child from breast mildr breast milk has gone

badcancause the child to develagarrhoea

fiWe hear a lot about that, and we believe it is true; we taik that when the child is being
breastfed when the mother is pregnant, they become skionpoking good, they also develop

diarrhoeabecause the milk is no longer gob4: M/IGFDG5
fiYes, we are told that the milk gets spoiled because of the pgnanP 1 - FGM2 C

fiBreastfeeding when one is pregnant is also a problem. It happened to me; | was breastfeeding
my secondlast born,unawarel waspregnant. | just ame to realize it when my child started to
havediarrhoea. P1: M/G.FGD7

HEW indicated theyad seerchildren who were breastfed when their parents were pregnant and
developedliarrhoeaas a result

fiThat one is true because when a lady becomes pregnant, the milk becomesfiaaery

milk mieswith the other milkalready n the child's stomachhat causes the child to
become sick. | saw one lady who dm®e pregnant while she was still breastfeeding
Maybeshe continued breastfeedibgcause she didot want people to nate thatshe

was pregnantthe husbandvas the one who came &skme to go and talk to the wife. |
advised her to stop andage them health inforation about family planning. P 3- HEW
FGR7

fil also ame across a ladwhowas breastfeeding while simaspregnant, but she was

not aware that shevas pregnantthen, an elderly lady told her that her baby had a nice
body, but now she has lostand the problem could be she is breastfeed feeding while she

is pregnant. She went to the hospital, and her pregnancy test tested positive, but then the
child failed to regain weigh1: HEWFGR7

It is also believed that if the mother is breastfeeding when she is pregnant, the child
developsdiarrhoea and the childmust be admitted for malnutrition treatment P 5 :
HEW-FGR7
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fiThey say if you breastfeedchild whose age is over breastfeediage,you may find
people saying a child that is still being breastfed and is hadiaghoeapeople will say
thediarrhoeais caused by breastfeeding; the child should stop being breastfed, and when
the mother stopBreastfeeding, thehild becomes okP3: M/IGFGD6.

fAfter | stopped breastfeeding, the child started hadiagrhoea possiby because the
breast milk is finishing in the chidd$ody, the diarrhoea continued in August and
Septemberandfrom there | decided to gdor perineal cutting . P 2EGDM/ C

A HEW also confirmed that it is believed that breast milk can cdisehoeaamong
children; she furthermore indicated thdirrhoeastops whenparentshave stopped

breastfeeding.

fiThey say if yowreastfeed a child whose age is over breastfeedgeyif that child
developdiarrhoeg you may find people saying tbi&rrhoeais caused by breast milk
and the parents are advised to stop breastfeedargd when the mother stops
breastfeedingthediarrhoeastop® . P5-FGR3E W

filt is also believed that breast milk can get spoiled and cause a breastfed child to develop
diarrhoea Under such circumstances, the mother has to stop breastfeeding. Even
yesterday, | ame across a mother who squeezed her bmedk and put it under the sun
before giving it to her baby, saying that there are bacteria that need to be killed by the
suro P1: HEWFGD2

1 Plants flowering

Participants also indicated thdiarrhoeas more prevalent when trees are flowering and

thatthat type ofdiarrhoeacan be prevented and managed usiireglantHflowers

fil just wanted to indicate thaliarrhoeahas its months which are September and October;
during that timethe trees are floweringandaloevera is growing. During that timeven
adults develogiarrhoead . P 2EGDM/ C

fiDiarrhoeais also common when the plants are floweridgring that timethe children

develop greenistiarrhoealike the leaves of the treé$1: M/GFGDA.
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Key informants also indicatedlarrhoeao be common when plants are flowering.
fiDiarrhoeais aso common in September when the trees are flowgrit0: NurseKl

1 Children playing under the sun.

Participants also pinpointed thaiarrhoeacould be caused by the sun since it is more

common when the sun is hot.

fiDuring summer, when the sun is hdiarrhoea is very commotbut | have notseen a
child suffering from diarrhoea during winter; one can think thia¢ sun can cause
diarrhoea" P3:M/C-FGD4

Nevertheless, HEWSs also indicated that it is believed disathoeacan be caused by
exposure to the suy children walking bare feet under the sun, oradyreastfeeding
mother walking under the sun atitenbreastfeenhg the baby which caugs the baby to

start vomiting and develogiarrhoea

fiDiarrhoeais common when it is sunngeoplealso say exposure to the sun causes
diarrhoea" P3: HEWFGR1

fAlso, the sun can causkarrhoea There is a belief that when childreralk in the sun
barefoot, the sun can enter their stomachs, causing thatavelopdiarrhoea We also

noted that if a mother is breastfeeding and walks in the sun, and from there she goes and
breastfeeds the child, that milk becomes hot and the child will start vonttiegfore,

we notedhat the sun causes the child to deval@rhoea . P 3-FGPF4E W

1 Teething

OneHEW indicated that they believe in traditional bidisince they are part of them.
Furthermore, she stated that she had come across a child sufferindidramoeaand

fever, and shortly after, she realized that the child wasitgeth

fiWe have to believe because it is our traditional belief, it is in our blaedalso see
children that haveliarrhoeg and after a short period; you find they are growing teeth,
and when the tooth is about to come out, you again find the child hdrinmpoeaand
fever P3: HEWFGD1
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4.3.13 Myths
According to participantgliarrhoeacanoccur, as a result of the child beipgssessed by

their parents, themselves, or other

1 The child being possessed by parents.

Participants indicated thdiarrhoeacould occurdue toa child being possessed by their
parents. Furthermore, they indicated that parents could have something at their perineum;
e.g, papulesin the vagina referred to as "eemhalot'the skin between the vagina or
scrotumand anu® s h jopaskintaganond t he an uscaisetheckld i | a*

to developdiarrhoeaf not removed.

fivyest he mot her can devel op fAeemhal o" in the
near the vagina thereand the tail (omushila) is near the anus (omushila ohau kala
komatako kwii). You see, human beings are created like tadpoles of witlog tail;

when humans grow, the tail hides, and it remains hidden; that parentsatadause the

child to develomiarrhoea The father only has (omushila) and (oshipa/okgs&in at

the perineal are .Those are the ones that cause the children to dewbiophoea 0

P3: HEWFGR2.

fiSome of the parents still believe in a child being possessed by parbaisgpossessd
himself/herself when the child hdgmrrhoea The parets could possess the child if they
have a tail, "temhal 0dB4HWEWFGR2S ki n at their

A key-informant alsosuggestd that most parents whose childrifer from frequent

diarrhoea believéhey possess the children.

Most parents with children suffering frodmarrhoeawill hear people saying the parents
have Aomushila" or if the chil dapermealvomi t i

examination and cuttind?4: NurseKl

Interestingly, some HEWSs also believe thhildren can developliarrhoeabecause of

being possessed by their parert=Ws belids are reflecteéh the quotes below:

iThere is also Aomushilao that causes chil ¢
diarrhoeg and other diseases becausswého P 4 :-FGRE W
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AThi ngs | i ke Aomushil ao, Aoshipao and @eemtl
el ders tell us that i f somebody has fAomush
baby will frequently be ill. They also tellusthataladyaett h a s " ,ifshedebvers | a o

a babythe tail can ben@ndthen the child dies. It may happen to all her children if the

tail is not cut off. If the mother delivers at the hospital when discharged as she is moving,

the tail is also moving; thereforéhe child became sick; they say the male children are

more affected by the tail. One would say there is some truth in it because the child becomes

ok when the Aomushil a""P3BEWGR7, and they re

Diarrhoeahas different types, and tiypecomes when the child is being breastfed and
developsdiarrhoea With that type, the baby will pass stools that contain,milkich
indicates the parents possess thédd". P2-3&5: M/C-FGD2&5

1 A child possessed by themselves.

It is also believed that ddren could develogiarrhoedecause gbossessing themselves.
For those that possess themselves, it is believed that they have small papules in their

mout hs. | t i s also believed that a child ¢

fiThe childrencan have some small things in their mouths; however, they can also be
born withP2®Bemhal o0

AConcer ni nglsawancertsim girlwamdwas born with that thing, and it was
not cut off; therefore, this girl started to become sick she even betakyddut after she
was taken for cutting, she mwe ok. Do you know that a small child can also have
"omushil® d2: HEW FGR7

1 Other possessions

Besides children being possessed by their parents or by themselves, it is also believed that
childrencath e possessed by other things such as
fiWhen the child is havindjarrhoeaand is not feeling welthey might tell you that a dog
possessethe child."P5: M/IGFGD2

fiSometimes when a child becomes sick, it is saidhihe is sick because it wants a dog

to be ok' P4: M/GFGD2
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fiWhen a child hasliarrhoea or when he/she is passing stools and the rectum is also
coming out, it is believed that a dog has possessed the E&18&P4: M/GFGD5

ASomet i me sfrequandy sickbeing fdverists havindiarrhoea not wanting to

eat simply because the father's family did not provide the wiitid' 0 s hi n ybeadsy e 0 : (
t hat are given to the child, from the f at
acceptedn that family if the beads are provided the child automatically gets héte:

M/C-FGD5

4.3.2Theme 2:Parentsor caregivers perceptions related tosymptoms ofdiarrhoea
According to a study conducted in the indigenous and resettlement commurisssga
district western Ethiopia, regarding the danger signs of diarrhoea, 39.5% of the
respondents describecethassage of three or more loose stools with blood in 24 hours

be adanger sign and symptom of diarrh6®aHowever,contrary, in the current study,
diarrhoeal danger signs requiriagchildto receive urgent medical attention have been
interpreted based on myths: 1. The child being possessed 2. A child is suffering from

endj adj ao.

4.3.21 Myth: Symptoms ok child being possessed
According to parens/caregiversand HEWSs,diarrhoeawith accompanying symptoms
such as dehydration, vomiting, fever, a child beingkyédethargic, or passing stools

containing milk indicate that the child is being possessed.

Widely held traditional beliefs play a significant role in the daily lives aradthef the
Ovambo people in this rural area and are likely to deterimimecaregivers respond to

and perceive illnesses such as childhalairhoea Concepts and terminologies for
illnesses and their signs and symptoms used by medically trained heetdrsvdo not
necessarily mean the same fmarentsor caregivers. For these reasons, beliefs and
language may not only influenckealthseeking behaviour but may also lead to
misunderstandings during medical consultations, health surveys, and health promotion

activities.
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1 Dehydration

According to the traditional healer, symptoms of dehydrasmeh as the child's skin

returningback slowlyafter it is pirched, ae regarded as a child being possessed.

é . .Ifa child possessed by parents is brought to me or when | just come across such a
child, we are just like doctors; if | just grab that child's skin here and that skin is loose,
and it is going back slow] then one can tell that that child possesses itself or is possed
by parentsP4: TH

1 Vomiting

According to a traditional healer, a child suffering from diarrhoea and vomiting is

regarded as being possessed

iYes, those small t hi ndiasrhoeaand vomigng asiwelll bditdé s mo
if they are removed, the child will no longer be vomiting or hadiagrhoea When they

are brought here, some children are weak, with the head like this (movimgdtiefrom

shoulder to shoulder); children are neglected simply because their parents are sometimes
unaware of those things in their child's moatR2: TH

filt is like this; the type afliarrhoeathat occurs when a child is still being breastfed and
developdgliarrhoeawith stools containing milkand the child is also vomiting miitis an
indication that the child is being possessge:M/GFGD1

AMany t i me s,withimgahildeb@imget te go for perineal cutting almost

every month because hesed to suffer frondiarrhoea and vomiting many times.
Furthermore, immediatelywhenyou come back from cutting, he is Bkfore you gdor

cutting the eyes of the child may be whithite, but when you come from cutting after 3
or4dayshaspassecdhe chil d wi LPIMC-F&Dt t o recovero

1 Fever

Health workers (Keynformants) alluded thadiarrhoeawith or without vomiting and
fever may be regarded as the child being possessed by parents; therefore, pesgle who

childrenaresuffering from such may be advised to go for perineal cutting.
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fiWhen the child is havindjarrhoeaand vomiting ohasa fever, to some parent is an
indication that the child halseenpossessedherefore parents may be advised to go to a

traditional healer for perineal cutting . P4:KI Nur se

1 Child being weak

Diarrhoea together with the child being ae might be regardeds a child being

possessed

Parents need to consult those ladiso know how to do perineal cutting when the child
has diarrhoea ad is weak (okaana kaleeld3: M/GFGD3

1 Lethargic

"Diarrhoeawith accompanying symptoms such as a child being lethargiglying or
refusing to eat may also be regarded as a child being possessed.

Parents may waste their tini@king their children to the hospital when they suffem
diarrhoea On top of that, the child is lethargic (okaana kalembala), not playingjsand

refusing to eat becaashe parents possessch a childd P4:M/C-FGD3

432 2 Myt h 2: Child suffering from fnendj ad)]
Participants indicated that children diagnosesdls uf f er i ng from HAendj a
following symptoms: vomitingdiarrhoeaand lehargy or stogping breathing. Belowsee

the participants' replies to a question posed by the researcher.

71 Diarrhoea and vomiting

Againdiarrhoeaand voniting, according to the traditionakhler, can also be considered

due toa child suffering from "endjadja"
fiThe child suffering from endjadja will start vomitiagd havingdiarrhoea"P1: TH.

1 Lethargic and stopping breathing

Furthermore, a child being lethargic or stopping bregtimay dso be regarded as
suffering from "endjadj ao.
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AEndjadja" can be dangerous becatise child can even stop breathing or be lethadgic
P2:TH.

M Cold Skin

Diarrhoeatogether with cold skin and a chiids b r st@ppirtg may be interpreted as
a child sufferig fromfiedj adj ao or regarded as passing

but notdiarrhoea
R: Does the child who stops breathing also have a cough?

fiNo, the child doesn't have a coydhh ey st op breat hing because
on top of the child'shest, then the child's skin will feel very cold with no temperéture
P2:TH

4.3.3Theme 3: Health worker® perceptions associated with factors contributing to
diarrhoeal morbidity among children under five

According to a communitpased crossectional study conducted in Kersa district,
Eastern Ethiopia, the major risk factors for diarrhoea prevalence among children under
five years of age in the twaweek weeksdeforedata collection were improper refuse
disposal practices, lack of hand washiagilities, living inarural area, the presence of

two or more siblings in a household, and age of the €hild. the current studyot
determine factors contributing to the prevalencdiafrhoeaamongst children under five

in the district,interviewswith key informants (doctors, nurses) were conducted, as well
as a focus group discussion with HEWs padentsor caregivers and depth interviews

with traditional healers and priests. On the ottend, healtbareworkers (doctors and
nurses) indicated causes of mortality among ufiges in the districtIn addition, he

health worker indicated factors such as poor hygiene, not washing hands, lack of toilet
facilities, operair defecation and umation, inadequate supply of clean water, lack of
water sanitation, mothéror caregiver's negligencgarend r caregiver's lack of
information, poor ca; area of residence, improper food storage, poor feeding practices,
lack of exclusivébreastfeeding, malnutrition and seasarteingedo have contributed to

the prevalence dafiarrhoealdiseasen the district.
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4.3.31 Hygiene practices
The health workey indicated hygieneelated factorssuch as poor personal and
environmental hygiene, havashing hands, lack of water sanitation, and inappropriate

food storageontributed tdhe prevalencef diarrhoea

1 Poor Hygiene

Participants indicated unhygienic conditions to be one of the major contributing factors to
the prevalence aliarrhoean the district.Parenté&caregivers are reported not to practice
personal and environmental hygiene and not to take care of utensils and children's bottles.

The following perceptions were expressed.

fiThe biggest problem is unhygienic conditions because ijugtdook at the one who
brought the chil@ physical cleanliness, one can already tell that poor hygiene at home
might be contributing to the probletP: 23 & 9 NurseKI

fil think cleanliness is a problem here; the environment is not clean. If peopileckinere
improve based on such, it will help our children not to devdlaphoea In theBible, in
the Old Testament, scriptures are talking about things related to cleamines$¥idst
Kl

fil think poor hygiene also plays a big role; some childrea bottlefed because their
parentsgo to work the bottles are not taken proper care of, other utensils are also not

taken careof, andthat is what is causindiarrhoeain children” P5: HEW FGP1

fiPoor personal and environmental hygiene is common amamy mouseholds P 1 :
HEW-FG4 & FGP3; P1: NursKl.

Parentsor caregivers agreed that cleanliness in their households is a problem. For
example, on®f themindicated that theyere advised not to wash their pots, believing

that if pots are washed, the fobdcometasteless.

fiCleanliness at our households is also a problem; we are advised not to wasethe
pots If onewants to wash the pot before cooking, they wil| 6abl don't you are going
to wash away theste of the food, the food will noaste nice” P2: M/IGFGD2
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1 Not washing hands

Not washing hands was also raised as a matter of concern. HEW indicated that even
though they have beeivang health education in their communities from house to house
parentsor caregivers are still reportegnot practsing hand hygiene after using a toilet

or beforefeeding the children.

fiHygiene needs to be emphasized; some people still don't want to wash their hands,
children play in the sand, and they are given food without being told to wash hadds,
parents are also touching food without washing hands. If they can change, start washing
their hands, and clean their pots and plates, their children may suffaditesisoea fiP1

& 2: HEW-FGP3

Even a glass of "otombo" (a traditional beverage prepared locally) goes around from one
person to another. When someauesto urinate, they come back, touch some bottle
without washing hands, and if one is breastfeeding, they breastfeed the baby without
washing handsP1: MGFGD2.

On the other hangharentsor caregivers also indicated that despite the health education
they were given by HEWSs related to hand hygiene, very few community members

implement andisesuch.

fiThe Health Extension Workers toldtosput water in the containers to be able to use it

for handwashing before eating, but we don't do it. Like in our village, it is only three
households that make use of such. Some people made those containers to wash hands, but
they are noB MIECEGDRg usedo.

1 Inappropriate food storage

In this study, participants indicated that children are given food kept for long hours
without beingwell stored or covered. Furthermoieis stated thatfor children that are
being bottlefed, the bottles are nptoperly stored, givindliesa chanceo land on them

and putting the child at risk of developitigediarrhoeadisease.

fSome children become sick because they are given porridge that has stayed for long
times &5&8: NurseKl|
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fASomeparentshere just don't carediarrhoeacomes if a child eats food that was not

covered childrenfroma fewmonths old up to three years are vulnerablet me say if a
childisbottlef ed, it i s possible for ,whitkecarfébdi es t o
to a childdevelojing diarrhoea” P1&4: Priest

4.3.32 Source of water
Inadequate clean water supply is reported to be a problem in the district. Participants
reported that not everybody in the district has access to tap water; they drink from

unproteted open wells since they cannot afford to buy drinking water.

fiThe biggest challenge here is water provisinat everybodyas access to tap water;

most people use water from ponds, dams, surface watér, ete.9 : -KINur s e

We also need water; mgstople buy water from those with a tap of water at their houses;

however, those who cannot afford it get their water from open wls'PriesI

We fetch water from dug we laleBo medicationdton o6t d
treat tMMeMCAFsSD7er 0

"We indeed have rural clean water supply, but it is not always there throughout the year;

these people make use of drying paR3: Nurséd K.
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Some people up to today are drinking water from ponds, which is why some children
developthediarrhoealdiseasé . -3FHEW-FGP3.

1 Shortage of water purification sachets

Even though people reported drinking from open water soupegsntsor caregivers
complained about a shortage of water purification sactmetg uswally collect from
governmenbwned health facilities.

"We need water purification sachptse ar e drinking WaME&r from
FGD3.

fiYes,diarrhoeais a lot around here, | thinks a result of waterwe fetch water from dug wells,

we don't do anything, there no medications to treat the w&érM/GFGD2.

fAnother thing & need lots of water purification sachets because they are also helpful,
however, most of the time they are ofistock, most people here fetch their water from
dug wells, and some of them don't boil the wag' HEWFGD?7.
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fiWe need water purification sachets; we are drinking water from boreholes. The hospital
is far, and there is a shortage of medications. Childrend Bnmunizationsre not up to
date,not because we did not bring them to the hospital but becausad¢hmesare out

of stock P5: M/IGFDG5

A key informant confirmed the shortage of water purification sachets raised fpréms
or caregivers
fiPeople do come to otiealthcare facilityasking for water purification sachets, and most

of the timethey are out of stock®: 8 NurseKI

AWe used to provide them whas$beeaioagtimenow ur i f i
that weh a v a@oaiténthose supplies P9: NurseKl
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1 Lack of water sanitation

The water that is being used is reported todiclean. Additionally healthcareworkers
indicated a shortage of water purification sachets at health facilities and people using dirty
water from dug wells and other sources without boiling it or using water purification

sachets.
AThat water is dirtyhaving small insect$ P3&P5: HEWFGP3

fiPeople are using water that is not clean, most of them their source of water is dug wells
they don't even boil the water, but they giv® the children to drink. We inform them

that the children are developirtiarrhoeabecause they don't boil the wat&o we noted

that mostly the watdveing used is the source of the probl&h. HEWFGPS3:

fiDiarrhoeais because of dirty watemostdrink from wells and surface waterP1&2:

NurseKI

We fetch water fromdugwes , dondét do arenp mddicatianstoteeatd t he
t he wWPhHtMEGFGD2.

fiwhat is lacking here is proper sanitation and proper water reticulation. If we could stop
open defecation, build communal boreholasd drill boreholes, | think half othese
conditions wuld be sorted. The major impediment to dealing with these conditions here

is water sartationd . 3: D®ctorKl.

fUsing water that is not clean, most of theiater sourcdas dug wells they doi@ even
boil the water, but they give the children to drink. We inform them that the children are
developingdiarrhoeabecause they ddnboil the wateo . P1l-FGR2ZE W

fil think diarrhoeais more prevalent during that time when thater pans are drying;
these peoplesedrying pansand during that timghey share the water with the animals
P7: NurseKl

Furthermoreparentor caregivers indicatatiatthe waters sometimes dirtyqdee picture
below), and people step in the wateeavingshoesHowever,theyalsoagreed that they
dond do anything to the water.
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fil think the water we use could be a problem, the water we use is from dug wells, and
sometimes the water in the wells is just dirB3: M/GFGD6

fiYes, yes we go fetch water, and we step inveiter with our feet some step with their
shoes P5 :FGDBE. C

fiWe doi@ do anything; you mean boiling the walemo, we dor@ do ito . P 2EGD@M/ C

FigUre14: Dug well ét shikango informal settlement

4.3.33 Lack of toilet facilities
Participantsindicated lack of toilet facilities to be one of the challenges in the area,
contributing to the increasing prevalencal@rrhoeadisease.
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fiWe need toilet facilities around here; | duthy toilet as you can see that one (pointing
at a small structug), and everyone around here was using it. They make it dirty; therefore,

| decided to close it. For nownly the members of my househatd using it.Priest Kl
People around here defecataywhere.P2&3: Doctor Ki

fiDiarrhoea prevalence around here hasdo with hygiene and sanitation. There is a
problem still, you find people that ddénhave proper hygiene, no water reticulation, and

no proper toilets. Like yesterday, for example, | came aaassld with diarrhoeg but

almost every two weeks, thkild is brought in suffering frondiarrhoea Therefore, |

asked the mother where you are getting your water? She indicated ftom an open

well; | further asked her, do you have a toilet? But she replied, no, we use the bushes,

which is the reaproblem. | think those are the most contributing faciors P 3 :-KIDoct or

1 Open defecation and urination

Open defecation and urinati@me a problem in the district; participants indicated that
most of the residents d@nhave toilet facilities, and peoplerinate and defecate
everywhere and;onsequentlycontaminag the water.

fiDiarrhoea comes from using contaminated water and not having toilets because people
are just defecating in the bushes, and the flies come to theibfleédHEWFGR1

fiBut honestly,we need toilets and water. Our people need to be taughtoihen
defecation is not nice for theealth and the rest of the communktygiene is a problem;
you should have time and go to the shebeens (referring to the researchenjjlyiod
someone is drinking herandhe just stands, turns his back, and starts to uringiey do

not even go far because the toilets are not evenah8DoctorKI

fiWhen | asked this patierit Were is your toile? 8he sad, 6 listhe bush $he ket being

re-infected. If it was ensured that every house has a toiletpaoglestop using the

bushes, we would solve half of these problélessst of our peo@l ePAonbd
DoctorKI

115



4.3.34 Lack of information
Factors suchsa parentor caregiver negligence, lack of knowledge, and poor child car

were reported to have contributeddiarrhoegorevalence.

1 The parent or caregiver negligence

Parens are reporteds not following the advice given by the health workers, based on
ignorant excuses such that they have been liumder unhygienic conditions for a very

long timebut have nodied.

fiPeople are using utensils that aret clean, they don't even boil the water, but dieg

the children to drink. So wefiorm them that the children widlevelopdiarrhoeabecause

of not boiling the water. But in turn, they tell us that the Ovambo tribe does not die from
eating bad food, using utensils that are not cleaminot washindhands yati omuwambo
iha fi ngaa, ndee hwangwinima omu tamu pelwa uunoireai koshwa ovanhu otavéi
inavel i k os ha .PEHENWFEGR3a) 0

fiSome are failing to do away with the culture of using a basin where everybody is
supposed to wash hands. Wevdéantroduced them tpour water froma container

(A o k a n dout sometiines they have the "okandini,” but they are not usiizf HEW-
FGP3.

fiThey feedsmall children with this fermented millespeciallychildren under five milks
such adi 0 s h i k ashitdka maared etc.é These children can only toleraiteup to

a particular time, then they start having osmaliarrhoeg and when you come to tell the
parentsthatwhatthey aredoing swrong, it is very hard for them to change2: Doctor

Kl

fil have attended some weddingad | haveseen some people who cofrem towns

when they are at thevedding their sanitation and hyigne practices are zeyrdhey do
even sharehis clothto dry hand. Mybe it is something we grow wpth, and people
believe that if | have been doing this fd gears, nothing can happen to me3: Doctor

Kl
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i 1 you try to adviseéhem,they will reply by telling you that they have been eating from
dirty thingsfor a very long timgbut they are not dead. (Eshi ngaa to papakuti kaana

ove efasheotwa lyanale oinimanekakq nde inatu fya)P4: NurseKl

i W don't think the elderly people who are the majority of the caregivers do boil this
water. Furthermore, most people don't have toilet facilities. The HEWs dcetrydiel
bestto give them health education, but people don't listen to evernpthabutwater;
some people are nptacticing that" P9: NurseKl

Theparens/caregiveralso indicated that they are informed about boiling the water before
drinking it, but they don't do it. As indicated in the quote below.

fWater is scarceywe get our water from dug Wi& and we are informed about boiling
that water before drinking ithut we don't do it; w drink it without boiling ittherefore,
the childen candevelopdiarrhoea” P6: M/C-FDG5

1 Parenttslc ar egi ver 6s poor knowl edge

Data collected revealthat someparens or caregivers lacknformation aboutthe
importance of boilingvater before drinking it. Furthermore, key informants stated that
even educated people do not know how to feed their children properly.

AThe water that is being used is the probl#ramajority of people around here use water
from ponds, dams, wsll etc, but maybe they don't have the information about the

importance of boiling the water before drinkih@6: NurseKI

1 Poor child care

Poor cae for childrenunder fivewas raised as a matter of concern.

fiMostly, children under fivdoecome sick becauigey are not weltaken care of by their
parents If children play outdoors in the sand, a child gack up bacteria from the sand.
Using water that is not cleaandfood that is not weltaken careof, like not being covered
P2:Priest

fiSome childrerbecome sick because of poor caring; for example, some children are
being given porridge that has stayed for maoyrs." P8: NurseKI
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AThe caretaking sometimes is not there because some parents like to go to shebeens and
they stay there for very lorigurs, and they go with the child since mogninR®: HEW
FGR3

fiThere is no proper caring of tlekildren; even the young parents don't take proper care
of their childrero P1: HEWFG4

fiThe caretaking sometimes is just not theecause some parents likego to shebeens
and they stay there for very long hours, they go with the child since mdmauhgnk
i t o mlara the children aralsogi v e n "f{localynltrewed drinkmade from
sorghum to drink. Fom there, thechildren developdiarrhoea and malrutrition. P5:
HEW- FGR3

Some prticipants indicatethat most children in their areas are under the cacidef
people. Furthermore, they not#uht children under the supervision of elderly people
frequently do not receive proper careconsequentlycontributing to developingthe
diarrhoeadisease

"Most of the timethe majority of the childen from aroundhere develop intestinal
parasitesanddiarrhoea In our villages,most of the childreare taken care of by elderly
people. You may find more than one child, age€, two, and thregears, etc.peing
taken care oby an elderly ladyThe care for such childremaybe difficult for an elderly
person,and cooking for those children also becosnaproblem. During thdieldwork
seasonthe old lady might not have time to take care of these chilthhergfore, you find
them being given food on unwashsdtes Dogslick the used plates, and the old lady
uses those plategyainwithout washing therand gives the tothe children to eafrom.

Cleanlinesswith elderly peoplés very pooro P1: HEWFGR4

fChildren are being taken care of by the elder®% 0 d r i n Ka logallyobrelwea "
drink made from sorghumand they give the children to drink all; therefore,the
children develomliarrhoea" P8&9: NurseKI.
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The quotes above were evidencedalmgother whose child was under the grandmother's
care and during the FGD was admitted at Engela hospital sufferingdiesrhoeaand

malnutrition.

AiMychil d stays with the grandparent from
malnutritonand di arr h PeMC-FGID6 s easeo

4.3.35 Area of residence
Informal settlemerg are overcrowded, and people live in crowdedckbavith no toilet
facilities; this has beereported to be onef the factors contributing tthe prevalencef

thediarrhoeadisease amonchildren in the region

fiChildren around here live in crowded places with no toilet facilities, which also put them
at risk of contracting diseses such asliarrhoea Furthermore, some households are
overcrowded; if many children sleep in the same place and ondid&akoeaor other

infectious diseasetheymay infect other children as wellP2: Priest

AAt theinformal settlement, you may find a man urinating alongside the shebatther
roadside, and without washing their handlsey go and eat measuch practices can
contribute to the prevalence not only difirrhoed diseases but other disease$2:
Doctor-KI
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Figurel5: Oshiango inform
4.3.36 Poor feeding practices

Factors such as givingery youngchildren supplementary food and not adhering to
exclusive breastfeedingere reportedo contribute taliarrhoea prevalence

1 Supplementary food

Key informants perceivedliarrhoe& prevalence amongst childramder five being
contributedto by parent$ or caregiver8 feeding practicesParentsor caregivers are

reported to be feeding small babies with c@tumilk and giving children locally brewed

drinks fombo). Poor feeding practiceemee vi denced by the partici
fil believe it is mostly on the motldeside. The mother is the one that contributes to the
prevalence of diarrhoeal disease. For most parents in this area, one can find small babies,
and they are al r@amedeyoshikandela gshitdkae dtc."(iNantibla A
dairies products madeubmilk) P1: DoctorKI
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Children that are being takernombodangshad by t
with thend that is why they develaparrhoea €©8&9: NurseKl;

ARéée.onse parents | i ke tmdpanistaytherdferbeeydongs t o
hours they go with children since morning, and they are given no fostead, they are

gi vembio (|l ocally brewed dri nk) daghogar i nk;
and malnutritiono P5: HEWFGR3

fil should say thathildren under the age of five who have been diagnosedliaitthoea
around here, maybe over 90% are associated with poor feeding practices, and that is a
big-big problend . P3:-KIDoctor

71 Lack of exclusive breastfeeding

Key-informants perceivedhe lack o exclusive breastfeeding to have contributed to
diarrhoehadisease prevalence. Some of gagentghat are HIV positive are reported not
to give breastfeeding. In addition, some yopagentsare not willing to breastfeed for the
reason that they don't have enough miilkck of exclusive breastfeeding wsisown in
the keyinformant quotes below:

fiThere are those who still believe that if they are HIV positive, they cannot breastfeed,
and ontop of that, when they avoid breastfeeding, they cannot afford foriviale it

IS just that whole thing about the importance of breastfeeding, and they go and give the
children food with poor nutrition contenthis lead to malnutrition anddiarrhoed
diseases P2: DoctorKI

fiMost of these youngarentsdon't want to breastfeed their babies; you find them telling

you that they donot hwdnen the ahild asuap lyoungitol ble | sor
introduced to solid food. They start giving the child poftridge, and there is no proper

care of the child's bottle$2&6: HEW FGR3&4

fiLastly, it is this thing of not breastfeedinigthink not breastfeeding is a problem leading

to anincrease in malnutrition andiarrhoed disease in thse areasd P3: DoctorKI
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fiBased on my own experiedcehave not researched, ibut | think the majority of what
causes malnutrition is poor feeding practices. | noticed goanentsbring in many
children; the parents ofthose childrenare absent; they will tellyou the mother is
somewhere else anthat the mother did not breastfeed the child exclusively for six
months' P1: DoctorKI

4.3.37 Malnutrition

According totheliterature, malnourished children are more likely to have rd@nehoea
episodes, and children withe diarrhoeal diseasean quickly become malnourished due
to weight loss$® Hence key informants perceiveihrrhoegprevalence among children

under five in the study area to be associated with malnutrégstated below:

fil should say thafor children under the age of five who have been diagnosed with

diarrhoea around 90% of them also have malnutnitibP3: DoctorKI

fiMost children that develogiarrhoeaare those that are not well fesince they develop
malnutrition and as a result suffer frotarrhnoeaand other diseasé'sP4: NurseKI;

4.3.38 Seasonal

A key informant indicated thaliarrhoegprevalence in the regm is more common during
certainmonths of the year, more so during the rainy season wheslhheas are flooded
as well as when theomemadepans are dryingeading to humans sharing water with

animals(see picture below)

fiMost of the timegiarrhnoeai s ¢ 0 mmo n oshahas"rare tlobded bBcause of using
contaminated watet P2: NurseKl

fiMostly diarrhoeais widespreagespecially during the rainy season when most people
get their water from wellanddams as well as surface water, efthat is wiendiarrhoea

is extremely commouwliarrhoeaohai kalako ihapu nai)' P4&5; P1: Nurse; DocteKl
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at Engela District (source: Researcherspicture).

Figurlé: Opn well

fil think diarrhoeais more prevalent when we have spring. Just to add to that, | am aware
of that because people come to dwalthcare facilityasking for water purification

sachetsbut most of the time they are out of stbck P 7 :KI Nur s e
fiDiarrhoea is more common dudrthe rainy seasohP9: NurseKl

fiDiarrhoeais more common here around Augusith no water in the wells. Children
possibly develop thdiarrhoed disease because of the water they are drirking P 1 :
NurseKI

il é Especially during late September, Octob&nd November, it is when the cases are
very higho P5:NurseKI

ALi ke degercoming timedFebruary and March when children are eating

guavas, theguffer alot fromdiarrhoea &8 NurseKI
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SomeParentor caregivers indicated thdtarrhoeas more common when the plants are
flowering and when the sun is hot.

fil just want to indicate thadiarrhoeahas its months; in September and Octoloerring
that time, the trees are floweringndeven adults develagiarrhoea” P2: M/GFGD4

fAround hee, children suffer frondiarrhoeaduring summer when the sun is Hatave
not come across a child suffering fratiarrhoeaduring winter, and we believe the sun
can causaliarrhoea” P3: M/IGFGD4

4.3.4 Main theme 4: Health workers perceived factors contributing to mortality
among children under five suffering fromthe diarrhoeal diseasen the district

Based on a study conducted among caregivers of children under five years in lle Ife
Nigeria, illness behaviour was reported poor, as most waited at least one day after the
onset of symptoms before taking any actiéfi.In the currentstudy, health workers
indicated causes related to diarhhoea mortditgk of urgency to seek help, delay in
seeking health cardjarrhoeadcomplications, malnutrition, using traditional healers, and
poisoningfrom herbal medications have contributed to mortality amongst childnder

five.

4.3.4.1Causes of deaths related to diaka

Related to contributing factors to diarrhesssociatedieaths amonghildren under five
of age health workers indicated factors such as lack of urgency, diarrhoea coropfcati
herbalpoisoning, malnutrition and pareht®gligenceo have phyed a role.

1 Lack of urgency to seek help

Some community membease reported to lack urgenoybringing the critically ill child
to the hospital.

il Parentsor caregivers might be intending to come and seek help, bladkefurgency
for seeking help is a probletrP4: Doctor

Al noted there are some constraints preventing parents from bringing their sick children
to the hospital. However, | realized theense oltirgency is not ok; imagine someone

can even delivem the night at home, sleep with the placenta outside and dhme
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following morning to me; they just don't understand about the consequences. Another
example indicating lack of urgency is théchild who was brought in dedtad been
having convulsions, but the mother proceeded to sapkerand went to sleep; shast

slept like thatonlyto realize that the child was dead in the mornidgr ideahad been

that when it was daylighshe would take the child to the hospital. The idea was there, but
the ideaof when to execute that ideas the problem. People carst decide and say we

will sleepnowand proceed in the morning. P3:-KlL.Doctor

71 Diarrhoea complications

Some fealth worlers indicated that some children die becausedisiirhoearelated
complications.

i We do hobchildrenthat passton frordiarrhoea Sometimes we help them if they present
early, but if someone comes with a chilith severe complications, visy to help them, but the
baby will still deo . P1:KIDoctor

1 Poisoningfrom herbal medications

The management adiarrhoeadiseasewvith traditional herbs has contributed to poisoning
and eventually caeslmortality in children under five

Y es this year we had one chitierewe had suspected poisonjrgis child was exposed
to herbal medicine and developed multiple organ faBueecephalopathyliver failure
andrenal failure The childhad beerexposed to a lot of herlasxdcame in already with
organ failured P2: Doctori Kl

il Yes onechild who was just brought in deade suspectedven poisoningnd even
involved the polie; the child was apparently taken to traditional healers. | am still waiting

for thepostmortem result P2: Doctori Kl

1 Malnutrition
Lack of breastfeeding and the introduction of solid food have contributed to recurrent
diarrhoeaand malnutrition, leading to children mortaldf children under five
fiRecently, | took note of a child who died as a result of malnutyitiee mother of this
child was in the south; she stopped breastfeeding, did not buy milk for theactiktie
grandmother introduced solid foo@he child haddiarrhoeanow and the and developed

malnutrition and eventually passed away because oftsuch P5:KI Nur s e
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fiMostly children at our wards die as a result of malnutrition. Some are from our

neighbairing county; they come having a distended abdomen and swolleh. IBg§s
NurseKI

i Caregiver Negligence

Key informants also indicated child mortality have occurred as a result of caretaker
negligence.

fiThe second child that | came across this year died because of pure negligence of the
caretaker. When thechild was brought to the clinieve gave ORS, but when they went

home, they did not do anything. By then, the mother was admitted; therefore, dhe chil
was being taken care of by her aunteslended up dying P6: NurseKl
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4.3.5 Dscussion

The findings from this study showed that health workers perceirgthoegrevalence

in the district to be related to factors such as poor hygiene, not washing hands, lack of
toilet facilities, open defecation, source of water, lack of water sanitammtage of

water purification sachets, mother or caregiver's negligence, mother or caregiver lack of
information, poor child careyjnhealthyarea of residence, inappropriate storage of food,
lack of exclusive breastfeeding, poor feeding practicealnutrition and seasonal
changesThe findings fromthis study are contrary tthosefrom a study conducted in

Arba Minch Districtin Southern Ethiopia, wherthe availability of latrines andvater
sourceswere not significantly associated witliarrhoe& morbidity. Nevertheless, &t

study found poor maternal hamdéashing practices to be positively associated with the
occurrence ofliarrhoeamorbidity. 3% Thisis in agreement with other studies conducted
elsewherg?“®)

In this study, we identifiediarrhoearelated beliés and potentially harmful practices that

are not safe and should be discouraged. Neverthdiesally recognized types of
diarrhoea such as persistemtiarrhoea dehydration, vomitingdiarrhoeatogether with

fever, a child being wak, lethargic, andpassng stools containing milk, vere often
inappropriately interpreted. Children wittiarrhoea showing the abovenentioned
symptoms were regarded as being possessed by panehismselves, btheir ancestors'
spirits, orsuffering from "endjadja”. Therefore, parents went for perineal cutting, and
children were taken to traditional healers and/@ra Furthermoreyarentsor caregivers
perceive teething to be one of the caudfediarrhoeddisease. These findingign with

a study conducted in Indigenous and Resettlement communitiéssimsaDistrict of
Western Ethiopia, whereby indigenous communities agreed that teething causes
diarrhoeadiseasé’™ In addition,diarrhoeds perceived to be causedtechildd sating

bad food,taking breast milk.flowering plants, angblaying under the su systematic
review of harmful practices in managing childhood diarrhodavin and middleincome
countries indicates h a 't in multiple cultures, Adirty
certain types ofliarrhoed*? Lack of exclusive breastfeedimmdstopping breastfeeding
thought to bgpart of management and preventthgrrhoeadisease amonchildrenunder

five are somaspecthighlighted during discussions with the participants. Breast milk is
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documentedn many observational studies to play a role in protecting infants against

diarrhoed disease. Studies indicated that human milk contains glycans, which include
oligosaccharides in their free and conjugated forms, which are part of a natural
immunological mechanisri®)

Findings from the current study can be used as baseline data for policymakers in
formulating national guidelines for health in infants and young children andvawhie

millennium development goals for reducidgld mortality.

4.4. OBJECTIVE 1c. DETERMINE THE KNOWLEDGE AT TITUDE AND
PRACTICE AMONG PARENT S REGARDING DIARRHOEAL DISEASE
AMONG CHILDREN UNDER FIVE YEARS OF AGE IN ENGELA DISTRICT

4.4.1Determine the knowledge bthe etiology, prevention, and management of acute
diarrhoea among children underfive in Engela District

According to the World Health Organization (WH@jarrhoeas the passage of three or
more loose or watery stools in dburs®*? Even though most childhoodiarrhoea
episodes are mild, acute episodes can result in severe loss of fluids and dehydration,
consequently leading to severe heatttated consequences and dé&hChildhood
diarrhoeaemains a public health problem and is among the main killetsilofen under

five globally.®4”) Based on various reports, in developing countries, 12 million children
die every year before they reach their fiftithday“® As stated by WH@® diarrhoea

can be prevented through adequate sanitation and drinking safe water and effectively
treated at home with oral rehydration salts (ORS) or with a solution of clear water, sugar,
and salt. Additionally, supplemental treatment with zinc 20mg tablets reptbe
outcome. Consequently, if is not managed propdityrhoedeads to dehydration, which

can severely threaten the affected child's wellbeif@uring diarrhoed episodes,
electrolytes such as sodium chloride, potassium, and bicarbonate are lost fiqoidg

stools, vomit, sweat, urine, and breathing, leading to dehydration, provided fluids are not
replaced'®%? Lesser severe dehydration in over 90% of the cases can be adequately
treated with ORS and other fluids used at home to prevent dehydration. Adequate and

appropriate knowledge, as well as a good understanding of the underlying etiological

128



factors and dynarwos involved in the occurrence diarrhoeddisease and its progression
to diverse severe outcomes, complications, and mortalities, are essential to its

preventior(?

4.4.1.1Data collection procedure

A structured questionnaire was developed in Englighrdviewing the literature. The
guestionnaire was then translated from English to the local language (Oshikwanyama) and
then translated back to English after data collection. During data collection, the
researcher, student nurses, and HEWSs read the @ueshi the respondents and filled in

t he r espondpmaetibdg s thanespondent gave thenand left with the

questionnaire when the interviemas over,!?®

4.4.1.2 Measurements of the dependent variable

The primary outcome variableas the knowledge of thEarens/caregivers. Ithis study,

knowledge of parentsaregivers included: definition, causes, tneant of diarrhoea

benefits of oral rehydration salt (ORS), prevention, and danger sigreidfoehdisease.

The levels of knowledge were determined using a series dr&@Falsé Do n 6t know
questions (Table)7 The overall score was calculated for all 50 knowledgestopres for

each person. Correct answers were givpaintand wrond). The grading for knowledge

was done as follows;-89% was regarded asadequatewhile 600 warssideed as

adequaté&nowledge.

Socio-demographic factors such as residential arepJ@ment status, average monthly
income, ownership of radio and television, as well as mother/caregiver's age, gender, and

educational status were exposure variables.

4.4.1.3Data quality control

The assessment of the reliability and validity of the dali@ction tool found a Cronbach's
Alpha calculated of 0.810; this shows that the data collection items measured the same
concept.

To ensure validity, the questionnaire was adapted from the literature and modified based
on the local contexiThe questionaire was pretested befadata collection on 5% of the

sample size in the constituency that was not part of the study. Nevertheless, the instrument
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was subsequently modified based on the outcomes of the pilot Sthdystudent nurses
and Health ExtensioiVorkers (HEWSs) were trainedachfor two days prior to data
collection to assist with data collectidoy the main researcher. Timeain researcher
followed the data collection process dadydthedata were checked for completeness by

the main researcher

4.4.1.4Data Analysis

International Business Machines (IBM) Statistical Package for Social Science (SPSS)
software version 24 was used for data analyBmscriptive statistics and inferential
statistics were used to summarize the study resMiéan, range standard deviation,
frequency, and percentages were calculatéde levels of knowledge were related to
sociodemographic characteristics and analyzed at the bivariate levedqGhie ¢?) test

was used to test for the statistical relationship between independent and dependent
variables (knowledge). An independesiest was conducted to compare the knowledge
scores for male and female respondents, access to information, and resideagtialliar
addition, demographic characteristics significant-tajue less than 0.5 were further
analyzed using logistic regression to determine factors related to mother/caregiver level

of knowledge.

4.4.1.5Socicdemographic characteristicef parens/caregivess of children under the

of five years according t&knowledge regarding acutdiarrhoea

Table6 below presents the soettemographic characteristics of {h@ens/caregivers in
the study related to knowledge about acdiarrhoed disease. Atotal of 530
parens/caregivers took pairt the study. Most of the pareftaregivers, 29.4%vere aged
between 180 years oldThe mean age was 40 years (SD=8.38)allow comparison
between different aggroups, the age of the parkatregiver wasategorized into groups
of 1830, 3140, 4150, 560, and above yeas. The greatest number of
parens/caregivers, 29.4%, weoader 1830 years oldand very few were above 60 years
8.7%. However, the highest praion of adequate knowledge, 47.8%asvobserved

among the age group 60/ears as compared to other age groups. Nevertheless, the
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observed difference was n Mdstobthepdrticigants, cal | vy
94.3%, were female as compared to males, 5Mureover,83.3% of males were
categorized as having inadequate knowledge as compared to 63.2% of females. Besides,

the observed difference was statistically

Equally,themajority of the parerg/caregivers, 79.8% were from rural areas, 19n&8e
from informal settlemest and only a small portion was from urban aréh%o).
Nonetheless, the majority, 91.28parent&caregivers from the informal settlement, were
categorized as having inadequate knowledgel place of residence was significantly

associated with knowledge diarrhoed di sease pO 0. 05.

