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ABSTRACT

BACKGROUND: Control of under-five child pneumoniais a maor problem of public health in
developing countries .Effective health education program is required to be designed in
accordance with KAP of society .Mothers are the primary care giver, if they would possess
adequate knowledge regarding prevention of pneumonia through information booklet then they
can apply the samein their practice.

OBJECTIVE: To investigate KAP and factors affecting knowledge, Attitude and practice of
mothers on pneumonia among under five children a Lideta sub city, Addis Ababa,
Ethiopia,2015.

METHODS: Ingtitutional based cross-sectional study was employed among mothers who have
under five children in the selected health centers in Lideta sub city and 229 study subjects were
selected randomly from the health center. Within selected health center interview to mothers, was
performed using a structured questionnaire .The collected data was analyzed, statistical
significance of P<0.05 with 95% CI, Multivariate analysis was aso checked to control possible

confounders using SPSS version 20.

RESULT: The finding of this study showed that mothers and care takers on under five children
with pneumonia showed satisfactory practice was 32.8%, 95%CI (26.2, 38.9), positive Attitude
was only 15.7%, 95%CI should (10.9, 20.5) and knowledge was 44.1%, 95%CI (38.0, 51.1).
Income and age of mother was statically significant (AOR=2.08, 95% CI=1.16, 3.73) and
(AOR=5.49, 95% Cl|=2.51, 12.01) respectively.

CONCLUSIONS: less than half percent of respondents were not knowledgeable and didn’t

practice, on under five children with pneumonia.

RECOMMENDATIONS: Effective and strong health education through strengthening the
existing health extension program it should also include targeting mothers and care takers under

five children. community health workers, health professionals teachers

KEY WORDS: Knowledge, Attitude and Practice, pneumonia
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1. INTRODUCTION

1.1. BACKGROUND

Pneumonia is the inflammation of the lung parenchyma characterized by cough, sore throat, running
nose, fast & difficulty breathing, wheezing, fever, irritability, chest pain, chill, tachycardia etc. World
Health Organization (WHO) has classified pneumonia as severe or very severe based on clinical
presentation. It is one of the major reason for which children are brought to the hospitals and health
facilities. Most children have 3 to 5 attacks of ARI in each year. KAP in Prognosis of pneumoniais
good in early diagnosis & early initiation of treatment in appropriate time otherwise leads to serious
complications and may have fatal outcome. As prevention is better than cure, the rate of incidence can
be reduced by giving adequate knowledge regarding the risk factors, etiology, clinical manifestation,
prevention& when to seek medical help (1, 2).

Approximately 150 million new cases of pneumonia occur annually among children younger than five
years worldwide, accounting for approximately 10-20 million hospitalizations (3). Most children
experience ARI four to six times in a year. Pneumonia is the main cause of death in children under 5
years old worldwide that is even more than the combination of AIDS, malaria and measles. World
Health Organization (WHO) has classified pneumonia as severe or very severe based on clinica
presentation (4) Although the mortality rate has declined since 1970, not all countries have benefited to
the same extent; Mortality rate in children under 5 year olds with low-income families in under
developing countries are about ten times higher than their peers in developed countries (5, 6, 7). The
pneumonia is the most hazardous form of acute respiratory infections if not treated properly. The
estimated proportion of deaths in which under nutrition is an underlying cause is roughly similar for
diarrhea 61%, malaria 57%, pneumonia 52%, and measles 45% (2, 3, and 4).

About 95% of childhood pneumonia (under 5 years old) cases are in under developed countries where
the immune systems of children are weak because of malnutrition and infectious diseases. One out of
five mothers cannot distinguish the pneumonia from other diseases because of their similar symptoms
of such as fever and cough. There have been few studies conducted to eval uate the Knowledge, Attitude
and Practice (KAP) of mothers regarding pneumonia children (8).



Early diagnosis and treatment of pneumonia, and access to health care, will save lives, this strategies
must target low income communities. The increased use of pneumonia vaccines, particularly in low
income countries has led to progress against the disease, but inequities exist even in countries with wide
coverage. UNICEF’s Supply Division has today put out a call to innovators for new, improved and
more easily affordable respiratory rate timers to aid in the timely recognition and management of

pneumonia [8]

One simple treatment has had great success: trained community health workers give sick children the
antibiotic amoxicillin in a child-friendly tablet form, as part of an integrated case management program
at the community level. Scaling up the availability of similar inexpensive medicines will help to reduce

the treatment gap especially among hard to reach populations (8,9)

Simple measures such as early and exclusive breastfeeding; hand washing with soap; vaccination; and
provision of micronutrients will also reduce the incidence of pneumonia. Scheduling, preventing and
treatment of ARI in children require the accurate information about Knowledge, attitude and practice of
mothers and family’s members. Therefore, the present study aims to undertake KAP of mothers
regarding pneumonia in under five children in one of the ten sub-cities of Addis Ababa specifically in
Lideta sub city (9).