Furthermore, 16% of the respondeiméd not attenddformal education at all, 46.4%ad
attended primary education, and the Ieb$t% hadattended higérediwcation; education
level was not significantly associated with the level of knowledge. Additionally, more
than half of the respondents were sin@8.9%), and23.6% were married, 12.3% were
cohabiting, 4.7% were widowed, and a small percentage, &% €parated/divorced
Marital status was significantly associated with knowledge ab@rthoeal disease
pO0. 05.

The majority, 89.1%, of the respondents did not own a televisiamy caseowning a
television was not significantly associated with knowkeddpoutthe acutediarrhoeh
disease. On thether hand, 79.4% of th@arens/caregiversvho did not own a radio had
inadequate knowledge. Furthermore, owning a radio was significantly associated with

knowledge aboutliarrhoeal diseage O0 . 0 5 .

Furthermaoe, 93.2% of paresicaregivers had monthlyincome ranging fronN$190-

2000.00; however, monthly income was not significantly associated with knowledge.
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Table 6: Sociedemograpit characteristics of the paresfcaregivers relatedto
knowledge scores
Variable Inadequate Adequate Total p-value*
Knowledge n (%) Knowledge n (%) n (%)

Parentcaregiver age 40.39 £14.41
Mean age (mean + SD,
years)
Age of parentktaregiver 0.213
18 - 30 107 (68.6) 49 (31.4) 156 (29.4)
31- 40 92 (65.7) 48 (34.3) 140 (26.4)
41 - 50 82 (56.6) 43 (34.4) 125 (23.6)
51 - 60 36 (57.1) 27 (42.9) 63 (11.9)
> 60 24 (52.2) 22 (47.8) 46 (8.7)
Parent/caregiver 0.025*
gender

Male 25 (83.3) 5 (16.7) 30 (5.7)

Female 316 (63.2) 84 (36.8) 500 (94.3)
TOTAL 341(64.3) 189 (35.7) 530 (100)
Residential 0.001*
Urban 5 (100.0) 0 (0.0 5 (1.0
Informal settlement 93 (91.2) 9 (8.8) 102 (19.2)
Rural areas 243 (57.4) 189 (42.6.7) 423(79.8)
Parentd /earegiverd s 0.424
educationlevel
Not educated 59 (69.4) 26 (30.6) 85 (16.0)
Primary education 147 (59.8) 99 (40.2) 246 (46.4)
Secondary education 127 (67.2) 62 (32.8) 189 (35.7)
Higher education 8 (80.0) 2 (20.0) 10 (1.9)
Marital status 0.018*
Single 203 (65.1) 109 (34.9) 312 (58.9)
Married 70 (56.0) 55 (44.0) 125 (23.6)
Co-habiting 51 (78.5) 14 (21.5) 65 (12.3)
Divorced/separated 3 (100.0) 0 (0.0 3 (0.3)
Widow 14 (56.0) 11 (44.0) 25 (4.7)
Ownership of television 0.501
Yes 35 (60.3) 23 (39.7) 58 (10.9)
No 306 (64.8) 116 (35.2) 472 (89.1)
Ownership of radio 0.001*
Yes 210 (57.5) 155 (42.5) 365 (68.9)
No 131 (79.4) 34 (20.6) 165 (31.1)
Monthly income 0.923
190-2000.00N$ 313 (63.4) 181 (36.6) 494 (93.2)
>20065000.00N$ 19 (73.1) 7 (26.9) 26 (4.9)
>5006-10000.00N$ 5 (100.0) 0 (0.0 5 (0.9
>10000.00N$ 4 (80.0) 1 (20.0) 5 (0.9

*p-value Pearsoohi-square statistically significant 0.05
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4.4.1.6 Aspects and distriltion of scores related to paresitaregiver® knowledge of

acutediarrhoea

Table 7 below represents the aspects and distribution of scores related to knowledge of
the parent&aregiver regarding definition, causes/contributing factors, treatment, danger

signs, and prevention diarrhoeadisease irchildren under five

Definition of acute diarrhoeal disease multiple-responsejuestions were set to test the
respondents’ knowtige More than half, 56.6%o0f the parerd#/caregivers correctly
defined acutéiarrhoeaas the passing of three or more loose ligtibls per day for less
than 5 to 7 days; however, 25.8% indicated that they don't kmew

Causes/contributions to tle development ofthe diarrhoeal disease questions were
categorized as follows: Infection, malnutrition, source, and other causes. A majority,
86.8%, indicated bacteria to be the source of infection; 40% did not agreevthat can
cause diarrhoe&qually, 40% of the respondents indicated thabndition othe mother

or father could be responsib{e common belief in the area that having a skin tag at

the perineal area contributes to a child developingliarrhoea if it is not removed).
During FGD parents/caregivers and HEWsdicated that a child can have diarrhoea
because of being possess&l.child can have diarrhoea because of being possessed by

the parents; that one is very true, my de&1-P6: MGFGD5
fASome children become sick asareeuft e &8 mR & | -BGDE W

Malnutrition as contributindgactor: most parerg/caregivers indicated that malnutrition
makes children more vulnerable d@rrhoeat6.4%. Howeversome paresicaregivers
indicated that a childoulddevelop malnutrition if the mother has multiple sexual partners
24.3%(a common belief that if a mother is still breastfeedingshecannot have a love
relationship with a man who is not the father of the child).Nonetheless, respondents
agreed that the flwing factors contribute taliarrhoeainfectiort unhygienic &ecal
disposal 57%, flies 67.9%, water contamioatwith faeces 71.1%punclean house

environment 49.2% mproperstorage of cooked food 74.3%, not washing hands before
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eating or breastfeedind. ®% and using infant feeding bottles 54.5%. Orother hand,
respondents disagreééatdiarrhoeacan be transmitted from person to person 41.9%.

During theFGDs with theparentor caregiver, one mother assumed thatrhoeacomes
from food that is not well cooked or could be airborne. She furtherrdarétadthat they

donot have an i dea.

fiMaybediarrhoeacomes from food that is not well cooked, pogsibis air-borne,
andwer eal | y dono.P3:M&¥FeD6an i deabo

Home treatment of diarrhoea; respondents disagree with giving extra fluids 36.4%,
giving ORS to exclusively breastfed babies 28.7%, and givinglfased fluids if a child

is not exclusively breastfed 48® However, 10.8% of thparentécaregivers agreeid

give fruit juice or sweeteneda®r cool drink(Coca-Cola is most used; 63.6% agreed

to give antidiarrhoedmedication, 24.5% agreed to stop breastfeeding when a child has
diarrhoea28.®6 and 48.9% disagreed with giving ORS to a child that is being exclysive
breastfed and ging food-based liquids to a chiilthat is not being breastfdelrrthermore,

the majority,70.6%, agreethat the child should be given salt and sugar water soution
Also, 75.3% indicated that fluids should be given more frequently than usual, and 73%
agreed that ORS treatg@arrhoeaEqually,one key infomants informant indicated tha

part of home management of diarrhoea at hamehild is being given Coedola and

b r e aMdst of tihe delays are caused by the parents they start treatment gtdrame
they give things such as Coca Cola and bread they only come when they realize such

thingsare not helping P 3 I:Nurse.

Knowledge of diarrhoeal disease dangersigns Most of the respondent&2.199,

indicated fever to be one of the danger signs. On the other hand, 59.4% of respondents
indicatedsimple diarrhoeawithin one day to be a dangers sign, but 32.1% indicated

that children becoimg very thirstywasnot a danger sigof diarrhoe& diseaseDuring

the FGD with the HEWs it was indicated tha
a child lethargicThe skin (oshipa) makes the child lethargic, but the tail (omushila) is
consi dered md8 elEVF&R7ger ous o
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Nevertheless, it is worth highlighting that regardprgvention of diarrhoea disease,
49.6% of pareng/caregivers indicated thatiarrhoeain children under fivecould be
prevented by parents going for perineal cuttiegnoval of the skin tag that is believed
to contribute to diarrhoeal diseas¢, 24% believed thadiarrhoeacould be prevented
through prayers, and 22.5% indicatédould be prevented if the mother of the child

remains faithful to one partner.

Table7: Questions on knowledge related to acdigrhoeal diseasédefinition, cause,
treatment, and preventions)

Knowledge of the concept of Frequency | Frequency Frequency Frequency
diarrhoea n (%) n (%) n (%) n (%
. A Level of
Variable True False Donét | knowledge
Poor/Good

1. Definition of acute diarrhoea

: 0,
(multiple responses) P: (54.6%)
0,
Passing stools with blood 80 (15.1) | 220 (41.5) 230 (43.4) 210(58'4/")

Passing of three or more loose or

0,
liquid stool per day for less théanto | 300(56.6) 93 (17.5) 137 (25.8) 300(56.6%)

7 days G
Passing of loose stools or liquid for 0 291(54.9)
more than 14 days 54 (10.2) | 239 (45.1%) | 237 (44.7) p

Passing of loose/liquid stools that

1 4%
lasts more thaid days but less than 1] 76 (14.3) | 215 (40.6%) | 239 (45.1) 315(59.4%)

days P
2. Causes/contribute to
diarrhoea (multiple P: (44.3%)
responses)
2.1 Infection P: (54.3)
0,
Bacterial 460 (86.8) | 29 (5.5) 41 (7.7) 4(1;60(87 0%0)
0,
Viral and parasitic organisms 114 (21.5) | 212 (40.0) 204 (38.5) ;1)16(78 0%0)
Mother or father could have a 212 (40.0) | 153 (28.9) 165 (31.1) 377(71%)
problem P
2.2 Malnutrition P: (36.4%)
Malnutrition makes children more 352(66.4)
vulnerable tadiarrhoea 352(66.4) | 53(10.0) 125(236) G

Diarrhoeais the leading cause of 303 (57.2) | 91(17.2) 136 (25.6) 303 (57.2)
malnutrition G

Malnutrition is caused by mother wit| 129 (24.3) | 219 (41.3) 182 (34.3) 311(56.7)P
multiple partners
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2.3 Source P: (48.5%)
Unhygienic Becal disposal 302 (57.0) 81 (15.3) 147 (27.7) 302(57)G
Flies 360 (67.9) | 62 (11.7) 108 (20.4) 360(67)G
Watercontaminated withdeces 377(71.1) | 56(106) 97 (18:3) 277(71'1)
Unclean house environment 261 (49.2) | 105 (19.8) 164 (30.9) 269(50.8P
2.4 Other causes P: (44.2%)
From person to person 119 (22.4) | 222 (41.9) 189 (35.7) 411(77.5)P
Inappropriate storage of cooked foo 394 (74.3) | 53(10.0) 83 (15.7) 294 (74.3)
Not washing hands before eating or| 381 (71.9) 49 (9.2) 100 (18.9) 381(71.9)
breastfeeding G
Using infant feeding bottles 289 (54.5) | 108 (20.4) 133 (25.1) (2389 (54.5)
3. Diarrhoea management P: (59.7%)
3.1 Home treatment ofdiarrhoea
(multiple responses)
Give extra fluids 205 (38.7) | 193 (36.4) 132 (24.9) 325(61.1) P
Give anti-diarrhoedmedicine 337 (63.6) 74 (14.0) 119 (22.4) 456(86) P
Stop breastfeeding 130 (24.5) | 228 (43.0) 172 (32.5) 302(57) P
If the child is exclusively breastfed,
give ORS or clean water in addition | 246 (46.4) | 152 (28.7) 132 (24.9) 284(53.6) P
to breast milk
If a child is not exclusive breastfed,
give foodbased fluids such asup,
salted rice water, salted yiagrt or 105 (19.8) | 259 (48.9) 166 (31.3) 425(80.2) P
clean water
Give salt and sugar water solution 351(66.2) | 59 (11.1) 120(22.6) 251 (66.2)
Give fruit juice or sweetenedaer a 57(10.7) | 286 (54.0) 187 (35.3) 286 (54.0)
cool drink G
3.2 Howfrequently should fluids be
given to a child with diarrhoea? P: (43.1%)
(multiple responses)
399 (75.3 67(12.6 64 (12.1 399 (75.3
More frequent than usual ( ) ( ) ( ) G ( )
About the same 78 (14.7) | 241 (45.5) 211 (39.8) 289(54.5) P
72 (13.6) | 266 (50.2 192 (36.2 266(50.2
Less frequent ( ) ( ) ( ) G ( )
3.3 Benefits of ORS? (multiple P: (46.7%)
responses)
387 (73.0 41 (7.7 102(19.2 387 (73.0
Treatdiarrhoea ( ) 7.1 ( ) G ( )
Prevent dryness ¢hebody caused by 375 (70.8) | 69 (13.0) 86 (16.2) 375 (70.8)
diarrhoea G
Fluid replacement 232 (43.8) | 142 (26.8) 156 (29.4) 298(56.2) P
Prevent further complications 162 (30.6) | 169 (31.9) 199 (37.5) 368(69.4)P
Has no benefits 27 (5.1) | 257 (48.5) 246 (46.4) 273(51.5) P
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4. Which signs indicate that a P: (44%)
child needs to be taken to
the nearestHealthcare
facility ? (multiple

responses)
Simplediarrhoeawithin one day 315 (59.4) | 106 (20.0) 109 (20.6) 424(80) P
330 (62.3 92 (17.4 108 (20.3 330 (62.3
Is eating or drinking poorly ( ) ( ) ( ) G ( )
215 (40.6 170 (32.1 145 (27.3 315 (59.4
Becomes very thirsty ( ) ( ) ( ) p ( )
291 (54.9) | 117 (22.1) 122 (23.0) 291 (54.9)
Starts to pass many watery stools G
367 (69.2 57 (10.8 106 (20.0 367 (69.2
Has repeatedomiting ( ) ( ) ( ) G ( )
382 (72.1 38 (7.2 110 (20.7 382 (72.1
Develops fever ( ) (7.2) ( ) G ( )
. 357 (67.4) 75 (14.2) 98(18.4) 357 (67.4)
Blood in the stool G
330 (62.3 79 (14.9 121 (22.8 330 (62.3
Child not getting better in three days ( ) ( ) ( ) G ( )
5. How candiarrhoea be
prevented inchildren P: (48.6)
under five? (multiple %

responses)

Remain faithful o your partner 120 (22.6) | 242 (45.7) | 168 (31.7) | 288 (54.3)

P
Immunization 327 (61.7) 75 (14.2) 128 (24.1) ?327 (61.7)
Handwashing with soap 447 (84.3) | 36 (6.8) 47 (8.9) 247 (84.3)
Parents should go for perineal cuttin 263 (49.6) | 123(232) | 144(27.2) i07 (76.8)
Food hygiene. 436 (82.3) | 30 (5.7) 64 (12.0) 236 ©2.3)
Proper disposal of chifd feces 346 (65.3) 59 (11.1) 125 (23.6) 246 (65.3)
Through prayers 128 (24.2) | 241 (45.5) 161 (30.3) i89 (54.6)

Based on the knowledge scpagelativdy high numbe(64%) of pareng/caregivers were
categorized as having inadequatederstanding based oknowledge of causes
prevention, and managementidrrhoeaandonly a few(36%), had adequate knowledge
aboutdiarrhoeadisease Kigure 19). The findings are in line with information provided
by keyinformants indicating that even those parents whoewsducated they lack
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knowledge related to diarrhoed, think there is a lot of information needed in these
communities because you find m@strents even those who went to school and
understood things, feeding their children with this fermented milk; some of these children
are small, especially those under five. They feed them with things such as oshikandela,
RY nbactorKe

oshitaka, etc. o

Level of knowledge

m Good knowledge

m Inadequate knowledge

Figurel8: Pie chartParent®/Caregiverdlevel of knowledge abothediarrhoeal disease
The mean score for total knowledge is 50.75 + 19.95T2bI€8), and the score range
from 0-90%. The distribution of the scores on this index was significantly skewed towards

negative (skewnesg18, SE skew 0.11).

Table8: Diarrhoeaknowledge mean score

Mean

SD

N

Variance

Skewness

SE Skew

Range

50.75

19.95

530

398

-418

106

0-90
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Mean = 50.75
Stel. Dev. = 19.952
N =530

60

Frequency

20

-20 o] 20 40 60 &0 100
Knowledge score on Acute Diarrhea

Figurel9: Knowledge of acutdiarrhoeamean score

4.4.17 Factors influencing the parersficaregiveréknowledge

An independent samplegdst was conducted to compare the mean score for knowledge
between the availability of radio (yes) and (no) (T&@)leThe resultshowa significant
difference in the mean scores of knowledge between respondents who possediged a ra
(My =53.37, SD =19.30) and those who did not possess a radie .97, SD =20.21);

(t (528) = 4.57, p ©.001, two-tailed). The magnitude of the difference in the means (mean
difference =8.40 with a 95%Confidence Interval varying betwedn79 andl2.01was

very large Eta Square = 0.04). It can be concluded from the findings that those who own
radios are more knowledgeable than those wihaat own a radio. Equally, there is a
significant difference in the level of knowledge abdiatrrhoeaetween respondents who
were residents in the informal settlement and residents of rural areas (p=0.00, p<0.005).
The mean score f@arentécaregivers from the informal settlement was 4218.10 SD

and for those from rural area$423=53.1%20.66 SD. Itcan also be concluded that
parentfécaregivers from rural areas are more knowledgeable than those that reside in

informal settlements.
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Table9: Knowledge mean score relatedgarentgicaregiver®ownership of radio

Ownership of radio

Characteristics | yes no t p-value* | Lower | Upper
n= mean = SD| n= mean + SD
Knowledge 365=53.3%19.30 | 165=44.9£20.21 | 4.57 0.001* 4.79 12.01
score on Acut = osidontal
Diarrhoea esidential area
Informal Ruralarea
settlement
102=41.0%13.10 | 423=53.1%20.66 | -5.66 | 0.0Q1* -16.35 -7.93

*p-value Pearson cliiquare statistically significant 0.05

4.4.1.8Relationship between knowledge, score with gender

Table10 shows an independent samplésdt conducted to compare the mean score for
knowledge scores with gender. The result shows that there was no significant difference
in knowledge score for males (M = 44.43, SD =20.50) and female (M =51.13, SD =19.38;

t (528) =1.29, p=0.07 twailed).

Table10: Knowledge mean score related to the gendgranéntgcaregivers

Gender | Mean | SD t 95% Confidence Intervg p-value
of the Difference
Lower Upper
Knowledge | Male 44.43 | 20.503 | 1.790 -.652 14.053 0.658
Female |51.13 | 19.876
*p-value Pearson clsiquare statistically significant 0.05

Tablell presents logistic regression, which was performed to assess the impact of several

factors that impacted the knowledgepairentécaregivers orhe etiology, management,
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and prevention ofliarrhoeé disease in childremnderfive. The model contained four
independent variables (residential area, gender, marital status, and access to information
(ownership of radio). The full model containing all the predictors was statistically
significantc? ( 9 , N=530) = 69.grtlat thepnodel.cduld@ distinguish d i c at
between the respondents with inadequate knowledge and those with adequate knowledge.
The modelexplainedbetween 27.1% (Cox and Sell R square) and 36.3% Nagelkerke R
squared) of the variance in knowledge and correctlysdiad 64.3% of the cases. The
results show that only two independent variables made a unique statistically significant
contribution to the model (residential area aamtess to information such aadio
ownership. The strongest predictor for knowledgasithe place of residence, recording

an odds ratio of 16.54. This indicates tpatentécaregivers who were resideratthe

informal settlement were 16 times more likely to have inadequate knowledge than those
from other residential areas. The odds rafi®.51 forhavingaccess to information or
ownership of radiavas less than Indicating thafparentsvho owned aradiowere0.51
timesless likely to be categorized as having inadequate knowledge, controlling for other
factors in the model.

Tablell: Logistic Regressiofractors associated witharent€ic a r e g knowdéedgs 6

95% C.I for Exp. B
Residential Area 1965 2 0.01*
ResidentialArea (1) 0.00 1 0.01*  16.54 0.00
ResidentialArea Q) 0.00 1 0.99 93.67 0.00
Gender {) 2.59 1 0.11 0.431 0.15 1.20
Marital 0.89 4 0.93
Marital (1) 0.15 1 0.70 1.09 0.70 1.70
Marital (2) 0.59 1 0.44 0.76 0.38 1.53
Marital (3) 0.00 1 0.99 0.00 0.00
Marital (4) 0.01 1 0.09 1.05 0.45 2.43
Access to 8.22 1 0.01* 0.51 0.32 0.81
informationbwnership of
radio (1)

Variable(s) entered on step 1: Residential Area, Gender, Marital, Availability of Radio, children
under fivehave suffered frordiarrhoean the past two weeks.

141



4.4.1.8 Discussion

The study aimed to determine the level of knowledge amagreygntécaregivers of
children under five on etiology, management, and prevention of adisrhoeain
children. This included knowledge about the definitiordiafrrhoea cawse/contributing
factors, treatment, and prevention. WHO/UNICEF, IMCI guideline was used as an
assessment guid€nowledge was found to be statistically significantly related to the age
of the mother/caregiver (p<0.05). In addition, the study found knowledtated to
diarrhoe&disease to be directly proportional to ffeentgcaregivers' age group. Similar
findings were reported in a conducted in Southern Odféhdevertheless, females were
found to be more knowledgeable 38.88mpared to their male counterparts, possibly

because thparentsare mostly the caretakers of children.

Equally, there was a strong assaoiatbetween respondesiknowledge and place of
residence whereby the respondents from informal settlements tend to have lower
knowledge compared to those from rural areas (p<0.05) (iZhlAlthough this could

be a result of their level of educatioespondents from a rural area in the current study
had the highest percentage in the level of education, and the results were significant
(p<0.05).

Tablel2: Parent¢Caregiverslevel of education related to the place of residence

Motherd /saregiverd s Urban  Informal Rural Total p-

education level settlement value
n % n % n % n %

Not educated 0 (0.0 18 (21.2) 67 (78.8) 85(16.0) 0.011*

Primary education 3 (1.2 39 (15.9) 204(82.9 246 (46.4)

Secondargducation 1 (0.5) 45 (23.8) 143(75.7) 189 (35.7)

Higher education 1(10.0) 0 (0.0 9(90.0 10 (1.9

Total 5(0.9) 102 (19.2) 423(79.9 530 (100.0)
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Marital status was found to eguallysignificantin associabn with knowledge about
diarrhoed disease (p<0.05). Studies conducted indicadlbed stable family situations
related to good child healffP

4.4.1.9The knowledge of caregivers regarding cause/contributing factors, treatment,
and prevention ofiiarrhoed disease

The study found thatany parent&caregivers, 64% had inadequate knowledgéhef
prevention and management of acdtarrhoea only a minority, 36%, had adequate
knowledge. The findings are in line with other studi&%s88) According to a survey
conducted in Juba, South Sudan, most 62% had insuffic®wledge of preveimtg and
managingdiarrhoean children More than half of the respondents, 56.6% in the current
study, knew the definition afiarrhoeal diseas&qually, more than 70% knew the causes

of diarrhoeadisease. The findings were consistent with a study caedun northwest

of Nigeria whereby 89% of the respondents had a correct perception of the definition of
diarrhoe& disease. More than 60% of the respondents knew the causkarrbioeal
diseasé'®”) However, in the current study, only the minority, 21.5%, had the correct
knowledge that viral infection causesrrhoea

Nevertheless40% of the respondents indicated that mother/father could be responsible
for the occurrence adiarrhoeala common superstitious belief in the study area that
parents can have skin tags at their perineal area that causes their children to ddep
diarrhoea if not removed). Equally, 66.4% of the respondents had correct knowledge
that malnutrition makes children more vulnerabléeitrhoeal diseasélowever, 24.3%

of theparent&caregivers agreed that a child could develop malnutrition ifrtbiher has
multiple sexual partnersa(common belief that if a mother is breastfeeding, cannot
have a love relationship with a man who is not the child's father or otherwise the
child will become ill). The findings mentioned above align with results frarstudy
conducted in the rural district of northern KwaZulu Natal in South Africa related to local
beliefs about childhoodliarrhoe& disease. The study reported that residetrtsngly
believedthat unborn and young nursing infantaittl become sick if thir parentsstepped

over evil tracks and that maternal breaching of social taboos can provoke the displeasure
of the ancestor's leading to the childcomingsick **® Regardingthe management of

diarrhoeadisease, only 38.7% agreed that it is necessary to give extra fluids.
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Nevertheless, 75% agreed that fluids should be given more than usual, and 73% agreed
that ORS treatdiarrhoea However, 24.5% indicated that if a child ltharrhoeamother

has to stop breastfeeding the b&5$ In addition, 10% of the respondents agreed upon
giving fruit juice sweetened tee or cool drink, and a majority, 63.6%, agreed with giving
antidiarrhealmedications. The findings were consistent with shedy conducted in an
emergency pediatric hospital in Khartoum, Sudan. It was found that diiangpoe&
attacksparentglid not increase the amount of fluid intake or breastfeeding, and they used
antibiotics without medical advi¢&’

More than 60% of the respondents knew the danger signs that require a child with
diarrhoeato be taken to the neardstalthcare facility The findings align with a study
conducted in Southern Odisha whereby 58% of the respondents knew the risk factors of
diarrhoed®?

The majority of the respondents,.8% and 82.3% agreed that hand washing with soap
and food hygiene prevewliarrhoea However, 26.6%, 49.6%, and 24.2% agreed that
remainingfaithful with one's partner, parents to go for perineal cuttmgl prayers can
preventdiarrhoea

More than half 68.9% of the respondents, indicated ownershipadio compared ta
television 10.9%0Ownership of radio was significantly associated with knowledge; the
study has shown that respondents who own a radio had better knowledgdehabout
diarrhoeal diseagthantheir counterparts because of access to information (tabléné)

results show a significant difference in the mean scores of knowledge between participants
who possessed a radio M 53.37, SD =19.30) and those who did not possess a radio
(Mn = 4497, SD =20.21); (t (528) = 4.57, p = .001, twaied) According to a study
conducted among children attending the uffder clinic in Fagita Lekoma, Northwest
Ethiopia,parent&caregivers who owed a radio or televisionwere reported to have good
knowledge aboutliarrhoeaandto know more about home managemendiairhoea80)

The Namibiars t udy f ocused on a speci ydorbroadaal ar e
information, itwill be necessary to assess the knowledge, beliefs, and practices in other
regions in the country, including more urban settlements. Further studies could be
benefcial for determinng the extentande f f ect s of speciyc patt

discrepancies in various settings.
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4.42 Parentsbor caregiverattitudes on the cause, management, and prevention of

diarrhoea in children under five in Engela District in Ohangwena Region, Namibia

The study population includegarens or caregivers (women and men) who resided
households witlthildrenaged between thonth andb9 monthsandwere residents in the
Engela district for at least one year or m@ealy parens or caregivers who were direct
caregivers othildrenunder fivewere selected from each household to participate in the

study.A total of 530pareng/caregivers participated in the study.

In this study the outcome variable was the parents'/caregivers' attitude tdheard
diarrhoeadiseaseDescriptive statistics and inferential statistics were used to summarize
the study result€On the other handsocicdemographic factors such as residential area,
employment status, average monthly income, ownershigadib and television, and

p ar dcarégives's age, gender, and educational status are exposure variables.

Descriptivestatistics were used to sumarize the data, presented as frequency distribution
tables consisting of frequencies, percentages, and 95% confidence inéxeial
Furthermore, attitudes were related to satgonographic characteristics. The-shjuare

(c?) testwas used to test fathe statistical relationship between attitude and socio
demographic characteristics, which was analyzed at the bivariate level. In addition,
bivariate analysis was used to determine associations between levels of attitudes to
determine Pralues anabddsratios. Demographic characteristics significard pevalue

less than 0.5 were further analyzed using binary logistic regressi®b% confidence

interval was set for all statistical procedures

Attitudes analysis was quantified as positive/negative dttitude significant variables
included perceptions of causes difirrhoea(6 points), perceptions of treatment of
diarrhoea(4 points), and perceptions of preventiondiirrhoea(5 points). Attitudes
regardingdiarrhoeal disease wesssessed usingaséments on &-point Likert scale:
Strongly agree, agree, neither agree nor disadiemgreendstrongly disagree out of 15.
Correct answers were givenscore 1 anag wrong 0 (Tablel3). Each participant who
scored 70% and above was classified asrgpaipositive attitude, and those who scored
below 70% were classified as having a negative attitude.
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The levels of attitude wer@mparedo sociecdemographic characteristics and asatly

at the bivariate level. In addition, bivariate analysis was used to determine associations
between levels of attitudes to determinevéfues andodds ratios. Demographic
characteristics significant tap-value less than 0.5 were further analyzed uBiggstic

regression analysis to determine the association.

4.4.2.1 Parerd/caregivers attitude on the cause, management, and prevention of
diarrhoeain children under five

Figure 21 presents #tudes scores obtained byarentcaregiver related to
cause/contributing factors, treatment, and preventiodiaathoe& diseasein children

under five The total score for attitude questions was 15. The mean score of respondents’
attitudes was 61.17 (SD=15.19), arttle score range waB8-93%. The distribution was
significantly skewed towards negative (skewne88%, SE skew = 0.11), with the score

clustering around higher values.

120 Mean = 61.17
Std. Dev. =15.194
M =530

100
a0

&0
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Figure20: Attitude mean scores

Table B shows the results of the attitude attribute related to the occurredeabioea
amongchildren underfive: Causes/contributions to the development ofliarrhoeal
disease43% of the respondents indicated that they agrealthahoeacan be caused by

witchcraft andheevil eye. Equally, the majority, 42%, agreed that maternal and parental
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related factors could contribute to the developmedtarfhoeal diseasa children under
five (believing that parents can have a skin tag at the perineal area that is believed
to contribute to a child's developmentiarrhoea). Likewise, parentsverbalized during

FGDs thaskin tayging parentsperineum carontribute to diarrbea.

fiThetalhomushi |l ao at the parentds anus cause:
comes out and goes inside again; when it comes out, the child becomes sick, but the child

is ok when the tail is inside the rectum. The tail is like a tortoise tail, but ittisarg

common; the skin (oshipa) is very common, as wefl ase m& (anhalb papules found

around the vaginaP4: M/G FGD4

Furthermore it was also indicated that childreouwd possess themselves or have other

possessions and develop diarrhoeal disease

fiThe children possess themselves if they have papules imsittes of their cheeks. The
treatment for such; the child is taken to those who knows those things very well; they check
in the child's mouth to determine if the child has papules that make them develop
diarrhoeao . P4: HEW; FGR2

fiMy child haddiarrhoea and on top of that, was not feeling well. When | took the child
to the traditional healer, the traditional healer told me that the spirits of the grandparents
possessdthe child.P2: M/GFGD4

Nevertheless, 49.4% agreed that teething cadegshoeaand 447% of respondents
agreed thapregnant breastfeedingausediarrhoea Nevertheless, 47% of respondents
agreed that humaredces are a source dfarrhoea However, 39.6% of respondents
agreed thadliarrhoeaattacks mostly bottkéed children.

Treatment of diarrhoeal disease inchildren under five. 20% of the respondents
strongly disagree that chrordgarrhoean childrenis treated with western medicinend
43% of respondents strongly agree that it is important to continue breastfeeding when
child hasdiarrhoea

Nevertheless, 16% of the respondents agreed that prayers are p@mdidah cure a
child with diarrhoea 11.%% strongly agree that prayers can cure a child suffering from
diarrhoeadisease. 33.6% of respondents agreed that ligod aggravatediarrhoealt

147



emerged from the FGD that diarrhoealt be managed by a parent undergoing perineal
cutting fil just want to say that we believe in children being possessed by parents and that
we need to go for perineal cutting for the child to be able to imprafter being trained,

| think that we develop tails due to constipation; like myself, | take warer @atisit in

a bath to prevent the tail from developing around my anus P 1 -FGRA E W

Prevention of diarrhoeal disease mostrespondents, 45.8%, agree, and 31.5% strongly
think that diarrhoeacan be prevented through immunization. Similarly, 54% of the
respondents strongly agree that harashing with soap and water prevediarrhoea
However, 14.2% of respondents agree, and 11.3% strongly agree that hand washing
should only be done when ergbuwater is available. Nonetheless, 20.9% disagree that
child/infant faeces are hazardous to health. Las#ly.3%6 of respondentsagreel, and

40.4% strongly agreghatdiarrhoean children under fivés aproblem in the community.

Table13: Questions on attitude related diarrhoeal disease

Strongly Agree Neither agree disagree Strongly
agree nor disagree disagree
Variable Frequency Frequency Frequency @) Frequency Frequency (%)
(%) (%) (%)
Perceived Causes ol N: 59.8%
diarrhoea
Diarrhoeas caused by 228 129 12 (2.3%) 58 (10.9%) 48 (9.1%)
witchcraft and evil eye (43.0%) (33.8%)
Maternal and parental 172 223 12 (2.3%) 63 (11.9%) 60 (11.3%)

related factorgeemhalo) can (32.59) (42.1%)

contribute to a child

develofing diarrhoea

Teething causediarrhoea 225 262 17 (3.2%) 19 (3.6%) 7 (1.3%)
(42.5%) (49.4%)

Breastfeeding when pregnar 211 237 15 (2.8%) 41 (7.7%) 26 (4.9%)
causesliarrhoea (39.8%) (44.7%)
Human &eces are a source 195 249 13 (2.5%) 51 (9.6%) 22 (4.2%)
of diarrhoea (36.8%) (47.0%)
Diarrhoeaattacks mostly 186 210 15 (2.8%) 78 (14.7%) 41 (7.7%)
bottle-fed children (35.2%) (39.6%)
Perceived Treatment N: 39.2%
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Chronicdiarrhoean 126 167 28 (5.3%) 103 (19.4%) 106 (20.0%)

children is treated with (23.8%) (31.5%)
western medicine
It is important to continue 228 179 17 (3.2%) 58 (10.9%) 48 (9.1%)

breastfeeding when a child  (43.096) (33.8%)
hasdiarrhoea

Prayers are powerfandcan 63 (11.9%) 85 (16.0%) 14 (2.6%) 159 (30.0%) 209 (39.4%)
curea child with diarrhoea

Liquid food aggravates 128 178 17 (3.2%) 119 (22.5%) 88 (16.6%)
diarrhoea (24.2%) (33.6%)

Prevention N: 23.8%
Diarrhoeacan be prevented 167 243 17 (3.2%) 72 (13.6%) 31 (5.8%)
through (31.5%) (45.8%)

immunization/vaccination

Hand washing with soap 286 214 13 (2.5%) 7 (1.3%) 10 (1.4%)
preventdiarrhoea (54.0%) (40.4%)

Hand washing should be 60(11.3%) 75 (14.2%) 18 (3.4%) 205 (38.7%) 172(32.5%)

done only when enough
water is available

Chil dosetdésaré ar 138 172 22 (4.2%) 111 (20.9%) 87 (16.4%)
hazardous to health (26.0%) (32.5%)

Diarrhoeas a problem in the 214 219 18 (3.4%) 50 (9.4%) 29 (5.5%)
community (40.4%) (41.3%)

Mean score 61.1
(SD=15.19)
Skewnes£.987

SE skew =0.11
Variance=230.87

Approximately28%of respondents were categorized as having a positive attitude towards

the cause, treatment, and preventiodiafrhoeadisease. On the othkand themajority,
72.3%, were classified as having a negative attitkapi(e22).
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Figure21: Parent®/Caregiverdattitude related taliarrhoeaamongchildren under five

4.4.2.2 Socialemographic characteristicef respondentselated toattitude regarding
acutediarrhoeain children under five

Table 14 below presents the soettemographic characteristicselated to the
parent§caregivers' attitudetowards diarrhoeé disease inchildren under five 530
parentfécaregivergook part in the study. The mean age was 40 years (SD=8.38). The
largest proportiof the respondents, 29.4%, were aged betweed0)&ars, and 26.4%

were between 320 years. Equally, the negative attitude was reported to be high among
the respondents aged-30 74.3% and group 1Bl 72.4%. However, the difference
observed was not statically significaMost of the respondents, 94.3%, were females;
however, 80% of males were reported to have a high negative attitude compared to
females (71.899; nevertheless, the observed difference was not signifiddany
respondets, 79.8% were from rural areas; however, a significant proportion, 97.1%, of
respondents from the informal settlement were categorized as having a negative attitude.
The observed difference was statistically signifi¢ar0.05. The respondents’ eduicat

level was low, only 1.6%adattended high education, and 78.8% of the respontadts

never attended school. Similarik8.8%o0f the respondents who did not attend school were
categorized as having negative attitudes. Nevertheless, the observed difference was not

statistically significantMore than half of the participants, 68.9%, indicated ownership of
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theradio. Yet, 84.5% ofthe participants who did not own a radio were categorized as

having a negative attitudBadio ownershipvas found to be significantly associated with

the respondents’ attitusl¢p<0.05. The pevalence ofdiarrhoeain the $udy areawas

reported to b&3.8% Neverthelessiespondents classified as havimgegative attitude

reportedhe majority78.6%o0f diarrhoegrevalence amonchildren under fivehowever,

the observed difference was not statistically significdBséised on the current study's

findings, 66.8% of childreanderfive were undernourished; nevertheless, undernutrition

was not associated withemother/caregiver attitude towarthediarrhoeal diseas&lore

than half of the respondents were Protestants, 53\88ay of the parent&aregivers

whose religion was protestant, 51.2%, were categorized as having a negative attitude.

However the observed difference was not statistically significant.

Tablel4: Socicdemographic characteristics of tparent¢caregivers related to attitude

scores
Variable Negative attitude Positive attitude Total p-value*
n (%)
n (%) n (%)

Mother 6 /saregiverd age 0.371
18 - 30 113 (72.4%) 43 (27.6%) 156 (29.4%)
31 - 40 104 (74.3%) 36 (25.7%) 140 (26.4%)
41 - 50 87 (69.6%) 38 (30.4%) 125 (23.6%)
51 - 60 50 (79.4%) 13 (20.6%) 63 (11.9%)
> 60 29 (63.0%) 17 (37.0%) 46 (8.7%)
Mother 6 /saregiverd gender 0.330

Male 24 (80.0%) 6 (20.0%) 30 (5.7%)

Female 359(71.8%) 141 (28.2%) 500 (94.3%)
Area of residence 0.001*
Urban 3 (60.0%) 2 (40.0%) 5 (0.9%)
Informal settlement 99 (97.1%) 3 (2.9%) 102 (19.2%)
Rural areas 281 (66.4%) 142 (33.6%) 383 (79.8%)
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Mother 6 /earegiverd s
educationlevel

Not educated
Primary education

Secondary education

67 (78.8%)
177 (72.0.2%)

132 (69.8%)

18 (21.2%)
69 (28.0%)

57 (30.2%)

85 (16.0)
246 (46.4%)

189 (35.7%)

0.491

Higher education 7  (70.0%) 3  (30.0%) 10 (1.9%)
Ownership of radio 0.001*
Yes 244 (66.8)% 121 (33.2%) 365 (68.9%)

No 139 (84.2%) 26 (15.2%) 165 (31.1%)
Prevalence ofdiarrhoea 0.076
Yes 99 (78.6%) 27 (21.4%) 126 (23.8%)

No 284 (70.3%) 120 (29.7%) 404 (76.2%)
Prevalence of malnutrition 0.708
Under nutrition 254 (71.8%) 100 (28.2%) 354 (66.8%)
No-under nutrition 129 (73.3%) 47 (26.7%) 176 (32.2%)

Religion 0.241
Protestant 196 (51.2%) 89 (60.5%) 285 (53.8%)
Catholic 57 (14.9%) 16 (10.9%) 73 (13.8%)
Anglican 117 (30.5%) 39 (26.5%) 156 (29.4%)

Other 13 (3.4%) 3 (2.0%) 16 (3.0%)

Monthly income 0.008*
+200-2000.00N$ 364 (73.7) 130 (26.3) 494 (93.2)
>20005000.00N$ 14 (53.8) 12 (46.2) 62 (4.9)
>500010000.00N$ 1 (20.0) 4 (80.0) 5 (0.9
>10000.00N$ 4 (80.0) 1 (20.0) 5 (0.9

TOTAL

383 (72.3%)

147 (27.7%)

530 (100%)

*p-value Pearson cliquare statistically significant 0.05




4.4.2.3 Factors influencing the caregivés/parents attitude

Logistic regression analysis of attituoated factors associated withe diarrhoeal
diseaseamongchildren under fivan the Engela District was performed to assess the
' likelihood of factors that impact the prevalenceliaiirhoeaThe model containingll the
predictors was statistically significan? ( 2 0 , N=530) = 75.89, p’
indication that the model was labto distinguish betweeparens/caregives who had
positive attitudesand those who had a negative attitude. The mexiglainedbetween
13.3% (Cox and Sell R square) and 19.3% Nagelkerke R squared) of the variance in
attitude and correctly classified 72.5% of the cases. According to the riestilible 3,

five independent varialdenade a unique statistically significant conttiba to the model
(knowledge aboudiarrhoe& disease, mother/caregiver age group, ownership aob,rad
residential area, anghrentcaregiver education level). The strongasdictor of attitude

was pareritaregiver residential (informal settlement), neliog an odds ratio of 21.92.

This indicates that paresfcaegivers in informal settlements are tweptye times more

likely to have a negative attitude than those in rural areas. And the level of education
recorcedan odds ratio 015.77 It indicatedthat those who had no education were fifteen
times more likely to have a negative attitude than the rest of the group. The odd$ ratio
0.63for knowledge aboutliarrhoehdisease was less than 1. This indicates @3&b of
parents/caregivers were leskely to have a negative attitude for every increase in
knowledge scoresontrolling for other factors in theodel (Tablels).

Table 15. Logistic RegressionrAttitude related factors associated witliarrhoea in
children

95% C.I  for
) _ Exp.B

Variable Wald df Sig. Exp(B)

Lower Upper
Knowledge score category ¢ 4.57 1 0.03* 0.63 42 .96
AcuteDiarrhoea(1)
Parentkaregivers age 5.29 4 0.26
category
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Parent/caregivers age 1.05 1 0.31 1.59 .65 3.88
category 1)

Parens/caregivers age 1.00 1 0.32 156 .65 3.75
category )

Parens/caregivers age .86 1 0.35 147 .64 3.44
category 8)

Parens/caregivers age 4.77 1 0.03* 2.92 1.12 7.61
category 4)

Availability of Radio @) 4.20 1 0.04* 1.72 1.02 2.89
Residential Area 16.60 2 0.00*

ResidentialArea (1) 6.70 1 0.01* 21.92 2.12 227.28
ResidentialArea @) .30 1 059 1.73 .24 12.45
Gender 1) 43 1 051 1.36 .55 3.35
Religion 1.40 4 0.85

Religion @) .92 1 0.34 1.88 .52 6.86
Religion @) .30 1 059 1.46 .38 5.67
Religion @) 57 1 045 1.66 45 6.15
Religion @) .00 1 1.00 .000 .00

Education Level ol 11.36 3 0.01*

parens/caregivers

Education Level ol 5.66 1 0.01* 15.77 1.63 152.90
parens/caregivers (1)

Education Level ol 3.41 1 0.07 8.15 .88 75.63
parens/caretakers (2)

Education level of 2.52 1 0.11 6.12 .65 57.25
parentfcaregivers (3)

a. Variable(s) entered on step 1. Krledge, Diarrhoea _Index, parfdregiver age
category, Ownership of radio, Residential Area, GenBeligion, Education Level o
parentcaregiver
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4.4.2.4 Discussion

This study indicated that the majority, 72%, had a negative attitude reldtesctuses,
treatment, and prevention diarrhoea The findings are concurrent with the results from

a study conducted among schaying children and their parents in rural Maharashtra
which reported that attitude and practice regarding diarrhoeal diseaseemepor“®)
Causes/contributions to the development ddiarrhoeal disease 43% strongly agree,

and 33.8% agreed thdiarrhoeacould be caused by witchcraft and the evil eye. Equally,
32.5% strongly agreed, and 42% agreed that maternal and paetattadi factors could
contribute to the development diarrhoeal diseas@ children under five(a common
belief in the region is that parents can have a skin tag at the perineal area that
contributes to developingdiarrhoea in children under five if not cutaway). However,

it is reported that traditional approaches to manadiaghoeasuch as cuttingarentsn
Namibia's anal and vaginal areas, have no beneficial etfadise child or the mother's
motivation to seek medical treatméit

Nevertheless, 42.5% strongly believed, and 49.4% agreed that teethingdiaurbesa
equally, 39.8% strongly agreed, and 44.7% agreed that breastfeeding when pregnant
causesdiarrhoea Based on a study conducted in an emergency pediatric hospital in
Khartoum, Sudan, 95.7% parentshought teething causes diavea®® Equally related

to a survey conducted in Southwest Ethiopia on the prevalence of stunting and associated
factors, significant factors related to stunting were stoppiegstfeedinglue to a child's
preceding birth interval of less than 24 mondinsl inappropriate feedidt® However,
36.8% strongly agreed, and 47% agreed that huraege$ are a source dfarrhoea
Similarly, 35.2% strongly agreed, and 39.6% agreed dre@thoeaattacks mostlyon
bottle-fed children.

Treatment of diarrhoeal disease inchildren under five. Twenty percentof the
respondents strongly disagree that chratigrhoeain children is treated with western
medicine. The findings are in line with the conclusions of a study conducted emergency
pediatric hospital in Khartoum, Sudan 30.9% parentsused traditional methods, and
16% gave selfemedies®® However, 43% of respondentsrangly agree that it is
important to continue breastfeeding when a child desrhoea On the contrary,
according to a study conducted in Mirzapur, rural Bangladeshheaithseeking
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behaviour only 0.4% indicated that breastfeeding effectively prevestigdhood
diarrnrea® Nonetheless, 33.6% of respondents agreed that liquid food aggravates
diarrhoea

16% of the respondentsgreed that prayers are powerfuid can cure a child with
diarrhoea and 11.9% strongly agreed that prayers can cure a shiféring from
diarrhoeadisease.

Regarding the prevention ofdiarrhoeal diseasethelargest propdion of respondents,
45.8%, agree, and 31.5% strongly agree itiatrhoeacan be prevented through
immunization. Similarly, 54% of the respondents strongly agree that hand washing with
soap and water preventsarrhoea However, 14.2% of respondents agree] &t.3%
strongly agree that hand washing should only be done when enough water is available.
Nonetheless, 20.9% disagree that child/infaetés are hazardous to health. According

to a study conducted in Mirzapur, rural B&udgsh, it is reported that £%% and 7.7%

cited washing hands and proper disposal of human waste to be effective measures for
preventing childhoodliarrhoea(3,141) Lastly, 41.3% of respondentsagree, and 40.4%
strongly agree thatiarrhoean children under fivas a problem in the community.

In the current study, factors such as residential area, radio ownership, and monthly income
were significantly associated with attitude p<0.05. Mass media such as radio and
television are reported to have successfully brought hesldted messages to indivals

and families airing to preventliarrhoeal diseas®®

Based on logistic regression analygm®wn inTablel5, factors such denowledge about
diarrhoed disease parentcaregiver age groupadio ownershipresidentialarea, and
parenfcaregiver education levatere analysedThe strongest predictor was informal
settlement residential area recordimgoalds ratio of 21.92nd pareritaregiver not being
educatedrecording an odds ratio of6177. This indicates that pauts/caregivers who

were residents in informal settlementgre twentyone times more likely to have a
negative attitude than refgnts in rural areas. And parsftregivers with lower education
were 15 times more likely to have a negative attitude. The matio of .63 for knowledge
about diarrhoed disease was less thame This indicatesthat with an increase in
knowledge 63% of parents/caregivers were less likely to be caiegd ashavng a
negative attitude;ontrolling for oher factors in the model
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4.43 Parentsd or ¢ a r e g ihealthtseeking practices regarding prevention and
management of diarrhoea among children under five in Engela District in
Ohangwena Region, Namibia

A structured questionnaire was ugecollect data from thparens or caregivers. There
were30 "yes" or "no" practice questions; the variables for practice included: the practice
of perineal cutting, faith healing for treatment and preventiahasfhoeathe time frame
taken before takg a child to thehealthcare facilitywhatparentcaregiver does when a
child has persistendiarrhoea what is used for hand washing, when to practice hand
washing, what is used to make water safe to drink, how frequent is a child washed and
how leftove food is stored. The completed questionnaire had been codedamgrged
coding sheet by the principal investigator to minimize errors. Data were checked for
completeness before data entipternational Business Machines (IBM) Statistical
Package foiSocial Science (SPSS) software version 24 to perform was used for data
analysis. In this study outcome variab¥as the practices of thgarens/caregivers on
diarrhoe&diseaseDescriptive statistics and inferential statistics were used to summarize
the study resultsDescriptivestatistics were used to summarize the data presented as
frequency distribution tables, consisting of frequencies, percentages, and 95% confidence
intervals. The statistical relationship between sed@mographic characteristicsich
practice was done by using the-shjuare(c?) test. A pvalue equal to or less than 0.05
was considered statistically significant. The levels of practice were related te socio
demographic characteristics and analyzed at the bivariate level. In additiary logistic

regression was used to determine factors' associations with practice.

The study population includeparentécaregivers (women and men) who resided in
households witrchildren under fiveaged 159 months andvho were residents in the

Engela district for at least one year or more.

4.4.3.1 Sociedemographic characteristicef parentdcaregives of childrenunder five
related topractices
A total of 530 parents or caregivers of children under the age of five ipatedin the

study. Tablel6 below shows the sociemographic characteristics pdrentgcaregivers
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related to practice in managing and preventiegrhoehddisease among childramder
five. The age group, 430 years, was found to have the highestes09.6% of good
practice, compared to the other groups. Nevertheless, the age gr6Qp/8arshad the
highest moderate practice, 60.486mpared to other age groups. Moreover, the observed

difference was statistically significant (p>0.05).

More tharhalf of the males, 56.7%, were categorized as having poor practice as compared
to female respondents, 38.8%. Nevertheless, the observed difference was not statistically
significant. Majority of respondents classified as having poor practice were from an
informal settlement. On the other hand, most participants, 9.5% categorized as having
good practice, were from rural areas. Nonetheless, the observed difference was
statistically significant (p>0.05). Furthermore, respondents with secondary education had
the highest good practice scores, 48.8%, compared with thoseutgtiucation, 14.6%.

Thus, the level of education was found to be significantly associated with practice scores
(p>0.05).

Respondents who reported owning radios were found to have bettecgeaciies (9.5%

good and 57.3% moderate practice) than those who indicated that they do not own a radio
(3.6% good and 41.8% moderate). Thus, owning a radio was found to be significantly
associated with practice scores. Similarly, of children reportechve kuffered from
diarrhoea 44.4% and 29.4% belonged fmreng/caregivers who were categorized as
having moderate and poor practice, respectively. Furthermiarehoegorevalence was

significantly related to practice.

Based on the current study, mogtiicome did not play any significant role related to

practice
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Tablel16: Scicdemographic characteristics of tiparentgcaregivers related to practice

Scores

Variable Good Moderate practice  Poor practice  Total p-
practice n n (%) n (%) n (%) value*
(%)

Mother 6 /saregive 0.032*

ré age

18 - 30 9 (5.8%) 87 (55.8%) 60 (38.4%) 156 (29.4%)

31- 40 11 (7.9%) 68 (48.6%) 61 (43.5%) 140 (26.4%)

41 - 50 12 (9.6%) 60 (48.0%) 53 (42.4%) 125 (23.6%)

51 - 60 5 (7.9%) 38 (60.4%) 20 (31.7%) 63 (11.9%)

> 60 4 (8.7%) 25 (54.3%) 17 37.0%) 46 (8.7%)

Mother 6 /saregive 0.148

ré gender

Male 2 (6.7%) 11 (36.7%) 17 (56.7%) 30 (5.7%)

Female 39 (7.8%) 267 (53.4%) 194(38.8%) 500 (94.3%)
Residential 0.001*
Urban 0 (0.0%) 2  (40.0%) 3 (60.0%) 5 (0.9%)

Informal settlement 1 (1.0%) 28 (27.5%) 73 (71.6%) 102 (19.2%)

Rural areas 40 (9.5%) 248 (58.6%) 135 (31.9%) 423 (79.8%)

Mother 6 /saregive 0.005*
ré sducation level

Not educated 6 (14.6%) 32 (11.2%) 47 (22.3%) 85 (16.0%)
Primary education 15 (36.6%) 137 (49.3%) 94 (44.5%) 246 (46.4%)
Secondary 20 (48.8%) 100 (36.0%) 69 (32.7%) 189 (35.7%)
education

Higher education 0 (0.0%) 9 (3.2%) 1 (0.5%) 10 (1.9%)
Ownership of 0.001*
radio

Yes 35 (9.5%) 209 (57.3%) 121 (33.2%) 365 (68.9%)

No 6 (3.6%) 69 (41.8%) 90 (54.5%) 165 (31.1%)
Prevalence of 0.047*
diarrhoea in

under-five

Yes 8 (19.5%) 56 (44.4%) 62 (29.4%) 126 (23.8%)

No 33 (8.1%) 222 (55.0%) 149 (36.9%) 404 (76.2%)

Monthly income 0.414
190-2000.00N$ 39 (7.9) 254 (51.4) 201 (40.7) 494 (93.2)
>20005000.00N$ 2 (7.7) 18 (69.2 6 (23.) 26 (4.9
>500010000.00N$ 0 (0.0 4 (80.0 1 (20.0 5 (0.9
>10000.00N$ 0 (0.0 2 (40.0 3 (60.0 5 (0.9

TOTAL 41 (8.0 278 (52.0 211 (40.0 530 (100

*p-value Pearson cliquare statistically significant 0.05
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4.4.3.2 Level of practices of caregivers or parents on management and prevention of

diarrhoea

The practice was measured with 30 itetisie or "false" questions related to managing

and preventingliarrhoe& disease. The correct responses related to appropriate practice

were given 1 point, whil wrong answers were given 0. The total score was converted into

a percentageBased on the total scores, the practice was graded as good, moderate, and
poor. For example, good practice was labe d when respondents scor

practice when regmdents scored 504%, and poor practice when they scbdet9%.

Based on the answers provided, only a small percentage, 8%, were categorized as having
good practice. Nevertheless, slightly more than half of the respondents, 52%, were
classified as havingnoderate practice. However, 40% of the respondents were
categorized as having poor practi¢Bigure23). Table B presents practices related to

diarrhoeamanagement and prevention and respondents’ scores.

Level of practice

B Good practice
®m Moderate practice

Poor practice

Figure22: Level of practice scores

4.4.3.3Practices of caregivexor parentson the management adiarrhoeain general

The variablesor managng diarrhoeal disease included the practices of perineal cutting
and faith healing for treating and preventthgrrhoeathetime frame taken before taking

a child to thehealthcare facilityandwhatthe mother/caregiver does when the child has
persistentdiarrhoea Related to managingdiarrhoe& diseasemostrespondents, 61.0%,
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indicated that they practice perineal cutting as part of managindjalmboe& disease
During FGDs interviews with HEWi$ was indicategarentggo to traditional healers for
perineal cuttingfiThey go to traditional healers when the child is suffefing diarrhoea
and vomiting, believing that thparents possess the chikthd the parents go for perineal

cutting, that is very commdnP3: HEW-FGD2

Mothers who performed perineal cutting

HYES
mNO

Figure 12: Performance of perineal cutting as part of managemedtafhoed disease

Furthermore, those who agreed that they practice perineal cutting were requested to
indicate the number of times they recall prat perineal cutting for a child who suffered
from diarrhoea The rumber of times beingut ranged from €1 times. Furthermore,

4.7% indicated taking children for prayers as partedtingdiarrhoea
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Tablel17: Practice of perineal cutting related to treatment and preventictiarfhoed
disease

Variable Frequency Percentage
(%)

Indicate the number of times you went for perineal cutting

13 232 43.8
4-6 76 14.3
7-9 8 15
10> 5 0.9
TOTAL 321 60.5

Regarding the appropriate time to take a child with sird@erhoeao the hospital, the
majority, 62.6%, indicated that they do it within less than one day of onset. Nonetheless,
45.3% onsideredthe correct answeto be within one day of commencement.
Furthermore, based on the question that @Wsat one should do whea child has
persistentdiarrhoea, the majority, 88.1%, indicated that a child should be taken to
hospital. However, besides bringitige childto thehospital, 39.2% also indicated that the
mother should go foa perineal cutting, 36.2% indicated thaetfather should go faa
perineal cutting, and 42.1% indicated that both parents should gg#aineal cutting,
21.9% indicatedhat thebaby should be taken for traditional healing.

4.4.3.4 Practices of caregiveor parentson prevention oddiarrhoeal diseasen general

On the other hand, prevention questions incluedtht is used for hand washing, when

to practice hand washing, what to use to make water safe to drink, how frequently a child
is washed, and how leftover food is starktbst participants 88.1%, indicated washing
hands after using a toilet. Nevertheless, 57.9% indicated washing hands only when enough
water is available. A majority, 75.3%, indicat&@tthey boil water to drink jtsimilarly,

81.5% indicated that they waslethchildren daily; however, the least 6.8% indicated that
they wash their children only when they are dirty. Regarding food storage, only 13%
indicated using fridges for such purpose. However, 85.5% indicated that food is left in
covered potdt emergedrom interviews with keyinformants that hand hygiene isquly
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practsed and some children become sick because of being given food that is not well
taken care ofiSome peopl e donot practi ceorwhannd hyg
hands are dirty, they touch food and feed children without washing hRB&sP5: HEW

FGP3

fiMostly, children under five become sick if they are given food that is notakelh care

of, like not being coverednd that is exactly what is happag around herg P3: Priest

Table18: Practice questions related tharrhoeatreatment angbrevention ingeneral

Variable TRUE (%) FALSE (%)

MANAGEMENT OF DIARRHOEA (31.3%)

Have youevergone for perineal cutting as part of the treatnfent 321 (60.5) 209(39.4)
your child suffering frondiarrhoe®&

Haveyou evergonetaken your child for prayers as part of the 25 (4.7) 505(95.2)
treatmenfor your child suffering frondiarrhoe&

When is it required to take your child to thehealthcare facility

from the onset ofdiarrhoea?

1/Less thanhteone day of onset 332 (62.6) 198 (37.3)
2/Within one day of onset 240 (45.3) 290 (54.7)
3/After more than one day of onset 148 (27.9) 382(72.0)
If the child has persistentdiarrhoea, what should the mother

do?

1/Give ORS at home 340(64.9 190 (35.8)
2/Takethe childto Hospital/clinic 467(88.) 63 (11.9)
3/The mothergoes for cutting athe pelinealarea 208(39.2 322 (60.8)
4/The father goes for cutting at theiinealarea 192(36.2 338 (67.8)
5/Both parents should go for perineal cutting 223(42.) 307 (57.9)
6/Take the baby to a traditional healer 116(21.9 414 (78.1)
7/Take the baby to a priest for prayers 44(8.3 486 (91.7)
PREVENTION OF DIARRHOEA (P: 33.8%)
What do you use for hand washing?

1/Water only 48(9.0 482 (90.9)
2/Water and soap 456(86.0 74 (14.0)
When do you practice hand washing?

1/When hands are dirty, only 307(57.9 223 (42.1)
2/After using a toilet 419(88.)) 111 (20.9)
3/After attending to a child that has defecated 388(73.2 142 (26.8)
4/Before handling food 455(85.9 75 (14.2)
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5/Only when water is available 86(16.2 444 (83.8)

4/Before feeding a child 372(70.2 156(29.4)

What do you usually do to make the water safer to drink?

Boil 399 (75.3) 131 (27.7)
Add bleach/chlorine 343 (64.7) 187 (35.3)
Strain through a cloth 135 (25.5) 395 (74.5)
Use water filler ceramic/sand/ composite etc. 32 (6.0) 498 (94.0)
Nothing 73(13.8) 457 (86.2)

How frequently do you bathe your child?

Daily 432 (81.5) 98 (18.5)
Twice weekly 46 (8.7) 484 (91.3)
Only when the child looks dirty 36 (6.8) 494 (93.2)

How do you store leftover food?

Fridge 69 (13.0) 461 (87.0)
Left in a covered pot 453 (85.5) 77 (14.5)

Left in an uncovered pot 35 (6.6) 495 (93.4)
Throw away leftover food 14 (2.6) 516 (97.4)

Mean score 51.16 SD=17.61
Range @3%

Total participants530

The practice mean score derived from analysilid6, 17.61 SD, theotal number of

participants was 530.
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100 Mean = 51.08
Std. Dev. = 17.832
M =530

a0

60

Frequency

40

20

-20 a 20 40 &0 80 100

Practice score
Figure 24: Distribution of practice scores of respondents in management and prevendianrbbea
4.44 Factors influencing the caregivergdarents perineal cutting practices
Logistic regression analysis was performed to assess the impseterflfactors on the
likelihood that respondents would perform perineal cutting as paliaghoeadisease
management irchildren under five The model contained seven independent variables
(residential area, level of education, marital status, caregiver knowledgediaohbea
attitude related tadiarrhoea practice, and age). The full model containing all the
predictors was statistically significaet( 20, N=530) = 85.19, p’
model could distinguish between the respondents who indicated that they performed
perineal cutting and those who did not. The madgdlainedbetween 14.8% (Cox and
Sell R square) and 20.1% Nagelkerke R sedjpof the variance in perineal cutting and
correctly classified 68.5% of the cases. Based on the reBaittie 19hows that only five
of the independentariablesmade a unique statistically significant contribution to the
model (Residential area, ldwa education, knowledge abadiarrhoeadisease, attitude,
and practice related tiarrhoeadisease). The strongest prediobd perineal cutting was
parenfcaregivereducated educational level, recording an odds ratict.08. This
indicates thatparens/caregivers who had lower education were four times going to
perform perineal cutting than those with higher educafidgme odds ratio 0D.16 for
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negativepractice related to management and preventiomiafrhoeh disease was less
than 1, indicahg thatwith anincreasen knowledge 16%of respondents wetess likely

to perform negativeractices, controlling for other factors in the model.

Tablel9: Logistic Regression Factors associated witharent® erimeal cutting as part
of managingdiarrhoeain children

95% C.I for
Exp.B
Variable B. SE Wald df Sig. Exp(B)
Lower Upp
er
Residential Area 6.22 2 .04
Residential Aree -1.77 114 2.44 1 12 17 .02 1.57
1)
Residential Aree -1.00 1.09 .85 1 .36 .37 .04 3.09
(2
Gender 1) -11 .46 .06 1 .81 .89 .37 2.19
Gender(2) -11 .46 .06 1 .81 .89 .37 2.19
Education Level ol 4.50 3 21
Parent/Caagiver
Education Level of -.26 .30 .79 1 .38 g7 43 1.37
Paent/Cargiver
(1)
Education Levebf -.08 .32 .07 1 .80 .92 49 1.73
Parent/Caagiver
()
Education Level of 1.39 .88 2.50 1 .04 4.03 72 22.6
Parent/Caagiver 7
)
Marital .19 4 1.00
Marital (1) -.04 .25 .02 1 .90 .96 .59 1.57
Marital (2) -.04 .34 .02 1 .90 .96 .50 1.86
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Marital (3) -.52 153 .12 1 73 .59 .03 11.8
2

Marital (4) .09 .51 .03 1 .86 1.10 41 2.95

Ownership of -.21 .23 .83 1 .36 .81 51 1.28

Radio

Level of 10.92 2 .00

knowledge about

AcuteDiarrhoea

(2) (poor) -.78 24 10.27 1 .00 46 .29 74

(2) (moderate) -79 37 4.64 1 .03 .46 22 .93

Attitude score -.75 22 11.35 1 .00 A7 .30 73

category orhealth

seekingoehaviour

Practices 21.93 2 .00

categories

Positivepractice  -1.06 .37 8.17 1 .00 .35 A7 72

Negativepractice -1.85 .41 20.22 1 .00 .16 .07 .35

Care Givers age 9.17 4 .06

category

Care Givers age -35 45 .63 1 43 1.42 .60 341

category 1)

Parentﬂaregi\/ers -.27 45 .37 1 .54 .76 .32 1.82

agecategory 2)

Parentstaregivers -21 43 22 1 64 .82 35 1.90

agecategory 8)

Parentiaregivers 46 46 1.00 1 32 1.58 64 3.91

agecategory 4)

constant 3.07 1.26 6.00 1 .01 21.63

a. Variable(s) entered on step 1: Residential Area, Gender, Education LeRatenité&Caretakers, Marital,
Availability of Radio, Knowledge score category on Aciarrhoea Attitude Score categoriiealthseeking
Behaviour Practice category, arRarent&caregivers age category.
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4.45 Discussion

This study aimé to explore and descrilarensdcaregiveré practices associated with

the parent§caregiveré healthseekingpractices related to preventing and managing
diarrhoea This study has shown that slightly more than half, 52% ofptrentsor
caregivershad moderate practice, 40% had poor practice, and only a minority, 8%, had
good practice. The findings align with a study conducted in Fafita Lekonia District in
Ethiopia wherebya minority 37.6%,0f the parentswere found to have prastid while
62.4% mgority had poor practice€” Regarding the management for children who were
reported to have suffered frodrarrhoeawo weeks before the survey, 44.0% indicated
that the child was taken to the hospital. On the contraig/sthdy's findings differ from

a study conducted in Dire Danv Eastern Ethiopia, where 98% of the parents sought
medical treatment for their children duridgrrhoed®®

Furthermore29.0% ofparens or caregivers indicatatieyperformed home managemt.
Nevertheless, 27% of parertr caregivers indicated that they did not give any treatment.
These findings are in line with the study conducte&agita Lekomaistrict, visavis
caregivers practice0.3% of caregivers were reported not taking any messelated to

their children who have suffered frotiarrhoed®® Additionally, 20.0% of parents
signposted that they went for perineal cutting #relfather 9.0%, both parents 11.0%.
Furthermore, 61% of the parents indicated that they had used perineal cutting to manage
or preventdiarrhoea It is reported thaparentsof children with persistendiarrhoea
undergo vaginal and perianal cutting practices believing that if they do so, their children
will get better. However, the practice reports not being of any benefit to the ohadre

the mothef®

Also, 11.0% took the child to traditional healers, 4.0% indicated taking their child for
prayers, 3.0%0of mother indicated stopped breastfeeding, and a dog was sought 0.8%.
Breast milk plays a big role in the natural immunological mechanisms that protect the
child againstiarrhoeh disease*3® Based on the narratives, participants indicated that
diarrhoeacomes in different forms. They stated tBamediarrhoeacould be managed

with western medicine andahsometypes that will not respond to western medicine.
Such require perineal cuttingcratching the baldy mouth, sucking the chiisl blood,
giving water mixed with flowers gstopping breastfeedirgy giving anenemacontaining
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faeces of dogs or biréswhich can be harmful to the babies. Health workers indicated
coming across mortalityn underfives related to the use of herbgended to manage a
diarrhoehdisease. Literature reported harmful practicediamrhoehmanagement being
common in some; such practices are reported to reduce the correct management resulting
in treatment failure, sustained nutritional deficits, and increased maHQlity
Parensdcaregiverdperceptions on accessibility kealthcargeveal that health services
continue to fail the very poor; 27%f the parentsor caregivers indicated not having
money, 21%hatclinics or hospitalsirevery farandtheyhaveno one to take care of other
children. Unaffordable transport makes it difficult for the deprigeeeach facilities. Poor

parens or caregivers face individual obstacles as they have neither the time, money, nor

necessarily the incentive to access distant health facffitfés

4.5. OBJECTIVE 1d: TO EXPLORE AND DETERMINE FACTORS

ASSOCIATED WITH HEALTH -SEEKING BEHAVIOUR S OF PARENTS OR
CAREGIVERS OF CHILDREN UNDER FIVE WITH DIARRHOEA LIVING IN

ENGELA DISTRICT

4.5.1 Introduction

Humanbehavious are complex since they can be influenced by multiple factthgr
facilitating or hindering theehaviour**® Several factors such as environmental, faaily
sociocultural beliefs, social networks, socioeconomic status, maternal literacy and health
education, parental age, and accesbdalthcareare reported to influenceeatment
seekingbehaviour® Appropriatehealthseekingbehaviourmeans thahealthcards not
delayed, the need to take a child for treatment outside the home is recognized, and the
child is taken to an appropriate providertmalthcare facility**¥ Parentor caregiver
practices related tdealthseeking have been recognized as important social and
anthropological factorshat enighten high mortality rates among children under .five
Subsequently, improving caregivéitseatmentseekingbehaviourfor managing acute
diarrhoeain children under five requires understanding key factors influencing this
process and the context within which sibethaviouroccurs® Additionally, improving

familiesbhealthseekingcould significantly contribute to the reduction of child mortality.
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Equally, information omealthcarautilization plays a vital role ankdasimportant policy
implications in thedevelopment of theealth system developmée#t®

4.5.2 Discussion of the quantitative results foDbjective 1d

A mixed method was used to determine the factors associated with-$esiting
behaviourby employing both qualitative and quantitative approaches. Quantitative data
were obtained from 12@arens or caregivers who indicated that their childread
suffered fromdiarrhoeatwo weeks prior. The 12parentsor caregivers weréom the

total numbe of 530 parents or caregivers who participatetthe current studyParens or
caregivers were categorized as having psadtiappropriate or inappropriateealth
seekingbased on the actions taken when their children suffered diamhoeaa week

prior to data collection. In the current study, the definition of appropriate seeking
behaviour It iswhen care was sought promptly within 24 hours feoskilled healthcare
provider after recognizing acutBarrhoeaas well as use of Oral Rehydration Salts (ORS)
solution or any other solutiorecommendednd did not consult a traditional healer or

spiritual healer in the managementdérrhoea

4.5.2 1 Socig@lemographic characteristics

In this study, 126parens or caregivers took part in the research, andst study
participants, 70.6%, were biologigadrentsof the selected child compared to 5% of the
fathersHowever,16% of the children were under the care of their grandparents, 9% under
the care of auntieand 0.8% under the supervisionadirother/sister.Kigure26). On the
contrary, some participants who participated in interviews indicatedntbat of the

children in their villages are under the care of their grandparents (see quotes below).

i T hcleallenge we face is when we go to bwiseholdsye only find elderly people
Sometimes we want to give health education, but it becomes difficult since the young ones
are not hore 0 P3: HEWFGD7

i hoticed that grangarentsbring up manychildren; they will tell you thgarentsare

somewhere elseP2: DoctorKI

AM child stays with the grandparents from

malnutritiono P1: M/GFGDS6.
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A Many chil dren i n our vi | | eldglg peopker(tke und e
grandparents); you think they have time to take proper cfifgose children ? P 4-: M/ C
FGD6

Relationship of caregivers to children

‘ 9.0%

IO.S%

T e

I 5.0%

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0%

Aunty m Sister/brother m Grandmother m Mother Father

Figure 25: Relationship of caregivers with children in Engela District, Ohangwena Region 2019
Many of the participants whose child suffered fratrarrhoeatwo weeks before data
collection, 61.1%, were from rural areas, 38.9% from the informal settlement, and 0%
from urban agas. Furthermore, 37.3% of pareat caregivers were in the age group of

31 to 40 years82.0% were unemployed, 19.0% werd aducated, 46.0% had primary
education only, 93.7% had an average income per household-@00906I$, and 48.4%

had 510 people per household.

Related to the socidemographic characteristics of the children, more than half, 55.6%,
were females, and 34.9.1% were in the age group-@8JI#onths. (Tabl&0).
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Table 20: Distribution of sociodemographic characteristics Rérent¢caregivers and
children undeifive in Engela DistrictOhangwena Region Namibia, 2019

Variable Frequency (n=126) Percent (%)
Residential area
Informal settlement 49 38.9
Rural areas 77 61.1
Mother 6 /saregivar $age group
18 - 30 39 31.0
31- 40 47 37.3
41 - 50 29 23.0
51 - 60 7 5.6
> 60 4 3.1
Employment status of mother/caregiver
Unemployed 103 82.0
Employed 10 8.0
Selfemployed 8 6.0
Famer 5 4.0
Mother 6 /saregiverd sducation level
Not educated 24 19.0
Primary education 58 46.0
Secondary education 41 33.0
Higher education 3 2.0
Average monthly income per household
190-2000N$ 118 93.7
>20005000N$ 8 6.3
Number of people per household
-4 35 27.8
5-10 61 48.4
10-20 28 22.2
.20 2 1.6
Age of underfive
Childds age (i n mo 23.67%1511
Mean age (mean + SD, years)
0-11 35 27.8
12-23 41 34.9
24-35 23 18.3
36-47 8 6.3
4859 16 12.7
Gender of children
Male 56 44 .4
Female 70 55.6
Total 126 100
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45.2.2. Health-seeking behaviour of mother/caregiver among their children with
diarrhoeal disease

The majority, 73% of the participants, were categorized as having inapprdyzéte
seekingbehaviour whereas only 27% oparentsor caregivers did seek appropriate
healtrcarefor their children Figure 27). Based on the narratives from interviews with
health workers, it was indicated that mpatentdelay seeking help. Children are kept at
home with the hope that thewill get better. It was evident from health workers
interviews that seeking help on time is a problem in the study aretheSpete below

fiMany times, when you intervigvarentsor caregivers, you realize that they take a long
time before bringing the child to the hospital. And when you do a physical examination,
you can also tell that the child has been sick for a long time, but when you ask them, they
may not tell you exactlyf how long the child has been ill. They keep the child at home,
hoping that the child is going to get better, and they go through a long process before they
bring the child to thénealthcare facilitp . P 3 :-KIDoct or

fEven those that stay near keep kds at home until the child is worse; that is when
they come to the Clini@P5: NurseKI

However,one of the health workers indicated that more than half ofp#rentsor
caregivers take their children to health facilities on time. However, they indicated that

some dofk come on time because of visiting traditional healers.

fiMaybe about 60% come on time; however, there are those who delay because of coming

from very faror because of going to traditional healers tloeynelated. P4: DoctorKl
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Health-seeking behaviours

Appropriate
27%

H Inappropriate

Inappropriate
73%

H Appropriate

Figure 26 parensdCaregiver$ healthseekingoehavious among children unddive withthe diarrhoeal diseasén
Engela District Ohangwena Region.

4.5.2.3. Duration otliarrhoeabefore seeking help at tiealthcare facility

Thelargest proportiord4%, of theparentécaregivers of the children who suffered frdirarrhoea

in the past two weeks before data collection indicated that they sought help withthoh2"1

day. However, 11% stated that they sought help after more than three days and 32% indicated that
they had not sought help at éfigure28). Equally, it has emerged from the interviews that some
parent&caregivers took their children to health facilit@stime, and sometkthem late.

Some bring them on time, but some bring them after three days, but if you ask them what
they have done for the child, they will say they tell you that they have done natltieg a

thoughtdiarrhoeawould stop by itselP8&9: NurseKI

fiwhat | experienced is that most of fherentswith children suffering frondiarrhoea
most of the time come to the clinic after three to four days, and when they come to the
Clinic, the children are very dehydrated and wast&8: NurseKI

fiwell, 1 would say some do, some don't come on time. We note that because we ask them
whenthediarrhoeastarted, they will tell yoit started two or three days ago. Some come

after four days, and some come to lealthcare facilityonly when te child is showing

signs of severe dehydraticimen we need to intervene by putting up drips, but some come

within one day of the onset diarrhoead . P7:KI Nur se
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fiFor most of them here in our setting, they come and seek medical care at a very late
stage that is the experienceP1: DoctorKI

fiWhat | have noticed is most of them will comithin a week, but the ranges vary, some
of them will come after three days, four daysfive daysand sometimes depending on
diarrhoea they will come in when it is too latéhenthe child is severely ithndseverely
dehydrated' P2: DoctofKI

DURATION OF DIARRHOEA BEFORE
SEEKING HELP
No help sought [

Aiter more than 3 days [T

within 3rd days [

Within st and 2nd day [l

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

Figure 27: Duration ofdiarrhoeabefore seeking help

4.5.2.4 Soci@lemographic variables @farentsor caregivers stratified bliealthseeking

behavious

Table 2 displays the distribution of socdemographic characteristics of tharentsor
caregivers based on théhealthseekingbehaviour Again, he majority, 73% of the
participants, were categorized as having inappropnieddthseekingoehaviour

A total of 126parentsor caregivers whose children hdidrrhoean the two weeks before
the survey waspurposely selected and interviewed. More than half of the participants,

61.1%, were from rural areas, and 38.9% were froomémmmal settlement in Engela

District. Nevertheless, the findings from the current study show that 53.2% (980 ClI
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44.49; 61.91)f the participants who were categorized as having inappropresti
seekingbehaviourwere from rural areas. The observed efdhce was found to be
statistically significant pO 0 .. OTab8) 2 displays the distribution of socio
demograjic characteristics of the parenbr caregivers based on ithbealthseeking
behaviour The majority, 73% of the participants, were categorized as having
inappropriatehealthseekingbehaviour Equally, inappropriatbealthseekingbehaviour

was found to be higher 39% (9524 of 30.48; 47.52) among parenir caregivers aged
between 180 years; moreover, thebserved difference between pasent caregivers'

age category was statistically significa@p 0 . 0 1 2

Additionally, 65.8% ofthe parerg or caregivers categorized as having inappropriate
healthseekingoehaviourwere single parents. However, the observed difference was not
statistically significant, @ 0 . Hu@@rmore, 84.8% of thparens or caregivers
categorized as prasiing inappropriate health seeing were unemployed; nevertheless, the
observed differenceas not statistically significantQp 0 . Relagd to the mother or
caregivers' level of educatiofgr parents who were regarded as having inappropriate
healthseeking 20.3% were Iilliterate, and 45% reached primary education only.
Nevertheless, levedbf education was not significantly associated with inappropriate
healthseekingpO 0. 27 2. E q u aHedltlyseekingmaa pigh atdJp3Poviaraange
participants who belonged tthe Protestant/ELICIN church. Still, religion was not
significantly associated with inappropriateealthseeking behaviourpO 0. 655 . Th
majority, 93.7% of the participants whose child suffered fohamrhoeain the past two
weeks, had a low monthly income gamg from 1962000N$. However, income was not
significantly associated with inappropridiehavioupO 0 . Vis2x8is more than half,
55.7% ofparentsor caregivers living in a household withvSnhabitants were categorized

as havingnappropriatehealh-seeking Alternatively, the observed difference was found

to be statistically significanpO 0. 05 0
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Table21: Sociademographic characteristoof parentgcaregivers stratified byealth
seekingoehavious (n=126)

Health-seekingbehaviour Total 95% C.I of the p-value*
nappropriate

....................................................... health-seeking

Variable Appropriate Inappropriate

n (%) n (%) n %

Residential area

Informal settlement 12 (25.5) 37 (46.8) 49 (38.9) [38.09; 55.51] 0.018*

Rural areas 35(74.5) 42 (53.2) 77 (61.1) [44.49;61.91]

Mother 6 /saregiverd s

age group

18 - 30 8 (17) 31 (39.0) 39(31.0) [30.48;47.52] 0.012*

31 - 40 19 (15.1) 28 (22.2) 47(37.3) (404 2048

41 - 50 13 (10.3) 16 (12.7) 29 (23.0) [06.89; 18.31]

51 - 60 6 (4.8) 1 (0.8) 7 (5.6) [00.76; 02.36]

> 60 1 (0.8) 3 (2.49) 4 (3.1) [00.27; 05.07]

Marital status

Single 26 (55.3) 52 (65.8) 78 (61.9) [57.52;74.08] 0.163

Married 12 (25.5) 11 (13.9) 23 (18.3) [07.85; 19.94]

Co-habiting 7 (14.9) 16 (20.3) 23 (18.3) [13.28; 27.32]

Divorced/separated/wi 2 (4.3) 0 (0.0 2 (1.5 [00.00; 00.00]

dow

Employment status of

mother/caregiver

Unemployed 36 (76.6) 67 (84.8) 103 (82.0) [78.53;91.06] 0.178

Employed 3 (6.4) 7 (8.9) 10 80) [03.93 1387 —

Selfemployed 4 (8.5) 4 (5.0) 8 (6.0) [01.19;08.81]

Famer 4 (8.5) 1 (1.3) 5 (4.0) [00.67;03.28]

Parentd /saregiverd s

education level

Not educated 8 (17.0) 16 (20.3) 24 (19.0) [13.28;27.32] 0.272

Primary education 26 (55.3) 32 (40.5) 58 (46.0) [31.93:49.07]

Secondary education 13 (27.7) 28 (35.4) 41 (33.0) [27.05; 43.75]

Higher education 0 (0.0 3 (3.8 3 (2.0 [00.46; 07.14]

Parentdcaregiverb s

religious

denomination

Protestant/ELCIN 26 (55.3) 35 (43.3) 61 (48.4) [34.64;51.95] 0.655

Catholic 5 (10.6) 13 (16.5) 18 (14.3) [1002:22.05]

Anglican 14 (29.8) 26 (32.9) 40 (31.7) [24.70; 41.10]

Other religions 2 (4.3 5 (6.3) 7 (5.6) [01.96; 10.54]
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Average monthly

income per

household

1902000N$ 42 (89.4) 76 (96.2) 118 [92.86;99.54] 0.128

>20005000N$ 5 (10.6) 3 (38) 93.7) [0046:07.14] ~—
8 (6.3

Number of people per

household

-4 14 (29.8) 21 (26.6) 35(27.8) [18.88;34.32] 0

5-7 17 (36.2) 44 (55.7) 61 (48.4) [47.03; 64.37]

8-10 14(29.8) 14 (17.7) 28 (22.2) [11.04; 24.36]

.20 2 (4.3) 0 (0.0 2 (1.6) [00.00; 00.00]

TOTAL 47 (37) 79 (73) [65.25; 80.75]

Cl, confidence interval
* P e ar ssquaréststisticallyi significant: 0.05.

4.5.25 Type of help sought by parsrdr caregivers for child who haddiarrhoeatwo
weeks before data collection

Diarrhoeaprevalence among children understudy #8s8% 126 out of 530 children
were reported to have suffered frollrrhoeaParers or caregivers were asked how their

c h i Hiarbogavas manageth thetwo weeks before data colleatid-igure29 shows
parentgcaregivers' responses.more significant perentage 44.0% indicated the child
was taken to the hospital, 29% said they managed the child at home, and 2#3é\said
had not done anything. THendings, as mentioned earliealign with the narratives
obtained from FGD discussions withrentor caegivers, whereby one indicated that she
did not take her children to health facilities for treatment on time. Equally, one mother or
caregiver whose child was suffering fradmarrhoeaduring the data collection period
indicated that shienmediately broughthe child to the hospitaBee quotes below.

Al brought my c¢hi |;drontthle clinibiewheré liget the saahatsgoh t
ORS. If | already have ORS at home, | prepare it and give it as firshaiding can be
done if it is over thaveekendsYou only wait till Monday . P 3EGDM/ C

fil have done nothing. I just brought the child to the hospiR2: M/GFGD3

Furthermore, health whkers indicated that see parerd orcaregivers do manage their
children at home.
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ASomeparentsor caregivers do come early. However, some do manage their children at
home, maybbecause of long distances, some people come from very far possible because

the distance when they come only came when the child is exitausted® 6 :KI Nur s e

Again, health wdkers indicated that sonfearens/caregivers delay taking their children
to ahealthcare facilityStill, when asked what they have done to the children, they indicate

that they have not done anything.

Some bring the children after three days, but if yskithem what they have done for the
child, they will say they have done nothbegause thethoughtthediarrhoeawould stop.
P8&9: NurseKI.

One of theparens orcaregivers also indicated that sick people in the villages are not taken
to hospitals for treatment right away since they are advised to wait and see how the disease

progresses.

fAt the villages' people who are not feeling well, they are not taken too#igetal right
away, or the same dawe are told to wait and see how the condition will progress. (ohaku
tiwa, inaya manga koshipangeltaleni ngaa nena eshi tahala po; mongulatu yeni
koshipangelp 6 . P 6FGDaMC

However, some participanisdicated getting involved in practices such as peftinea
cutting .as 20.0% of thearents9.0% of fathers indicated going for perineal cutting, while
11.0% indicated both parents went for perineal cutting. Furthrerrbased on the FGD,

one pareritaregiver whose child was admitted in the hospital suffering fobanrhoea
during the data collection periodmitted that initially, when her child started suffering
from diarrhoeashe went for perineal cutting. However, when the child did not get better,
she informed the father to do the perineal cutting. However, after the father refused to go
for cutting and the child did not get better, she decided to take the childiedtieare
facility.

fiwhen the child started wittiarrhoea | went for perineal cutting, the child did not get
better, sol took the child to the hospitabut still the child did not get bettefol went
back to the lady who cytand then she told me that the father might be the one that
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possesses the child. So when | informed the father, he refused to go, that is when | decided
to bring the child to the hospital agaiR3: M/GFGD2.

Parens/caregivers also indicated th#tte managemenbf diarrhoeadepends on the
perceived cause of diarrhoeal disease. They indicated that there is a tlipetaiea
believed to be caused by parents possessing the children, children possessing themselves,
or other possessions; for such lsd diarrhoeait is believed perineal cutting is the only

solution.

"For normal diarrhoeg before | take the child to the hospital, | will first prepare a
rehydration solution at home. | will put eight spoons of sugar and spoons of salt, boil the
water, put in one lie of water, and give the baby. But | don't know whether you are aware

that there are different types dfarrhoeg there is the type that is watery, mucoid, and

one that is iAdbetween. With those types, maybe one can try to give ORS, home remedies

or takethe child to ahealthcare facility But, if the baby is being breastfed, there is a type

of diarrhoeathat contains milk; that type does not go to the hosan if you take the

child to the hospital, the child will not improve. Maybe you do it after have already

been treated traditionally. Believe me, if you go for the traditional treatment, they cut you

at the perineumt hat i s when t PEM/GIRGDH d gets bettero

filf the child is passing stools that contain milk, that typeiafrhoeais aresult of being
possessed by the parer@me has to go for perineal cuttingut if the child is not getting
better,take the child to the hospitalP5&P3: M/GFGD6

Nevertheless, 11.0% indicated that they took the child to a traditional healer, 4% too
the children for prayers, 3.2% stopped breastfeeding, and 0.8% stated that they sought a
dog as part ofliarrhoeananagementSeeFigure29)
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Health-seeking

CHILD TAKEN TO HOSPITAL/C
CHILD TREATED AT HOME

NO TREATMENT GIVEN TO THE
MOTHER WENT FOR PERINEAL CU
TOOK THE CHILD TO TRADITIONAL H
BOTH PARENT WENT FOR CUT
FATHER WENT FOR PERINEAL CU
CHILD TAKEN FOR PRAY

STOPPED BREASTFEED

0
A DOG WAS SOUGH]JI'0.89

0.0% 5.0% 10.0%15.0%20.0%25.09630.0%35.0%40.0%45.0%60.0%

Figure 28: Number of times the child hafiarrhoeain the pevioustwo weeks

4.5.2.6 Reasons for not taking the child toemlthcare facility

TheFigureillustrates whyparentsr caregivers did not take the child to the clinagpital.
Twenty-seven percent(27%) indicated that they had no money, 21% said the
clinic/hospitalwasfar, 16%stated that there was no one to take care of other chilainen,
10% stated that they were unable to find transporaddition, he least 10% said that
taking the child for treatment was unnecessary sili@ehoeawas caused by teething,

while 16% indicated other reasons.
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REASONS FOR NOT TAKING THE CHILD T¢(
CLINIC

B52y Qi KI @S Y2ySi
m Clinic is very far
There was no one to care for othel
children

B Teething

m Other reasons

Figure 29: Reasons for not taking a child witharrhoeato clinic/hospital

4.5.2.7 Factors influencing appropriatealthseekingbehaviourof parentgcaregivers
ondiarrhoea

To be able to assess factors influencimgalthseeking behaviouy direct logistic
regression was performed.

The model contained fourteen independent variatiResiential areaThe child hasa
fever, The child is unable to eat or drifikhe child is repeatedly vomitinghere is blood

in thestools The child is refusing to eat or drinkhe child has sunken eyé&he child is
very thirsty Educatiorlevel of caretaker and/or moth&umber of people per household,
Caregived age category, Monthly income per household, Marital status, R&ligio

The full model containing all predictors was statistically significafff14, N=104] =
41.65, (p " 0.036) . Thi s i ndicates t hat
respondents who were categorized as having appropriate or inapprbpalbeseeking
behaviour As shown in table 9, only four of the independent variables made a unique
statistically significant contribution to the mod@&hg child has a fever, blood in stools,
number of people per household, caregiver age category, marntbiyie per household,
marital status, and religion). The strongest predictor of appropreakhseekingwas a
child havingdiarrhoeastained with blood, recording an odds ratio of 6.00. This indicates
that theparent&aregivers who had a child withdaldstaineddiarrhoeawere six times
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more likely to take the child toleealthcare facilityor treatment. Equally, those who had
a child with diarrhoeawith accompanying fever symptoms were more than five times

likely to take their children to kealthcae facility for treatment.

Table22: *Logistic Regressioftactors influence appropriateealthseekingoehaviour

95% C.I for Exp. B
Variable B. SE | Wald df  Sig. Exp(B)
Lower Upper
Residential Area -.078 0.86 : 0.82 1 0.37 0.46 0.09 2.48
The child has a fever 1.63  0.68 : 5.67 1 0.02* 5.10 1.33 19.51
The child is unable to e 0.15 : 0.64 | 0.06 1 0.81 1.17 0.33 4.10
or drink
The child is vomiting: 0.53 | 0.63 | 0.71 1 0.40 1.69 0.50 5.75
repeatedly
There is blood inthe: 1.72 : 0.89 | 3.75 1 0.05* 6.00 0.98 32.11
stools
The child is refusing tc 0.55 | 0.64 | 0.75 1 0.39 1.73 0.50 6.01
eat or drink
The child has sunkeneye 0.71 : 0.61 | 1.34 1 0.25 2.03 0.61 6.73
The child is very thirsty | -0.68 | 0.59 | 1.29 1 0.26 0.51 0.16 1.63
Mother/caregiver 1.63 3 0.65
education level
Not educated 17. 29. 0.00 1 1.00 44.10 0.00 17.72
72 00
Primary education 18. 28. 0.00 1 0.99 11.50 0.00 18.53
53 99
Secondary education 18. 28. 0.00 1 0.99 15.65 0.00 18.84
84 99
Number of people per. 0.3 0.1 4.37 1 0.04* 1.35 1.02 1.80
household 0 5
MotherCaregivers age: 0.5 0.2 3.95 1 0.04* 1.77 1.01 3.12
category 7 9
Monthly income per: - 1.2 0.05 1 0.83 0.77 0.07 8.52
household 0.2 3
6
Marital status 4.50 2 0.11
Single 0- 0.7 0.60 1 0.44 0.54 0.11 2.55
.62 9
Married 13 11 1.36 1 0.24 3.63 0.42 31.65
0 1
Religion 161 1.666 30.6658
Protestant/ELCIN 0.9 14 0.43 1 0.51 2.54 0.16 40.84
3 2
Catholic 0.0 15 0.00 1 0.98 1.05 0.05 21.78
5 5
Anglican 1.2 1.4 0.72 1 0.39 3.37 0.20 55.99
2 3
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b. Variable(s) entered ditep 1: Residential Area; The child has a fevdre child is unable to eat or drinkhe child
is repeatedly vomitingThere is blood irthe stools The child is refusing to eat or drinkhe child has sunken eye
The child is ery thirsty Education Level of Caretaker/Mothé&tumber of people per househplMotherCarajiverés

age category, Monthly income per househMarital statusReligion.

4.5.2.8Discussion

The study objective was to explore and determine factors associated whbatltte
seekingbehaviourof parens or caregivers of children under five wdtarrhoediving in

the Engela District in the Ohangwena Region. Prompt and appropsatdiseeking
practices are reported fmtentially reduce child mortality significantl§f® This study
confirms numerous studies related to the high prevalence of inapprééitieseeking
and not seeking heath fdiarrhoea disease. The currenesearch shows that 73% of
parens or caregivers pracd inappropriatdnealthseeking with about 32% taking no
action and 11% seeking help after three days. Delay in seeking treatment may be due to
the belief that the illness may subside by itself through titogvever, he seriousness of
the problem may be perceived latdrem the child fails to recover, and this may be when
treatment is sought. Furthermore, 20%afentsndicated going for perineal cutting, 11%
of both parents went for perineal cutting, 11% took the child to a traditional healef, 9%
fatheswent for peineal cutting, 4%f children were taken for prayer, 38arentstopped

breastfeedingand 0.8% sought a dog as part of the managemeimmhoea

This study's findings aligwith a survey conducted in Dendi District, Western South,
Ethiopig parents perceived childhooddiarrhoeacould result from traditional and
biomedical causes, and 69.3% sought help from traditional healers and health fé6ilities
Findings from qualitative keinformant indicatd thatparentsfirst visit the traditional
healer and visit the health facilities when things worsen. However, 118arehtsor
caregivers took their children tchaalthcare facilityafter three days. The possible reason
for the delay in seekinigealthcae could be a place of residence; the current study found
parens /6aregiveré place of residence to be significantly associated with inappropriate
healthseeking Similar finds were reported in a survey conducted among the population
of the Gaza strift*®More than half, 53% of people from rural areas, were found to have

inappropriatehealthseekng behaviour In the qualitative findings, respondents reported
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distance to health facilities, lack of urgency to seek help, cultural beliefs, and spiritual
healing as some of the obstacles to not seeking healtlEqaialy, theparentor caregiver

age group was significantly associated widalthseekingbehaviour 39% ofparentsor
caregivers who were found to have inappropriealthseekingoehavioumwerebetween

18 and 30 years old

Furthermore, the number of people per house sigrgficantly associated withealth
seekingoehaviour These results align with a study conducted in Bangladesh; households
having only one child less than five years old were more likely to seek care for their
child.®46) Moreover, symptoms such as fever and blood in the stools were found to be
significantly associated withealthseeking Parens or caregivers indicated reasons for

not seeking health to be lack of money 27%, and the clinic is very fartB&#e,was no

one to take care of other children 16%, other reasons 16%, unable to find transport 10%
as well teething 10%. Thesason could be related to pasettaregiers' belief that an

eruption of teeth in younger childremayresult in mild and selfimited diarrhoed!*”)

4.5.3Discussion of the narratives forObjective 4

The narrative results were derived from interviews with health workers (three doctors and
ten nurses) and nine focus group discussions comprising 4 to 11 participants per group
with 57 HEWSs and six focus group discussions containingdarentsper groupwith a

total of 30parentsor caregivers. In addition to field notes, a voice recorder was used to
record the interviews for verbatim transcription. The interviews and the focus group
discussions were held in available conference rooms and doctors' aed nansulting

rooms. Data collection ceased when the researcher achieved data saturation related to

healthseekingoehaviour
A structured question was asked to generate qualitative findings assfollow

fiBased on your experieneath parentgcaregives of children under fivesuffering from

diarrhoea how do they seek help?

Probing questions were used to address related issues or factors that may have influenced

healthseekingbehaviour For exampleparentsor caregivers who brought their children
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to thehealthcare facilitypr whose child was admittestffering fromdiarrhoeavere asked
guestions about practices done before getting the child teettithcare facility

A discussion of the results of the narrative related to reasons contributing to nogseek

help is presented below.

Table 23 Themes, suthemes and codes from data analysis related to factors
contributing tohealth-seekingoehaviour

THEMES SUB-THEMES CODES
4531 Factors| 4.5.31.1 Cultural factors Traditional beliés
associatedwith health Traditional healer

seekingoehaviour Traditional medicine
Spiritual belids
Stereotyping

Victimization

Shortage of staff

Nurses attitude
Overcrowding

Long waiting times
Inadequate service provisio
Ignorance

Negligence

Alcohol consumption

Lack of urgency

Elderly influence & social
networking

Knowledge

Multiple tasks

Practicas

Physical distance to the
healthcare facility
Shortage of health facilities
Lack of transport money
Clinics not functioning over
weekends

Fever

4.5.31.2 Health service characteristig
Health servicaelated factors

45.31.3 Mother/aregiverrelated
factors

=4 =4 =4 =4 A8 a8 a-a oA os s s s

=A (= =4 =

4.5.31.4 Service accessibility

= =4 =9

4.5.31.5 Characteristics of disease 4
symptoms

=

4532 Home | 4.5.3.2.1 Traditional practices
management 0
diarrhoea

Perineal cutting
Scratching th
Dog is sought

Insect sucking blood

Stop breastfeeding

Mixture of flowers

=a =4 -8 -4 -8 A
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 Enema

 No treatment

1 Other solutions
4.,5.3.2.2 Biomedical care f ORS

1  Medication from pharmacy

I Heathservices

4.5.3.1 Theme 1Factorsassociated withhealth-seekingbehaviour
According to a study conducted in Tlaxcala, M®xion parentshealthseeking in acute

diarrhoea,parentswere reported to seeknedical assistance when they perceived a
worsening of clinical conditions, such: édoody diarrhoea, vomiting, illness longer than
three days, weight loss, and fevEurthermore, it is indicated thaigns of dehydration
were not associated with healthcaeeking because the mother did not geise then®?

In the current study, utturaly related factorshealth service characteristics, hbalt
servicerelated factorsthe parentor caregiverrelated factorsservice accessibilityand
disease characteristiemd symptom&merged as factors contributingiealthseeking

behaviour.

4.5.31.1Subtheme Culturally related factors
Cultural factors such as traditional beliefs, traditional healers, traditional medicine,
spiritual beliefs, stereotyping, victimizing, teething, family, and social networks have

contributed tchealthseekingoehaviour

 Traditional beliefs

Traditional beliefs related toealthseekingwhen a child suffers frordiarrhoeaemerged

to play a crucial role in the region. One mother made it categorically clear that every tribe
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has its own beliefs and practices, and the sameaeappl the Ovambo tribe. One of the
challenges indicated by HEW is the residents' traditional beliefs.

fAll the tribes have their own beliefs and practices, even the Boers have their own beliefs,
and they also go for traditional healing when their childege sick.; that is what we do
as well. We go for traditional healiog P 1 -FGD/ C

filt is only those beliefs about someone having;téilthe child developsiarrhoea we
are told both mother and father could be having the proBl&&: M/ICFGD2

fiSomeparents still believe in a child being possessed by parents or poggbemselves

when the child hasliarrhoea The parents could possess the child if they have a tail,
"eemhald or skin at their perineum; they go to a traditional healer for perineal
examination and cutting if they are found to have such. The children possess themselves
if they have pimples on tlesides of their cheeks. When it is suspected that the problem

is with the child, the child is taken to those who know how to treat those things very well,
and they check in the child's mouth to determine if the child has papules that make them
developdiarrhoea The papules in the child's mouth are scratched with tigeefito cure

diarrhoeaand prevent it from recuing”. P4: HEWFGD2

fiSome obur challengessome people are not coming to the hospital on tiasewell as
traditional beliefs. For example, there was a child who got burned by the fire, and instead
of takirg the child to the hospital, they took the child first to a traditional healer who
knows how to hold fire so that it cannot continue (okaanatwkbva tete konduduwati

oyo haikwata omudilo kau ye komesho), when | went to their house | found the lcagd

a wound covered with herbs and was not taken to the hospatal thld them to take the
child to the hospital . P2: HEW FGDS®6

Furthermore, HEW indicated thparentsvho believe in children being possessed, even
if you tell them to go to the hospitahey may agree, but in reality, they will not implement
what they agreetb.

fiPeople who believe ithe childd s  bpessessd when you tell them about going to the

hospital, they may tell you that they will go simply because they want to please you, but
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in reality, they will not follow your instructions. Or they can go just with the aim for the
child to get some fluids, but thevill still proceed for perineal cutting . P3: HEW FGC

Even ome HEW indicated thashe believesliarrhoeacan occurdue tothe child being
possessed by the parents sincelsmbexperienced jtand after she received perineal

cutting, her childecoveed

AAbout parents possessing the children, I
diarrhoeg by then | was still breastfeeding, but the child startemhiting the milk,sol
went for a perineal examination and was cut, and my baby begkme2: HEW-FGD5

Health workers also indicated that traditional Hslieontribué to delay in health
seeking

fiThe Oshivambo believetheyare the onesontributing to the day in healthseekingn

this area. The Ovambo people like to go for perineal examination, believing that the
parents could possess the child; under such circumstances, the child can even die because
of those beliefs. Instead of taking the child to the hospital, they wilgbréor traditional
healingb . P 8:KI Nur s e

9 Traditional healer

Health workers indicated that some of those who delagallhseekingndicated visiting

traditional healers.

fiThere are those who delay because of the reason of going to traditional HeRkers
DoctorKI

fiYes, some of therbefore they come to the Cliniirst they go taa traditional healer
especially for the kids suffering frastmarrhoea Parentsthink haemorrhoids or whatever

they believe something at their perineum is what cadisedioead P 3 :-KINur s e

fiMost of thentome to us when they have already sought help at placéisdikaditional
healers. Because of the belief that things at their perineal area ddiasdoea in
children, if it is not cut away, they say "omushjtatail at the anal areg or some say

"eemhalo{papules within the vaginasuch thing® P8:NurseKI
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fiYes, oshipgskin at the perineal ag or eemhalg(papules within the vaginadr
omushila(a tail at the anal arey. Therefore if your child hagiarrhoeathat worries you
youshould try youtbest to go to the ladies that can cut, but if diarrhoea contiaftes
the mother has been cut, then try to take the child to the haspitalM/C FGD1.

fiThe medication the nurses giveeddt do muclkfor the child; the nurses also tell us that
there is not much they can do, so what can we do? The only solution is to consult a
traditional healer" P1:M/CFGD1

fiParents bring the child when they are severely ill, sometimes after one week; for example,
they frst go for traditional healing to seek treatment fliarrhoea From our side, we
don't have a problem, but the transpofiedications is a problem sometimes. Sometimes

we order medicine, but the drugs are out of stoPk: NurseK|

fiThe Oshiwambbeliefsd the Ovambo peopldike to go for perineal examinatiomwith
the belief that the parents could possess the child, under such circumstances, the child can
even die because of those beliefs instead of taking the child to the hospital they will first

go for traditional healind' P:8: Nurs&l

M Traditional medicine

Parens or caregivers are reported first to start managili@rhoeawith traditional

medicinesand take the child to the hospital when the child is very sick.

fiYes, they start first with theaditional treatmentthey only decide to go to the hospital
when the child is exhausted, and most of the times the child is admitted, sometimes they
also become ok without going to the hospitalP5: HEW FGD?2.

fiBased on our Ovambo traditional practices, if the child d&srhoea you first give
"omahangu" solution(millet four mixed with cold waterXhen take the child to the
hospital at a later stage if the child is not improving3: M/GFGD4

1 Spiritual beliefs

Health workers indated that now and themarens or caregiversvisit churches for

prayers related to a child suffering fratarrhoea
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Yes, religion is being prasgd; some patients mithey comdrom the hospital and go to
church. Nevertheless, when they go to churches, they sometimes end up abandoning the
medications issued at the hospital; however, that happens more frequently with other
under five diseases, especially wounds you know we sdadetavounds here . P3:
DoctorKI

fiYes, some come and tell you that they have tried first goiregaherthere including
going to church." P6: Nurs&l

"When my friend's child had persistelrrhoeg some told her that the child wowddly

be ok if sheeceival prayers. So the mother wanted to take the child out of the hospital.
However, the nurses told the mother and her relatives to make a decision. Eventually, they
decided the childhouldstay in the hospital, and the child got well, and upotday, she

isokdo P 3-FGDMC

Even though health workers indicatiédtparens or caregivers here and there pisadti
spiritual healing, it is also reported that spiritual healing is not a very common practice in
managingliarrhoea Equally, some paresitr caregivers indicated that they don't believe

in going for prayers; they instead pray for the child themselves.

fAbout churches, | might not recall anything like that as far as babies under the age of

five are concerned P2: Docto#KI

fiNo, | don't béeve in that, | can pray myself for the child, but it won't prevent me from
taking the child to the hospit&1-6: M/C-FGD2

1 Stereotyping

A male who brought his child to the hospital and participated in the interviews indicated
that males face challenges when taking their children to health facilities since it is

considerechfemale responsibility.

~

nl brought my c¢ hi lgderonany bagkhey weresshautingdt mec ar r y i

saying why | am carrying the babwhered she mothe? Such things can make one
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hesitate to take the child toleealthcare facility soyou will keep postponing taking the
child to the hospital, fearing whaeople will sayP1: M/C FGD5

M Victimization

Victimization is indicated to have contributed to delayhealthseeking For example,
parents will not take a sick child to a hospital before both pahavisundegoneperineal

cutting and fakdto do soarnd one is accused of causing the child's death.

fiFirst try to go to the traditional healer and thenly when the things worsened that is
when they come to the hospital. It depends on the mix of their tradiii@nthey wait for

the mother to be cut if the child hdgrrhoea They wait for that to happen before they
come to the hospital. Most of the time, if the child dies in the hospital, they blame the
mother if she was not cut; the cutting is done at thed area. So that is why they always

present late because they will try to do that first before they'cBinBoctorKI.

fiwhen my child was sick, the mother told me to go for perineal cutting. | refused to go
Thenthey send me a message saying if the child dies, it is me who has killed the child, and
| should not even attend the clilduneral. | kept making excuses, but one day | decided

to go to oneolder womanwho dd a perineal examination but then she infodmee that

| didn&@ have anything wrong. But she said that she needs to cut me as long as blood has
come out, the child will be ok then she did cutnk3: HEWFGD1

4.5.31.2 Subtheme Health services characteristics
Health characteristics such as shortage of staff, nurses' attitudes, overcrowding, long

waiting times, and supplies emerged to have contributed tdpatihseekingoehaviour

1 Shortage of staff

Nurses are reported to be few and not having time to effigiprovide all the services
required, such as giving clients health education. Inadequate service provision contributed
to clients not being willing to visit such health facilities and eventually to pealth
seeking
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| am near thedllowing clinics Okahenge, Oipanda, and Omududu. Still, when one is
referring the patients to those clinics, they \askyou to refer them to Omudugdeven if

it is far; they tell you they will wake up very early and go because before 10H0O0 they will
be atended to. AgairOmududu clinic has enough nurses. At some clinics, you may find
a nurse that is allocatetb the immunization, and thesometimes is going to sort health
passports at the reception, and the very same nurse is the one screening the \phtient
others are allocated at the CDC or the maternAygolans are also treated herthe
villages are so many, and we have only one cliReopleblame the nurses, but the
problem is thanurses are very few and are very much loadd&dses may onlye two

on duty attending to everythingven emergencies, immunization CDC, maternity and
attending for those who came for treatme®3: HEW-FGD7

fil think the challenges are from both sidesthe healthcare providersandour problem

is that our hands are few also, we try our best to educate our people. Still, because of our
limited number, maybe we don't do much when giving education. You can't just say | told
them oncethey understandit is an ongoing proces€ven during dischargewe are
supposed to have a session vp#nentswho are being dischargetut we don't do it; we

are very fewo P2: DoctorKI

9 Nursedattitude

Some nurses are reported to be rude, scolding patients and making them seek help from

distant health facilities where they once felt welcome.

fiWhen ame mother/caregiver broughd child that haddiarrhoea the nurse, without
askinganything just started taming the mother, saying that the child is sick because of
the food they are giving the child. She talked rudely, and that mother left without
medicatia; the child was not treated anymore. The following day, | went to their house
and asked her what sheould give the child, but she replied that she would try home
remedies. Unfortunately, this child had a fever, anddiberhoeawas very fast. | advised

her to take the child to Engela hospital, but she said that at Engela hospital, several nurses

alsoansweedpeople rudely. She indicated that she would wait for two days to get some
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money and take her child tbe Endola clinic. The Endola clinic is a bit far from where
she stays"P1: HEW5

fiTo be honest, some nurses are rude; instead of asking the client politely where they fetch
their water or about handwashing practices, they will jump to conclusions. By telling the
client things like:6 Aereis no way the child will not develagiarrhoeabecause of your
unhygienic practices.” | think it was better if the nurse first finds out the client's pragtices
P3:HEWG6

1 Overcrowding

Health facilities are reported to be overcrowded and discepargntsrom seekinghelp.

fiISometimes the hospitals astmwded andit also discourages thparentsfrom taking
the children to the hospitdlP2: HEWFGD1

fiISometimes hospitals such as Engela are overcrowded; it also can discourage one, just
to think about those long queueB5: M/C FGD

1 Long waiting times
Waiting time at thdnealthcare facilityalsocontributedto poorhealthseekingpractices.

filf you tell them about going to the clinic, they will only tell you about the gueue
sometimes thegomplainabout poor service provision. They also compthat the clinic
does not open on timeP1: HEWFGD7

1 Inadequate service provision

HEW indicated the need faertainhealth workers to be allocated for health education
only since it is noted to have been given less attention among the health facilities in the

district.

fiwhat we need most is when parents come to hospitals/cfoni¢semto be given health
education. It would be ideal if each clinic could have somebody responsible for providing
health education on aspedaschildren under fivis weltbeingand diseases. If we HEWs

are trying to provide health education and nurses at the clinics and haspitadoing
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the same, it will be helpful to the parents. For example, when parents take their children
to the hospital, they are given health educatdmoutdiarrhoea In the community, the
HEWSs are talking aboutliarrhoeg if that is being practed frequently, | think it will
improve the home managementliasirrhoea Maybe we also need more days to have time
and discuss with these parents; however,my@u request them to come for a meeting,
most of the parents will not come; therefore, people at the clinics also need to emphasize
giving health educatian P1: HEWFGD7

fil think my colleague is right; the clinics need somebody who is responsible ifay giv
health education because when us HEWSs are telling them, they think we do not have
enough knowledge. | noted that when they are told at the clinic, and one happens to make
a mistake and tell them something different, they will not hesitate to telhgbistnot

what they were told at the clinic. | think the messages they get at the health facilities are
more powerful than the ones we givie2: HEW-FGD7

4.5.31.3 Subtheme Mother/caregiverrelated factors

Factors such as paréedregiver ignorance, negligence, alcohol consumption, lack of
urgency,andelderlyp e r s iofluend® on multiple tasks and practices contributed to
healthseekingoehaviour

1 Ignorance

Health workersndicated that mogiarents are ignorant; despite t#ubice they argiven

at thehealthcare facilitytheytendto ignore it.

fil would say that most of the expeigerl have with thearens/caregivers is that, despite
the advice we give them, they will repeat these mistakestedly They also don't follow
instructions when you want to treat them or when you are treating them; thetbfye,
keep coming back with the same complairtiafrhoeg it does not changéP1:Doctor
Kl

fiThere are times we tell them to go to the hospital and do so right away, but it all depends
onan individual thereare also thosevho when you tell them to go to the hospithky

will tell you that they will wait and see if the child will imprave. HEW-FGD2
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1 Negligence
A key informant also indicatethat child mortality h& occurreddue to caretaker
negligence.
fiThe second child that came across this year died because of pure negligence of the
caretaker. The child was brought to the clinic, andgeee ORS, but they did not do
anything when they went home. By then, the mother was admitted; thetefatald was
being taken care of by her auntiendshe ended up dyifigP6: NurseKl

fiISometimes the child habarrhoea but people will sayossibly the child has eaten
something that is not gopdndthe child will be okthere is no need for treatmeaitthe
hospitd.” P1: HEWFGD2

fiSome tell us that they went to the hospital, datrhoea continued, then my mother
informed me to go for perineal examination and cutting. Hmm, dbesone d& You
give health education abouliarrhoeabut don't mention anything related to perineal
examination and cutting ®6: HEWFGD6

One mother or caregivéndicated that she didot bring her child on time.

fiThe child started witldiarrhoeaa week ago, but | have not done anything because |
thought the child is going to get bette/CFGD3

1 Alcohol consumption

It also emerged from FGihatthe parens or caregivers thajo toshebeens deldyealth
seekingsinceparentsnay fail to take the child to theealthcare facilitypecause they don't

have moneyalthough theyalwaysseem tdhave the cash to buy alcohol

fiThe Shebeens/Cushops are also a problem around here, and sometimes | may say that
| don't have money to take the child to the hospital, but | have money to go and buy beer;

this is very common among youpayentso P2: M/C FGD2

fiThe distance to theealth facilities, when the mother is drinkingrhbo'; they ignore
the childs diarrhoeg they will keep postponing to take the child to the hospEtating
they will wait and see if the child is improvihg?3&6: HEW FGD3
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1 Lack of urgency

It was indicated thgbarens'/caregivesdlack of urgency to take the child tchaalthcare

facility contributed to delayekealthseeking

fil noticed that a lot of children are brought in by grandmotheéhose children have
absent parentsThey will tell you the mother is somewhere el®éder people lack the
urgency to bring the children to the hospital. dnte acrossone poor child whose

neighbair had to intervene antdring the child to the hospital P2: DoctofKI

filn the villages people who are not feeling well/sick are not taken to the hospital
immediatey, or the same day\e are told to wait and see how the condition will progress.
(ohakutiwa, inoya manga koshipangeltaleni ngaa nena eshi tzhalapo; mongula tu
yeni kosipangelo)" P3FGD5

1 Elderly influence and social networks

With the parent or caregiver, HEW alluded that the elders tell them that children can
become sick because their parents possess them; therefore, perineal cutting needs to be

practised to prevent amdanage diarrhoea

fiWe follow those traditional practices whereby the elders tell us that the child is sick
becausehe parents possess Itsaw a child that is ok now after the parents went for
perineal cuttingd P3:M/GFGD 3

AWhen you asparentswho went for perineal cutting who advised them to do so, they

would say it is their grandparesd P9: NurseKl.

fiEven if the child is admitted, we leave them in the hospital and go for perineal cutting
since most of the timandthe elders advise us to do so. People around us will ask you
whether there are no elders from the house where you comeGooimthe elders so that
they can determine what is causing the child to ldigerhoea They will tell you that
even if the childs given medication, the child will not be ok, so one can quickly go for
cutting and come baak P 1 : HEW FGD2
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fiRelated todiarrhoeamanagement and prevention, the elders know the symptoms that
indicate that the child has been possessed; therefore, tHeynierm you to go for
perineal examination. Sometimémrrhoeahas not yet started, and the elders will tell
you to go for perineal cutting. Even if the child is being breastfed and starts to become
very thin, we are advised to for perineal cutting tanage and prevertiarrhoead P 4 :
HEW FGD2

fiMyself, | do perform the perineal cutting. The elders tell us to go for cutting when the
child hasdiarrhoeaand vomiting. Sometimes the child ftharrhoeaonly, sometimes
only vomiting, or maybe the child is always slckOshiwambo culturghe elder says the
parentspossess the child. Therefore, the parents need to gogderineal examination

and cutting. When parents go for cutting "eemhalo” it iselveld that the child gets better
from there" P4: HEW FGD3

Al will tell what | did; my mother used to tell me to go for perineal cutting when my child
developgliarrhoea She informed me to gand| just went somewhere else amdurned

and informed my niber that the ladywas notat home. The second child also started
havingdiarrhoea again my mother told me to go, but I did not go. When the third child
developedliarrhoeg that is when | decided to go. | went for cutting; it was very painful,
butthediarrhoeastopped' P3: HEW FGD1

One ofthe parerg orcaregivers also indicated that sick people in the villages are not taken
to hospitals for treatment right away since they are advised to wait and see how the disease

progresses.

fAt the villagespeope who are not feeling well, are not taken to the hospital right away
or the same day\Ve are told to wait and see how the condition will progress. (otiala,

ino ya manga koshipangeldaleni ngaa nena eshi tahala po;, mongula tuyeni
koshipangelp &6: MGFGDS5.
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1 Poor knowledge and understanding

The parentor caregiver also indicated that lack of understanding contributes toidelay
healthseeking he alluded that when a child is not feeling well, they are discouraged from

taking the child to &ealthcare facilityput insteadvant towait and see.

fiSometimes is lack of understanding, we haesettraditional belids aboutwhen the
child becomes ill, they will tell you to wait and see, the parents may not take the child to
the hospital because of poor understandififl: M/GFGD1&5

fiWe need clinics in our areandhealth workers who makmeetingsand give us health
educaton. Maybe we will have a better understanding, and we may change; we need to
be encouraged to take our children to the hospital because our heads are stuck in the
tradition.o P 2 : M/ C FGD2

fiSome do come early, some ;notaybe as a result of poor understanding they keep
waiting with the hope for the child to get betsdwhen they reacthe hospitathe child
Is exhaustetdP6: NurseKl.

fiWe have tese traditional belids; when the child becomes ill, they will tell yauwait
and see. The parents may not take the child to the hospital because of poor knowledge and
understanding P3: NurseKl

1 Multiple tasks related to taking careof children under five years old

In addition, HEW indicated that older people who are caretakers of more than one child
face challenges when one child needs medical attention since there might be no one to

take care ofheother children.

fiwhen we do home visits and ask the caregmbssnot taking the child to &ealthcare
facility, as theolder person they alwaygive theexcusehat there is no one to stay with
theotherchildren. Many children in our villages are under the carelder people, and
it is not only one child; it can bmany of them. lblder childrenare atschool, some

caregiverswill tell you that they are waiting for the other children to come back from
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schoo] but after school, it might be impossible to find the clinic/hospital open; it will be
after working hour§ P4: HEW FGD5

1 Practice related to diarrhoea management

In addition, during FGDs with HEWs angarens$ or caregivers and key informamt
interviews indicated that perineal cutting is preadi as part of managindjarrhoe&
diseaseamong childrenhence hindering the mother or caregiver from seeking help on

time.

fiWhen the child started wittharrhoea | went for perineal cutting, but the child did not
get better, tbn the old lady that cuts told me that the father might be the one that possesses
the childo P5 -FGMW C

fil also leaned that if a child hasliarrhoeathat lastsfor a very long time, it is beviled
and clearthat the parents possess the child. Therefore, they go for perineal cwttiict
is when the child can get betbter P 2 -FGDH E W

A key-informant indicated that many parents whose children are sufferingdiesrhoea
seek treatment from traditionaéalerdbased on the belief that they possess the children,
hencetheyrequire perineal cutting.

fiYes, | seenany parents when thethildren suffefromdiarrhoeg they go to traditional
healers for perineal cutting. Parents with children suffering frdiarrhoeawill hear
people saying the parents have fAomushil a"
advising you to go foa perineal examination, sayingthgtou may havfer " omus
perineal cutting. Therefore, when the child ka&srhoeg vomiting, or fever, some people

will advise you to go to a traditional healer for perineal cutting at horRel: NurseKl

Furthermore, hedit workers indicated that sonparentsor caregiversdo take their
children to health facilities for treatment on tintgut, for example, some don't do
anything

fiSome bring them on time, but sobreng them after three days, but if you ask them what
they have done for the child, they will say they have done nadlinigeythoughtthe
diarrhoeawould sto. P8&9: NurseKI.
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ASomeparentsor caregivers do come early. However, some do manage their children at
home, maybdue tolong distances, some people come from very far possible because of

the distance when they cometheclinic the child is exhaustesl P 6 : -KINur s e

One mother/caregivavhose child was admitted to the hospital suffering fohanrhoea
during the data collection period indicated that she went for perineal cutting when her
child started suffering fromdiarrhoea Since the child did not get better, she decided to
take thechild to thehealthcare facility

fiWhen the child started wittiarrhoea | went for perineal cuttingyut the child did not

get better Sol took the child to the hospital but stithe child did not get bettet went

back to the lady who cu&éhdthen told me that the father might be the one \phesessk

the child. So when | informed the father, he refused to go, that is when | decided to bring
the child to the hospital agamP3: M/GFGD?2.

4.5.31.4 Subtheme Service accessibility
Physical accessibility factors such as physical distance to health facilities, shortage of
health facilities]Jack of transport money, amtinics not functioning over weekends emerged

to be factors contributing to deleg’healthseeking

1 Physical distance to thehealthcare facility

The interviews with health workers reveatedt some people reside very far from health
facilities.

fiSome do come early, somenot, maybedue to long distances; sentome from very
far away.lt is possiby because of the distantleat they keep waiting with the hope for
the child to get betteand when they reach here at thealthcare facilitythe child is
exhausted P, P6&9: NurseKl

Al have noticed that most parents with a child suffering fdrhoeawill come inafter
a weekthree days, four days, @ive days. Sometimes they come when it is too late as the
child is severely ill, severely dehydrateelcausehey come from vetyery far or maybe

they went to a traditional healer at firtsP1: Dodor-Kl: 0
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When we do home visits and askegivers why they do not take the child teealthcare
facility, theyinform usthat nost clinicsare veryfatPe opl e wi I | tel | you
transport money. P4: HEW FGD5

fiMaybe about 60% come on time; however, there are those who delay with the reason
that they are coming from very farloecause of going to traditional healers P 4 - Doct o
Kl

Parentsor caregivers indicated that distance to health facilti@sa problem.

fiDistance to the clinic/hospital is a problem; the hospitals are very Rir3: M/C FGD
2&3

1 Shortage of healthfacilities

HEW indicated that because of the shortage of health facilities in the area, many people
walk long distances to the health facilities

fiLet the clinics be builin the villages and let the nurses at the clinics also work night
duty so that if our children become sidke canconsult the health workei@1: M/G
FGDL1.

AWe only want <clinics in our villages or
give us healtleducation” P5 M/GFGD2

fAt this side of the border, we need a clinic because, for many people, the hospitals and

clinics are very far, and most people travel by foB2: HEWFGD1

At Onamunama, there is only one heaémtrein the area, and all villges around this
area go to that clini¢ P1: M/GFGD1&3

1 Lack of transport money

Parentsor caregivers also indicated money for transport to be a problem. (see quotes

below).
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fiMoney is a problem for some of us. We are f@kanghudi; the clinic is very fdrom
Onamunama. There is only one heakimtrein the area, and all villages around this area
go to that clinio . P 1-EGDMAB C

fiSometimes the problem is money, and sometimes there is just no transport or money to

pay for transport' P5: FGD5
HEW also indicated that transport mongg problem

fiThe distance to the hospital, hospitals are very faren we advise parents to take the
children to the hospital, they tell us they don't have money. Money is also a problem
around hered P 1 :-FGDE W

1 Clinics not functioning over weekends

Mothels or caregivers also indicated that closing health facilities over the weekead ha

contributed to poohealthseekingoehaviour

fiSometimes, if the child becomes sick on Friday afternoon, by then, thedeeakiwill

be already closed, and they don't open over the weekend. | will just be at home waiting
for the clinic to open on Monday because there is nothing | can do. When | go wik a we
child to the hospital, they will start blamingine P 6EGD®I/ C

4.5.31.5 Subtheme Characteristics of disease and symptoms
Symptoms such as fever were indicated to have necessitated the mother or caregiver to

take the child to &ealthcare facility

9 Fever

Parens or caregivers indicated that even though tifaglitional practice is commonly
practsed in their areas when a child is suffering frdrarrhoeaor vomiting but is also
feverish, some community members advise the parents to take their children to health

facilities. Sedhe quote below.

Yes, | see lotsf parents when the child is sick, they go to traditional healers. Sometimes
the child is suffering frondiarrhoeg but you will hear people saying the parents have

"omushila" or the child is vomiting. People willdvise you to go for a perineal
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examinati on, sayi ng t h dotcutpng. Heweuer, ietheemlde h a's
has diarrhoeg vomiting, and fever, some people will advise you to seek help at the
hospital.P4: M/C FGD2

On the contrary, one of the participants indicated thatves®e advised to consult a

traditional healer for her childyhichwas feverish and vomiting.

My firstborn was feverish and vomiting, and | was told to take the child to traditional
healers; when | went to the traditional healer, she looked at my perinadnold me
nothing was wrong. She further indicated that the problem could be with the father.
However, | lost contact with the father, and | stayed with my child until she was ok; now,
she is a big girlP1: M/C FGD 2

4.5.32. Theme 2Home management diarrhoeal disease

According to a study conducted by Omale ef*4® looking at theparentsknowledge,
attitude and practice of home management of diarrhoea apasegtso f under f i ve
Samaru, Kaduna State, NigerRarentswere found to have high awareness of ORS
however, the actual practice of home management of diarrhvasarelatively low.
Furthermoreit was recommendegromotion of positivdhome management dfarrhoea

to includemethods of fluid and elélyte replacementontinuousutritious feeding and
zinc supplementation for children with diarrhoea

Based on thaarratives fromthe FGD with the parest or caregivers, HEWSs, ary
informants (traditional healersyarious methods of managing diarrhoea based on the
perceived cause emerged in the current stdgyo subthemes such as traditional
practices and biomedical care as partd@rrhoed managementemerged fromthe

interviews.

4.5.32.1Subtheme:Traditional practices

Traditional related factors such as perineal cutting, stretching the child's mouth, dog
seeking, seeking insects to suck bloethping breastfeeding, a mixture of flowers,
enema, and giving no treatment emerged as practices usd@ridroeamanagement.
Parens/caregiversalso indicated thathe management ofliarrhoeadepends on the
perceived cause of diarrhoeal disease. They notedstme types oftliarrhoeaare

believed © can not bananaged with western medicines.
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1 Perineal cutting

Perineal cutting is commonly prasgd in the region hence delayipgrentsor caregivers

from seekinghelp on timeln addition, participants indicated thdiarrhoeacould occur

due to a child being possessed by their parents. For insthaooeas believed to be

caused by a piece of skin on the parents' perineum found between the vagina and anus in
females or be&teen the scrotum and the anus in males, papules found in the mother's
vagi na, and skin tag around t hechildhwholser or
perceived to develodiarrhoeabecause of beingogsed by their parentparents and

father undegoesperineal examination and cutting as partliairhoeamanagement.

filf the child hadiarrhoeg the first thing the mother should do is to go look for the ladies
(traditional healers) that cut "eemhalo”. The child may hdisrhoea because the
parents are the ones causing the problem by having "oshipa" (skin) or "eemhalo"
(papules) or omushila (a tail) at their perineal area: M/GFGDL1.

fiwhen the mother is cut, bilie child is still not ok, the lady will ask you the whereabouts
of the father and whether he was also cut or froin there if the father was not cut, then
the mother should inform the father to go for cuting P 1 : -FGDE W

filf the mother is the only one that has been cut and the child is still not ok, the edders th
know things very well will instruct her to inform the husband to go for perineal ciltting
P2:HEW-FGD2.

A type of diarrhoe@ontains milk; that type does not go to the hospital. Even if you take
the child to the hospital, the child will not improve; maybe you do it after being treated
traditionally. Believe me, if you go for the traditional treatment, they cut you at the
perineum that is when the child gets betteP1: M/IGFGD4

filf the child is passing stools that contain milk, that typediafrhoeais a result of being
possessed by the parents one has to for perineal cutting but still if the child is not getting
better tale the child to the hospitdlP5&P3: M/IGFGD6

ATher e i s aoed thap is nobldeingdreated atthe hospitddat type of
diarrhoea comes as a result of the child being possessed by the pR@&%E3: TH.
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filt is like this; the type ofliarrhoeathat occurs when a chilstill being breastfed and
develops diarrhoea with stools that contain milk and vomiting caitkonly be managed

by the ladies that know how to perform the perineal cutting: M/C-FGD1

When achild is regarded as being possessed by the parents, it is believed that even if they
are taken to aealthcare facility they will not improve Therefore the most important

part of managinghattype ofdiarrhoeds for the parentso go fora perinealexamination

and cutting; andf the child esnot improveatfter that that is when thecan think of

taking the child to thaealthcare facility

iYes, MAoshipao, or o eemhal o dhereforejfyduochild s hi | a ¢
hasdiarrhoeathat worries you, you should try yotest to go to the ladies that can cut,

but if diarrhoea continueafter the mother has been cut, then try to take the child to the
hospital" P2: M/IGFGDL.

Key informants also confirmed the practice by indicatireg $omeparentsgo to health
facilities asking for gloves to go and perform the perineal cutting.

fiYes, some of them, before they come to the clinic, first go to a traditional healer,
especially for the kids suffering frasrarrhoeg they think the &emorrhoids omwhatever

is what causediarrhoea &1: NurseKl

fiThey do come to our health facilities asking for gloves to go perform the perineal cutting.
However we inform them that we don't give gloves to people going for perineal cutting;
we are not taught abouhose things if you want to have gleyleuy them from private
pharmaciesP6: NurseKl

fil remember in December a child brought by the mother was very dehydadted
probing that is when the mother came to admit that she went for perineal cufivg

NurseKI

fiPeople around here practice perineal cuttiagdwe are aware of that since they come

to us asking for gloves, but we inform them that we don't give gloves to people who are
going for perineal cutting. If they want gloves, they should buy tlhem private
pharmaciesP4 &P9: NurseKl
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fiWhat | have noticed most of them will come in ranges of a week, but it ranges some of
them some will come after three days four days five days sometimes depending on
diarrhoea they will come in when it is too éatis the child is severely ill severely
dehydrated just because they come from-very far or maybe they went to a traditional
healeratfirsb P2 : -KDoct or

T Scratching the childés mouth

Traditionally, it isalsobelieved that the child could hapessessed themselv&hildren
who possess themselves are believed to have papules in their moutheethab be
removedfor them to recover. tfhat issuspected, the child is taken to a traditional healer

who knows how to scratch tipapules

fiSome othe parents still believe in children being possessed. The child pesisiessef

if there are papules on thénsides of their cheek3he child is taken to those who know
those things very well, and they check in the child's mouth. The papules inltfe chi
mouth are scratched with the finger to cdiarrhoeaand prevent it fronnecurring”. P4:
HEW-FGR2

fiConcerning teating diarrhoea among children under fivdtdat their mouths. | remove
small papules that are commonly found in children's mouths that dearskoea those
things are found on top of the skin in the mouth. Here (poirttrigs cheeks) on the
membrane lining the jaws and the cheeks inside,dhego superficial to the extent that
even if you removihem there will be no wounds in the mouth. If you just eliminate them
even if the child was not eating, they will immediately start to eat. You find at the hospital
children being admitted to the whdue tomalnutrition. Children who have those things
develop malnutrition because thegnnoteat; when they have those things | am talking
about they causericking pain. But if | remove therte child will already start to eat by

the time they reachomedo P4 : TH

fYes, the children can be veryakeunder such circumstancds$ taken to the hospital
they are put on a drip, and they improve. But equally, everefy wealchild is brought
here not even opening their eyes | remove temimmediately, the child will open them
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quickly, and if the mother hasome withthe child's food,they will start to eat
immediatelp . P3: TH

1 Dog seeking
fiWhen a child is havindiarrhoeaor passing stools, but the rectum is also coming out,
that child is onsideredpossessed by a dofydog and some beans are sougthte beans
are cooked and given to the child to eat. The mothen hado imitatea dog's barking,
then thedog is killedand cooked, and the chilchusteatthe meatThe broth is put on the
baby's tongue if the child is too young to eat mda dog is not found, the mother is
requi red t o p(seads df cditaneprantsgith g pestt and maotar (see
picture below, and as she is pounding, simeistbark like a dog" P4: M/GFGD5

. . AV T

Figure 30: Ovambo girlwith a pestle and nrtar usedto pound millet and traditional medicine (source: Researcher's
own picture)
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71 Insectssucking bload

Traditional healers indicated thdiarrhoeacould also be caused bwhat is called
"endj adj ao adntestng& dccarding to ithe gaditional healer, "endjadja"
causes the child to develdparrhoeaepilepsy, paralysis, weakness of arms and legs, and

convulsions

"Many things can caustiarrhoeg management afiarrhoeadepend on what is causing
it, and it could be many things. A child can hallarrhoeaas a resul t of "
AEndj adj a" can cause mdanrlyeatepilepsygmralyzes,oa ¢ hi |

weakness of an arm and leg such thihg4: TH

Conditionscaused by endjadja are believed not to require western medicineubtibe

managed traditionally only.

iConditions such as fAendjadjaod someti mes m
only treated traditionally, not at the hospital, and you can thieechild to the hospital

with epilepsy or fiendjadjao b'UPRTH el i eve me

Management of "endjadja" requires making small incisions on the child's skin, and an
insect is sought to suck out the bldoain the incisions.

fiManagement of "endjadja” requires traditional healers like me (endjadja ohali pangwa
kwaava veshi okuli lya ngaashi aame). Small incisions are made on the child's skin so
that blood comes out. Before HIV, we used to suck the blood with our mouth, bdaypewa

we make use of those big insects that resembles locust to suck out thieRilobd

HEW indicated that the practice of traditional healers sucking bledtéeenabandoned

based on the prevalence of HIV

fiNowadaysbecause of HIV/AIDS, the blood is no longeckedy the traditional healer,
but theyuseinsects that are normally found on tomatlants; they are placed at the
bleeding wounds to suck the blogbE4: HEW 2
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1 Stop breast milk

It is believed that breast milk gets spoiled when a breastfeeding mother falls pregnant and
or when a child thas regarded as over the age of breastfeeslifigdoes so; in both of
these case#t is also believed thdhemot her 6 s mi | landcaeediartheed s p o i |

Therefore, fidiarrhoeas perceived to be caused thys, breastfeedingwust be stopped

Breastfeeding when one is pregnant is also a problem. It happened to me, and | was
breastfeeding my secotast-born child, unaware that | was pregnantohly realized it

when my child started to hadearrhoea When | took the child to the hospital, it did not
help, andthat is when the elders told me to stop breastfeeding or otherwiseld kill

the child P1: M/C-FGD2

fiWe hear a lot aboutiarrhoeaoccurring when a pregnant mother is breastfeeding the
child. | believe it is true because those babies become vennttifooking googthey
also develogliarrhoeabecause the milk is no longer gobB1&P4:M/C-FGD3&5

fiLike myself, my child hadiarrhoeafrequently, and | was told that possibly my breast
milk had gone bad and was advised to stop breastfeeti?®; M/C-FGD5.

HEW also indicated that community members believe that breastfeeding when pregnant

leads tadiarrhoea

filt is also believed that if the mother is breastfeeding when she is pregnant, the child
developgliarrhoea" P2: HEW-FGD3

fiThey say if you breastfeed a child whose age is theelage forbreastfeeding, they
developdiarrhoea and people may sait is because the child is still being breastfed.
Under such circumstancegqarents are advised to stop breastfeeding. But quite
interesting when the mother stops breastfeedihgdiarrhoeastop® . P 5-FGOHE W

1 Mixture of flowers

Participants indicated thdtarrhoeas common when plants are flowering; hence, people
believe that flowering plants can cadsa&rhoeaWhen a child is suffering fromliarrhoea

that is perceived to be caused by flowenotgnts it is managed by applyg flowers to
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the mother's breast or putting flowers in water and giving the child to drink. Thus, some
practices can be carried out to prevent children from develapligrrhoeé diseass

related to foweringplants.

fiDuring the time whermlantsare flowering, you will findpeople going into the bushes
collecting flowers to give to the child to prevent or tréi@arrhoea The children are given

the flowers to eat or are an enema with water mixed with the flowers P 2EGDM/ C

AT hattypeof diarrhoeais treated with flowering plant$f you are breastfeedingou just

go into the bush and look for a plant called "omupupwahgiekesomelowers and apply

themt o your breast s athedthetchil@ willdé okfordchildrendahatd o me n
are notbreastfed, flowers are put in the water and given to the child to drink, or a spoon

can be used. When the child finishes the treatment, they will ok; you can ask all over this

area andpeople will tell you the same thiligP2: M/GFGDS6.

A child that issuffering fromdiarrhoeacan undergo different types of management. For
example, one of the participants whose child was admitted sufferinglfaorhoealuring

the data collection indicated that she first took her child to the hospital. Still, since the
child did not improve, she was told abowtype ofdiarrhoeacaused by floweringlants
Therefore she gave the child a mixture of flowers which aldmaot help. She then went

for perineal cuttingthe father went for perineal cutting when the child did not improve.
Finally, dhe also indicated giving homemade solutions, but all did not help; therefore, she

returned the child to the hospitahd he/sh&ashospitalized.

fiMy child started with mucoidiarrhoea | took the child to the hospital, but when we
returned home againdiarrhoea restarted. This timdat was watery diarrhoea with
greenish mugs and | was informed itesulted fromplants flowering Then | gave the

child a mixture of floors. After three dayise diarrhoeabecame watery; my mother took

me to an elderly lady to examine my perineum to determintgaid possessd the child.

After examing my perineum, she cut me, but there was stithpmvement. Thethe
child's father also went for a perineal examination, but he was informed thadl inetd

have anything wrong. After that, we decided to give the child "omahangu" solution, but
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thediarrhoeadid not improve. Therefore, | decided to lgithe child back to the hospital,
and then they admittatie child" P3: M/GFGD6.

T Enema

Whendiarrhoeas perceived to happen as a result of a child eating bad food or because
the child was playing under the sun, as waslbther types otliarrhoeahat are perceived

to require home managemeparentgrepare different solutions and give enema

fiSome give the children an enema with the root$ebfatad a plant that grows in the
area, as well as other herbs. They boil the water together withabis of that plant and
giveit to the childas anenema . P 3-FGOS6E W

Children who are perceived to be suffering frdrarrhoeabecause of other possessions

are given an enema with biod dog faeces.

A M¥paby haddiarrhoeathat lasted for three months. | kept buying medidio¢ when

| came home, the elders told me that the father's ancestordss$pidpossessdthe child
and that | should give the child an enema with birdstés. | went picking them under
the trees ad in the birds' nestsYou can uséhe feces of birder of adog fiecesThey
must be added to watend the water is used as an eneifi@m the time | gave my child
thatenema, | have not seeretthild havingdiarrhoeg even the body of that child is now
looking ok, but before that, the chivédd diarrhoeanow and theri.P3: M/C FGD5

Furthermore, before considering taking the child thealthcare facility parentsor
caregivers practice home management by gidtimg child an enemausing various

solutions.

fiWe also givan enema with water and add a little bit of salt. Or we take the flower, add
a bit of salt, mixt with a bit of water, and insert the mixture in the child's anus, and if the
child is not getting bettewe take the child to the hospit&2:M/C FGD1

fiParents first try to give an enema to children suffering fdasanrhoeg most of the time

even if the child is passing bloodstained stools. They will keep postponing taking the child
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to the hospital and ay they will take the child to the hospital tomorroand then
tomorrow again they will say it is tomorrodv. P 4-FGDE W

fiPeople ganto the bushes looking for flowers to give to their children to prevent them
from developingliarrhoeaor to treatdiarrhoea The flowers are put in the water for
children to drink, or the children are given the flowers to eat or given an enema with water
mixedwi t h t h @2:HEWOFBRLr s 0

HEW also indicated thatiarrhoeathat is perceived to be caused by parentsessing
their children could also be managed by giving the cdmldnema with certain herbs.

Alf children are passingdiarrhoea that contairs milk, besidesthe parents going for
perineal cuttingsometimes we alggivean enema with okapatahichis very effectivé
P1: M/IGFGD7

9 No treatment

Some participants indicated thidiey do not do anythingwhen a child suffers from

diarrhoeathey wait and see.

Diarrhoeais perceived to be causéy teething in this casejt does not require any

treatment.

fiWe have to believe because these traditional fsebee in our blood. We also see
children that haveliarrhoeaafter a short period; you find they are growing teeth, and
when the tooth is about to come out, you agauhtie child havingliarrhoeaand fever"

P3: HEWFGD4

fil took note most of the times when the childdiasrhoea they will tell you the child is
growing teeth. When you ask them what they have done for the child, they will tell you
they have done nothing since they do not have a problem because they are growing teeth
P3: HEWFGD4

9 Other solutions

It was brought to light thatarioussolutions are used as part of home management of
diarrhoeaamongst childremnder five For exampl e, t hourrcake | |
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flour, i o @ g @ maad btoyn breadlour mixed withwateror a cool drink (Coca
Cola) are used to managkarrhoea

A Some wis&n g wamixed irowaterand they give the child.P2: HEWFGD3
ASome use cake tlomixed in water the child is given to drirtk2&P3: HEWFGD3

fiISome use "oufila wongava" a typenwditthat is mixed with water and givémthe child
to drink. Some give an enema with the fluid mixed with the leaves of "omholokasho
particulartype of plantn the arealP5: HEWFGD5.

fiSome parents use herbs called "okap#tatare poun@dwith a mortar and pest/géhen
water is addedandthe mixturds given to the child. Some parents use the roots of a plant
called "omushelele'hiat also hel if a child hasdiarrhoea These are boiled and given

to the childtodrink . P 2-FGO2E W

fiSomegive brown breadflour. It is strong it will stop diarrhoeg some mix the flour to
make bread with wateit is believed to stodiarrhoea" P4: HEWFGD4

HEW indicated that Coe€ola is commonly used to trediirrhoeadisease.

fASome use a cool drinikke Cokewith bread. The child is given Coke to drink and bread
to eat; they say that helps stdjarrhoea. P3- P5: HEWFGD2,3&5

fiISome people adshlt tocoke and give the childhey say Coc&ola stopdiarrhoea”
P7: HEWFGD2&6

OneHEW indicated that different herleffectively manageéiarrhoehdisease. Therefore,
sheproposeghat those medications be researched so that community members can be

advised on what is effective

AAccording to my views, we need you to ta
but they are not researched upon. Please inform those responsible so that they can start
researching the effectiveness of the plants aroundihenanagingdiseases P1: HEW-

FGD6
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4.5.32.2 Biomedical care

Oral rehydration solution prepared by boiling water and adding salt and asgeellas
ORS sachetsare given for childrersuffering from diarrhoeh disease or diarrhoe&
medicationgan be bought at a pharmacytle childcan be taketo ahealthcare facility

for treatment.

1 ORS

The mother or caregiver indicated preparing oral rehydration solution for their children
suffering fromdiarrhoea The aal rehydrationsolution combinesclean water, salt, and
sugar.The romemade solution consists of halfeaspoon of salt and sikevel teaspoons

of sugar dissolved in oneriof boiled and cooled water. However, parents who indicated
giving thistypeof solutionoftenindicatethewrong number of spoduls of sugar and salt

to be added to the water solution.

"Diarrhoea sometimeslevelops because the child has eaten bad food.tW¢éthype of
diarrhoea one can boil wateradda little sugar, and give the child,” or when we have
ORSsachets, we use thosd?3. M/GFGD1

"For normal diarrhoeg before | take the child to the hospital, | will first prepare a
rehydration solution at home; | will piight spoonf sugar anda spoon of saltboil

the water, put in onettie of water, and give the baby. But | don't know whetherkyauv

that there are different types difarrhoeg there is thavatery typeandanother isnucoid

and inbetween. So maybe one can try to give ORS home remedies or take the child to a
healthcarefacility with those typeé 4:FHEW- FGD3

This practice is confirmed by the HEWSs, who indicated that they prd@i8 sachet®
parentswhose children are suffering frotharrhoeaand train community members on

preparingoral rehydration at home.

ASomeprepare ORS at homeave have trained them on how to prepare sugar and salt
solution at home. We tell them to boil the water, let it cool down, put ceefitool
drink, add eight spoons of sugar and half a spoon of salt, and give the child the solution
P3& P5: HEW1FGD3

215



1 Buying medications from the pharmacy

One mother or caregiver indicatediying medications from the pharmacy to treat

diarrhoea

fiMy child always hasliarrhoeain the past two weeks; he has suffered fbanrhoeg

and | just went to bugtiarrhoeamedications in the pharmaty2: M/G FGD6

1 Health facilities

Nevertheless, sonmarentandicated that when their children suffer fralimarrhoeathey

give ORS and take them tdhaalthcare facility

fiwhen we take the children to the hospital,care onlybegiven ORS to go and prepare
at home. That is the only medication we are given, and then we are told to breastfeed the
child". P1&3: M/C-FGD2

Moreover, som@arentsindicated visiting thénealthcardacility after trying something

else.

filf a child is suffering frondiarrhoea the mother should go for perineal examination,
and she should take the child along so that the child can be exaasveell If they are
found notto haveproblems, they can give home remedadter all those effortsif the
child is still not okthen the mother can take the child to the hospitéé: M/GFGDL1.
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Title: Strategies forhealthcare providersto enhance appropriatehealth-seekingbehaviour among parents and caregivers for acutediarrhoea

in children under five in the Ohangwena Region, Namibia

Aim of the study: Develop strategies fdrealthcargrofessionals and health extension workers to enhance apprd@éteseekingbehavioursof

parentsand caregivers afhildren under fivén the Ohangwena Region in Namibia.

Table24 Merging of Qualitative and Quantitative results

27.1%)

4+ Nature and characterissiof thehousehold

,factors

> > B>

Nature of the room (One 30.4%)
Nature of water (Noapwater 46%)
Nature of the toilet (improved 16.7%)
Toilet (No toilet 30.5%)

Nature of communicatiofno access
media 31.5%)

Nature of the building material
(Corrugated iron/zinc 33%)

Water (No access 46.7%)

Hygiene (30.5%)

2. Perceptionof the cause of
diarrhoea

x  Qualitative

4+  Subtheme 1PerceiveBeliefsas the cause
of diarrhoea

A
A
A

Spiritualbeliefs
Traditional and locabeliefs
Myths

4+  Sub-theme 2Perceivedassociated Fators
qausa:liarrhoea

D> > D> D> >

Hygiene practice
Water

Toilet

Lack of information
Residence
Feeding practices
Malnutrition

Perceived cause dfarrhoea
M  Beliefs

1  Associated factors

1  Diarrhoeamortality

Epidemiological
factors thatire
associated with the
cause ofliarrhoea
(objectives 1, 2, and
4)

Perceived cause of
diarrhoed(1, 2)
Lack of knowledge
in terms of cause,
management, and
signsand symptom
(1 and 3)

Negative attitude
towards cause,
treatnent, and
prevention

Objective Findings Conclusion Justification of the Challenges
evidence
1. Factors associated withe 4+ Demograpit factors Epidemiological factors Health
causes of diarrhoea A District (23%) associated with the cause of education (1,
A Residential (informal settlement 48%) diarrhoea 2.3.4)
x  Quantitative A Age (Mother 3149 yrs33.6% and 1  Demographic Advocacy
children 811month 33.2%) Ll Nature and household
A Occupants (80 people 22.1%) (13.4) )
A Immunization status (not up tate Community
33.8%) mobilization
A Weight of the baby (Underweight (1,2,34)

+ Epidemiologi
cal factors
that
associated
with the cause
of diarrhoea
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A Seasonal

Sub-theme 3Perceivedtause ofliarrhoea-
related mortality

A Lack of urgency

A Complications

A Poisoning

A Malnutrition

A Negligence

3. Knowledg; attitude, and
practiceregardingthe cause

x  Quantitative

Knowledge (inadequate 64%)
A Definition of acute diarrhoetb4.6%)
A CausePoor knowledge 44%)
A Home management (Poor knowledg
59.7%)
A Sign and symptoms (Poor knowledg
44%)
A Prevention (Poor knowledge 48.6%)
Attitude (negative 72%)
A Causes (59.8%)
A Treatment (39.2)
A Prevention (23.8%)
Practice (poor 40%)
A Prevention (33.8%)
A Management (31.3%)

Lack of knowledge in terms
of cause, management, and
sign and symptom

Negative attitude towards
cause, treatment, and
prevention

Poor practice in terms of
prevention and management

4. Associated Factorwith
health-seekingbehaviour

x  Mixed methodology

Sociodemographic factors

A Nature of residence (46.8%)

A Age (1830 yrs. 39%)

A Number of House occupants75

people 48.4%)

A Practice perineal cutting (40%)
Sub-theme 1Cultural factors
A Traditionalbeliefs
Traditional healers
Traditional medicine
Stereotyping
Victimizing
Teething
Spiritualbeliefs

Family and social networking

Sub-theme 2Health services factors

A Nurse attitude
Overcrowding
Waiting time
Shortage of staff
Inadequate service provision
Sub-theme 3Mother or caregiver-related
factors

A Ignorance

A Negligence

I > D D> D>

c

I > > >

A Alcohol consumption

Factors thatare associated
with seekingoehaviour

A Sociodemographic
factors

Cultural factors

Health services factors
Mother or caregiver
related factors

Physical accessibility
Nature of symptoms

>>> P

> >

Poor practice in
terms of prevention
and management
Factors that are
associated with
seekingbehaviour

Perceived
cause of
diarrhoea(1,
2)

Lack of
knowledge in
terms of
cause,
management,
and sign and
symptom (1
and 3)
Negative
attitude
towards
cause,
treatment, and
prevention
Poor pratice
in terms of
prevention
and
management
Factors
associated
with seeking
behaviour
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Lack of urgency
Elderly influence & social networks
Lack of responsibility
Poor knowledge and understanding
Multiple tasks
Practice
Sub-theme 4Physical accessibility

A Distance

A Shortage of health facilities

A Transport

A Service delivery? Clinic not open
Sub-theme 5Characteristics of disease and
symptoms
A Fever
A Blood in stools

D> > D> >

1.

Home management of
children

-

Sub-theme1 Traditional practices

1  Perineal cutting

1 Scratching the <c¢h
1  Seeking a dog
1  Seeking insect suckirtgood
1  Stop breastfeeding
T Mixture of flowers
1 Enema

1 No treatment
1  Other solution

Sub-theme 2Biomedical care

T ORS

1 Medication from pharmacy
1  Health services
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4.6 SUMMARY

The findings from the study indicated that a combination of factors negatively impacts
appropriatédnealthseekingoehaviouramongsparentor caregivers in the Engela District

in the Ohangwena region. The findings revealed a 23% prevaled@bfoeawhichis

very high compared to the countrywide prevalence of 17% reported MORKS.?% In
addition, the results indicated place of residemas statistically associated with diarrhoea
prevalenceChildren from the informal settlement were found to be over 36.42 tiroes

likely to suffer fromdiarrhoeahan children from other residential areas. The prevalence
of children beingunderweight was relatively high; 66.8% of children were categorized as
underweight based on WAHowever, based on MUAC, only 40% weralnourished
Being underweightwas more prevalent ian informal settlement; children frorthe
informal settlement had a higher rizk74.5% ofbeingunderweighthanthose from other
areas. However, the observed difference was not statistically significant. Health workers
perceiveddiarrhoegprevalence to be relatéd poor hygiene, not washing hands, lack of
toilet facilities, defecatioin the openlack of water sanitation, lack of information, lack

of exclusive breastfeeding, poor feeding practices, malnutrition, and akakarges

On the other hand, spiritual and traditional beligtfsyed a role in hovsome pareist
perceive the causes difirrhoeaamong childremunderfive. The stuidy found that of most
parens/caregivers, 64% had inadequate knowledge of the prevention and management of
acutediarrhoea Only a minority, 36%, had adeqgeaknowledge. Similarly, 72% of
parens or caregivershave a negative attitudabout the causes management and
prevention ofdiarrhoe&d Neverthelessmore than half, 52% of parents or caregivers
related to practicgevere categorized as having moderate practice; however, only a small
portion, 8%, was regarded as having good practice relatadnagement and prevention

of diarrhoea 61% of parerstreported practing perineal cutting as part of prevention and
management aliarrhoea27% indicated not giving any treatment, 10% indicated taking
the child to a traditional healer, 4% took the child for prayers, and 3% indicat@ihstop
breastfeeding.

Furthermoresocicdemographis, cultural factors, heditservice characteristics, parent

related factors, and physical accessibility to health facikitegributedo healthseeking
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behavioursThe next chapter will present the conceptualization for developing strategies
to strengthemealthseekingoehaviounn the Ohangwenaegion in Namibia.
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CHAPTER 5

CONCEPTUAL FRAMBWGERRKYHEENEL OPMENT TO
PROMOTE HEAIENHAANIE APPROPRI ATE HSB /
PARESAIND CAREGI VERS OF C-HI VEREWI ONDE
ACUTE DI ARRHOEA I N THE OHANGWENA RE

5.1INTRODUCTION

During Phasel of the current study, results revedh high prevalence of diarrhoea and
inappropriatehealthseekingbehaviour amonggiarentsor caregivers of childrennder

five with diarrhoea in the Engela District in the Ohangwena RediW@mmibia. The
findings fromPhasel form the basis for developing health promotion stratemeskills

to enhance thparentsor caregivers' prevention and management of ailments and their
healthseekingbehaviours(HSB) (Phase 2). The purpose of the current chapter is to
conceptualize the stu@y key findings orhealthseekingbehaviour and link them to
Dickoff, James, and Wiedenbdarls1968 practiceoriented theory for stratgg
developmenf®® The theory assisted the researcher in identifyimg main related
concepts antb describe their effects concerning the strategies to be developed. Hence,
based on practieeriented theory, the conceptsafagent, recipient, context, dynamics,
and terminus served as the basis for developing health promotion strategies for enhancing
appropriate healthseeking behavious, prevention and diarrhoea management skills

amongsparentor caregivers in Ohangwena Region.

5.2 SUMMARY OF FINDINGS ON THE EPIDEMIOLOGY OF
DIARRHOEA, PARENT S/CAREGIVERS' PREVENTION AND
MANAGEMENT SKILLS, HEALTH -SEEKING BEHAVIOUR AND
ASSOCIATED FACTORS

Below we provide, in summary, the significant findings from this study, which

necessitated the development of the health promotion strategeesprevalence of
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diarrhoea among children undere and thefactors contribting to parerda 6 / car egi ver
healthseeking behaviour for diarrhoea among children under five.

5.2.1 The prevalence of diarrhoea among childreunder five and associated factors

Diarrhoe#& disease is a significant threat to human health and a leading cagisbalf
mortality and morbidity among childréit® According to this study, diarrhoea prevalence

was 23.8%, which is high comparedfitadings noted inthe NamibiarDemographiand

Health Survey2013 (NDHS). The magnitude dafiarrhoeh disease among children
younger than five was 17¢ Also, residentsfrom informal settlements reported the
highest diarrhoea prevalence of 48% in the study area. Furthermore, factors such as
demography, nature, and house characteristics contributed to diarrhoea prevalence in the

study area.

5.2.1.1Demography factors

Demographic dctors such as residential, child and mother or caregiver age, number of
occupants per household, child immunization status, and nutritional status contributed to

diarrhoea prevalence.

5.2.1.2Nature and characteristis of the household factors

Nature and chargeristics of househof such as the number of sleeping rooms per
household, access to drinking water, lack of toilet facilities, nature of building materials,
poor access to media, and poor hygiene were among the factors that contributed to

diarrhoea prealence.

5.2.2 Factors contributing to parentsdcaregiver®d health-seeking behaviour for

diarrhoea among children ofunder five

According to Franckel et &P healthseekingbehaviour depends not only on the
availability of health facilities or individual characteristics but also on social, cultural, and
historical contextelated factors. According to the current study findings, 73% of
parentécaregivers were categorized having practsed inappropriatehealthseeking

since they practisedther types of care which are not according to the definition of
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appropriatdnealthseekingAspects of appropriate healthseeking includeseeking help
within 24 hours from skilled healthcare providersafter recognizing acutediarrhoea
and using Oral Rehydration Salts (ORS) solution and zinc supplements in managing
diarrhoea). In addition, factors such dke perceived cause of diarrhoea, knowledge,
attitude, and practices, sociodegnaphic factors, cultural factors, hea#thrvices related
factors, parent or caregiver/individuatelated factors, physical accessibility, and

characteristics of disease and symptoms contributbdatthseekingoehaviour.
5.2.2.1Perceived causof diarrhoea

The following themes (spiritual beliefs, traditional and local beliefs, and myths) emerged
from focus group discussions with tparentsor caregivers othildren under fivevho
participated in this study.
o Spiritual beliefs
Some parentsindicated diarrhoea prevalence to be associated with evil spirits or
witchcraft; therefore, there is no need to take the child for biomedical services but rather
go for prayers.
0 Local beliefs
Local beliefs such as diarrhoea occurring because the chilémdjadja”, (Ostwambo
word meaning intestineased when somebody is having abdominal painsthechild
ate bad food,or it is due tobreast milk, plants flowering, playing under the san
teething or it is air-borne Thesebeliefs maypreventparents or caregiversrom taking
their childento healthfacilities orgiving ORS.
0 Myths
For some participants, diarrhoea can occur due to the child being possessed by their
parents, themselves, or other possessions. Therefore, it is bebebediselesttake

themfor biomedical treatment.
5.2.2.2Knowledge, attitudes, and practic@sAP)

Based on the evaluation criteria set in this study to assess KAP pai@mgtcaregivers
related to causes, management, and preventidimohoeaamong childrerunderfive.

The majority, 64% of the participants, were categorized as having inadequate knowledge,
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72% had negative attitudes, and the minority, 8%, had good practices. Furthermore, 61%
of parentandicated performing perineal cuttitg prevent and managkarrhoe.

5.2.2.3Sociodemographic factors

Based on sociodemographic factors such as residence, mother/caregiver age, the number
of occupants per household was statistically significantly associatetiedlttirseeking

behaviour.

5.2.2.4Cultural factors

Cultural factors such agractsing perineal cutting, traditional beliefs, consulting
traditional healers, traditional medicine, stereotyping, victimizing, spiritual beliefs, social
networking, andnfluencesfrom elderly family membersanfluence parent§caregivers'

healthseekngbehaviour.

5.2.2.5Health services factors,

Furthermore, health servitcee | at ed f actors such as nurses
facilities, long waiting times, staff shortagy@nd inadequate service provision (clinics
not functioning @ weekends) have contributed to inappropridtealthseeking

behaviour.

5.2.2.6Individual related factors

Il ndi vi dual factors such as the mother or
consumption, lack of urgency, lack of responsibility, inadequate knowleaige

understanding, multiple tasks, and practices contributed to deteaititseeking

5.2.2.7Physical accessibility

In addition, parentsor caregivers indicatethat factors such as long distaisde health
facilities, shortage of health facilities, and laafkiransport have contributed to detay
healthseeking
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5.2.2.8Characteristics of disease and symptoms

Diarrhoea with accompanying symptoms such as fever or blood in stools positively and
statistically significantly p .| @antdibuted to thehealthseekingbehaviour of the

parentsand caregivers.

5.3 CONCEPTUAL FRAMEWORK FOR HEALTH PROMOTION AND
ENHANCING DEVELOPMENT OF APPROPRIATE HSB
STRATEGIES FOR PARENTS/CAREGIVERS OF CHILDREN UNDER
FIVE IN THE OHANGWENA REGION

According to Grant an@®sanlog*®® a conceptual framework is a logical structure of
connected concepts that helps the researcher provide a visual display or picture of how the
ideas in the study or within the theoretical framework relate to one another. Therefore,
when conceptualizing an idgis essential to think and outline specific dimensions and

search for answers to certain questi®f®He nce, it s crudMhal t o &
istheproblen t hat t he Whodea ssdlhwe £d0,s Ddaetheideaor t h ¢
solve the c¢on%danderby will the solitiore besdelivered to the

c o n s ufrHerd) it is imperative tdirect the thinking to specific dimensions d@nd

search for answers to certain questions that help evolve the idea from the initial thought
through theseveral stages of innovation. Based on the current study, results on the
epidemiology of diarrhoea irthe Ohangwena Region, thparents o r caregiver
perceptions, knowledgend attitudes concerning causes, preventiamg practices of
management of diarrhoea, the researcher has identified the main concepts -and sub
concepts such as diarrhoea preventim@anagementand healthseekingbehaviours.

Dickoff et ald $1968) framework for conceptualizing an idea was adopted, which has
helped the researcher understand the dimensions and questions to consider for the strateg
development process. The adopted survey list from Dickoff €Pas described iRigure

32, includes the elements of agent (those that are responsible for performing the activities),

recipient (the beneficiaries of the activities), context (environment in which the exercises
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are performed), dynamics (challenges and findings), procedures (@uginniques of
activities) and terminus (outcomes of the implemented activities). In addition, the
conceptualization technique was utilized to construct a concept map. The construct map

illustrated how the key concepts are interrelated in developinguthent strategies (see
Figure32).
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CONTEXT: Individual contextInterpersonal contextiealth facilities contextOrganizational
context. Communitieand Policv context

AGENTS/FACILITATOR

DYNAMICS:

(Motivating factors and energy sources

reinforcement) that influence action

Internal
agents
-Doctors
-Nurses
-HEWS

External agents:
-Directorate of
PHC&
policymaking
-Local
government
-Non-
governmental
organizations
-Nursery
school teachers
- Religious
leaders

- Traditional
healers

RECIPIENTS

Parentsr caregives and
Communities

PROCEDURE
Development of strategies for
effective implementation

TERMINUS
Parens or caregivers

danger signs and engagin
appropriate healtseeking
behaviours

propriately managdiarrhoea
thome, recognizing diardea

Figur

e 31: Conceptual framework map of HSB
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5.3.1 The agents

Dickoff et al.*® describe an agent asmeoneavho performs an activity towards realizing

a goal.Any person who specializes in enabling the change process whereby new values,
attitudes, and behaviour are adopted can play the role of an®yBased on the above
definition in this study, the researcher consideiesl following internal and external
agents. The internal agents constituted of (the nurses, doctors, and HEWSsS) who are
employees of the Ministry of Health and Social Services (MoHSS) working in the health
facilities or constituencies where the study wasducted. Furthermore, the external
agents are all other stakeholders (Directorate of PHC & policymdkeed,government,
norrgovernmental organizationgligious leadergraditional healers, anaursery school

teachers).

Cirectorate of PHC & Mon-governmental

Policy makers organizations

Nursery
School

Traditional

leaders
teachers

Local
Religious

leaders

Government

Figure 32: Agents in thistudy
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5.3.1.1internal agent

The internal agents comprise health workers such as nurses, doctors, and health extension
workers who work directly with theparentsand caregivers. Below is the profile

description of the internal agents:

5.3.1.1.1. Nurse

Nurses are ants who work at the health ces#, clinics, and outpatient departmeot
hospitals Health education angromotionare integral elements of the whole health team
and health systems.ddlth education is an active learning process through which people
increase their understanding arfdingeor adapt their ways of thinking and acting towards
better health practicé€$®)

5.3.1.1.2 Doctor

The agents at health facilities also include doctors who work at hospitals and the health
centres in the study area. The function of doctors is to treat chilanderfive brought to

their health facilities by theiparentsor caregivers; besides prescribing treatment to
children suffering frondiarrhoeadisease, doctors algive their clients health education

In this context, most agents are from diverse multicultural and -ethitic groups
working visavis most recipgnts with dominant cultural beliefs. Therefore, health

education to recipients should consider the local context of ideas.

5.3.1.1.3 Health extension workers (HEWS)

Health extension workers (HEWSs) are the agents who live in the communities and
presumablyhave regular contact with community members. The HEWs are already
established within th#linistry of Health and Social Services structuféis workforce

was developed to recognize that the necessary essential health services were not reaching
people agrassroots levelas envisaged by the Namibian Ministry of Health and Social
Services (MoHSSY5?
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5.3.1.2 External agent

The external agents comprise the directorate of RHH@ policymakers, the local
government, nofgovernmental organizationggligious leaderstraditional healers, and
nursery school teacherBhe researcher provides mdetailed descriptions of the external

agent profiles:

5.3.1.2.1 Directorate dfrimaryHealthcarg PHC) andpolicymakers

The directorate of PHG mandatedo ensure universal health coverage to all community
members at the grass rdetvels*>® Furthermore, for PHC to achieve universal health
coverage healthrelated Sustainable Development Goals (SDGa)d health security,
issues related to HSB need to be given high consideration and urgent attention.

The role of the external agent apolicymaker is to facilitate the implementation and
coordination of healthseekig behaviour projects to promote health and enhance
appropriate healthseeking behaviour and encourage information shagnthrough

collaboration with the internal recipierité).

5.3.1.2.2 Local government

Health promotion and activities aiming to change behaviours among commemitigers
demand coordination of action by a wide range of bodigsh as health professionals
working in collaboration with NGOs, government, local authorities, industry, and media.
This study has identified several challenges contributing to diarrhogalgmee and
influencing healthseekingbehaviour.Solving the situation at hand requires building
houses and resettling individuals living in informal settlements and ensuring clean,

accessible water supplies, proper sanitation safel water.

5.3.1.2.3 The NonrGovernmental Organizations

Enhancingappropriatehealthseekingbehaviour and promiotg children's undefive
health requires coordinated actions Ipngovernmental organizationgNGOs).
Subsequently, the NGOs may play different rolegrogrammaeamplementation, such as

day-to-day implementation, advocaayarketing,funding, etc.
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5.3.1.2.4Religious leaders

Priests are the leaders ¢churches where many community members gather to attend
church services every Sunday or Saturday; therefore, priests as agents can use such types

of gathering to convey healtielated massages.

5.3.1.2.5 Nursery school teachers

To minimize diarrhoea prevalence and enhance appropréztthseekingbehaviouy
nursery school teachers need to be encouraged, motivated, and empowered with essential
skills and knowledge othe prevention and managentof some ailments, including

acuk diarrhoea among childremder five

5.3.1.2.6Traditionalhealers

According to Krah et af? integrating traditional healerstmthe biomedical system can
improve communityhealthcareoutcomes. In this study, traditional healers need to be
empowered with knowledge related ttee prevention and management of untiee
diseases, includindiarrhceal diseasefor them to be able to identify danger signs and

proper referrato health facilities.

5.3.2 The Recipients

Recipients refer to a person who receives something; therefore, the recipients are the
beneficiaries of the activiti€€®) In this study, theecipients are community member
including parentsor caregivers of children under five years who receive services or

support from the activities provided by the agent.

5.3.3 The context

According to Dickoff et al., a context is an environment wherathety was conducted

(36) An activity is produced by the agent and received by the client within any context. In
this study, the health promotion activities related to adiderhoeaamongst children

under five and theiparentsand caregivers were based on liealth-seekingbehaviour
socicecological model used in the health promotion field. The model is used to
understand and identify targets for general and specific health behaviour interventions and
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is widely adopted for health promotion interventi®fi®. The components of the context
were based on the socitologicalmodel. The sociagcological modelllustrates the
complex network that includes interplay among individuals and their families, the social
networks and relationships in their lives, the organizations and institutions that provide
services, and the sociesy large*>® Hence, spporting individuals related to behaviour
change should not provide solutions geared towards individuals with inelaited
behaviour problems or solutions within the context of mediealthcarebut require
adaptable solutions that span society. Funttoee, the components at all sc&cological

levels can contribute to overall wdilking, health promotion, and behaviour change.
Based on the sociecological model, we suggest several targets and setting to enhance
appropriate HSB and promote health agchildren under fiveThis study established

that several factors emerged contributing todlarhoeaprevalence and inappropriate
healthseekingHence, the developed interventions to remedy the situation includeé socio
cultural factors, cultural beliefs and practices, social support, individual perceptions,
motivations, and capabilities to change, the political and physical environment. The
socid-ecological model comprises five levels: Individual, interpersonal, organizational,
community and policyseeFigure 34). The interventions aimed to enhance appropriate

HSB and promote health according to the levels are discussed below.

HSB and promotedalth according to the levels discussed below.
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Policy (public policy, economy,
healthcare system and media)

Community (rural and informal
setlement)

Organizational (nurses attitude,

Interpersonal ( Victimazation,
steriotyping, Family size,acess
to megiamasaasat rosdenge

Individual (knowledge,
attitde, practice beliefs and
perceptions)

Figure 33: The socialecological model of factors influencing HSB

5.3.3.1.Individual level

The individual level is the core of the model. It forms a layer of personal attributes related
to the burden of diarrhoea among childterderfive and HSB. In this study, individual
attributes, such aparenté per cept i on sdiarehbeal uwisese ¢cnadecgiaes o f
knowledge, negative attitude, poor practices, and bebefstributed tothe prevalence

and poor management of diarrhoea and inappropnieaéthseekingbehaviouw. Studies
indicated that parestplay a crucial role in preventing and mamgghealthrelated
ailmentsin children under fivé®® Therefore, it is critical to empowerparens and
caregivers in the Ohangwedistrictwith knowledge related to prevention, caysksger

signs, and management of diarrhoea among childrderfive, as well as related harmful

practices in managingjarrhoeal disease

Improvingparens' and caregivers' literacy related to adiggrhoea among children @&
recommended strategpy this study. Educated parsrare reported to be more receptive
to programme and intervention§® This can be done by providing health education
cownselling to parerst and caregivers through interpersonal communication with health
staff (nurses, doctors, and HEWand health promotion activities such as seminars,

audiovisuals materials, community gatherings, church services and mass media.
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Opportunities need to beeata for active pareand caregi verso part

involvement in healtinelatedprogramnes.

Engage parest and caregivers in healthcare decisions to promote a -ckenéd
approach and ownership.

5.3.3.2 Interpersonal level

This level represents interactions between the individual and direct influences by other
people’™”) Inappropriate HSB interpersonal coat@bns include victimization,
stereotyping, family sizanedia access, and residence af@aveloping awareness and
healthsupportprogramme associated with behaviour change should be geared towards

all family members

Family planningorogramms should b@gromoted and encouraged to reduce family sizes;
according to the study conducted, a large family was associated with double the burden of
malnutrition®® Furthermore, based on the finds of this studydiarrhoea prevalence

was associated with malnutrition.

5.3.3.3 Organizational context

The organizational level in this context is the health facilities. The health facilities
environment correlates to HSB burden related to nursesiogtiovercrowding, waiting
times, and inadequate provision of servicessdrvice education related to customer
satisfaction and professionalism should be conduuntauthly. Health facilities should be
accessible to the communitieepyshould ensure the supply of ORS and other essential
drugs and water purification sachets throughout the year. Additiprib#yhealthcare
facility setting of the study is the district hospital, the heedthtres, and the clinics that
provide primaryhedthcare(PHC) services. The primahealthcareapproach comprises
preventive, health promotion, curative and rehabilitative ser{it@# further considers

the implementation of protocols, standard operating procedures (SOPs), and guidelines
related to specific ailments. The current study assessed the aspects of acute diarrhoea

amongchildren under five
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5.3.3.4 Community context

At thecommunity level, both rural and informal settlements correlate with the prevalence
of diarrhoea and inappropriabealthseekingbehaviour. According to the current study
findings, perineal cutting is commonly praetil as part of traditional diarrhoeapention

and management among residents of the Ohangwena region. Therefore, paiairig
caregivers, and traditional healers to identify and refer children presenting diarrhoea
danger signs is crucial. Agents need to develmprounity interventionso modify all

human behaviour influencingSB anddiarrhoegprevalenceCommunity memberseed
thetraining to changesome ottheir behaviows associated with culturally coded patterns,

such as cultural practices related to diarrhoea prevention and management, to reduce

underfive morbidity and mortality related wiarrhoeadisease.

Furthermore, most essential health promotion activities, aschealth education, are
organized by the health extension workers and occur in the village/community according
to the availability and the community wishes and conveniences. Also, the management of
minor ailments and home management of diarrhoea arerped by health extension
workers parentsand caregivers. In addition, churches are places where many community
members gather to attend church services every Sunday or Saturday; therefore, agents can
use such gatherisdo convey healtiielated messageélso, priests can be empowered

to provide health education relateditarrhoeadisease and harmful practicésaddition,

based on the high prevalencedvrrhoes of 23.8% among childreander fivein the

district and 48% in the informaettlementsto minimize diarrhoea prevalence and
enhance appropriatealthseekingoehaviour, nursery school teachers need as well to be
encouraged and motivated, and empowered with essential skills and knowledge on

managing some ailments, includid@grrhoea

5.33.5 Policy level

All the levels mentioned above are bound to systems that influence individual behaviours
and policiessuch as government and political structure, social structure, public policy,

healthcare systesn economy, and media are all part of more significant policies. Policy
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and systems involved in the current study include public potivy,economy,the

healthcare systenandthe media.

Several policies related to health promotion were developed amti\effg implemented

in Namibig such as the Namibian agriculture policy, tiaional health policy franveork
20102020 and the school feedingrogramme etc(*69X109X161) However, health
promotionrelated policies should be maintained and expanded to address cultural beliefs
and practices that hinder proper management and preventibardfoeatogether with

other ailment®f childrenunderfive.

Organizational/

Healthcare
facility

Interpersonal

Figure 34: The contgt in which health education will be provided

5.3.4 Dynamics

According to Dickof et al,*®dynamics are motivating factors or internal energy sources
that enable an individuadr entity to become successful. The dynamics should be in
harmony with thesocioeconomic ad cultural status of thparens or caregivers to
facilitate the achievement of the desired health promotion levels and appropriate HSB.
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The dynamics in this study were derived from the merging tablele 24, at the end of
Chapter4. The dynamics include the identified challenges &gare 36), such agshe

high prevalence adiarrhoeaamong childrerunder five 23.8% in the district and 48% in
informal settlements and factors associated with the prevalence and ensuing adverse
effects on families such as perceived cause diarrhoea parentcaregiverd poor
knowledge, attitude and practices regarding prevention and management of diarrhoea
among children under the age of five years. The mentioned factors necessitated/and
actions to motivate parents/caregivers to seek change (improvement to prevent and
managethe diarrhoe& disease and improve the children's health). Factors such as
enhancedpareng/caregivers literacy and health knowledge will kegparens and
caregivers reinforceand motivated to maintain appropriate HSB for theAwelhg of the
children. SeeTable 25.

What drives agents and recipients to work towards termigs®rding to Dickof et al,
people are motivated by service provision and a sense of achiev&h&he health
workers andcommunity members are motivated by achieving improved diarrhoea
prevalence, treatment outcomeamd improved HSB. Activities that facilitatthe
achievement of this goaiclude empoweng parentgcaregivers in tersiof management
treatment and prevention diarrhoeal diseasamong childrerunder five develojing
personal/individual skills, enhaimg appropriate healthseeking strengtheimg
community action, and empoweg stakeholders and actors that are playing a role in
mitigating factors associated withe cause ofdiarrhoeaamong undefive children to
implement activities to achieve the goal. Motivation needs to inclosenunity members
and health workers to drivend sustain action towattle goal. The motivation needs to
be reenforced by training, mentoring and technical support to equigettemtécaregivers

andhealthcaravorkers for action; and recognition and reward for good perforni&tte

5.3.4.1 Factors that will influencend reinforce positive actions towardbse terminus
Changing people'sehaviouris a long process that requires the agent's consistency and
determinationandtherefore attention needs to be ptavhat will drive the agents and

recipients to act and what factors will reinforce positive actions towlaedsrminus. The
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method of how people modify thédehaviouris explained byhe transthecetical model
of behaviourchange (se€igure36). According to Prochaska et al., citedSiddharthan
et al,*%? the transtheoretical model @fehaviourchange comprises five stages, namely:

the precontemplation, contemplation, preparation, action, and maintenance

5.3.4.1.1Pre-contemplation stage:

During the first stage, the recipienfgafentsor caregivers) aranaware of the problem
and may resigtecognizing or modifying theibehavioumy creating awareness to change

the recipient's values and beliefs; the recipient moves to the second stage.

5.3.4.1.2 Contemplation stage

In the second stage, the agemist continue persuading and motivating recipientsThe
recipients develop the willingness to make some changes in the coming future and move
to the third stage. People in this stage weigh the pros and cons of making the change. In
this stage, recipients decide whether they need to correct the problerhethdmmaking

a change outweighs the pros and cons of maintaining their pledentiour

5.3.4.1.3 Preparation stage

During the third stage, the recipient intendsict however, the agent needs to continue
carrying out health education to improve the recipients' health literacy and prepare them
to move to the next stage. The recipients in this stage may not know how to make a change
and could be nervous about their dbito change. Recipients move to the next step when
they select a plan of action that they are confident will work and are assured that they can

follow through with the plan.

5.3.4.1.4 Action stage

In the fourth stage, the recipient starts to practice the dds#evious; therefore, the

agent needs to continue facilitating the process.
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5.3.4.1.5Maintenancestage

During the fifth stage, the recipient works to sustainbisleaviourchange; however, the
agent needs to reinforce changes using reminder communication, suedsages related
to desired actions to be given by preachers in chgradwnmunity gatherings or

televisions and radibbroadcastsetc.

Figure 35: Transtheoretical model dfehaviourchange (Adapted from Sidakrthan et. al.(162)
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Table25 Dynamics of the study and proposed strategies

Objective

Main Findings
objectives

per

Merging of the findings

Proposed strategies from the findings

Determine and descrilepidemiology factors
associated withdiarrhoea among children
underfive in the Ohangwena regionPhase L

High prevalence of diarrhoea
among children
Epidemiological factors
associated with the caus

of diarrhoea

1 Demographic

f Nature and
househal

Explore and determine pareditaregiveré
perspectives on the causes ofliarrhoea in the
study area prevalent in Engela Districtlie
Ohangwena regiorPhase 1L

Perceived causef diarrhoea
1 Beliefs

1  Associated factors

1  Diarrhoeamortality

Determine thé&knowledge, attitude, and
practicesamong parestor caregivers
regarding acute diarrhoea in Engela District i
the Ohangwena regiorPhasel]

Lack of knowledge in terms of
cause, management
symptons

Negative attitude towards
cause, treatment, and
prevention

Poor practice in terms of
prevention and managemen

Determine and explorfactors associated with
health-seekingbehaviours of caregivers living
in Engela District in Ohangwena regidPHase
1

Factors associated wittealth
seekingbehaviour
Sociodemographic factors
Cultural factors
Health services factors
Mother or caregiver
related factors
Physical accessibility
Nature of symptoms

> > > >

> >

Epidemiological factors
associated with the causd
of diarrhoea

Strategy 1

Empowerparentsor caregivers in terms of
the causes, management, and prevention
diarrhoeaamongchildren under the age of

five

Perceived causef
diarrhoea (1, 2)

Lack of knowledge in terms

Strategy 2
Dewelop personal/individual skillsof the
parent/caregiver

of cause, management,
and sign and symptom (1]
and 3)

Negative attitude towardbe
cause, treatment, and

Strategy 3
To enhance appropriatealthseeking
behaviourof the parent/caregiver

prevention

Poor practice in terms of
prevention and
management

Factors associated with
healthseekingbehaviour

Strategy 4

Empower stakeholders and actors that are
playing a role in mitigating factors associat|
with causes ofliarrhoeaamong children

under the age of five years
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— Dynamics

Epidemiological factors associated to causes of diarrhoea
 Cldamnen o o OMIEOR IN IS o cause management and sons and mprome

I

 ofdaroea e Sue owards e cause, Heament (management and prevemen
I

I_ Factors associated with heath seeking behaviour |

Figure 36: Dynamics of the study

5.3.4.1Epidemiological factors associated with causeg@rrhoea

The study found that the prevalence of diarrhoea in children under the age of five years in

the district was 23.8%, and theinformal settlemen4 8 %. Accor di ng to th
informants, lhe high occurrence of diarrhoea in the current study was observed in the rainy
season between January and March. In addition, this study found factors such as area of
residence, child immunization status, nutrition status, access to safe drinking wéter, la

of knowledge, and practices to have contributed to diarrhoea prevalence.

Children in the informal settlement were over 36.42 times more likely to suffer from
diarrhoeal disease than thaserural areasThe majority, 86% of the inhabitants in the

i nformal settl ement, i ndi cwategbdttheylhe fromt hey d
those who havéap water within their premises insteadlso, the unavailability of toilet

facilities contributed to thprevalence ofliarrhoeadisease, with households with toilets

having 50 times less likely to report the incidence of diarrhoea in divest Children

whose immunization was not 4p-datewere found to be statistically associated with the
prevalence ofdiarrhoea. Equally, the nutritional status dfildren under fivewas

statistically associated with the occurrence of diarrhiweaddition, factors such as lack

of information, hygiene practices, and feeding practices contributed to diarrhoea
prevalence All these effects warranted the need to strengthen health education and
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advocacy foproviding safe water and toilets and improve the lite@oyided for in the

strategy developed.

5.3.4.2 Parent & caregiver perceived causes of diarrhoea and diarrheesated

mortality

In this study, spiritual beliefs, myths, and traditional beliefge negatively impacted the

parents or caregivers' perceived cause of diarrhoea and diarrhoea symptoms and
consequently contributed to inappropriatealthseeking behaviar and improper
management of diarrhoelloreover, lack of paresgtor car egi ver soé ur ger
complications, posning from herbal medications, malmiion, and parentor parens’

negligence contributed to relatdrrhoeamortality amongschildren under five

Therefore, it is nexssary to improve parentand caregivers' views and perceptions
through health education campaigns aiming to tackle healked cultural issues catered

for in the HSBdeveloped strategies.

5.3.4.3 Paren& caregiver lack of knowledge in terms of cause management and signs

and symptoms of diarrhoea

This study foundthat 64% of parents or caregivers had inadequate knowledge of
diarrhoea diseases. Factors such as area of residence and access to media were
significantly associated with inadequate knowledge. The study indigadeentsor
caregivers from informal residential areas were 16 times more likely to hewféidrent
knowledge than those from other residential areas. Furthermore, lack of access to
information was significantly associated witarrhoegprevalence. Consequently, much
needs to be done to sensitize and enhance knowledge to ingac@3caregivers'
knowledgeof managing and to prevediarrhoeaConsideringhis study's observations,
schoolbased health and hygiene educatmogramme should include strategies to

involve family members, particularfyarentsand siblings.

5.4.4.4 Mother & caregiver negative attitudes toward the management and prevention

of the causes ofliarrhoea
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According to the findings of this study, most of the participants, 72.3%, were categorized
as having negative attitudes towards causes, treatmerdiaarttbegprevention. Area of
residerce, access to informatiothe parentor caregiver age group, artle parentor

caregiver level of education was associated with the negative attitude.

In conceptualizing attide and behaviour change, paseanhd caregivers act upon their
beliefs. The beliefs are determined and influenced by families, friends, colleagdes, a
various norms surrounding the individual and things collectively perceived and accepted

to be normaft%?

Evidence suggests that when norms are at play, shifting knowledge or individual attitudes
is often not enough to change behaviour because norms are generally enforced through
other people's expectations. People confrtheir attitudes or behaviours taig social
approval and belonging, and if individuals divert from a standard, they often lose social
support and maybe ostracized or sanctioned. As a result, interventions looking to change
behaviours ought to create new beliefs within an individual'sakagbup so that
collective expectations allow for new behaviours to emerge and be sustéthed
Therefore, social change strategies must criticabesas which norms must be addressed

in a given context and determine which factors are most pertinent in holding them in place.

Figure38 shows the conceptual framework of attitude and behaviour change.
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Figure 37: Conceptual framework of attitude andHaiour change

5.3.4.5 Parerg and caregives poor practice in terms of prevention and management

This study found 52% of parenbr caregivers to have reasoryainlbderate practice, 40%
were categorized as having poor practice, andnority of 8% had good practic&his
study further found thab7.9% of parerst or caregivers indicated washing hands only
when there is enoligwater. Furthermore, thegztice is significantly associated with the
parents' or caregivers' age group, residential &eel, of education, access to media, and
diarrhoea prevalere. Additionally, 61% oparentsindicated pracfing perineal cutting
to prevent and treat diarrhoea amongst their childreterfive with diarrhoeédisease.
In the current study, health workeirsdicated encountering deaths related to herbal
medication poisoning andliarrhoe& complications. Inappropriate management of
diarrhoeaepisodes can result ia higher risk of mortality due to increased levels of
dehydration or longasting consequences a result of prolonged illness or nutritional
restrictions*®Moreover, the study found that traditional beliefs, widespreadlauye,
authorityfigures'instructions, including elderly community members, health workers, and
the HEWSs, often inform these practices. Hence, these practices must consequently be
addressed as a matter of urgency in maternal and neplmgrammes, targéing parents
or caregivers and the broader social network. Health education should be promoted and
motivated at each health organizatimthermore health educatioshould beprovided
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in the community, clinics, primarfiealthcarecentres (PHC centres), anteratal clinics
(ANC), maternity wards, outpatients department (QP&nd pediatric wards should
include aspects related diarrhoegprevention, and management as well children under

five nutrition.

5.3.4.6 Factors associated wittealth-seekingbehaviar

In this study, 73% of the parenbr caregiversvere categorised as having inappropriate
healthseeking behaviour based on the criteria set in this s&eleral factors associated

with healthseekingoehaviour werédentified seeFigure39.
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5.3.5 Procedures
The procedure is described by Dickoff et al. as the rules or processes to be followed or

used to guide how activities should be carried out to achieve the results (terfhifinsy
furtherindicated that the procedures or protocol for reaching the goal does not require an
order to be followed; however, it should allow more latitude for an activity to be achieved.

In the current study, procedures guided the development of strateghesafbrseeking

behaviour (HSB). The procedures followed in developing the strategies involved
consolidatingfindings fromPhase 1 & 2.In addition,thec ur r ent st udy use
Compass Aligned Performance Syster@@9, which was developed in 2011 during the
development of the strategies. According to Howe, the @sspligned Performance

System ¢@p9 simplifies the strategy and produces a process for easy implementation

Moreover, he emphasizes that a strategic plan needs to be simple; it should be sdmmarise
into a onepage documenisingthe compasafter the strategies are developed. For this
study, consultations with experts in the field were conducted to validate the developed
strategies (seBigure40). The procedures used to develop health promoti@ategfieso
enhance appropriate HSB are discusse@hapter6 of the current studyAccording to

Dickoff et al (1968) the procedure entails describing the environment and the path to

implement activitieso realisehe goal.

HSB STRATEGIES

1. Empower parentsaregivers
in terms of the causes,

, management, and prevention

diarrhoeaamong children

under the age of five

Developed
strategies to

Procedu

-

es enhance
; 2 Strategy 2
approprlafie = Develop personaliindividual
healthseeking skills

3.To enhance appropriate
healthseekingoehaviour
4. Empower stakeholders an

actors that are playing a role ir
mitigating factors associated

with causes ofliarrhoeaamong
children under the age of five
years

Figure 39: The procedures for strategies for HSB
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5.3.5.1 Factors related to successful strategic implementation

For strategic implementation succeed, stakeholdemged to be committed, determined
and efficientin convertingpurpose into results. Strategies rely on the resources available to
implement strategiesThe leaders need to provide their teams with specific rules and
guidelines every participant should kmowhat is expected frorthem consideringthe new
strategy, continuous feedback netxbe givenandcommunication is essential to enstinat

strategies can be evaluated and improved.

Implementation can be significantly aided by setting up a reward system whicbecan
implemented in the form of recogniticemdthe positive impact othenew strategy shoulde
continuously communicatedto all involved stakeholders. Periodical review ragular
intervals is essential to change the policies that no longer serve a distinct purpose. The
implementation of tese strategies necessitates inputs from various role plagads
stakeholderqSeetable 26

Table26: Proposed actions for stakeholders

Stakeholders Proposed actions
Directorate of PHC & Policymakers

Mobilization of resources

Advocate forabigger vote to facilitate thienplantationprocess
Facilitatetheimplementation of HP and HSB projects
Collaborate with the internal recipients

Encourage information sharing

Intersectoral collaboration

Local government Programmemplementation

Social mobilization

Resource mobilization (build houses, provision clean water,
proper sanitation

Information dissemination through media

Advocacy
Programmeémplementation
Marketing

Mobilization of resources

Programméamplementation
Community mobilization

Health education

Community outreach

Social mobilization

Community empowerment
Communityinvolvement/engagement
Intersectoral collaboration

Health promotion
Health education

Information dissemination
Advocacy

Involvement in health promotion activities

= -4 —a|-—a_-a_9_-4a_-4a-2

Non-governmental organizations

Nurses and HEWSs

Doctors

Religiousleaders

A (A=A |—a-a(—a-—a-_0_0_-9_-90_40_-4a_4a._-9a_-4a_-4a._-2

Traditional healers
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Referral of undefive conditions tchealth facilities
Health promotion

Referral of undefive conditions to health facilities
Proper management diarrhoesamong childrerunderfive

Nursery school teachers

= —a —a -9

5.3.6 Terminus
According to Dickoff et af*®), the terminus is the last segr the preferred result of an

activity of the project that was carried out. After implementing strategies, the outcome
result is the ability ofparentsor caregivers to engage in approprifiealthseeking

behaviour. (Se€igure4l)

‘ ¢ Strategies developed

_ o
Terminus - &
effective implementation
® o N !
QO ,0.. A

Appropriate HSB

Figure 40: Terminus of the study

5.4 SUMMARY

This chapter described the conceptual framework for the strategismmotehealth and
facilitate appropriate HSB amongarentgcaregivers in the Ohangwena region. The
conceptual framework adopted the six elements of the practice theory of Detladff
(1968) agent, recipients, contexts, procedures, dynamics, and the terminse The
elements were used to guide the discussibthe constructs relevant to developing
guidelines for implementing the strategies to lead to appropriate adif8Bessinghe

diarrhoe&problem in the Ohangwena Region in Namibia.

The next chapter will discuss the development of stratégitsilitate appropriate HSB
and approachet strategy implementation for effective public health responsien
Ohangwena region in Namibia, based on the key findings afdfexted data (seEable
25).
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CHAPTER 6

STRATEGY DEVELOPMENT FOR IMPLEMENTATION TO
ENHANCE PARENTSICAREGI VERSG HSB AND PREV
AND MANAGEMENT SKILLS ABOUT DIARRHOEA AMONG
CHILDREN UNDER FIVE IN OHANGWENA REGION

6.1 INTRODUCTION

Strategy development starts with andiepth analysis of a problem and identifies the
individual and environmental contributing factofer building the envisioned

characteristics for the preferred futift@

This chapter desdres the third phase of the study, which aims to deeldpyearplan

for HSB strategies to enhance appropriaéalthseekingbehaviour and improve the
prevention and managementillsk of diarrhoeaamong parestand caregivers in the
Ohangwena Region in Namibidsing the Delphi process, the strategies were constructed
upon the conceptual framework described in Chapt&h& chapter further elaborates on
developing the strategies necessary to enhance appropealtetseekingand health

promotion in the Namibian context, particularly in the Ohangwena Region.

6.2 THE THEORETICAL BASIS OF THE DEVELOPMENT OF THE
STRATEGIES TO ENHANCE PARENTSJCAREGIVERS' HEALTH -
SEEKING BEHAVIOUR IN DIARRHOEA CHILDREN UNDER FIVE

The development of the strategies was guidedlmyw &dc@psmodel, also called a
Compass Aligned Performance System motleec@ psprocess was developed by Clive
Howe in 1999vhenherealized that there was a need to simplify the strategy development
process for easy implementation. Heund that numerous stratexg were very
comprehensive and complex and often had a gap between the stratégypardhtional
implementation. Therefor¢he c@psprocess addressed this gap, and people found that

they couldmoreeasily relate to a orgage procesS.he Compass Aliged Performance
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System model is a tool that contains different objectives aiming at simplifying the
strategiesandplaming for the implementation of the designed strategies to be achieved.
As the wordc@pssuggests, everything should align and be filtered through the compass.
The c@psmodel gives room for an extensive record of achieved objectivesenot
achieved andhosenot required. Additionally, the@psmodel is built on four pillars:
simplicity, ownership, flexibility, and accountability. Furthermore, the compass consists
of the vision, values, critical success factors, key performance indicators, and strategic

objectives®”
6.3THE STRATEGY DEVELOPMENT PROCESS (METHODOLOGY)

The developedstrategies aim toenhance paresit and caregivershealthseeking
behaviours antb promote children's health by improvipgrensdand caregivers' health
literacy and diarrhoea prevention and management skills. The development of these
strategies focused on addressing the factors contributing to a high prevalethee of
diarrhoe& disease among children under the age of &we factors contributing to
inappropriate healthseeking behaviour in the Ohangwena Region. Furthermore,
enhancingappropriate health-seekingbehaviour will ensure that, for children who

are suffering from diarr hoea, helpfrom a skilled healthcare provider will be sought
promptly within 24 hours after recognizing acute diarrhoeg as well aspromoting

the use of Oral Rehydration Salts (ORS) solution and zinc supplements in the
management of diarrhoea

In this context, the strategies for health promotion targethilgiren under fivan the
Ohangwena region were developed usingtresensus methad theDelphi process§®
According to Jones and Hunté?, the consensus method is used to decide how experts
agree with the issue under consideration. Various researchers and organieatsonsed

the Delphi consensus method to develop guidelines and stratéie®

6.3.1 The Delphi method

In this study, the Delphi process was used by initially conduetaggnbinationof online
and faceto-facefocus group discussions with a group of experl2HC andpublic health
The inclusion criteria was based on the availability of the pepakperience in academia,
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public health and strategic planning and those who have wrked with organizations such a
WHO UNICEF etc Furthermore nursesand doctors who worked in the PHC and
pediatric department for one year and more vedse consideredrhe participants were
purposéully selected since Delphi method does not aim to get represergatijades of
experts but ratherelevantinformation and experiené®® The expertparticipants/key
informants wergiven anexplaration abouthe purpose of the discussions, and those who
agreed were accepted @anel members. Three focus group discussizere conducted

with key informants comprising only 8 participants per group bexafl COVIDrelated
restrictions and workload. Out of the -p&nel members, 16 were experts in P& 8

were public health professiomal The m@mnelist comprised expertdom Namibig one
professor from Zambia and one from South AfriEaperts in the cuent study indicate

the number of years of experience in PHC, academidficfhealth and strategic planning
andthose that worked with PHC pragnsfor more than a yearheresults obtained from
thesituational analyssin Phase 1 and 2 were presentexthe groupstogether with the

five proposed health promotion strategies obtaimgthe researcmdrom the literature
review. Initially, the statements about health promotion strategies to ergaecésand
caregivers’healthseekingbehaviours andmprove their prevention and management
skills of diarrhoea were derived from a searchhef lay and scientific literatugé®™ 169

Both published and unpublished studiesl aublic health books were considdr The
researcher used the folwing databases; Science direct, PubMeGoante Scholar
searchThepatrticipants deliberated and agreed to consider the strategies presented by the
researcher and proposed more strategies they considered equally relevaminbésed
study's outcome®ased on the local context, any additionaalth promotion strategies
suggested by panel members were collectively examined and added to the list of the
proposed strategies, provided most panel members agreed on them.

All the agreed strategies from ttl@ee FGDwere listedandthe compiled lisof all the
proposed strategiegas handetb each of the participan@nd they were asked to rate the
importance of each strategy statement item using the following rating scale: Vital,
Important but not vital Unimportant Should not be includeddo not know. On
completion, during thehird round,the participants were provided with the results and
agreed on the criteria to be used. Hence, the proposed objectives, critical success factors
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and key performance indicators were agreed uparithemore,the vision, mission and
values were proposed and adopted after setting the stratdiypa®searcher analyzed the
final information providedand calculated percentagese table 26 The results were
presented to the working group comprising the stuggsiisors. The researcher screened
all the items provided to ensure they fit the definition of actions aiming to promote, health
enhance appropriate heakbeking behaviour of parents and caregivansl improve
their prevention and management skillgliafrrhoea

Criteria for accepting a strategy statement

Il f an it e Bo%bfsll pandlistead vitdd tp prénote healttnhance appropriate
healthseeking behaviougnd improve prevention and management skills of diarrhoea, it
was included in the strategies.

Criteria for rejecting a strategy statement

All the items that did not meet the criteria mentioned above were excluded

6.3.2 Proposed strategies

During anintemational healtlpromotion conferece in Ottawa in 1986, five action areas

for health promotion were prioritized. These essential areas/strategies for success are as
follows.*6”) 1. Build healthy public policy; 2. Create a supportive environment; 3.
Strengthen community actions; 4. Develop personal skills, @nBédorientate health
services. However, in this study, the panel members (key infogjvaeimb participatedn

the three fous group discussions proposed and endorsed the proposed strategies
applicable to thestudy outcomeand the context where the study took place. After rating
the proposed strategies as described gbfoue strategies were adopted for the current
study: 1. Empowerparentsor caregivers in terms of the causes, managerireatment,

and prevention adiarrhoeaamong childreminder five 2. Developparentsand caregivey’
personal/individuakkills 3. Enhance appropriateealthseekingbehaviour 4. Empower
stakeholders and actors playing a role in mitigating factors associated with causes of

diarrhoeaamong children under the age of five ye@exeTable26).
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Table26: Proposed strategies for HP and HSB

ProposedStrategies Vital Import | Unimpor | Should Not %
antbut tant not be know
not vital included
2. Create a supportivi
environment 10 0 12 0 0 42%
3. Strengthen community
action 19 5 0 0 0 79%
4. Develop personal skills 20 4 0 0 0 83%
5. Reorient health services | g 5 10 4 0 21%
6. Mass media/Raisin( 12 12 0 0 0 50%
awareness

7. Empower parents or
caregivers in terms of th
causes, managemer,
treatment, and preventio 5, 0 0 0 2 92%
of  diarrhoea among
children under the age c

five years
8. Advocacy and community

mobilization 19 3 0 0 2 79%
9. Health promotion anc

education 18 6 0 0 0 75%
10. Enhance appropriat

healthseekingoehaviour | 24 0 0 0 0 100%

11. Empower stakeholders ar
actors that are playing aro
in mitigating  factors
associated with causes | 23 0 0 0 1 96%
diarrhoea among children
under the age of five yearg

6.4 STRUCTURE OF THE STRATEGY

According to Detels et af’? a planned strategy as a problsoiving mechanism
emphasize direction and control mechanisms; hence, it is suitable for a predictable
external environment. Also, the emergent strategy focuses on the learning process by
taking corrective action and adopting and reviewing the original decision based on

changing sitations. Thus, existing strategies need constant evaluation to accommodate
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emerging situations. According to the Commuriigol Box,*™ the sensibleness for
formulating, developing, and implementing strategies is a way to focus on structural
efforts and determine how issues of concern can be addresaeldievahe desiredjoals.
Furthermore,the strategies use resources and emerging opportunities to effectively
respond to obstacles and resistance through the effective use of time, energy, and
resources.The development of the strategiesms based on the articulated rationale
outlined above. Howe®”) established that the developed strategies should be
comprehensive but not complex to make the implementation process €asigrath to
appropriatehealthseekingcan be accomplished through 4 strategic objectives, which
have been grouped through fitbposed focus areas. Furthermore, the purpose, vision,
mission, values, goals, key performance indicators, and critical success factors are

discussed below.

6.4.1 Purpose
The purpose of the developmenttbésestrategies is to promotée health of children

under five and enhangarent&aregiversappropriate HSB in the Ohangwena region

6.4.2Vision

A vision is a mental image that provides a broad goal of what needs to be achieved in the
long term®72}In the current study, the developed strategies will contribute to reaching the
overall MoHSS vision. The vision of the appropriate HSB complemented $tydtsgies

is to improve the health status and wedling of the childrennderfive in the Ohangwena
Region, with an enabling environment for timely qualityalthcarethat is efficient,
acceptable, and accessible for @le key informants proposed aratlopted the vision
during the third stage of the Delphi process

6.4.3 Mission

A mission statement is a short paragraph intended to answer why the organization exists
(73 The current strategies aino improve parersicaregiverd health literacy and
promotegoodhealthfor children under fiven the Ohangwena regioimhe key informants

proposed the mission and adopted it during the Delphi process's third stage
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6.4.4Values

According to Tomey the wordvalue® means the worth, usefulness, or importance of
something!’2. Furthemore, Howe®”) notesthatvalues are linked to culture and need to

be reflected by how people behave within and outside society. In this context, the
researcher adopted the proposed values/principles by WHO to be applied by
communicators developing specific regional dis€asesed or everbased strategies

and slightly modied to suit the current situation, namedgtionable, credible, relevant,
timely, understandable, and accessidfThe promsed values were presented to the key
informants during the third round and were agreed upon.

/

6. Accessihle
- 1. Actionable
Understandahle
2. Credible
3. Relevant

Figure 41: Six principles/values to ensure communications are adopted from(WHD

6.4.5 Goals
The goals were formulated based on the intended outcome fofoe@elttion areas for

health promotion that the participants in focus group discussions prioritized, and they are
as follows:

1. Topromotehealthin childrenunderfive and enswe areduction of acutdiarrhoea
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2.To buld capacity and improvparens'or caregiver8knowledge, perceptionaititudes,

and practices related to prevention, causes, symptomsdgiantioe& disease

management.

3. To helpensure thathildrerd ailments, includingliarrhoeaaresoughtin time

4. To facilitatetheimplementatiorof strategies

5. To improvecustomer satisfaction

Table27: Strategic focus areas for HP and HSB, goals and objectives

Strategic focus area

Goal

Obijectives

1. Empower
parent&aregiveron
causes, management,
treatment, and prevention g
diarrhoeaamong children
under the age of five years

1. Promoteahehealth of
childrenunderfive and
ensue thereduction of acute
diarrhoea

1. Reductionof the prevalence of
acutediarrhoeaamong children
under five years old from
23.8% to 10%by the end of
2031.

2. Developparents/caregivers
personal/individual skills

2. Build capacity and improve
parens'or caregivers',
perceptions, knowledge,
attitudes and practices relats
to prevention, causes,
symptoms, andiarrhoe&
disease management.

2. Improveparent§caregivers
negative perceptionsf causes
of acutediarrhoesamong
childrenunderfive from 73% to
10% by the end of 2031.

3. Improveparens'or caregivers'
negative attitudes related to
prevention, causes, symptoms
and management of the
diarrhoeédisease from 7% to
10%by the endf 2031

4. Improveparensdand
caregiverépoor knowledgef
prevention, causes, symptoms
and managemenff diarrhoea
diseases from 64% to 10% by
the end of 2031.

3. Enhance appropriatealth
seekingbehaviour

3. Help for childrefs ailments,
includingdiarrhoeais sought on
time

5.To enhance
parensdcaregiverappropriate
healthseekingoehavioufpractice
from 27% to 80% by the end of
2031

4. Empower stakeholders and
actors that are playing a role ir|
mitigating factors associated

4. Facilitatestratey
implementation

6. Strategies fully implemented
by 2023

with causes ofliarrhoeaamong
children under the age of five
years

5 Toimprovecustomer
satisfaction

7. Achieve 90% customer
satisfaction
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6.4.6The strategic objectives

Strategy development the steps to achieve a final goahd strategy is mainly the way
to achieve a final goal. Hence, each objective is a milestone that helps one to reach his
destinatiorf*”® Furthermore, tsategic objectives are statements that designate what is
essential or critical and help achieve the goals.
For this study, we identifiedhe following objectives that are aligned wileMoHSS
vision, values, and functions:
1 Reductionin prevalence of acutdiarrhoeaamong children under the age
of five years old from 23.8% to 10%y the end of 2031.
1 Improve parensdcaregiver8 negative perceptionsf causesof acute
diarrhoeaamong childremunderfive from 73% to 10% by the end of 2031.
1 Improve parens' or caregivers' negative attitudes related to prevention,
causes, symptoms, and management ofidrehoeddisease from 72% to
10%by the end of 2031.
1 Improve knowledge ofparens and caregiversiboutprevention, causes,
symptoms, and managemaeitdiarrhoeadiseases from 64% to 10% by
the end of 2031.
1 To enhance parensdcaregiverd appropriate healthseeking
behavioufpractice from 27% to 80% by the end of 2031
Strategies fully implemented by 2023

To achieve 100% customer satisfaction
6.4.7Key performance indicators

The key performance indicators are related to the strategic objectives and measure the
critical success factors. Therefore, they are used to monitor implementation and measure
the achievement of each strategic goal. They are related to the strategivedbjact

measure the critical success factors or the proposed actions to achieve the strategic

objectives.
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6.4.8Critical success factors or proposed actions

The critical success factors are the actions to be carriedbathieve the strategic
objectives derived from the study findings. In the current study, critical success vall be
decreasen diarrhoea prevalence among childterderfive and improvedealthseeking
behaviourin the Ohangwena Region, by providing them with enabling environment to

provide timely qualityhealthcarehat is efficient, acceptable, and accessible.
6.5CONTENT OF THE STRATEGY

In the current study, a situational analysis was conduct&hasse 1and?2 to clearly
depictfactors contributing to the problem that needed to be addressed and facilitate the

development of the strategies.

The strategic objectives related to promoting health amartgkiren under fiveand
enhancing appropriateealthseekingbehaviourin the Ohangwena region in Namibia
were derived from the challenges identifiedthe current study results. They were
developed using the Howa@psmodel. Furthermore, the strategies wenelorsed by
expertparticipants/key informants who participated in the focus group discusEioms.
strategieswere developedestablishedand activities for improvaent as illustrated in
table 28 namely:EEmpowerparentsor caregivers in terms of the causes, managemaht, a
prevention of diarrhoea among children under the age of five ,y&xaselop
personal/individual skilldenhance appropriateealthseekingbehaviourand Strengthen
community actionand empower stakeholders and actors playing a role in mitigating
factors associated with causesi@rrhoeaamong children under the age of five years.
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Table28: Proposed strategies for HP & HSB and communicatnberventions

To empower stakeholders
and actors that are playing
role in mitigating factors
associated witlsauses of
diarrhoeaamong children
under the age of five years

Strategies Community-based Interpersonal/group Strategic communication approaches
approaches approaches
Strategy 1 Social mobilization 1 Faithhbased mobilization| § Mass media
E ‘ Community 1 Mobile clinics 1 Advocacy (policy, media, agendsetting)
mpowi rentsor . . .
po. erp?‘ ento empowerment 1 Socialnetworks 1 Community media
caregivers in terms of the . . . .
Community 1 Counsding/peer 1 Social marketig
causes, management, involvement counsding or education Positive devi
treatment, and prevention ¢ Community outreach S g T OS_I Ive deviance . L
diarrhoesamong children c u | y ou il upport. groups bl Nat|.onal events (e.g., immunization days,
under the age of five years ' ommuqlty T Home VIS.I'[S festivals) .
interventions 1 Community health 1 Health education (e.g., anterwmdstnatal
Strategy 2: Intersectional workers/Lay health clinic, pediatric
Develop personaliindividua collaboration workers/frontline . departmfent etc.) o .
skills workers/Health or Social| § Information & communicatin technologies/
Welfare agents social media
Strategy 3: 1 Seminars
Enhance appropriateealth T Workshpps .
seekingbehaviour 1 Interactlye ses§|ons
1 Group discussions
Strategy 4: ' Meetings
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6.5.1Strategy 1: Empower parents or caregivers in terms of the management, treatment,

and prevention ofdiarrhoea among children under the age of five years

The abovementioned strategy was developed to minimize the prevalerdiardfioean
thestudy area bgmpowering parestorcaregivers with knowledge related to prevention,
causes, signs and symptoms, and managemelmrofioeaamongstchildren under five
The Srategy Goal, objectives, critical success factors, and key performanceanskcat

listed below.

6.5.1.1Goal 1: Promotethe health of children under the age offive yearsand ensue

thereduction of acute diarrloea

To promote and ensure the reduction of acigerhoeaamong children under five, we
devisedthree strategic objectives: critical success and key performance indicators.

Strategic objectives:
1 To ensure reduction of acudéarrhoegprevalence among children under the age
of five from 23.8% to 10%y the end of 2031

i.  Critical success factors:

Improved water hygiene and sanitation

Improved environmental hygiene.

Increased deworming achildren under fiveand administration of vitamin A
Increase the number of home visits made by HEW

Increased Rotavirus immunization

Open defecatioffree projecinitiated and implemented

O O O O O o o

Improve nutrition status afhildren under five

ii.  Key performance indicators
o Diarrhoea prevalence decreased by > 10% by the end of 2031
0 >90%of children under fiveeceived deworming and vitamin A by the end of 2031
0 The number ohome visits increased by > 10% by the end of 2031.
0

>90% Rotavirus immunization coverage by the end of 2031
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o0 >80% House with access to improved toilet facilities by the end of 2031
0 90% of the community members involved by 2031
0 Malnutrition decreased by > 10b§ the end of 2031

6.5.2Strategy 2 Developp ar e nt s/ cparsoraffindivigual skdls

This strategyaimsto support personal and social development through informdteaith and
building skills educationgoak, critical success factors, and key performandeatorsindicated

below

6.5.2.1 Goal 2: Build capacity and improvparents or caregivers' perceptions, knowledge,
attitudes and practices (PKAP) related to prevention, causes, symptomsliamtioed disease

management

Strategic objectives:

To build capacity and improyearent&c a r e gpenceptiorss Oknowledge, attitudes and
practiceswe came up with four objectivasamely:
1 Toimproveparent§c a r e gnegatvepsréeption®f cause®f acutediarrhoea
among childrerunderfive from 73% to 10% by the end of 2031.
1 To improve parens and caregivers poor knowledgeof prevention, causes,
symptoms, an@nhanagemendf diarrhoehdiseases from 64% to 10% by the end
of 2031.
1 To improveparens'or caregivers' negative attitudes related to prevention, causes,
symptoms, and management of ti@rhoeadisease from 7 to 10%by the end
of 2031
1 To improveparents harmful practices (perineal cutting) from 61% to 5% by the
end of 2031

i Critical success factors:

o Conducted health education related to causes, prevention, and management of
acutediarrhoeadiseases among children under five
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0 Promotecommunity involvement
o Promote community empowerment

o Promote intersectoral collaboration to impragens/c a r e glitexagyr s 6
il. Key performance indicators:

o Parentandc a r e gnegatve i@eptiorenhaned by 63% by 2031

o Parensor caregiver knowledge improved to 90% by 2031%.

o Paren$ or caregives' positive attitude towarddiarrhoeaamongst children
underfive enhaned to 90% by 2031%.

0 Proper home managementd&rrhoeancreased by >90% by 2031%.

o Decreaseperineal cutting and other traditional practices related to the
management of childhoadlarrhoeadisease by 80% in 2031

0 90% of the community members involved iander five healthrelated
activities by 2031

o Home management diarrhoeavith ORS 100% adhered to by 2031

o Home visits 108 adheredo by 2031

6.5.3Strategy 3: Enhance appropriatehealth-seekingbehaviour

To enhance appropriateealthseekingbehaviouy the researcher came up with the
following objective, critical success factors, and key performance indicators

6.5.3.1Goal 3:Help for children's ailments, including diarrhoea, is sought on

time

1 Strategic objectives: To increaseparens and caregivers appropriatehealth
seekingoehavioufpractice from 27% to 80%

i Critical success factors:

o Improved utilization of health facilities for the managementdiafirhoe& disease
among children under the age of fiyears

o Improved health workerattitude

o Improved involvement of faitlbased groups and traditional healers in health

promotion

263



Improved community involvement

Improved intersectoral collaboration
Improvedparentcaregiver literacy
Improvedparent/caregie r ei@eptionand KAP

Increased home visits

O O O O o o

Health promotion policies included culturbkliefs and practices inherent in the

district.
il. Key performance indicators:

0 Healthseekingor children withdiarrhoeavassought on time by >90% of tiparents
and caregivers by 2031.
o Underfive mortality related todiarrhoed disease complicationwill decreaseby
O50% by 2031.
o Underf i ve mortality related to traditional
2031.
o Decreased compl aint s208rom patients by O5
0 Increased ef er r al by traditional heal ers by O
0 Increasednumber of churches implementing heaitttated strieg i e s %Wypy O50
2031
o Referralsof children under five from traditional heaténcreasedy50% by 2031
o Health promotion strategies included cultural beliefs and practices inheréme in
study aredy 2023

6.5.4 Strategy 4: Empower stakeholders and actors that play a role in mitigating
factors associated with causes afiarrhoea among children under the ageof five

years

All stakeholdes must play their role in implementinipe HP and HSB strategies.
Furthermore, for the appropriate implementation of strategies, public policy is of crucial
importanc€®”). The goal, olgctives, critical success factors, and key performance

indicators are indicated below.
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6.5.4.1Goal 4:Effective facilitation of strategies implementation

1 Strategic objective Fully implementation obtrategiedy 2023 and to achiever
90% customer satisfaction by 2031
i.  Critical success factors:

o Conduct monthly irservice training for health workers

o Conduct monthly customer satisfaction surveys
I. Key performance indicators:

0 Monthly in-service training for health workewall be 100% adhered to by 2031.

0 90% Customer satisfaction achievp®031

66 APPROACHES TO EMPOWERMENT OF THE PARENTS AND
CAREGIVERS REGARDING PREVENTION AND MANAGEMENT OF
DIARRHOEA OF CHILDREN UNDER FIVE

Biological and physiological factors are essential for an individual's health. However, the
social determinants that shape human interaction equally play an important role in health
at the individual's family and community levels. Studies indictitedifactors such as
social and cultural norms and conventions, knowledge, attitudededradious play a
significant role”® According to the results from the current studigrrhoeaprevalence

was found tdoe high at 23.8%. 64%f parens and caregivers had poor knowledge about
diarrhoea 72% had negative attitudes, 40% had poor practice detataliarrhoea
prevention and management, and 40% psadtiperineal cutting for prevention
management under five dfarrhoeaActivities to be carried out to curb the situation are
health promotion, sociahobilization health education, awareness creatiemforang

child survival interventions, and social mobilization involving community inewient

and participationParens or caregivers' empowerment are indicated below.
6.6.1 Health promotion

Community leaders, community volunteers, community healtihkeve, and nurses

should play a critical role in carrying out preventative strategies such as equipping
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community members with knowledge on appropriate sanitation practices, causes and
managemenbf diarrhoeaamongst children under five, and appropriagalthseeking
practices, thereby ensuring positive behaviour change. The agents should train active and
well-respected members as volunteers in health education. According to the control of
communicable diseases, the most educated or visible communitpereshould be
considered first’® Furthermore, MoHSS has playadig role in implenenting several
health promotionprogramme aiming to improvethe health ofchildren under five
however very little attention has been paig cultural beliefs that can prevent
parens/caregiversrom adheringo such activities. Therefore, agentastensure that the
following activities are carried out to promneohealth promotion among childremder
five.
o Vaccination of O090% with Rotavirus va
o Provision of immunization servicdsy outreach teams and health facilities
with

active participation ofommunity organizations and HEWs

o Deworming and giving vitamin A
o Training of allparentsin oral rehydration therapy and management of mild
diarrhoeao minimize mortality and morbidity in childramderfive
o Include health education related to cultupaliefs that can prevenparents
from seeling help from hospitals during antenatasits andduring postnatal
visits by health workers
o Teachparentgcaregivers about traangesigns ofdiarrhoeahatareculturally
believed to be related tochildbeing posseseal or possessing themselves.
o0 Redue malnutrition in childrerunderfive by these actions
U Include health educatiaabout feeding children under five during
antenatal and postnatal visits ananunizations.
U Promoe breastfeeding and discourage traditionbéliefs that
discourage breastfeeding
U Monitor the weight of children under fiveand give health education
aboutthe signs of malnutrition thaaccording tolocal beliefs are

caused bygomethinghat does not rege medical treatment.
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U Refer malnourished children

U Promoeexclusive breastfeeding of the newborn for at least six months
and discouragdetrimentatraditional beliés related to breast milk and
breastfeeding.

U Give health education gearentsaboutfood andfeeding practiceor
childrenunderfive.

Organize health awareness sessions for disseminating health information

to parentsand caregivers for acutdiarrhoea(causes prevention and

management)diarrhoeadanger signs, and harmful practices relaied t

diarrhoeamanagement and prevention to imprpaeentdor caregivers

health literacy

Provision of safe drinking water to 80% of the families

Conduct public awareness on the benefits of drinking safe water

Coordination with other sectots ensureaccess to safe drinking water for

the entire communities

Promotion of the use of boiled water and methods such as-water

purification tablets

Ensure training of traditional healers and community health workers on

different aspects of PHC

Trainingkindergarterieacheraboutdiarrhoegrevention andecognizing

danger signs ofdiarrhoeal diseaseand developmg linkage between

schools and health facilities

Improve hygiene/environmertf kindergartensjncluding safe drinking

water

Community education related to environmental health (safe drinking water

sanitation and hygiene).

Raise community awareness abal#ngersigns related tadiarrhoed

diseasesincethey are often considered as signs of a child being possessed

in the region

Creationof community awareness on the benefits of good sanitation and

hygiene
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o Community mobilization to undertake preventive measures such as
personal hygiene and how to refer and suspiacthoeadanger signs
Mothersd and caregivers' education on managitigrrhoea amongst
children under fiveincluding primarytreatment with ORS.

o0 Mobilize making use of locally available materials to build latrines

o Promotion of healthy neighlichoodsthrough safe disposal of wastewate

excreta and solid waste

6.6.2 Social mobilization

According to WHG*"") social mobilization was developed from realizing that community
participation is essential for developmemidasustainability. Involving the community
members and all stakeholders will facilitate their multicultural development, promote
good governancend ensur&ransparency and accountabiliBurther work must be done
to improve the responsiveness of appiater HSB and health promotion strategies and
prograns aimedat health promotionrefining the policymaking and implementation
process.
Community active participation involves engaging all community members of both
genders immaking decisions; therefore,etlagents need to make continuous efforts and
providefacilitating mechanism& empower the recipients.
According to WHGQ*"" community mobilization is a continuous process and requires the
following objectives:
i. ~ Community sensitizatioto healthrelated aspects and HSB
ii.  Facilitating the transition process for recipients to play an active role
iii.  Highlight the significance of the organized efforts
iv. Build recipients®d capac-makng andthet ak e
self-development prazss.
v. ldentifying andmaking ug of locally available resources
vi Encourage and build up recipientséo
disagreements
vii.  Training for planning,implementation,and management ohealth

promotion and HSB projects
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viii.  Strengtheningrecipients/participantsskills and sustaining momentum
towards achieving the goal of sustainable development.

6.6.3 Health education

Health education is a vital tool thagalth practitioners uge prevent illnesandpromoe
health and welbeing. Health education is used to aim for primaegondary and tertiary

preventiorf’®

o0 Primary prevention
Health educatiorfor primary prevention concentrates on preventing diseases, usually
aiming atchangingindividuals' behaviour. During primary prevention, people are given
the required information and educatioand immunization campaigns and health

education related to hygiene will help minimaiarrhoeancidents.

0 Secondary prevention
Secondary preventions aim to minimize individuals' rislebgouragingearly diagnosis
and treatment of diseases to reduce the disease reoccurrence and limit the course of an
illness. Seeking help at an early stage of the diseasexample of secondary prevention.
During this stage, people are taught to differentiateadiewis from ordinary and learn
how to deal with signs and symptoms and seek\nihput delay

o Tertiary prevention
Tertiary prevention ensures that sick people are treétesdincludeshealth education
promoing the proper use of medical services. Ferthore, people are persuaded to seek

help at health facilitieg1 good time

6.6.4 Community involvement

Communities should be involved aevelopingservices to promote salésilience and
reduce dependence. Most of the health promopmgramme in the district are
introduced to the community with minimal community involvement amithout
considering the local traditional beliefs that can negatively impaglementatiorand

adherence. Therefore, the commumsitgle musinvolve more than responding services
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planned and designed from the outside. The community should be actively involved in the
entire process of defining health problems and needs, developing solutions, and

implementing and evaluatimgyogrammes.

6.6.5 Community empowerment

The recipients need to be empowered based on the understanding that the community is
the best judge of its problems and can undertake appropriate actits $ofution.
Therefore,community members should be trained to work with others and provide
opporunities to make decisions and evaluate results. Furthermore, according to WHO,

community participation involves:

0 A concerted process of mobilization

o Initiation and process by some actilgsh the community

(@)

Orientation regarding the purpose and ben&fitsommunity mobilization and
empowerment

Defining roles of stakeholders and community

Help and assistance from partners for relevant aspects

Commitment by all parties

Ownership of thggrogrammeand underlying objectives

O O O o o

Confidence in the capacity of tkemmunity activities.
6.6.6 Intersectoral collaboration

Approaches to health should relate to other sectors of development. The cause of ill health
is not limited to the factors associated directly with health, and the paths to be taken to
deal with ill health must not be solely health interventions. Factafs asieducation for
literacy, income, supplementation of clean water, and sanitation improve housing
ecological and sustainably, have a substantial impact on health, and require the
involvement of different sectors. Involving different sectors can help advocacy,

programmemplementationmarketing andanobilization ofresources.
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6.7 APPROACHES TO DEVELOP PERSONAL INDIVIDUAL SKILLS
REGARDING PREVENTION AND MANAGEM ENT OF
DIARRHOEA L DISEASE

In the current study, we identifiediarrhoearelated beliefs and potentially harmful
practices that are not sad@dneed to be discouraged. Nevertheless, locally recognized
types ofdiarrhoeasuch as persistedtarrhoeadehydration, vomitingliarrhoeaogether

with fever,the child being week, lethargic and hag diarrhoeacontaining milk, were
interpreted as the child being possessed by their parents or by themselves. Furthermore,
64% of theparentécaregivers were classified as having inadequate knowledge, 72% had
negative attitude 40% had poor practicand 61% performed perineal cutting. Various

methodscan be usetb develop personal skillsuch as:

Providing health education at health facilities,

Making use of media,

Conducting home visits,

Involving parentécaregivers in health promotiganogrammes,
Hold community meeting

Motivating parent#caregivers to join literacgrogrammse
Conducting group discussiomgth parentécaregivers

Conducting workshops witbarentsand caregivers

O O O 0o o o o o o

Work with faith-basedgroups and traditional healers

6.8 APPROACHES TO ENHANCE APPROPRIATE HEALTH -SEEKING
BEHAVIOUR AMONG PARENTS AND CAREGIVERS OF
CHILDREN WITH ACUTE DIARRHOEA

Findings from this study give evidence arduthe factorsinfluencing parerg and
caregiversHSB, which include factors relatedpgarentsand caregivers' attitudes, beliefs,

knowledge, and practices.
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6.8.1 Approaches to enhance HSB

To remedy the situation, the researcher considered using the approaches used in projects
to influence attitudes ankehavious to be appropriaté®® These approaches include
parens'and caregivers' media activities, working with traditional leaders andidagéd

groups, holding community meetings, adult literacy interventions, providing household
level visits and support, and implementing activities involygagentsand caregivers

6.8.1.1Use media

Media can be used to spread the message quickly and widely; therefore, health promotion
messages and those supporting appropriate HSB should be disseminated over the radio
and television. In addition to HP activities alreagtablishedby the MoHSS health
professionalshouldemphasisehallengesietermined by the current study.dddition,

the massages to be developed should be focused onttmnesf this study, such as:
Health Promotion

U Preventiondiscouragependefecation

U The notivationfor toilet facilities

U Promoting washingf hands

U Discourage belis such agiOvambo people will not die because of eatorg
drinking andusingdirty things"

U Encourage making use oieanwater

Discourageovercloudechouses

Promote ownership of radios

Encourage vaccinatioof underfives

Promotesafefeeding practicefor children undeifive

[ e B ot B ot B

Encouragdreastfeeding and discourage negative feetiddated tdoreasimilk and
breastfeeding.
U Educate mothafcaregivers on the causes, prevention and prevention of diarrhoea

among childrerunderfive.
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Health-Seeking Behaviour
U Discouragefaulty perceptions related to causes diirrhoea diseases (e.g.
diarrhoea can be caused by exposure to the sun, the child beingsgbdse
parents, or childbeingpossessd on its ownchild possessed by adagot her 6 s
milk gone lad)
U Discourage spiritual belis such as prayermsnd anointing with water to cure
diarhoea
U Educateparentgcaregivers ommanagingdiarrhoea among children unekre
years old.
U Educateparentsabout thadangersigns ofdiarrhoeal disease
U Discourageperineal cuttingas well as other traditional practices for prevention
andencouragenanagement aliarrhoea
U Discourage myths related to diarrhoea prevention and managendiatrobea
among childrerunderfive
U Educateparent&caregiversaboutcausesprevention and management atahger
signs ofdiarrhoeadisease.
U Discouragestereotypingand victimization
U Discourage mother/Garegiversalcoholconsumptiorand givingchildren under
five alcohol
0 Discourage elderly influences related to young generasidhsringto traditional
practices inthemanagement aliarrhoea
Furthermoe, best practice examples of activities working towards social change should
be aired over the radio and TV with dramas featuring sympathetic characters who provide
new informationon the issue and community dialogo@sed events to create spaces for

reflection about crucigbpics.

6.8.1.2Holding community meetings

Community meetings are often used to alleviate potential resistance and ensure that
progress is maintained beyond aprect 6 s | i feti me by invol vi.
an intervention, as they can help reach many people atdA&@ommunity meetings

should be held oamonthly basisfacilitatedby nurses and HEWSs. Furthermore, meetings
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are a good entrpoint for creating room for reflection and mobilization around messaging
on the acceptability of certain norms, including those related to HSB. In addition, the
researcher will hold aneweekworkshopwith the nurses and HEWs introduce the

strategieso enhage the implementation of the prosed strategies toward desired HSB.

6.8.1.3Working with faith-based groups and traditional healers

Faith leaders and traditional can be influential in communities; therefore, obtaining
support from religious, traditional, dnopinion leaders effectively ensures project
interventions are contextually and culturally appropriate. Since they can reach out to
community members through existing forums, their influence can help identify and
eliminate fears or myths around issuesnétgtheinvolvement of spiritual and traditional
leaders to achieve community engagenmmanst beeffectively contextualized to ensure

relevance and appropriateness.

6.8.1.4Parensband caregivers health literacy

Various studies have reportte motheror caregiveslevel of education to bassociated
with diarrhoeaprevalence and inappropriatesalthseeking behaviour'®” Existing
literacy programme need to be promoted to includ®st illiterate adults Therefore,
improving parens' and caregivers' healtblated literacy will facilitate enhancing

appropriatenealthrseeking

6.8.1.5Houselevel visits and support

Householdevel visits are a common methodological tool in initiatives seeking to
influence community attitudes and behaviour. Several studies show their effectiveness on
behaviour change, particularly concerngtgpping to smoke a cigarefté® In the sphere

of HSB, this method can be used to create discussiitim heads of households jparents

and caregivers about the potahtdanger ofdiarrhoeal diseasand harmful practices
currently being practed in the study area. In

the Ohangwena region, hodesel activities are carried out by the HEWherefore

motivation for more HEWSs is required fthre proper implementatioof the strategies.
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6.8.1.6 Community Involvement

Community involvement plays a role in upholding or renegotiating norms through their
attitudes and behaviours; it is crucial to involve village heads, household lasalds,
community and political leaders wlaoe the status quo 'gatekeepers' and make decisions
regarding resource allocation. Furthermore, factors influencing healtheaittiseeking
behaviourare influenced by several factors. These factors include knowledge, attitudes,
social and cultural norms, conventions, d®havious. Social andBehaviourChange

Interventions (SBC)

6.9 STRATEGIES AND ACTIVITIES TO BE ESTABLISHED TO
EMPOWER THE STAKEHOLDER/AGENTS (TRAINERS)

Health workers need to be reminded that improving health outcomes may require more
than just improving the quality or coverage of health products and services. Still, it
requires changingealthseekingoehavious, individualsand communities, and the norms
underpin thos&ehavious.*59 Social andbehaviourchange (SBC) interventions include
interventions that seek to changehavious by addressing knowledge, attitudes, and
norms. Furthermore, the SBC interventions are critical to ensuring that people who are
most in need can access available health care. SBC promotes communication between
health providers and clients, families, armalipgles and engages community leaders and
other influencers to promote the adoption of heditblyavious and practices.

To be able to raise awareness aiming for social mtthviourchallenges, awareness

programms should include:

o Increase demand for alale commodities and services.

o Foster sustained changedighavioumby shifting attitudes, addressing norms, and

reducing barriers to a consistent practice of hedddhavious.

o Supporthealthcarevorkers (nurses and HEWS) by building skills and addngss

biases that present barriers to care.
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o Build thecapacity of organizations to implement and manage SBC interventions.

6.9.1Approaches to empower health workers

In-service training needs to be conducted aiming to introduce the health workers to the

devdoped strategies. Furthermore, the followadivitiesneed to be carried out:

1 Provide an environmeronducive for the selfievelopment of HEWsarents and

caregivers.

1 Training of HEWSs needs to include aspects related to culighaifsand practices and

how to handle such.

A Establish a mechani s ropefate with health werlkeris ini o n a |
practices related tdiarrhoeaand other undefive ailments, prevention and management,

and control at the community level.

A @nise, harmonize and coordinate local resources through a comibasést
committee responsible for healtblated problems that affect peagldivelihood.

A Build partner shi psandledaltgoveriment avith logal dndl a g e
international pivate sector players to make safe drinking water and accessible toilet

facilities to promote health in poor rural communities and informal settlements.

A  Advocate for budget allocati ofivetieath cont i
relatedprogramme.

A Give <cl ear mess ag dospeapleto undegstartd ehe Hander ok d u ¢ a
harmful practices related tharrhoeamanagement or any other undime diseases.

A Conduct customamiualyat i sfaction surveys

The desriptions of the strategies based on Hévgiiding principles ¢@ps) are

summarisedn Table 6.4 .
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Table29: Strategies to enhangarentficaregiver®HSB and prevention & management skills altbatrhoeaamong children
of underfive in the Ohangwena Rjion

The purpose:To promote the health of children under five and enhancearents/caregivers appropriate HSB in the
Ohangwena region

Vision: To improve the health status and wetbeing of childrenunder five in the Ohangwena Region, with an enabling environmenb provide
timely quality healthcarethat is efficient, acceptable and accessible for all.

Mission: To improve parentsdcaregiver®dhealth literacy and promotethe health of children under five in the Ohangwena region

Values Relevant,  Timely, Accessible, Credible, Actionable, Understandable

Goal Objectives Strategies Responsible | Critical success factors Key performance indicators
person

1.To promote To reduce the 1. Empower Program - Conducta health survey to | - Diarrhoea prevalence

health in children | prevalence of acut§ parents adninistrators |  deternine theprevalence decreased by > 10% by the

under five and diarrhoea among | caregivers in Nurses - Improved water hygienand endof 2031

ensure reduction | .0 o0 nder five | terms of the Doctorsand sanitation - >90%of children under five
of acute diarrhoea causes,

from 23.8% to 10% HEWSs - Improved environmental received deworming and
by the end of 2031 management, hygiene. vitamins. By the endbf 2031
treatment and ) .
prevention of - Increased deworming of - The rumber of home visits
diarrhoea children under fiveand increased by > 10% ke
among children admiration of vitamin A end of 2031.
under the age of - Increase the number of hom| - >90% Rota virus
five years visits made by HEW immunization coverage by
- Increased Rota virus the endof 2031
immunization - >80% House with access to
- Open defecatioffree project improved toilet facilities by
initiated and implemented the endof 2031

- Malnutrition decreased by >
Improve nutrition status of 10% by the endf 2031
underfive children - 90% of the commuity

Improve access to clean .
water memberswill have access td

Improve house hold clean water by 2031
conditions

277



- 90% of peopleiVing inthe
informal settlement have
been resettled. By 2031

Toimprove
parentsc ar e g
negative
perceptions related
to cause®f acute
diarrhoea among
children undefive
from 73% to 10%
by the end of 2031

2. Build capacity
and improve
parent§or
caregive
perceptions,
knowledge,
attitudes and
practices related
to prevention,

Reduceparens 6
and caregiveis
poor knowledge
related to
prevention, causes
symptoms, and
managementf
diarrhoeal diseaseg
from 64% to 10%
by the end of 2031

causes,
symptoms, and
management of
diarrhoeal diseast

Reduceparens 6r
caregiverd
negative attitudes
related to
prevention, causes
symptoms, and
management of the
diarrhoeal disease
from 72% to 10%
by the end of 2031

2.Develop
personal/
individual skills

Promote community
enrolment

Improvedparenté a nd
caregiverso
Improve

parent6 / car egi v
knowledge

- Parentéand caregives
perceptions improved by
60% in 2031

- 90%of community
members involved by 203

Nurses,
Doctorsand
HEWSs
Program
administrators

Improvedparenté a nd
caregiver so
skills
Improvedparent§and
caregiverdattitudes
Improved management of
diarrhoea among children
under five

- Mother or caregiver
knowledge improved by
90% by 2031%.

- Proper home managemen
of diarrhoea incrased by
>90% by 2031%.

- Mother'caregiver attitude
towards diarrhoem
children under five
improved by 90% by
2031%.

- Home management of
diarrhoea with ORS
appropriately adhered to
by 2031%.

0 Perineal cutting andther
traditional practicet the
managemendf childhood
diarrhoeal disease
decreased by 80% in 203
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Reduceparents

harmful practices
(perineal cutting)
from 61% to 5% by
the end of 2031

3. To ensure that
help for
ailments,
including
diarrhoea, is
sought on time

To enhance
parent&aregivers
appropriate health
seeking
behaviour/practice
from 27% to 80%
by the end of 2031

3. Enhance
appropriate
healthseeking
behaviour

Nurses,
Doctors,and
HEWSs
(Program
administrators)

Improved utilization of
health facilities fothe
management of diarrhoeal
disease among children
under the age of five years
Referrals from traditional
children under the age of
five years with diarrhoeal
Improved health workets
attitude

Healttcarefor children
with diarrhoea sought on
time by >90% of the
parent&aregivers
Underfive mortality
related to diarrhoeal
disease complications
decreased by >90% by
2031%.

Undekfive mortality
related to traditional herbs
decreased by 99% by
2031%.

Increased referral by >909
by 2031%.

Decreased complaints
from patients by >80% by
2031%.

4. Strengthen
community
action

Improved implementation
of health management of
diarrhoea among children
under five

Increase community
involvement in health
related activities

Mother or caregiver
knowledge improved by
90% by 2031%.

Proper homenanagement
of diarrhoea increased by
>90% by 2031%.

Mother or caregiver
attitude towards diarrhoea
amongst children under
five improved by 90% by
2031%.
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Using perineal cutting and
other traditional practices
related tahe management
of childhood diarrhoda
disease decreased by 809
in 2031

Home management of
diarrhoea with ORS
appropriately adhered to
by 2031%.

4. To facilitate
strategiegor
implementation

Strategies fully
implemented by
2023

5 To improve
customer
satisfaction

To improve
customer
satisfaction to
100% by 2031

5. Empower
stakeholders and
actors that play a
role inmitigating
factors
associated with

MoHSS

Program
administrators

Conduct monthly in
service training for health
workers

Monthly in-service
training for health workers
adhered to 100% h3031.

causes of
diarrhoea among
children under
the age of five

years

Nurses,
Doctorsand

HEWS

Conductectustomer
satisfaction surveys
annually

0% Customer complaints
by the end of 2031
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6.10TIMEFRAME

These strategies outline the strategic plan aiming to achieve the desired future results; a
tenyear frame was agreedgpon by most panellistswho took part in focus group
discussiongto propose and endorse strategies. Ten years was agreed upon with the
understanding thabehaviourchange cannot change overnigfit Furthermore, the team
acknowledges that the specific timeframes for implementing to drive each objective
cannot be easily defined at this juncture because of certain barriers such as:

U Unknown funding situations in the future

U Future effects othe COVID-19 pandemic and

U Lack of resources.

6.11PHASE FOUR: EVALUATION OF HP STRATEGIES TO ENHANCE
PARENTS/ CAREGI VERSO HSB AND RNDEVENT |
MANAGEMENT SKILLS ABOUT DIARRHOEA AMONG CHILDREN

UNDER FIVE IN THE OHANGWENA REGION

In Phasdour of the current studyhe evaluation of thsestrategies adopted a formative
independent approach. During this ph#ése developed strategies wenaluatedvhether

the health promotion strategies were developed according to the expectations and if they
could achiewe the expeted resultsSix expertsin the field of public health from the
University of Namibia (UNAM) (School of Public Health and School of Medicine) and
Namibia University of Science and Technology (NU®Valuated the sitegiesin the
current studyparticipants were regarded as expbesed orther years of experience in
academia, public health and strateglanning Chapter 5 of this study compessthe
conceptual framework for strategies depghent and Chapter 6 comprises the detailed
description of strategies development and implementagonto the six experts in the
field of public healthfor evaluation. Furthermore, the evaluation of the strategies was
based on the criteria of clarity, simplicity, generality, accessibiliyportance and
relevance s proposed by Chinn and Krani®® The evaluators of this strategies

considered the following aspects and questions.
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Clarity of the strategies
Do you think the strategies are easy to understand?

Are the strategic objectives achievable?

(I o B e B

Are the strategic objectivgsactical?
The generality of strategies
Can these strategies be applied in other situations?

Accessibility of strategies

(I o S e B

Do you think the strategies are very important and significant for public health?

c:

Clinical significance and usefulness of strategies
U How relevant are thstrategies?

The inputs proposed by the experts were effected. Furthermore, a suofrtiaeysix
evaluation reports is provided table 30 Moreover the reportfrom each experts

annexed irmnnexure K.
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Table30: Summary of Experd&valuation of the conceptual framework for strategies development and the developed strategies

for implementation

Experts

Evaluation criterion

. Relevance/
Clarit Simplicit Generali Accessibilit Importance / utilit L
y phctty v y P y applicability
Yes, strategies are Strategles are Strategies are Its accessibility The strategies are The strategies ar
: userfriendly and . . . S
clear and easily described in detail. It | depends on the significant to relevant to
could be : . . . . .
understood ) could be replicateth | envisaged circumvent potential | addressing the
implemented . . . L . . L
ithout man other gastrointestinal | dissemination plan| public health isses current  situation
er1 N u y disorders and of the researcher | among children and | based on the stud
changes specifically diseases subsequently redec | findings eg., 64%
T'_, linked to children mortality among the | reportedly had
@ under the age of 5 same target group inadequate
o years knowledge, 72%
had negative
attitudes, and thq

minority, 8%, had
good practices
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Experts

Evaluation criterion

proposed to
ensure simplicity.
One key
conceptual
framework is
adequate

. L . - . Relevance/
Clarity Simplicity Generality Accessibility Importance / utility applicability
They are clear. They are. The Yes.However,for The last table is Yes, they are| Yes
Howeverthere is a | researcher shoulg transferability, the key forthe important.
need to explain have tried to be | researcheneeddo be | summary and
explicitly how these| brief in most explicit with the accessibility of
came about in the | instances to Delphi procedure. these strategies
Delphi procedure. | ensure a good Theyalso needo state| dissemination
read. | suggested| how and who strategy can be
theuse of tables | developed the vision, | proposed
ﬁ\J in somecass. mission, goals,
g | further suggest | objectives
U>j limiting on
conceptual
frameworks
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Expert 3

The strategies are
clear but the
candidate can
explore ways of
making these clearg
including
reconsidering the
way of presentation
of the contents as
well as including
some more practica
examples of what
agent and recipients
can do at
implementation
levels. Thesecould
be added under
approaches of
implementations.

The strategies arg
to a certain extent
understandable.
However, the
candidate should
explore ways to
enhance this
understandability
by paying
attention to the
use of connecting
sentences and
ensuring that the
flow of
information is
smooth also for
the stakeholders
with moderate to
low research and
academic
background. |
have made some
suggestions at
specific sections
in the main
document
reviewed

Yes, these strategies
can apply in other
setting because of the
nature of the common
approach required to
tackle the disease
under study and whicl
currentlya health
concern in many
regions of Namibia
and isbeyond.

The candidate is
advised to ensure
accessibility of this
strategies beyond
the thesis
document to be
made available in
articles and handy
IEC materials to be
reachable to
parentsand other
stakeholders such
as community
health assistants
and even nurses
and other clinical
staff. Also, to
present these
materials in local
languages as
possibé.

This strategy is usefu
and has  clinica
significance as it
targets among others {
increase the knowledg
and skills of parents
and caregivers how t
prevent and manag
diarrhoea This
strategy will contribute
to curbing incidencey
and fatality of
diarrhoea which is
much needed as th
study results indicats
that, 73% of
parent&aregivers

were categorized 4
having practicing
inappropriate health
seeking In addition,
factors such as
perceived cause (@
diarrhoea knowledge,
attitude, and practices

Also, it will support the
reduction of health
services related factor
that contributes tq
complications of
diarrhoeamorbidity by

involving key

The strategies are
relevant in that they
target to work with
parentsand or
caretakers as
recipients and
empowering them
to take active part
in diarrhoea
prevention and
control in their
households with
supports from
health sector
experts
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Experts

Evaluation criterion

Clarity

Simplicity

Generality

Accessibility

Importance / utility

Relevance/
applicability

stakeholders related {
that for action.
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Evaluation criterion

Experts . L . - o Relevance/
Clarity Simplicity Generality Accessibility Importance / utility applicability
, Proposed The 3 proposed Provisions of the | Yes, proposed They are relevant
The majgr strategies are strategies in tabl25 framework can strategies are to address
concepis.e., easy to i.e.,empowering easily be made important for preventable
agents, recipients | - understand parents c ar e g i | accessible to targe| addressing high diarrhoeal disease
context, enhancing appropriatg agents and prevalence of burden and
proced'ure, healthseeking recipients for diarrhoea among the | preventable
dyna_m|cs and behaviour; and action. However, | underfives in mortality of under
termlpus are empowering there is need for | Ohangwena region five year old
explained. AISO_’ stakeholders and explicit examples children
othe_r aspects like actor sé c a|of messages
the flve_levels of applied to other public targeted at
< ;hci;()gjciﬁl model hgalth sitgation;, but ide'nt.if.ied issues,
% are well with consideration of | activities and
3 . diversity of cultural insights on who,
n explained

Most concepts
are used in a
manner
consistent with
their definitions
| The student
related concepts
well to the
findings ofPhase
1 and 2 studies a:
explained.

settings as the study
focused on
Ohangwena region
which may have

unique cultural aspect|

where, what, how,
when, what
frequency,
resources,te. for
guidance on
implementation.
See comments in
reviewed documen
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The candidate
adopted a conceptu
framework by
Dickoff et al. (1968)
to develop strategie
for health promotion
based on the stud
findings. A map is
constructed  which
shows how the ke

concepts arg
interrelated, ag
indicated in Figure
32 The
aforementioned
Figureis labelled ag
Conceptual
framework map of
HSB (Health

seeking behaviouy.
However, the
candidate did no
acknowledge the
source of that map
Nonetheless thq
Figureis clear, and
examples of all theg

The conceptua
framework map ig
simple and easy t
undestand The
Figure of study
agents might be
somehow a
challenge to 4§
novel researche
or undergraduatg
student  Figure
33).

The developed
strategies aim  {g
promote health as we
as to empowehealth
seeking behaviour of
parentsand caegivers
for the under five
children in Ohangwen
region, particularly for|
diarrhoea Although
these strategies al
developed with thosg
specific reasons, the
can be applied in othe
situations in  public
health regardless th
condition.

The approaches t
empower parets
and caregiverg
regarding
prevention and
management 0]
diarrhoea of
children under five
as well as tog
enhance
appropriate health
seeking are
explained, althoug
there is no clea
alignment with
strategies. Thes
approaches will
guide the
implementers and i
will make it
accessible tq
different health
care workers in
public health.

These strategies al
important and will be
useful in publichealth.
They can be applied i
other situation which
affect the public othe
thandiarrhoea

The developed
conceptual
framework and
strategies are
relevant as they arg
based on evidence
from the study
findings. The
strategies were
presented to panel
of experts for
validation. Their
participation
indicated that theseg
strategies are
relevant to the
proposed context
and outcomes of
the study.

0 elements in  the
5 framework are
3 listed.
]
The strategies are easy to understand, though a few may not be practical. E.g monthly customer satisfagtion
o
é A Critical success factors are not linked to any actor, which may give room for delay in the anticipated outcome.
x
]
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Evaluation criterion

Experts . Relevance/
Clarity Simplicity Generality Accessibility Importance / utility applicability
A Applicability: Indicators are cleared defined and achievable given the time frame and availability of supporting resource
A Acceshility: The strategies are simplified and be applied in the proposed environment.
A Importance: the strategies are very much relevant and significant in the addressing the health of children under fiseg

major public health concern.
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6.12SUMMARY

This chapter highlighted the proposed strategies developed to promote health among
children under the age of fivend enhance appropriate heateking behaviours
among parents and caregivers of children ufider The strategies were developed to

be implemented in the Ohangwena Region to address issues related to the increased
prevalence ofliarrhoeaamong childrerunderfive and thehealthseekingpractice of

parens and caregivers the Region. It is anticipated that they will serve to resolve

the matter at hand. The diagram depicting the strategic plan for HSB is presented at
the end of the report as AnnexM.

The nextchapter Chapter7, presents the conclusion, contributimnthe body of

knowledge, limitations, and recommendations of the study.
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CHAPTER 7

DISCUSSION, CONCLUSION, LIMITATION AND
RECOMMENDATIONS OF THE STUDY

7.1 INTRODUCTION

In the current chapter, the researcher presents the conclusionshabesl studis
findings, illustrating whether the purpose of the stadbjectives has been achieved.
Hence the researcher focuses on the entire study outcomes and provides
recommendations based on the findings. Furtherntbeecontributions that were

made by the study and the study limitation of the study are presented.

7.2THE DETERMINATION OF THE STUDY

This study sought to answer the following questiofiat isthe epidemiologyof
diarrhoea irthe study area? What are the factors associatedliaitthoegorevalence?
What are theparent§ or caregiver§perceptions related tilve causes ofliarrhoe&

What are theparensd knowledge, attitude, and practsceelated to diarrhoed
prevention and management, amldat are the key factors influencihgalthseeking
behaviourand management dfarrhoeaamong childremnderfive? The main purpose

of this study was to develop strategies to enhance appropregkhseeking
behaviour For the goal to be achieved, the study employed a mixed methodology
approach. Hence FGIxandindividual interviews wereonducted, and questionnaires
were used to collect the data that provided evidericthe need to develop the

strategies.

The qualitative research methods collected data fpamentsor caregivers who
attended the selected health facilities, the doctors and nurses employed at the selected
health facilities, HEWSs, priests, and traditional healers providing services in the
selected constituencies. As per quantitative research metlavasyas collected from
randomly selected households from the randomly selected constituencies. This chapter
discusses the stu@y major findings and their implications for policy research,

including the development of strategies.
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7.2.1 Integration of theories

Various theories were integrated and guided the researcher duringrdpesal
developmentup to strategie formulation Kr o e g e r 0 s fof heatimseekingr k
behaviour (1983)ecommendsisinga mixed methodologyvhen conductig studies
aiming to study healtkseeking behavioursand it includes aspects underlying the
typical healthseeking behaviouof communities in developing courgs. The
researcher adoptédc K i nJH@algh8egking behaviour in context (197&)proach

by including the six proposed approaches in the developed questerHence

McKenly'stheoryguided in the development of the strategies

In addition,thepractice theory of 2koff, James and Wiedenbach (1968) was used to
conceptualize the study findindsastly, strategies in this study were developed using
Howeds Compass Aligned Performance systel

7.3 CONCLUSIONS

The conclusions and recommendations from the current studgrana from the
objectives of the three phases of the study, namely: Rhagaational analysi®hase
2, development of a conceptual framework for the development of strategies for
appropriatehealthseekingand health promotion in Ohangwena Region Bhedse3,
developmety and verification of strategies for appropriateealthseeking

Furthermorethe details related to tletudy's conclusionaredescribed below.

7.3.1 Objective h: Determine and describe epidemiology and factors associated

with diarrhoea among children under five in the Ohangwena region.HRhase 1

This study aimed to determine the epidemiology and assess the factors associated with
acutediarrhoeaamongst childrerunderfive years of age in Engela district in the
Ohangwena regig Namibia.

A crosssectional study was conducted between January and March 2019 in Engela
district, Ohangwena region, Namibia. A total of 530 households were included in this
study. A structured questionnaire was administered throughtdefeee intervievs.
Descriptive statistics were used to describe the sabmmographic and
epidemiological data afiarrhoea Furthermore, logistic regression analysis was used

to determine the factors associated with the prevalendiawhoea
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The study found a prevailee of 23.8% fodiarrhoean the two weeks preceding the
survey amongst childreander five The strongest predictor of the prevalence of
diarrhoeavas thenformal settlememntesidential areavith an odds ratio of 36.42 and
with diarrhoeaprevalence of 48%. Furthermore, several factors contributed to
diarrhoegprevalence, such &vercrowdingof 5-10 people per HH 33%,

o Chil dos i mnouuptoraaet38.89m

0 The dild with malnutrition 27.1%,

o Household with no access ttapwater46.7%,

o0 Households with no toilets available 30.5% and poor hygiene 30.5% coatribut

to a high prevalence dliarrhoea

o Nature of communication (no accdssnedia 31.5%)

o Nature of the building materiatqgrrugated iron/zinc 33%)
The district's prevalencef diarrhoea in children under five remains a public health
problem In addition, our study reveals a high prevalencaliafrhoeaof 23.8%
compared to the nationkigures (17%). Furthermore, the prevalence in the informal
settlement was 48%. According the study results, independent predictors for
diarrhoeaprevalencewere children underfive whoseimmunization was not ujo-
date, whowere residentsf the informal settlemenliving in houses without wallsr
with walls madeof corrugatd iron, andwho hadno access to piped water toilets,
were significantly associated withiarrhoeaprevalenceas well aspoor nutritional

status.

7.3.2 Objective 1b Explore and determine parentsbor ¢ a r e g pevspectived
towards the causes ofliarrhoea in the study area prevalent inEngela District in
the Ohangwena region[Phase 1

Theamwas t o expl ore par ent stidecausesdiarhoeaj i ver s
diseaseamongsthildren under fiven the district.

This objective was achieved by liemting data through keynformant interviews

(nurses, doctors, and HE)Yin-depth interviews with traditional healepsiests, and

FGD interviews withparentsor caregiversThe nurses, doctors, traditional hexal

and priests were selectdg employing purposive sampling based on the inclusion
criteria. The findings comprised five themeperceivedbeliefs as the cause of
diarrhoea perceived factors associated with cadegrhoeaand perceivedause of

diarrhoearelated mortality
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0 Perceivedeliefsas the cause afiarrhoea
Manyparentsand caregivers perceivedarrhoeaascaused by myths, spiritual
beliefs,andtraditional and spiritual beliefs.

0 Perceived factors associated with causkdiarrhoea
Health workers perceivediarrhoeain the study area to be related to
unhygienic practices, lack of access to clean water, lack of toilets, lack of
information, area of residence, poor feeding practices, and -fimder
nutritional status.

o Perceivectause ofliarrhoearelated mortality
Thehealth workers perceivetiarrhoearelated mortalityascaused byparent$
and caregive®@ack of urgency to seek health caddarrhoeacomplications,
poisoningbecause ofraditionaltreatmentherbs, malnutrition, and mother or

caregiver negligence.

Someparentsor caregivers perceivediarrhoeato be related to spiritual powers.
Furthermore,some diarrhoea disease is believed to be caused by a child being
possessedl by the parents or on their owBomeplants floweringn seasorarealso

believed tocausediarrhoeaOn theother handhealth workers indicated factors such

as poor hygiene and sanitation, lack of tgjlehortage of water supply, shortadge o

water purification sachetsparens dgnorance and negligencearenté |l ack of
information, aea of residence, improper food storage, lack of exclusive breastfeeding
andmalnutrition to be the factors contributingd@rrhoegorevalence in the district.

Thus, negative perceptionfiencontribute to delagdhealthseekingoehaviourAs a

resultof negative perceptionparens areexpectedo first visit traditional healers for
perineal cutting and w®wmanagé chionidiarghoeanitre ¢ hi |
herbal medications, which according to health workalss)contribute to undefive

mortality. The results of the current sty highlighted factorsperceived to cause

diarrhoea morbidity and mortality that was not repoltefibre the region.
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7.3.3 Objective 1c Determine the knowledge, attitude, and practices among
parents or caregivers regarding acute diarrhoea in Engela District in the

Ohangwena region Phase 1

The study aimed to determingarensdandc a r e g knowdedgs 6f theaetiology,
prevention, and management of acdtarrhoeaamong children undefive in the
Engela Districtin addition,to determine thattitudes on the cause, management, and
prevention a n d c a r leglthseekingsptactices regarding prevention and
management aliarrhoeadiseaseandattitudes related to causesdirrhoeaamong
childrenunderfive. Data were collected fro30randomly selected households, and
a structured questionnaire was administered through-téefaee intervievs. In
addition, the quantitative data and the focus group discussions with peaeatgyers,
and HEWb6s included i nf or smmaindingsfromrthe stiedy e d t ¢
show:

o Parensor caregivers with inadequate knowledge 64%

o Parens or caregiversith negative attitude72%

o Poor practice related to the managemendiafrhceaamongchildren under

five 40%
o More than61% of parens indicated practing perineal cutting to prevent or
managealiarrhoea

Overall, the level of knowlege amongparens/caregivers regardinthe causes,
prevention, and management difarrhoeal diseasavas low. Parenticaregiverd
knowledge was significantly associated witieir age category, residential area,
marital status, and radio ownership. Thereforanyparens/caregivers in the region
need more knowledge to improve ithehildren's prevention and management of
diarrhoea Furthermore, the majority, 72% of thgarentsor caregivers, were
categorized as having negative attitudes relatethéocauses, management, and
prevention ofliarrhoeal diseasé&ogistic regression revealed factsteh as education
level, residential area, age category, and radio ownership as independent predictors of
attitude. Therefore, many pnts in the region needhprovedattitudeso prevent and
managediarrhoe&diseaseAdditionally, 40% of the parestand caregiverbad poor
practices related to preventing and managing diarthdexording to some
participantsdiarrhoeahas different categories.
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Furthermore, they indicated that soiparticularcategories ofliarrhoea suchas a
breastfed child passirigose stools that contain mjl@r a child withdiarrhoeavhois
showing signs related to what WH®categorizes as danger signs, are caused by a
child being posssed therefore, according to s@® parens/caregivers and some
HEWS, such typgof diarrhoeaarenot managed with western medicine. They further
indicated thait is timewasting to take the child to health facilities in suchesas
Parens or caregivers indicated that managing suchstgpéiarrhoearequiresone or
both parents to go fa perineal examination and cutting. Children may also need to
goto atraditional healdor oral examination aniw scratchn the mouthFurthermore,

our stdy revealed that 61% of the paiand caregivers practice perineal cqujtias
part ofdiarrhoeananagement and prevention; more surprisindgBysadmitted that
they believe in such practices and even practice thsnpart of managing their
childrerts diarrhoea This study has highlightehow cultural beliefs can hindehe
timely management of acutigarrhoehdisease and contribute to the regeomortality

of underfives that was not reported before in the study aférefore, mucmeeds

to be done to sensitizgrens and caregivers arid improveparens bealthliteracy

for betterknowledge of management and preventiordigirrhoeaand appropriate
healthseeking

7.3.4 Objective 1d Explore and determine factors associated withealth-seeking
behaviours of caregivers living in Engela District inthe Ohangwenaregion [Phase
1]

This study aimed to explore and determine factors associated with poors$esithg
among parents and caregivers of children ufideryears of age with acutkarrhoea
in the Engela district in the Ohangwena Region and devsii@iegies to remedy the
situation. This objective was achieved by collecting data throwglstructured
guestionnaireFGD, and individual interviewdiarrhoeaprevalence was higl24%
of the children were reported to haseffered fromdiarrhoea One hundred and
twenty-six parens or caregivers whose children Heatidiarrhoean the pevioustwo
weeks before theurveywere purposely selected and interviewed to deterithieie
practices related to managititeir childrerds diarrhoeaandhealthseekingpractices.
More than half of the participant§1.1%9 were from rural areas, and 38.9% were from
an informal settlemerdt Engela. The study showed that approprizalthseeking

practices for childhoodliarrhoearemain challenging among Namibia's rural and
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informal settlementsAccording to the findings;3% of theparens or caregivers were
categorized as having inappropri&ealthseekingbehaviouy whereas only 27% of
parens or caregivers did seek appropriate healtefor their children. Remarkably,
the study shows that moparentgcaregivers did not seek propeealthcareor use
ORS, which is common knowledges an important way ofanaging diarrhoea
Furthermoresome caregivers took more than 14 days to seakmentor thedisease,
suggesting that paresitaregivers may not fully know the dangers associated with
diarrhoea The findings from FGD and individual interviews consisted of seven
themescultural factorshealth services factoheparentor caregivetrelated factors
physical accessibility, characteristics of disease and symptoms, traditianates,
and biomedical cardBelow find theconclusions made based on the findings of the

emerged themes:

7.3.4.1 Cultural factors

Cultural factos such as: traditional beliefs, using traditional healers and traditional
medicines, being stereotyped by pear groppsentsvictimized if not obeying the
elder®instructions, belief that teething causkarrhoea spiritual beliefs, and family

and social networking contributed to delayhgmlthseeking

7.3.4.2 Health services factors

Parens and caregivers indicatetthat factors such astaff shortagen ur ses & att i t
overcrowded health facilities, long waig times, and inadequate service provision
hadcontributed to their reluctance to take their children to health facilities.

7.3.4.3Parentdcaregivers related factors.

According to health workershe pareri gnorance, negligence, alcohol consumption,
lack of urgencyacceptinglders' influencesocial networking, inadequate knowledge,

multiple tasks, and practices contributed to pdoealthseeking

7.3.4.4 Physical accessibility
The study found that shoga of health facilities in the region, long distance to a
healthcare facility, lack of transport money, and clinics not functioning on weekends

are some factors thaontributed to inappropriateealthseeking
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7.3.4.5 Characteristics of disease and synmp$o

Diarrhoeacontaining blood or fever ere twofactols that necessitated thparentsor

caregivers to use health facilities without delay.

7.3.4.6 Traditional practices

Harmful practices irmanagingchildhooddiarrhoeaare prevalent in the study area.
Such practices are related to cultural beliefs widespread in the region,ingclud
perineal cuttingeven sme HEWs agreechét they believe and practicéhisd and
other methoddor managingdiarrhoeaamong children under five. Some parergt
reported thahurses had advised themgo for perineal examination and cutting for
their children suffering from chrondiarrhoea

Additionally, children withdiarrhoeawvere reported to have been taken to a traditional
healer for oral examination and scratching of their mouatinsanageliarrhoeaamong
children under fiveSome practices requirdimhding adogto kill for the child to eat
its meet, given the children ttreat chroniaiarrhoealn some casessects are sought
to suck the blood of children having complications of chrdracrhoeareferred to as
Aendj adj ao.itisAbleved thadbneastl milkcan get spoiled and cause
diarrhoeain babiesthat arebeing breastfed; hence, somarentsindicated hey had
stopped breastfeeding because of such beliefs. Giving smveithafluids containing

a mixture of flowers islsoused to treathe diarrhoeahat is believed to be caused by
flowering plantsaswell asan enema of a mixture wfater anddeces obirdsor dogs.
Another treatment involvesertaintypes of herbshatare givenorally orin an enema;

if givenin large quantitieghis canlead to undefive mortality, as reported by doctors
that paticipated in the study. In conclusion, some typediafrhoeaare perceived to
be caused by teething, eating bad food, playing under the sun, éadiheaist milk
going bad, a child being affected by plants flowerigig. In addition, it is believed
thatsome ofthese forms ofliarrhoeado not require any treatment at all.
Inappropriate managementadé&rrhoeaepisodes can result in a higher risk of mortality
through increased levels of dehydration due to prolodgedhoeapermanent health
consequences related to stopping breastfeeding tander age and nutritional

restrictions.
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7.3.4.7 Biomedical care

Mother categorized as having appropriagalthseekingindicated seeking help on
time from health facilities andsing ORS. However, some indicated buyimgrhoea

medications from pharmacies.

In conclusionthe study findings depicted the factéhatinfluencehealth seeking in
the district that were not reported befohence they were not considered in the
avdlable health promotion stiegiesnor in the training programs of health workers
and HEWs

7.3.5 Objective 2: Develop a conceptual framework for the development of
strategies for appropriate health-seekingbehaviours in the Ohangwena region
[Phase2]

Phase 2 of the study was basedimoutcomef the situational analysisf Phasel.
Furthermore, the conceptual framework was developed based on the Practice Theory
frameworkof Dickoff et al®®, adpting the survey list, which was used to form the
foundation of the development of the strategies of the current study. The survey list of
the current study included the foll owing
researcher)therecipient parents and caregivers)ontext (health facilities, schogls
churchesn the Ohangwena Region), dynamiEpidemiology factors associated with
diarrhoeaprevalence, perceived cagsef diarrhoea lack of knowledge in terms of
cause, management, sign sympt@nd prevention afiarrhoeaor negative attitudes
towards the cause, management, and preventiamwhoealn addition, poor practice

in terms of prevention and management and factors associatetieaithseeking
behaviou), procedures (development of strategies to proregdth inchildren under

five and enhance appropriate HSB, and termiqueper management dfiarrhoea
amongsthildren under fivand appropriatelSB. Moreover developing a conceptual
framework assistetthe researcher in establishing the connesti@tween practice and

theory.
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7.3.6 Objective 3 Develop strategies to ppmote health andenhance parensdor
caregiver® appropriate health-seekingbehaviour for treating acute diarrhoea

among childrenunder five yearsof agein the Namibian context [Phase 3]

The aim ofPhase3 was to develop and verify the strategies to prorhetdth in
children under the age of five years aulipparens orcaregiversn the Ohangwena
Regionwith appropriatenealthseekingbehaviourto deal with acute diarrhoea in the
children.

During this phase, strategies were developed baistte findings fromPhase 1 and

2. Furthermore, the draft strategies were reviewed and verified by different subject
expertsin public health and PHC. Thaurrent study's strategy development process
was based on Howe's CompasdgAeéd Performance System (c@pR) which
includes critical components of the strategies such as key performance indicators,
strategic objectives, anttitical success factorf®r the proposed actions and values

and vision.

Furthermore, based on the study findintie researcher has developed strategies to
enhanceappropriate health seekitigat are uavailable in the region.

7.4 STUDY LIMITATIONS

Thecurrent study was limited to the Ohangwena Regioadominately occupied by

the Kwanyama tribe in Namibia. Hence, the results cannot be generalized to other
regions inhabited by different Namibian tribes with different headtated cultural
beliefs, valies, and practices.

It is imperative to note th@&omemeaning might havechange slightly because the

data was trarated from English to Oslkwanyamaand some vernacular concepts
have no English equivaleand vice versaHowever, thalata wagranslatedvith the
assistance of English and Oshanyamaexperts. In addition, the study mainly
comprised participants from the villages and very few from urbars &eszause there

arefew urban residences in the randomly selected constituencies iistitet.d

7.5 DELINEATION OF THE STUDY AREA

The researcheibeforedata collectionhad selected and delineatdde geographic

boundaries of the anticipated study at¢awever, he researcher had to limit thiegdy
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area sizesincetheOhangwena region large with poor road infigrucures with some

parts that can ndie accessed by smalkhiclesbut onlythose with4x4. Therefore,

areas that are afs accessible such as the Engela Health health district, were

consideregbart of the study. Fthermorebased orheselection othe study sitetwo

main factors dsvethe researcher to limit the size of the study arezh as

1 Time and resourceis The researchea PHD sudent and an employebad

limited time to finish the study. Resourcesere also limited since the
researchewas notsponsored to carry out the study patdout of her pocket.
Population considerationThe Engela healtdistrict comprise$2.3% of the

population of the Ohangwena renq.

7.6 CONTRIBUTIONS TO THE BODY OF KNOWLEDGE

The current stud¥ findings produced valuable information that uncovered the actual
challenges related wiarrhoegprevalence and its management among childrefer
five in the study area. In addition, this studgntributed to the scientific body of

knowledge in the following ways:

7.6.1 ldentification of challenges related to a high prevalence afiarrhoea and

its management Ohangwena Region

This studycontributed to new kneledge related to HSB for parsnand caregivers,

an area that has not been explored before in the studyFarsa.his is done by
identifying factors associated with poor heatfekingbehavioursn the Ohangwena

Region inPhasel of the study. Secondly, the study has identifiacent§perceptions

of the causes of diarrhoeal di sease and,
attitudes, and practices associated with managiaghoea disease amonghildren

under five

7.6.2Conceptualization of basis of health promotionand HSB strategies
A conceptual framework was develop&dich formed the foundation for the study.

In addition, this can be used by future researchers as a reference document.
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7.6.3 Strategies for health promotion and enhancingparentsd and caregiver®

HSB in Ohangwena Region

To enhance approjte healthseekingoehavioursstrategies were developed that are
notbeing usedn the region. These strategies will ensure that the challenges identified

are addressed during health promotielated activities

7.6.4Published articles

Two articles are already published in highpact journals based on the reswitshe

current study, namely:

0 Bauleth, M. F., Mitonga, H. K., &Pinehas, L.N. (2020). Factors associated with
the nutritional status of children unégrv e vy ear s didrhoemige wi t |
Ohangwena Region, Namibitnternational Journal of Healthcare. 202d@ay,
Vol. 6, No. 2
0 Bauleth, M. F.,Mitonga, H. K., & Pinehag,.N. (2020).Epidemiology and factors
associated withdiarrhoeaamong undefive-yearold childrenin the Engela
District in the Ohangwena Region, Namibisfrican Journal of Primary

Healthcar& Family Medicine

7.7RECOMMENDATIONS

The recommendations of the current stady based on the challenges established
from the present study, such agidemiological factors that are associated with the
cause ofliarrhoeaperceived causef diarrhoealack of knowledge in terms of cause,
management and sign and sympgpnegative attitudetowards cause, treatment, and
prevention, poor practice in terms of prevention and management and factare that
associated witthealthseekingbehaviour Furthermore, recommendations included
the needfor teachingpractiee, and future researcRecommendations based on each

concept are discussed below:
7.7.1 Epidemiological factorsrelated to the cause ofdiarrhoea

Based on e findings from this study, weecommendthe following to MoHSS

together with other line ministries to:

o Strengthen water hygiene and sanitapoogramme (WASH)
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Responsible personNurses, DoctorandHEWS

Together with thevillage council, initiate and implemerd project to
circumvent operair defecation.

Responsible personDirectorate of PHC, local government, religious leaders,
traditional leaders

Increase deworming and praevitamin A tochildren under five
Responsible personDirectorate of PHC

Increase Rotavirus immunization

Responsible personDirectorate of PHC

Strengtherprogrammes related tahildren under fivenationaly

Responsible personDirectorate of PHC and policymakers

Increase provision of water purification sachets at health facilities
Responsible personin-charge of the healtfacilities

Strengthercommunity participation and involvement

Responsible personNurses Doctors HEWs andreligious leaders
Strengthen and ensure regular health educatgsions at health facilitiés
increase parensdcaregiver® knowledge aboutdiarrhoea and correct
misconceptioa

Responsible personNurses, Doctors, HEWs and Religious leaders

Ministry of Agriculture Waterand Land Refornto ensure the water supply at
the village andhe Village Council to ensure the water supply at informal

settlements.

Furthermore, the findings contaihelgful information that existing national

programmse can usé combatingdiarrhoea

7.7.2 Perceived causeof diarrhoea, lack of knowledge, and negative attitude

towards the cause, prevention, and practice in terms of prevention and

management of acutaliarrhoea

Some altural practices inherent in the regitiratis being practed by the Ovambo

tribe in all corners of the country must be addressed as a maitgeaty in maternal,

newborn, and child healtlprogramms. Theseprogramme need to targethe

behaviours of child caregivers and the broader social netBaged on the findings
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of this study, our results show that traditional beliefs often infquastonable or

harmful practicesbased orspiritual beliefs popular knowledge, and instructiday

authorityfigures, including elderly community members and health workers. Broader

health system interventions are also needed to address the alarming findings of high

rates of inappropriate use of medications dudigyrhoeaepisodes and traditional

herbs.

In addition, the global health community musteasurethe prevalence of these

practices in standard ways to produce evidence that can be wslkdsasfor action.

Additionally, the followingactions can be taken

o PHC programms health promotiorprogramme related to diseasesder

underfive need to emphasize the danger signs and create awareness related to
harmful practices while managinige diarrhoeal disease

Responsible personDirectorate of Primary Health and policy makers

0 Integrate teaching abouta wide range of traditional practices into the
curriculum for the training of HEWS;
Responsible personDirectorate of Primary Health

o The governmentnust collaborate with dondunding organizations to ensure
balance in using indigenous kmedge when introducing methods for
preventative care and managidgarrhoed among children under fivein
limited-resource settings.
Responsible person: Directorate of Primary Health, Negovermental

Organizations

7.7.3 Factors thatare associated withhealth-seekingbehaviour

Recommendations were made based on identified factors associatedewiith
seekingbehaviouy such as socidemographic, cultural, health services, mother or
caregiver, biomedical care and physical accessibility and relatedsfast@resented

below:

7.7.3.1 Sociedemographic factors
o0 Advocate for equity and proper infrastructure in the informal settlement and rural
setup

Responsible personLocal government
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(0]

Provision of safe wateand water purification sachets and toiletgroved
literacy. Health education on environmental sanitation should be strengthened
to be able to decrease childhodidrrhoea Health service providers should
provide regular health educati@essionsto increaseparensd knowledge
about diarrhoea and to correct misconceptia Increase awareness on
sanitation as weksprovision of toilet facilities.

Responsible personDirectorate of Primary Health, Local government and

Non-Govermental Organizations

7.7.3.2 Cultural factors

o

In-service training for healthcare workers related to cultural beliefs and
practices inherent in the region and how to address suchmestibe carried

out annuallyat eacthealthcare facilityn theareafor the health worérs to be
informed.

Responsibk person:Iincharge of the deparments

7.7.3.3 Health services

o

Provide suggestion boxes where clients@aonymouslygive suggestions, air
their views andleliveranycomplaints.

Responsible personin-charge of the departments

A customer care desk wherdients can raise their complaints should be
available at each organization

Responsible personin-charge of the departments

MOHSS should employ more HEWS, nurses, and doctors to alleviate the
workload

These comprise recommendations for health promotesdftheducation, and
continuous irservice training for future research.

Responsible personin-charge of the departments

7.7.3.4Parentsor caregiverrelated factors

Health workergo improveparensdand caregivesknowledge related tdiarrhoeal

diseases irchildren under fivelmproving parensdc a r e g knowdedge éay, in
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turn, lead to welinformed decisions about when and how to seek care for sick
children.

Furthermore, it is recommended to improve and expand the health education
programmaendto educatgarentscaregivers and the general public, especially in poor
settlements, about the importance of seeking prompt care in mankayirigpeaand

other childhood illnesses). In additioparentfcaregivers need to know what
constitutes appropriateealthcardor specific diseases. Therefore, there is an urgent
need for intensified health education regarding ORSliarrhoeamanagement,

especidly in these pocer settings.

7.7.3.5Physical accessibility

0 Increase the numbers of HEWs deployed to rural areas to cuttirage and
long distances, which hinder service delivery and contribute to delays iR an on

time referral ofpatients
o Construction of clinicén the villages

Responsible person: MoHSS, Local governmentand Non-Goermental

Organizations

o0 The number of nurses and medical doctors should be increased to attain a
guality-of-serviceprovision

Responsible personMoHSS
o Healthcentes and clinics to function on weekends and public holidays

Responsible personMoHSS

7.7.3.6 Characteristics of the disease

0 Advocate for appropriateealthseekingoehaviouy promote appropriate ways
of homediarrhoeamanagement and utilization of health facilities in managing

diarrhoeaand make people aware of danger signs relatditthoeal disease
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Responsible personNurses, doctors, HEWseligious leadersand nursery
school teachers

7.7.3.7 Traditional belie fs

o Educate thgarens and caregivers to improve their literacy on headtiated

matters and empower women.

Responsible personNurses, doctordHEWsandreligious leaders

7.7.3.8 Biomedical care

o Advocate for communityevel meetings to consult and collaborate with

(0]

stakeholders to discuatigningtraditional and modern practices in prevention
strategies to prevent confusion and undermining of local knowledge.
Responsible personNurses, doctordEWSs, religious leaders and traditional
healers

To improve the current referral system of patients to ensure that patients reach
health facilities on time;

Responsible personNurses, doctors, HEWSs, religious leaders and traditional
healers

Establish &Community HealthCommittee coordinator via the regional health
directorate and regional council to empower the community to take ownership
in assisting early reporting and referral.

Responsible personPHC coeordinators traditional leaders, churdbaders

7.7.4 Recommendationdor teaching

o

o

o

In-service training related to customer satisfaction

Responsible personincharges of the departments

Continuous irservice training for healthcare workers on customer aack
professionalism should be provided.

Responsible personin charge of the departments

Training curricula to be reviewed to include community perceptions, cultural
beliefs and practices related to the managemedtasfhoeal disease

Responsible personMoHSSandInstitutions responsible for training nurses
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o

The educatioprogrammeshould include the identification of the severity of
the diseaseparticularly dehydration. Further, the negligible use of ORS for
managingdiarrhoean the study population worrisome.On the other hand,
ORS are highly effective and affordable and is widely recommended and
promoted by UNICEF and WH@r managng diarrhoea

Responsible personMoHSS PHC ceordinators and Institutions responsible

for training nurses

7.7.5 Recommendations formpractice

The study reeakd that health workers need to put more emphasis on activities
related to HSB

(0]

(0]

Moreover, inservice education ocustomer satisfaction needs to be
conducted at clinig3HCs, and hospitals.

Responsible personincharges of the departments

Provide suggestion boxes where clientsaaonymoushgive suggestions, air
theirviews, anddeliveranycomplaints.

Responsible personincharges of the departments

The developed strategies need to be impleetkntclinical practice

Responsible person: MoHSS

7.7.6 Recommendations for further research

(0]

(0]

MoHSS, together with pharmacological companies, research to identify and
determine the effectiveness of the locally available herbs used by community
members to treatiimentsin childrenunder five

Scientists need to test the efficacy of all availatd@ts and herbs in managing
acutediarrhoeaamongst childreto preserve the continuation of the use of safe
and effective substances

Incharges of the departments need to ensuratibathly customer satisfaction

surveys areconducted at eadtlinic andhealthcare facility

There is a need to have collaborative research to preserve traditional

knowledge and indigenous skills relatedltarrhoehdisease care.
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Responsible person:MoHSS training institutions and ron-govermental
organizations

Advocatefor research collaboration with social science on local traditional
practices and western modern care practices

Responsible personMoHSSand training institutions

Further studies are also recommended to understand the reasons for the

observed low use dRSto guidefurtherprogrammaenterventiors.

Responsible person Nurses, doctors and training institutions

7.8 WAY FORWARD

On completion of the study, the researcher will disseminate the findings

Furthermore, the following articles derived from the study results are waiting for

publicationin peerreviewed journals to increase accessibility:

1.

Perceptionsgba r e pategiver® r el ating to factors
disease among children under fimehe Ohangwena region, Namibia
Parent§caregiveré knowledge 6 aetiology, prevention, and management of
acutediarrhoeaamong children unddive in the Ohangwena region, Namibia
Parens Oafegiverdattitudetowardthe cause, management, and prevention of
diarrhoean children under fiven the Ohangwena region, Namibia
Parensdcaregiver6 HSB related taliarrhoegprevention and management of
children under five in Engela district in Ohangwena region, Namibia.
Parens Gafegiverd harmful practices related tdiarrhoeaprevention and
management amoraiildren under fiven the Ohangwena region, Namibia
Conceptualfamewok as a basis for strategies development

Strategiesfor implementation to enhangqearent&c a r e g HSBeand prévention

andmanagement skills about diarrhoea amonderfive children inthe Changwena

region

The following publishedpapers are to benvisaged for presentation on national and

international academic platforms
0 Bauleth, M. F., Mitonga, H. K., & Pinehas, L.N. (2020). Factors associated with

the nutritional status of children unégrv e y e ar s  diarhoeaig e
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Ohangwena Region, Namibitnternational Journal of Healthcare. 202@ay,
Vol. 6, No. 2

o Bauleth, M. F.,Mitonga, H. K., & Pinehas, L.N. (202@®pidemiology and factors
associated withdiarrhoeaamong undefive-yearold childrenin the Engela
District in the Ohangwena Region, Namibiafrican Journal of Primary
Healthcaré Family Medicine

Furthermore,it is envisaged that this dissertation will be converted into a book
containing the following chapters

Chapter one: Backgrouraf children diagnosgwith diarrhoea and pareritbealth

seeking behaviour

Chapter two: Epidemiolgy and factors associated with diarrhoea prevalence

Chapter three: Parents/caregivpesceptions related to causes of diarrhoea and causes

of diarrhoea related among children under five years

Chapter four: Parents/caregiveksowledge, attitdes and practices related doute

diarrhoea diseases among children under five years

Chapter fve Strategiesfor implementation to enhancparent&c ar egi veand 6 HSB

preventionrandmanagement skills about diarrhoea amondetfive children

7.9 SUMMARY

This chapter describes the purpose and conclusions of the studfndihgs were
discussed based on the six objectives of the study, as shown above. Furthermore, the
chapter further discussed the study limitations that were encountered. However, the
study made a significant contribution to the body of knowlédde main
contribuion includes developing the conceptual framework for health promotion and
strategies for HSB. Furthermore, the recommendations were made based on the
findings from this study. The recommendation was relateldatohoegrevalencethe
parentor caregivesdoperceptions of causes dfarrhoeal diseasparensdknowledge,
attitudes and practices, apdrens and caregiveHSB. In addition, further research

was recommended. Therefore, the researcher is confident that implementing the health
promotion and HSB strategies will reduakarrhoea prevalence and enhance

appropriatenealthseekingn the Ohangwena Region.
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ANNEXURE E: MOTHER/CAREGIVERS QUESTIONNAIRE

QUESTIONNAIRE SERIAL
NO

DATE

QUESTIONNAIRE FOR MOTHER AND CAREGIVER OF UNDER 5
YEARS CHILDREN

IDENTIFICATION

Name of Village

Place (locality) name

Residence: 1.Urban 2.Rural
SECTION A
Sociodemographic characteristics of Mother/Caregiver andhe
under-five
1.1 Language of respondent 1.0shiwambag 2.English
Other specify-------------=---=-m-mm e -
1.2 Gender: 1.Male 2.female

1.3 Age of caregivel(Actual age e.g. 3@10, 56etc)

1.4 Marital status:

1/Single| | 2/ Married 3/Co 4/Divorced/ 5/Widowed
habiting separated
(living
togethey
1.5 Religion:
1/Protestant/ELCIN 2/Catholic 3/Anglican 4/Muslim
5/ Other (specify)
1.6 Ethnicity:
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1/ Kwanyama 2/ Ndonga 3/Kwambi

4/ Other(specify)

1.7 Nationality Yes | No

Namibian

Angolan

Zambian
Ot her (specify)éeéeééééééeeceeeccec

1.8 Mother/caretaker employment status

1/Unemployed/Jobles | 2/Employed| | 3/ Self 4/Farmer
employed

5/ Other (specify)

1.9 Father employment status

1/Unemployedlobless | 2/Employed 3/Self 4/Farmer
employed

5/ Other (specify)

1.10Educationalevel of caretaker:

1/Not 2/Primary 3/ Secondary 4/Higher
Educated education education education

1.11 Estimated wnthly income per house hold in Namibian dollars:
(Specify)

1.12 Number of people living in the household
(Specify)

1.13Please give the number, age and sex of ufideryear children who usually
live in your house hold

No. | 2/ | 3/sex | Height| weight| Weight for | Suffering for diarrhea in
age height the past two weeks

M| F 1/Yes 2/No

gl M W N e

1.14 Children who usually live in your house hold Immunizatiomplete
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N | (Tick in the appropriate space for complete immunizatiofy | Immunizat
0. lons up to
date
1/Ye | 2/N
S 0
1 Birt 6weeks: 10 weeks: 14weeks: 9mo 18
h: OPV1, OPV2, OPV3, nths months:
BC Pental, Penta2, Penta3, meas Measles
GO Rotal, Rota2, Rota3, les Mumps
PV Pneumol Pneumo2 Pneumo3 Rubella
0
2 Birt 6weeks: 10 weeks: 14weeks: 9mo 18
h: OPV1, OPV2, OPV3, nths months:
BC Pental, Penta2, Penta3, meas Measles
GO Rotal, Rota2, Rota3 les Mumps
PV Pneumol Pneumo?2 Rubella
3 Birt 6weeks: 10 weeks: 14weeks: 9mo 18
h: OPV1, OPV2, OPV3, nths months:
BC Pental, Penta2, Penta3, meas Measles
GO Rotal, Rota2, Rota3 les Mumps
PV Pneumol Pneumo?2 Rubella
4. Birt 6weeks: 10 weeks: 1l4weeks: 9mo 18
h: OPV1, OPV2, OPV3, nths months:
BC Pental, Penta2, Penta3, meas Measles
GO Rotal, Rota2, Rota3 les Mumps
PV Pneumol Pneumo?2 Rubella
5 Birt 6weeks: 10 weeks: 1l4weeks: 9mo 18
h: OPV1, OPV2, OPV3, nths months:
BC Pental, Penta2, Penta3, meas Measles
GO Rotal, Rota2, Rota3 les Mumps
PV Pneumol Pneumo?2 Rubella
Section B

2. House hold characteristics

2.1What is the main source of drinking water for member of your house hold?

Choose appropriate ite(mdicate yes/no 1/Yes| 2/No

and tick in the appropriate column)

2.1.1Piped water

1/Piped into dwelling

2/Piped to yard/plot

3/Public tape/stand pipe

2.1.2 Tube well or borehole
2.1.3 Dug well

Protected well

Unprotected well

2.1.4 Water from Spring

1/Protected well

2/Unprotectedvell

2.1.5 Rain water

2.1.6 Tank truck

2.1.7Surface water

1/River/Dam/Lake
2/Pond/stream/Canal/irrigation channel
2.1.8Bottled water
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2.1.9 Other specify:

2.21f water source is locateglsewheregate the 1/Faraway
distance to source of wateick in the provided
space)

Nearby

2.3 Indicate timéminutes):

2.4What kind of toilet facility do member of your household
usually use(ick in the appropriate column)

2.4.1 Flush or pour flush toilet flushed to piped sever system

1/Yes

2/No

1/ flush to septic tank

2/flush to pit latrine

3/flush to somewhere else

4/ fl ush donot know wher e

2.4.2 Pit latrine

1/Yes

2/No

1/Ventilated improved latrine

2/Pit latrine with slab

3/Pit latrine without slab/open pit

2.4.3 Composting toilet

2.4.4Bucket toilet

2.4.5Hanging toilet/Hanging latrine

2.4.6No facility/Bush/Field

2.4.0ther specify

2.5Do share this toilet facility with other households | 1/Yes |

| 2/No |

2.6 How many households use this toilet facilityiek in the appropriate

column)

1/ Less than 10

2/ More than 10

3/ Donot know

2.7What are the main material of the floor?

2.7.1 Natural floor 1/Yes| 2/No
1/ Earth/sand

2/Dung

3/Mud/clay

2.7.2 Finished floor 1/Yes| 2/No

1/Parquet or polished wood

2/Vinyl or asphalt strips

3/Ceramic tiles

4/ Cement carpet

"""""""""""""""

5/0t her specifyééééééécecceeceeeéeéééceceeeeeé

2.8 Main material of the exterior walls?

2.8.1 Natural walls

1/Yes

2/No

1/ No wall
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2/Cane/palm/trunks

3/Dirt

2.8.2 Rudimentary walls

1/Yes

2/No

1/Bamboo with mud/clay/dung

2/Sticks withmud/clay/dung

3/Stone with mud

4/ Uncovered adobe

5/Plywood

6/Cardboard

7/reused wood

2.8.3 Finished walls

1/Yes

2/No

1/Cement

2/Stone with lime/cement

3/Bricks

4/Cement blocks/cement stones

5/Covered adobe

6/Woodplanks/shingles

7/Corrugated iron/zinc

8/Tin

9/0Other Specify

2.9 Main material of the roof?

2.9.1 Natural roofing

1/Yes

2/No

1/ No roof

2/thatched/palm leaf/grass

3/Sod

2.9.2 Rudimentary roofing

1/Yes

2/No

1/Rust mat

2/Palm/bamboo

3/Wood planks

4/ Cement carpet

5/Cardboard

6/Sticks with mud and dung

7/Plastic/PVC

2.9.3 Finished roofing

1/Yes

2/No

1/Corrugated iron sheet

2/Wood

3/Calamine/cement fiber

4/Ceramic/brick tiles

5/Cement

6/Roofing shingles

7/Tin

8/Asbhestos sheet

9/Slate

10/ Other Specify

2.10Rooms used for sleeping

1/ One 2/ Two 3/three
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Assets owned by household or member of theousehold
2.11Does your household have: 1/Yes | 2/No
Electricity
A radio
A television
A cell phone
A landline/Telephone
A refrigerator/freezer
Washing machine
Cooker
Computer
Internet at home
Watch/clock
Tractor
Bicycle
Motorbike
An animaldrawn cart
A car or truck
Boat with motor
Agricultural land

Section C
Aspects related to diarrhea and health seeking
1. 3.1Has any of the und4dive year children 1/Yes 2/No

(mentioned aboveyho usually live in your hous
hold suffered from diarrhea in the pasiveeks
NB! If answer to question 31 isyes proceed with 3.2 if n@o to question3.10

3.2What is your relationship with the child?

1/Father| | 2/ Mother 3/Grandmothel | 4/Sistefbrother| | 5/Aunty

6/Others (Specify):

3.3Indicate low many times was your chileffected by diarrhea in the last two
week®

1/ One 2/ 3/ Three | | 4/Other specify
time Two times
times

3.4 During the illness does thederfive year childhave any of the following signs
and symptomsc@n tick more than one statement if applicable

Statement Child 1 | Child2 Child3 Child 4 Child 5
Yes |No | Yes | No |Yes [No |Yes |[No |Yes |No

1/Fever
2/Cannot eat or
drink
3/Repeated
vomiting
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4/Blood in the
stool

5/Refuse to
eat/drink
6/Sunken eyes
7/\Very thirsty

3.5 Indicate duration of diarrhea before seeking help 1/Yes| 2/No
Help sought within the first and second day

Help sought in the 3rd day

Help sought after more than 3 days

If different from other child with diarrhea indicate
here:

3.6Classify the type of diarrhea the undime year children who usually live in your
house hold suffered frowhiarrhea in the past 2weeks

Number 1/Acute 2/Persistent 3/Chronic 4/Diarrhea
representi | Diarrhea diarrhea diarrhea with
ng each (Lasts less to | (Lasts more thaid | (Lasts more | blood/Dysene
child 7 days) daysbut lessthan | than14 day$ | ry
14 day$
1.
2.
3.
4.
5.

3.7 For the above case of diarrhea how did you seek help? | 1/Yes | 2/No
Treated at home only

Treated first at home than taken to hospital

Taken to Hospital/clinic

The mother went for Aokutet
area

The father went for Aokutet
Both mother and father went
perennial area

Take the baby to a traditional healer

Take the baby to a priest for prayers

Nor treatment was given

Other specify

3.8If you did not seekelpattheclinic/hospital what was the | 1/Yes | 2/No
reason?

1/Clinic too far from house

2/Unable to findransport

3/Cost for travel too high

4/Cost for treatment too high

5/Other children at home who could not be left alone
6/Other specify
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3.9For the above casd diarrhea if treated at home what dig 1/Yes| 2/No
you give?

1/Gave homemade solutions

2/Give ORS at home

3/Salt sugar solution

4/Increased fluids

5/ Other specifyéééeeéeeeéecéeé

3.10 What was the first thing you did the last time | 1/Yes | 2/No | Correct

when your child hadcute diarrka? answer

1/Givehome remedies (traditional) NO

2/Give plenty of fluid and ORS at home YES

3/Went for faith healing NO

4/ Went to traditional H NO

eemhal o/ oshi pao

5/Went to hospital/clinic YES

6/Did not do anything NO
7/0therspecify

3.11 1/Appropriate 2/Non-

How do you classify the respondent in appropriate

terms of health seeking behavigheB!
researcher to classify)

Definition of appropriate seeking behaviols when care is sought promptly
within 24 hours from skilled health care provider after recognizing acute
diarrhea as well as use of Oral Rehydration Salts (ORS) soloti@my other
solution recommended, and does not consult traditional healer or spiritu
healerin the management of diarrhea

SECTION D 4. (Knowledge, attitudes, Practice)
Knowledge for acute Diarrhea

Knowledge Score] |

Write X for the answer you choose for respective questions

4.1.1 What is acute diarrhea? True | False| Correct
answer

1/Passingstoolswith blood F

2/Passing of three or more loose or liquid stool per T

dayfor lessthan5 to7 days

3/Passing of loose stools or liquid for more than 14 F

4/Passing of loose/liquid thadts more thar days F

but lessthan 14days

5/ Dondét know F
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4.1.2 What causes/contribute to di@a(Indicate | True | false | Correct
true or false) answer
Infection
1/Bacterial T
2/Viral and parasitic organisms T
3/Motheror fathercould havea problem F
Malnutrition
1/Malnutrition makes children more vulnerable tg T
diarrhea
2/Diarrhea is the leading cause of malnutrition T
3/Malnutrition is caused by mother with multiple F
partners
4/ 1 dondét know
Source
1/Unhygienic fecal disposal T
2[Fly T
3/Water Contaminated water with feces T
4/Unclean house environment T
Other causes
1/From person to person T
2/ Inappropriate storage of cooked food T
3//Not washing hands before eating or breast fee T
4/Using infant feeding bottles T
4.1.3 How is diarrhea treated at hdine True | False| Correct
answer
1/Give extra fluids T
2/Give antidiarrheal medicine F
3/Stop breastfeeding or feeding the child F
4/1f the child is exclusive breastfed, give ORS or T
clean water in additioto breast milk
5/1f child not exclusive breastfed give fobdsed T
fluids such as(soup, salted rice water, salted
yoghurt or clean water)
6/Give salt and sugar water solution T
7/Give fruit juice or sweetened tee or cool drink F
4.1.4 Howmuch drinkshould be given ta child | True | False| Correct
with diarrhea? answer
1/More than usual T
2/About the same F
3/Less than Usual F
4.1.5How can diarrka be preveted in undefive | True | False| Correct
children? answer
1/Remain faithfulto your partner F
2/lmmunization T
3/Handwashing with soap T
4/Parents should go for perineal cutting F
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5/Food hygiene. T
6/Proper disposal of child feces T
7/Through prayers F
4.1.6 Which signs indicate that a child needs to| True | False| Correct
taken to the nearest Health Facihty answer
1/diarrhea within one day F
2/1s eating or drinking poorly T
3/becomes very thirsty T
4/Starts to passes many watery stools T
5/Has repeated vomiting T
6/Develops fever T
7/Has blood in the stool T
8/Child not getting better in three days T
4.1.7 What are the benefits of ORS True | False| Correct
answer
1/Treat diarrhea T
2/Prevent dryness of body caused by diarrhea T
3/Fluid replacement T
4/Prevent furthecomplications T
5/Has nor benefits F

4.2 Attitude questions

Indicate your answer by placing a cross (X) in the relevant box to question that

corresponds with your personal feelings about the attitude presented.

No. | Attitude Agree | Strongly| Disagree Strongly
agree disagree
1. | Diarrhea is caused by K K
witchcraft and evil eye
2. | Diarrhea can be prevented | K K
through
immunization/vaccination
3. | Maternal and parental relate K K

factors(eemhalo) can
contribute to a child develop

diarrhea
4. | Diarrhea attacks mostly K K
bottle-fed children
5. | Prayers are powerful can cu K K
child with diarrhea
6. | Teething causes diarrhea K K
7. | Hand washing with soap K K

prevents diarrhea
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8. | Diarrheais a problem in the| K
community

0. Chronic diarrhea in children
is not treated with western
medicine

10. | Hand washing should be do
only when enough water is
available

11. |[Chi Il dé6s/ i nf an

hazardous to health

12 | Itis important to continue | K
breastfeedingvhen a child
has diarrhea

13 | Human feces are a source g K
diarrhea

14. | Breastfeeding when pregnatr
causes diarrhea

15. | Liquid food aggravates
diarrhea

4.3 Practices questions

Practice scores, |

Indicate your answers by placing a cr@s8¥in the relevant box to the question
that corresponds with your personal feelings about the practices presented

Correct
answer
4.3.1 Have you ever undergone perineal | 1/Yes 2/No No
cutting for the purpose of treatment foruyo
child that is suffering from diarrhea?
4.3.2 If yes how many times?
4.3.3 Have you have taken your child that i{ 1/Yes 2/No No
suffering from diarrhea for prayers as part ¢
treatment of diarrhoea?
4.3.4 If yeshow many times?:
4.3.5When is it required ttake your child to the health| Yes | No | Correct
facility from onset of diarrea? answer
1/Less than one day onset NO
2/Within one days of onset YES
3/More than onelayof onset NO

4/Other specify
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4.36 If the child has persistent diarrhea what should th Yes| No | Correct

mother do? answer

1/Give ORS at home YES

2/Taken to Hospital/clinic YES

3/Go for cutting at the perennial area NO

4/The fathegoes for cutting at the perennial area NO

5/Take the baby to a traditional healer NO

6/Take the baby to a priest for prayers NO

7/0therspecify.

4.3.7What do you use for hand washthg Yes| No | Correct
answer

1/Water only NO

2/Water and soap YES

3/Other specify

4.3.8 When do you practice hand washing Yes | No | Correct
answer

1/When hands are dirty only NO

2/After using a toilet YES

3/After attending to a child that has defecated YES

4/Before handling food YES

5/0Only when water is available NO

4/Before feeding a child YES

5/ Other specifyéééeéééeéééceéeéeé

4.3.9 What do you usually do to make the water safel Yes | No | Correct

drink? answer

1/ Boil YES

2/ Add bleach/chlorine YES

3/ Strain through a cloth YES

4/ Use water filler ceramic/sand/ composite etc. YES

5/ Nothing NO

Other specify

4.3.10How frequent do you bath your child? Yes | No | Correct
answer

1/Daily YES

2/Two timesweekly NO

3/Only when the child looks dirty NO

4/Other specify

4.11.8How do you store left over food? Yes | No | Correct
answer

1/ Fridge YES

2/ Left in covered pot YES

3/ Left in uncovered pot NO

4/Other
S 01T | TR
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ANNEXURE F: PARTICIPANTS FROM HOUSEHOLD CONSENT FORM

To: Mothers/care givers of children under the age of 5 years Ohangwena Region
CONSENT TO PARTICIPATE IN RESEARCH PROJECT
Dear Participants

| am Maria Francineth Bauleth registered with University of Namibia doing Doctor of

Philosophy in Public health. | wish to condu
care providergo enhance health seeking behaviour for acute diarrhea of under five years
among mothersd and caregivers in the Ohangwe

under the guidance :oProf. Kabwebwe Mitonga Honoré 0816291 #®IDr. Lucia Pinehas
081235250, school of Nursing and Public Health University of Namibia.

The purpose of the study is to investigate the health seeking of mothers and caregivers of
underfive children with regard to acute diarrhea, in order to develop strategies to enhance
approprate health seeking behaviour.

With your permission, you are expected to fill in the questionnaire, with questions related to
your knowledge believes and practices related to health care seeking practices of acute
diarrhea. It will take approximately 4 minutes to complete the questionnaire. After
completing the questionnaire you are expected to hand it back to the researcher since she will
be available in order to clarify any questions that are not clear to the respondent. The
questionnaires will be dé&royed after the study is completed. The researcher will share the
information provided with the supervisors. Your inputs in this research will be highly
appreciated.

Anonymity and confidentiality and will be ensured since questionnaire does not require y
to enter your name or address, therefore the information will not be linked to you. Participation
in this study it is voluntary, you have the right to refuse to take part or to withdraw from the
study anytime should you feel so, without any penalty.

The study will provide a better understanding on health seeking behaviour for acute diarrhea
among mothersdé6 and caregivers of under five
as a basis for development of guideline for MOHSS health care providetsah you will

be invited to attend if you are willing.

Should you agree to participate, please sign the consent provided. In case if you have any
questions and concerns about the research, please feel free to contact me: cell 0811285934 or
E-mail mbauleth@unam.nalr contact my supervisoirof. Kabwebwe Mitonga Honoré
081629176and: Dr. Lucia Pinehas 0812358250

| éééeééeéeéecéecééeéeééeceéeceéeéeeéeéée. have under st
the purpose and objectives of this as it is fully ex@édito me and | have agreed to participate
in this research project on my own will.

//////////

éeeéééeecé.
Participant signature Date

////////////

ceéeééecéeéeée
Researcher signature Date
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ANNEXURE G: FOCUS GROUP DISCUSSION GUIDE FOR
MOTHE RS/CARE GIVERS

Dear participants,

Thanks for agreeing to participate in the focus group discussion. | am very much interested to
hear your valuable opinion related to yexperiences regarding the health seeking practices
of mothers with children thatsuffering from diarrhea

My name is Maria Francineth Bauleth, a PHD registered student at the University of Namibia.
I will be facilitating the focus group discussion.

The Purpose of the focus group discussion is to determine your perception relatdthto hea
seeking behaviours among mothers/caregivers of children under five years old.

Ground rules:

U Everyone should participate.

i Information provided in the focus group must be kept confidential and what is said in
this room stays here.

0 You will remain anongnous, however, you will be identified as P1, P2, and P3 during

the discussion

There are no right or wrong answers

Every opinions and person's experiences are important.

Speak up whether you agree or disagree.

Furthermore, | am going to tape record theup discussion because | would like to

capture everything you have to say.

Main question: What are your perceptions related to factors contributing to

cCocc

diarrhoeaprevalence in your area of living/villag

Probing questions:

1 What are the main child healginoblems in your community?

T Do many under five children die in this are?

1 What do they die from?

1 What causes diarrhea and what are the symptoms?

T  When your child hadliarrheain the past two weeks prior to the surwelyat should

have you dore

For child darrhoea do you use traditional medicine home remedies? If yes what for?

Does your family use traditional healer or spiritual healer for diarrhea management?

What other sources are used for under five diarrhea management (ask whether they

use it and what 9

1 What cultural beliefs influence diarrhea management and treatment seeking in your
community?

1 Have you gone for perineal cutting as part of management of your child suffering from
about diarrhea?

T What measures should be t alkewdedge @aboui mpr ov
diarrhea?

E ]

1 What are the main challenges your family faces in going to clinics or hospital?

 What are the reasons that some families do not take their children for treatment at
clinic/hospital?

1 Does cost or distance make accessing the clirgpitad difficult?

1 What are the solutions to these challenges/barriers?
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1 What can be done to improve the health of children in this area?

ANNEXURE H: INTERVIEW GUIDE FOR HELATH WORKERS,
TRADITIONAL HEALERS AND PRISTS

Annex IV: In -depth interviews guide for health workers, priest and traditional
healer

Main question: Tell me your lived experiences regarding the health seeking
behaviouros f mot hers with children that a suff

ANNEXURE I: FOCUS GROUP DISCUSSION GUIDE FOR HEALTH
EXTENSION WORKERS

Annex Il Focus Groupdiscussion guide with HEW

Main question: Tell me your lived experiences regarding the health seeking practices
of mothers with children that a sufferini

Probing questions:

1. What are the main child healginoblems in your community?

2. Do many under five children die in this are?

3. What do they die from?

4. What causes diarrhea and what are the symptoms?

5. For diarrhea amongst under fivéo you use traditional ndécine home
remedies? If yewhatfor?

6. Does yourfamily use traditional healer or spiritual healer for diarrhea among
under five childrefd

7. What other sources are ugedreat diarrhea among under five childréask
whether they use it and what for)

8. Do you use perineal cutting for diarrhea management?

9. What altural beliefs influence child illness and treatment seeking in your
community?

100What measures should be taken to i mpr
diarrhea?

11.What are the main challenges familiases in going to clinics or hospital?

12.What are the @sons that some families do not take their children for treatment
at clinic/hospital?

13.Does cost or distance make accessing the clinic/hospital difficult?

14.What are the solutions to these challenges/barriers?

15.What can be done to improve the health of childrethis area?
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ANNEXURE J: FOCUS GROUP DISCUSSION & INTERVIEWS CONSENT
FORM

CONSENT TO PARTICIPATE IN RESEARCIHNTERVIEWS
PROCEDURES

If you volunteer to participate in this study, feel free and answer all the questions, ask
me to repeat the question where you donoi

Dear Participants

| am Maria Francineth Bauleth registered with University of Namibia doing Doctor of
Philosp hy i n Public Health. | wish to condu:
for health care providers to enhartoealth seeking behaviour for acute diarrhea of
under five years among mothersd ana car ec
The studywill be conducted under the guidance of Dr. Kabwebwe Mitonga Honore

cell: 0816291762 and: Dr. Lucia Pinehas 0812358250, School of Public Health and
Nursing and University of Namibia.

PURPOSE OF THE STUDY

Thepurpose of the study is to investigaie heéth seeking of mothers améragivers
of underfive children with regard to acute diarrhea, in order to develop strategies to
enhance appropriate health seeking behaviour.

Interview will take place here at the hospital/clinic in one of the consulting rooms and
you will be interviewed one by one (for nurses and Doctors) or in a group (for HEW).
During the interview you wiltlescribe your experience related health seekingipeac

of mothers and caregiver whose child is diagnosed with acute diarrhea in Engela
District. The interview will take about 300 minutes to complete.

POTENTIAL RISKS AND DISCOMFORTS

There are no risks associated with the interview schedule. The sefslmntaped to
ensure trustworthiness, which in turn might cause certain level of discomfort. You are
rest assured that confidentiality will always be maintained.

POTENTIAL BENEFITS TO SUBJECTS AND TO SOCIETY

The study will provide a better understamglion health seeking behaviour for acute

di arrhea among mothersdé and caregivers o
study will be used as a basis for strategies development for MOHSS that will be
beneficiary to enhance appropriate health care sgekimongst care givers in the
Ohangwena Region.

PAYMENT FOR PARTICIPATION

There will be no reimbursement for participation, but the information you provide will
benefit all health workers in the Region, since it will enable the researcher to come up
with strategies to remedy the situation. Decision makers will as well learn more about
health seeking behaviour at the hospital/clinics and in the community.
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CONFIDENTIALITY

Any information that is obtained in connection with this study and that can be
identified with you will remain confidential and will be disclosed only with your
permission or as required by law. Confidentiality will be maintained as no name or
address will be required from you, therefore the information will not be linked to you.
Data will be kept in computer and memory stick with a password. The interview/group
discussions will be conducted in a private room so that no one can hear the
conversation except the researcher. The researcher and the supervisor are the only
people that will haveatess to the data collected. The findings of the research study
will be used to develop strategiesenhance appropriate health seeking behadwour
acute diarrhea of under five yeawithout identifying you by name and with the
permission granted byehMinistry of Health and Social Services. Data will be audio
taped and only the researcher will be allowed to review and edit the recorded tape.
After data analysis the data in the tape will be erased.

PARTICIPATION AND WITHDRAWAL

Participation is voluntg, you have the right to refuse to take part or to withdraw from

the study anytimshould you feel so without consequences of any kind. You may also
refuse to answer any questions you donot
The investigator my withdraw you from this research if circumstances arise which
warrant doing so.

IDENTIFICATION OF RESEARCH SUBJECT

In case if you have any questions and concerns about the research, please feel free to
contact me: cell 0811285934 or-riail mbauleth@unam.naOr contact my
supervisors Dr. Kabwebwe Mitonga Honore cell: 0816291762 and: Dr. Lucia Pinehas
0812358250. Should you agree to participate, please sign the consent provided.

| ééééeéeéeéeéeéceéeeeceéeeceéeéeéeéeé. have
understood the purpose and objectives of this as it is fully explained to me and | have
agreed to participate in this research project on my own will.

//////////

//////

eeeeee.

Participansignature Researcher signature ate D
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ANNEXURE K: FEEDBACK REPORTS FROM THE EXPERTS

EXPERT NO: 1

Clarity of Ddyeuthlnk theastrategiésears eafy to

understand?

1 Yes strategies are clear and easily understood

Are the strategic objectives achievable?

1 Researcher to agree whether the use of performance indicators vs
critical success factors was finalised following consensus with
critical role players. Othehan that the strategies are achievable,

Are the strategic objectives practical?

1 Strategies are uséreindly and could be implemented without
many changes

The generality of strategies

1 Strategies are described in detail. It could be replicated to other
gastrointestinal disorders and specifically diseases linked to
children under the age of 5 years.

Can these strategies be applied in other situations?

See comment above

Accessibility of srategies

1 Its accessibility depends on the envisaged dissemination plan of the
researcher.

Do you think the strategies are very important and significant for public

health?

1 The strategies are significant to circumvent potential public health
issues amonghildren and subsequently reducing mortality among the
same target group.

Clinical significance and usefulness of strategies

1 The proposed strategies are adequate and and useful to be applied in
the public arena as well as at the MoHSS with the aim of ssidige
issues pertaining diarhoeal disorders.

How relevant are the strategies

1 The strategies are relevant to addressing the current situation based on
the study findings e§4% reportedly had inadequate knowledge, 72%
had negative attitudes, and the minority, 8%, had good practices

EXPERT NO: 2

Comment Reviewer comment

1. Clarity of the strategies They are clear. However there is need to exp
explicitly how these camabout in the delphi
procedure. Moreover, with each Table be
consistent as | hinted

2. Do you think the They are. The researcher should have tried t(

strategies are easy to brief in most instances to ensure a good read

understand? suggested usgf tables in some instances.
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| further suggest to limit on conceptual
frameworks proposed to ensure simplicity. Of
key conceptual framework is adequate

3.  Are the strategic Yes, though there is need to insert baselines
objectives achievable? targets

4.  Are the strategic Yes

objectives practical?

5.  The generality of The researcher can do well with grouping iter
strategies under strategies e.g grouping them under KA

as | suggested

6. Can these strategies be | Yes. However for transferability, the research
applied in otler situations? need to be explicit with the Delphi procedure.
They need also to state how and who develo
the vision, mission, goals, objectives

7. Accessibility of strategie§ The last table is kefpr summary and
accessibility of these strategies. Disseminatia
strategy can be proposed

8. Do you think the Yes

strategies are very important
and significant for public
health?

EXPERT NO: 3

A REPORT ON EVALUATION OF CONCEPTUAL FRAMEWORK FOR HEAL
TH

PROMOTION STRATEGIES DEVELOPMENT FOR MOTHER/CAREGIVERS
OF
CHILDREN OF UNDER FIVE YEARS IN OHANGWENA REGION

Date: 20 May 2021

Scopeof work reviewed: Chapter$ and6

Introduction:
It wasanhonorto evaluatechapters and6 relatingto a conceptualframework for h

ealth
promotion strategiesdevelopmentfor mother/caregiversof children of under five ye
ars
in Ohangwenaregion. Theevaluationconsideredhe following criteria/questions:
1. Clarity of thestrategies
2. Do youthink thestrategiesreeasyto understand?
3. Arethestrategicobjectivesachievable?
4. Arethestrategicobjectivespractical?
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Thegeneralityof strategies

Canthesestrategiedbe appliedin othersituations?

Accessibilityof strategies

Do you think thestrategies are very important and significant for
public healtf?

9. Clinical significanceandusefulnes®f strategies

10. How relevantarethe strategies?

© N o g

Generalcomments:
1
Overall, Ms Baulethdemonstrateg@jood understandingf developmenbf a con

ceptual
framework.

Theconcepts great;the healthpromotionstrategieproposedareimportantto add
ressthe

diarrhoegproblemin Ohangwenaegion.
1 Gooddescriptionof conceptandstrategies.
1 Goodcontributionto emphasi®naddressingocic
behaviourahndculturalpracticeghat

impacton healthseekingoehaviourandhealthaspectespeciallyfor childrenunde
r five

Somecommentsto enhanceclarity and implementation of proposedstrategies
1
Chap.5table 5.1 highlights 3 strategieswhile chap.6 presents5 strategies.

Review
accordingly

Clarify the desiredfinal result of the framework: thetitle seemgo imply theend
result

asidevelopmenbf strategies while terminusin the figuresseemdo imply fiappr
opriate

health seekingbehaviour(HSB). Strategydevelopment+ effective implementat
ion ~ =

appropriateHSB.

o Implementatiorof the strategiess describedn chap.6this needgo beall
udedto
in the frameworkin chap.5.
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Were FGDsdoneaspartof validating phasel & 2 findings and proposedstrategies
hat
were later includedin the frameworkor the FGDswere usedto validatethe co
mpleted
framework?Their descriptionin chap.6,with more strategieshanthosereflecte
d in the
final conceptuaframeworkin chap.5is quite confusing.Clarify whetherFGDs
werepart
of developingor validating the framework,and at what stagein this studythe
y should
featurein relationto theframeworkin chap.5.

Chapter6 is quite mixedwith methodologyandstrategies/approaché&s implem
entation.

It mightbemoreappropriatéo havesomeaspect®f chap.Gmethodologykontent
precede

chap.Xframework).Methodologyprecedesesult(theframework).Theothercon
tentthat

relatesto implementationapproachesand measuringachievementf the resu
Its from

proposedtrategiesanbe maintainedn chapter6, following the framework.

Specificfindings, commentsand recommendationsby evaluation criterion

Evaluationcf Remarks

1. Clarity | 1 The majorconcepts.e. agentsyecipients,context,procedure,

of the dynamicsandterminusare explained.Also, otheraspectdike
strategig thefive levelsof thesociatecologicaimodelarewell explained

1 Most conceptsare used in a manner consistentwith their
definitions

1 Thestudentrelatedconceptsvell to thefindingsof phasel and
2 studiesasexplained.

1 However,descriptiorof dynamicsneedsmprovement.

0 Describewhatfactorswill drive agentsaandrecipientso
change; how the strategieswill be implementedto
achieveterminus;andhow thatenergyfor HSB will be
maintained.This is lacking in table5.1. Seecomments
within therevieweddocument

1 Review description of procedure viz-aviz the definition.
Procedureaccordingto Dickoff et al, is a descriptionof the
environmentandpaththatactivitiesto beimplementedvill take
towardsrealizingthe goal/terminusTheproceduralescribedn
chap.5is whatguidedthedevelopmenbf strategiestatherthan
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Thereis repetitionin the chaptersconsolidatethe strategiesgoals, strategicob
jectives,
focusareast keysuccessactorsin onesectionasappropriate

Resourcegor implementingthe strategiesdevelopingthe messagevasedon i
dentifies
issues packaging disseminatiorand associatedmplementatiorfactors needto
be built
into the strategiesimplementatiorapproacheandthe framework

In chap.6,highlight currentstatusof healthcaranterventionsand gapsthatthe p
roposed
strategiesvill enhanceacknowledgingloHSSongoinghealthpromotionefforts.

Thestrategiesthe how of implementationtargetresultsashighlightedin key perf
ormance

indicatorsneedconsolidatiorfor easielcomprehensiorgndlessrepetitioni.e. link
problem

to strategieso howthestrategywill beimplementedwhat,how, when,why, by w
hom)to

thedesiredresult,which addressethe problem,the contextanddynamics.
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Evaluationcriterf Remarks
how the strategieswill be implementedto reach term
us
(considerrelated commenton whatii t e r mis consg]
ed
for theframeworki.e. developmentf strategiesor approp
te
HSB. The describedprocedureis sufficient if terminy
2. Simplicity: | Proposedtrategiesreeasyto understand.
e the

proposed st
egies

3. Scopeand |{
al of

the framew
. Are

the S
tegic
objectives
achievable?

1 Theultimategoalis not cleari.e. whetherit is developme
of

strategiegustor appropriatédSB, thelatterrequiringadditi

al

guidelinesfor implementatiorof the proposedstrategies.
1 The framework in chap.5 seems to focus on/sto
at

Adevel ofpne at @hgp.6descibesapproache

or

4. Are the g
tegic

Yes

5. The gener{

y of
strategiesCi
these
strategiede
plied

The 3 proposed strategies in table 5.1 ie. empow
ng
mothers/caregiveés;
seeking

behaviour; and empowering stakeholdersand actorg cat
be

enhancing appropriate health

6. Accessibility
of

strategies

Provisionsof the frameworkcaneasilybe madeaccessibléo tg
et

agentsaandrecipientdor action.However thereis needfor ex
it

examplesof messagesargetedat identified issues,activities
nd

7. Importance:
0 you
think the st
egies
are very in

Yes, proposed strategies are important for addressing
gh

prevalenceof diarrhoeaamong the under

fives in Ohangwena

region

8. Clinicalsign
cance

and usefull

Thestrategiehaveclinical significancein addressingheburdg
of

diarrhoeaandits effect on the childrenunderfive years,fami
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Evaluationcriterion Remarks
diseaseddowever,contentis this regardneedsnhanceme

nthe
9. Howrelevantarethe| Theyarerelevantto addresgpreventablaliarrhoeadisease
strategies rden

EXPERT NO: 4Dr. Washington Shuumba

Clarity of the strategiés
The strategies are clear but the candidate can explore ways of making these clearer

including reconsidering the way of presentations of the contents as well as including
some more practical examples of what agent and recipients can do at implementation

levels. Theses could be added under approaches of implementations.

Do you think the strategies are easy to understand?

The strategies are to a certain extent understandable. However, the candidate should
explore ways to enhance this understandability byngegttention to the use of

connecting sentences and ensuring that the flow of information is smooth also for the
stakeholders with moderate to low research and academic background. | have made

some suggestions at specific sections in the main documéwesk

Are the strategic objectives achievable?

The strategies are objective but, there is need to consider specifying for each what
activity will be required for each proposed gaslko, the role of the researcher and

support system available to ensteeipient continued support be more elaborated.

Are the strategic objectives practical?
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The strategies read to be practical in many aspects. However there is need for the
candidate to explore ways how to ensure that for each of the targets and success
factors suggested, there should be somewhere a specific interventions be attached
to improving situations.. Cross check that these are included in the description of
strategies for it to be realistic and facilitate practical implementation in the

village/local level.

For example in the case of Al mproved mo
should be accompanying activities of education to raise awareness , for mothers,

How often and give some indications of who will be facilitating the interventions

The generality of strategies

The strategies read to be generally applicable in the context of diarrhea management.

The candidate is however advised to ensure that the concepts used are also as general as
possible so that all stakeholders feel includext.éxample, the concept priest, may not

appeal well to members of religions that do not use Priests. Therefore, itis suggested
that we use church/religious leaders instead throughout. Other comments are appearing

in the text.

Can these strategies applied in other situations?

Yes,these strategies can apply in other settings because of the nature of the common
approach required to tackle the disease under study and which currently is a health

concern in many regions of Namibia and beyond.

Accessibility of strategiés
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The candidate is advised to ensure accessibility of this strategies beyond the thesis
document to be made available in articles and handy IEC materials to babteaoh
mothers anatherstakeholders such as community heakhistants and even nurses and

other clinical staff. Also to present these materials in local languages as possible.

Do you think the strategies are very important and significant for public health?

The strategies are very important and significanptdolic health because the aims of
public health is to reduce morbidity and mortalities from preventable diseases including

diarrheal diseases

Clinical significance and usefulness of strategies
This strategy is useful and has clinical significanci &sgets among others to increase
the knowledge and skills of mothers and caregivers how to prevent and manage diarrhea.
This strategy will contribute to curbing incidences and fatality of diarrhea which is much
needed as the study results indicate tha% of mothers/caregivers were categorized as
having practicing inappropriate heakbeking. In addition, factors such as perceived

cause of diarrhea, knowledge, attitude, and practices.

Also, it will support the reduction of health services relatedofacthat contributes to
complications of diarrhea morbidity by involving key stakeholders related to that for

action.

How relevant are the strategies?
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The strategies are relevant in that they target to work with mothers and or caretakers as
recipients ané@mpowering them to take active part in diarrhoea prevention and control

in their households with supports from health sector experts.

EXPERTNO: 5

EVALUATION REPORT OF STUDENT: Maria Bauleth, student number: 8704430

CONCEPTUAL FRAMEWORK FOR HEALTH PROMOTION STRATEGIES DE
VELOPMENT

FOR MOTHERS/ CAREGIVERS OF CHILDREN OF UNDER FIVE YEARS IN OH
ANGWENA

REGION

It was an honor for me to evaluate this conceptual framework for health
promotion strategies. My evaluationreport is basedon the criteria of clarity,
simplicity, generality,accessibilityandimportancewhich are proposedoy Chinn
andKramer(2011:196-205)

1. CLARITY

1.1 Conceptual framework

The candidate adopted a conceptual framework by Dickoff etal.(1968) to
developstrategiesfor health promotion basedon the study findings. A map is
constructedvhich showshow the key conceptsare interrelated asindicatedin
Figure5.1. The aforementionedigure is labelledas Conceptuaframeworkmap
of HSB(Healthseekingbehavior).However,the candidatedid not acknowledge
the sourceof that map. Nonethelesshe figure is clear,and examplesof all the
elementsn the frameworkarelisted.

1.2  The agentsof the study

The agentswho will bring the proposedchangeare listed and also indicatedin
figure 5.2. One of the externalagentsis priest/s.This i p r icenseptanly refers
to Catholicand Anglican clergyman.Thereareotherreligiousfaith leadersn the
study setting, who are excludedby the ii p r ite&m. Therefore,| suggestthat
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insteadof i p r irathertsereligious leader/s

It is somehow difficult particularly for a novel researcher/studetd
understand/differentiatéetween internal and external agentsin this figure,
althoughtheyareclearly explainedn the text which comebeforethefigure.Is it
possibleto addfi i n t egembdd thefigure?

Regardingthe profile description of the internal agents,the functions of the
doctors(prescribingtreatmentandHEWS (regularcontactswith the community)
are clearly specified. However, the roles for the nurses are too general.
Suggestion:on healtheducationyou may add that nursesgive demonstrations

on the preparatiorof ORS,healtheducationon hygiene,andchildrenfeeding.

The recipientsand context of the activity are clearly described.The HSB and
health promotion accordingto different levels are clearly explainedand well-
illustratedin figure 5.3. (Justspellingof attitudeunderindividual level on pagel3,
shouldbe corrected).

Dynamicsof the study. Thereis a tableon pagel8, table5.1,undermainfindings
perobjectiveson epidemiobgicalfactors,bullet# 2 natureandh o u s ethio | d 0
oneis notclear.lt is left for the readerto guessElaborate bit to indicatenatureof what.
The proceduresrewell explained.

1.3 Strategiesdeveloped

The candidatedevelopedstrategiego enhancenothersandcaregiveréhealth
seeking behaviors in order to empower them regarding prevention and
managemerf diarrhea Although the strategiesare specificallydevelopedor
mothers and caregiversfor underfives, they can be applied to the general
population.

The proposedstrategiesare clear and easy to understand.The goals were
formulatedbasedbn thefocusgroupdiscussiorwith studyparticipantsThereare
somepointsthatneedto be correctedon page33 & 34, under6.5.5,for instance
point 2; shouldread:Promotehealthof childreré .;

Goal 4 is unclearfimprovemothersor p e r c¢ e peithérdanfg ar rephrasehe
goal. If the candidate meant: improve mother$ perception, if it is their
perceptionspn what?

Goal 6 alsonotclear:fiHelp for childrenailment®& 0 rathersay:seekhelpforé

Goal 7: Insteadof priestuseatermwhich is inclusive of otherreligions.
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Most of the objectivesareachievableand practical. However,the objectivefor
strategidocusarea#4, thatreadsasfollow:_to ensurecommunityownershipand
control of their activitiesandfuture. How doesone control the future? This is not
clearandsoundsunrealistic.

On the proposedstrategiedor HSB (table 6.1) underevidence(challengesyne
of thechallengeshereis fpoorknowledg®. Whatis poorknowledge®Rathersay
Alow, lack of knowledgeor inadequat&k n o wl .e d g e O

Strategic objective 3; Key indicators:Some% for the indicatorsare missing.Some
years 2031 are written as percentagesEditing is needed before the final
documentis submittedfor examination.

Strategic objective 5, underfacilitation of strategiesmplementation,you wrote
thatyou will conductmonthly customersatisfactionsurveys.s this realistic?

2. SIMPLICITY

The conceptuaframeworkmapis simple and easyto understandThe figure of
study agents might be somehow a challenge to a novel researcheror
undergraduatstudent(figure 5.2). Thereis no cleardistinguishbetweennternal
and externalagentson the figure in termsof labelling (it is not written internal or
external). Nonethelesghe otherfiguresareclearandcanbe easilyunderstood.

The proposedapproachesare good but thereis no clear alignmentwith the
developedstrategies.There is a needto simplify it to make it easierfor the
implementers.

3. GENERALITY

The developedstrategiesaim to promotehealthas well asto empowerhealth
seeking behavior of mothers and caregivers for the under five children in
Ohangwenaregion, particularly for diarrhea. Although these strategiesare
developedwith thosespecificreasonsthey canbe appliedin othersituationsin
public healthregardlesshe condition.

Suggestion: Approachesto enhanceHSB, insteadof focusing on mothersand
caregiver8 literacy alone, that will be better to include fathers and make it
parentsandcaregiversdliteracy.
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4. ACCESSIBILITY

The approacheso empowemmothersand caregiversegardingpreventionand
managemenbdf diarrheaof children under five years as well as to enhance
appropriatehealth seekingare explained,althoughthereis no clear alignment
with strategiesTheseapproachesvill guidethe implementersandit will makeit
accessibleto different health care workersin public health. However, on the
housdevel visits andsupportjt is notclearwhowill dothosevisits andhowrealistic
it is. Furthermore,the information on community involvementis incomplete or
someinformation/wordsaremissing.

Regarding the strategies and Activities to be established to empower
stakeholdergagentsit seemshe doctorsareexcludedwhenit comeso support
healthcareworkers.Furtherexplanationon the exclusionmight be needed.

5. IMPORTANCE/UTILITY

Thesestrategiesare importantand will be useful in public health. They can be
appliedin othersituationwhich affectthe public otherthandiarrhea.

6. RELEVANCE

The developedconceptualframework and strategiesare relevantas they are
basedon evidencefrom the study findings. The strategieswere presentedio
panelof expertsfor validation. Their participationindicatedthat thesestrategies
arerelevantto the proposeccontextand outcomesf the study.

Thankyou
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EXPERT NO: 6

Evaluation Comments

criteria
Clarity of the The framework is well clarified with simple
framework understandable terms/concepts.

All the componentsoftheur vey | i st |
practice oriented theory that formed the basis for thg
development of framewordre incorporated.

The interrelationship and influence that the compon
have on one another are indicatedwever, the
relationship between thagents and the recipients is 1
coming out clearly, since their directions faced
different direction. Their only connection is the
context. The lack of their connectedness will delay ¢
hamper the anticipated outcome.

| suggest the pharmacists to be adutetthe internal
agents since they play a role in the provision of
treatment and health education on the use of those
medications and their effects.

The priest under external agents can also be replac
by the churches to be inclusive.

Under the Proceduystrategies should be finalized
already, ready for implementation but not to be
developed at that stage. Therefore, development of
should be deleted, otherwise nothing will be achieve
The types of dynamics other than just challenges ar
not indicated. Terefore, it is not easy to answer this

question: What is the energy source of the activity?
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the framework; hence it is not easy to determine the
interrelatedness of the survey list and the major
concepts/activities.

Simplicity of the

framework

The framework is easy to follow especially froine
context to the terminus.

The concepts used in tirameworkare simple, not
complex.

Descriptions/activities are clearly indicated at each

component except at the dynamics.

Generality of the

framework

TheNGOs are not specifiggven in the text). Are the
all health related?, Which ones?
AThe scope, application

IS clearly stated in the outcome

Accessibility of the

framework

Theframework can be tested fine proposedcontexts.

Applicability

The conceptsd indicator

Indicators are within the realm béalth promotion.

Importance of the

framework

The frameworks very much useful ithe managemen
of diarrhea and in influencing the healthy seeking

behavior.
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ANNEXURE L: STRATEGIES

ANNEXURE L: Strategic plan: Empower stakeholders and actors that play a role in mitigating factors associated
with causes of diarrhoea among children under the age of five years

KEY PERFORMANCE STRATEGIC CRITICAL
INDICATORS OBJECTIVES SUCSSESS FACTORS VALUES VISION

: l I I

Actionable
Fully :
implementation Credilie
of strategies by
2023 and to
achiever 90% Relevant
customer
satisfaction by
2031

Timely

. . Understandable
Accessible
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ANNEXURE M: Strategic plan: Develop personal/individual skills

KEY PERFORMANCE STRATEGIC CRITICAL

INDICATORS OBJECTIVES SUCSSESS FACTORS VALUES VISION

- -
To improve § =
mothers/caregivers e - E
negative < = g
perceptions related Actionable -2 ; =
to causes acute S0 e
diarrhoea among R S
children under five < g =
from 73% to 10% Credible S
by the end of =3 E =
2031. S 8
Relevant 8 @
=% £
ES2

s £
To improve » = ‘=-
mothers and Timely 2ecea
caregivers poor =E oz
knowledge related o (o,
to prevention, =5 T
causes, symptoms, ® ],. E
and management e = ,E'
of diarrhocal Understandable e 50
diseases from 64% a3 =
gt &
=5:
5237
&=z
Accessible = = g
2z
2 e e
=
g3
e S0
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ANNEXURE N: Strategic plan: Empower mothers or caregivers in terms of the causes, management, treatment,
and prevention of diarrhoea among children under the age of five years

KEY PERFORMANCE STRATEGIC CRITICAL
INDICATORS OBJECTIVES SUCSSESS FACTORS VALUES VISION
L 1 l«
To ensure
reduction of acute
diarrhoea
prevalence
among children
under the age of
five years old
from 23.8% to Actionable
10% by the end
of 2031
- -
Relevant
- Timely
- Understandable
. Accessible
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ANNEXURE O: Strategic plan: Enhance appropriate health-seeking behaviour

KEY PERFORMANCE STRATEGIC CRITICAL
INDICATORS OBJECTIVES SUCSSESS FACTORS VALUES VISION
1

l

To enhance
mothers and
caregivers
appropriate
health-seeking
behaviour/practice Actionable
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ANEXURE M:

EDI TOR6S REPORT

Sally C. Kauluma
Proofreading and Editing Services
P.0O. Box 4153
WINDHOEK, Namibia

scamplaulumaigmail.com
(+264) 812211514

7 July 2022

To Whom It May Concern:

T hereby certify that [ am a recognized proofreader and editor, having edited
numerous doctoral theses, magazine articles, newsletters, press releases, etc., since
T980).

Last September [ proofread and recommended grammatical and stvlistic changes for
Maria Bauleth’s doctoral dissertation: Development of Strategies to Promote Health
and Enhance Appropriate Heslth-Seeking Behaviour Among Mothers and
Caregivers of Children Under Five with Acute Diarrhoea in the Ohangwena Region
of Namibia.

The final decisions aboul what to change and what to keep were in Ms Bauleth's
hands.

A eilnma_-

S. C. Kauluma
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ANNEXURE M : SAMPLE INTERVIEW TRA NSCRIPTSAND SAMPLE
CODING SCHEME

Participant 1 Doctor

R: Good morning Dr

P: Good morning madam

R: How are you?

Dr: | am fine; how may | help you?

R: My Name is Maria Francineth Bauleth, a nurse by profession. | am a student at the
University of Namibia currently pursuing a PhD in Public Health. First and foremost, let
me use tls opportunity to thank you for availing yourself to come and attended this
interview. The purpose of the study is to investigate the heabltking of
mothers/caregivers of und@ve children about acute diarrhea, to develop strategies to
enhance appropte healthseeking behaviors. | would like to inform you that the
discussion is going to take about&0minutes. Confidentiality related to the information
that you are going to provide will be kept because the information you will provide will
not be shred with unauthorized persons. Equally, anonymity will be maintained since
you are not required to provide your names, and the information that you are going to
provide will not be linked to you. Our interview is going to be audiorded to ensure
thatall the information you have provided has been captured. Participation in this study
is voluntary; you have the right to refuse to take part or to withdraw for the study anytime
should you feel so, without any penalty. Equally, you are not going to deiftw respond

to a question that you think you don't want to respond to it, if the asked is not clear, you
are welcome to ask for clarification or repletion. Finally, | am humbly requesting you to
keep your cell phone on silence in case if you have it yitu so that it's not going to
distract us during the discussion. Thanks once again. Do you have perhaps have any
guestions before we start?

Dr: No, thanks, madam, we can start.

R: | just want you to tell me your lived experiences regarding the healtbehaviours
of mothers with children who are suffering from diarrhea?

CODING DATA INTO THEMES CODES/themes
Participant 1 Doctor Delay health
Dr: For most of them here in our setting they come seek medical car| seeking

at a verylate stagehat is the experience | have and also most of then
can see that it often leads to diarrhea because of theineghigencewith Negligence
the children would say that is most of the experience that | have with
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