1.2. STATEMENT OF THE PROBLEM

Pneumonia is the number one infectious killer of children under age 5 globaly, killing an estimated
935, 000 children each year, that’s more than 2500 per day. Pneumonia causes 15% of all deaths in
children under age 5 worldwide out of which 2% are new born. Under five Children in poor and rura
communities are most affected. Under five Children living in these top 15 high burden countries by
estimated number of pneumonia deaths for children under age 5 in 2013( India (174,000), Nigeria
(121,000), Pakistan (71,000), DRC (48,000), Ethiopia (35,000), China (33,000), Angola (26,000),
Indonesia (22,000), Afghanistan (20,000), Kenya (18,000), Bangladesh (17,000), Sudan (17,000),
Uganda (16,000), Niger (15,000), Tanzania (14,000)). [10]

In developing countries mothers (care takers) often do not practice behavior that will prevent infant and
child health problem before they arise, children may not be treated properly when they become sick
because many families do not have access to health facilities or, even they do, do not seek care regularly
(9). Due to lack of awareness of the symptoms and sign of pneumonia and their consequence or by
underestimating their effects, most mothers or care takers may delay to bring their children, who suffer
from acute respiratory infection to health facilities in case of neonates who usually die of pneumonia,
may not be totally brought (10).A study in Guatemala showed families are much more likely to seek out
a health care provider when a child experiencing fever and gastrointestina symptoms than when
suffering from respiratory and other symptoms and when a mother perceives the illness to be serious
(12).

People’s perception and explanation of ill health is an important basis or health action strategies.
Perception of mothers (care takers) as regard to acute respiratory infection in their under five children
was found to be low. Most mothers have minimum knowledge of the symptoms and signs of acute
respiratory infection and negative attitude towards the use of medication from health services and
provision of supportive care at home. Although various acute respiratory infection related illness
including pneumonia are more frequently occur in their children many mothers and other care takers
were recognized as they brought for health care too late usually after home treatment with traditional
medicine (12).



Several studies have shown association between maternal education and child survival in south Brazil.
A study, with acute respiration showed infant mortality rate from acute respiratory infection was 14 per
1000 live births in mothers with no schooling 7 in those with 5-8 years of schooling and 1 per 1000 in

those with over eight years of schooling (13).

In Ethiopia pneumonia morbidity is particularly associated with parental factors. The research done in
Guatemala and Uruguay in this regard revedled that among parental factors illiterate mothers
predisposed the under-five to higher illness rate maternal education was found to be a significant factor
for morbidity (14).



1.3 SIGNIFICANCE OF THE STUDY
Studying KAP of mothers regarding pneumonia among under five children and its determinants in
Addis Ababa helps to pinpoint factors which facilitate or inhibit the uptake of recommended health
services regarding the mitigation measures to alleviate the KAP related health problems for the acute
death of under five children. The findings from this study may possibly identify determinants related to
KAP of mothers regarding pneumonia.

It may also bring facts to al stakeholders that may establish and demonstrate transparency and shared
responsibility for which they should be accountable and to invest their potential and actual available
resource in acceptable approach in line with accepted standards for basic life support for children under
five through their mothers. So intervention could be made which enhance ownership and commitment
among all the concerned bodies under the level of influences that the findings of this study could

impose.

Furthermore the study will possibly generate information in the area of the topic for large scae
researchers to investigate further empirical evidences to control those factors attributable to low KAP of

mothers regarding pneumoniain the study area.



2LITERATURE REVIEW

2.1. KNOWLEDGE
A study done in Myanmar regarding mothers knowledge on acute respiratory infection showed that

from 300 mothers urban and rural in the study 1.5% of mothers knew microorganisms were the cause of
acute respiratory infection ( urban= 2%, rural 1 % ), nearly 70 % of the mothers know that fever, cough
and difficulty breathing were the symptoms of pneumonia. When an important danger sign chest in
drawing was probed only 13.5% of mothers (urban=13%, rural 14%) had seen or heard that sign (1, 2).

A similar study done on knowledge of mothers on pneumonia in Philippines, Pakistan showed that
mothers, care takers, tend to list more than one symptom as a sign of severity of acute respiratory
infection. The leading signs are 50-55% of fast breathing, chest in drawing 44%, continuous /fast cough
44% phlegm 44%, fever and cough were spontaneously mentioned by Pakistan mothers of children with
pneumonia or common cold however when questioned about to list of symptoms their reporting of fast
breathing and chest in drawing highly correlated Gambian mothers often recognize fast breathing a sign
of severeillness (24). Mothersin Butgjira do not established term for an illness which corresponding the
clinical pneumonia. Despite describing its symptoms with vague term “Dingetegna” meaning sudden

ilIness, they were not familiar with fast breathing a symptom of serious illness (3).

The study done Thailand in found mothers were predominantly primary school graduates (37.14 %).
The majority worked as laborer (39.29 %) with medium level of family income per month (87.86 %).
Around 66% of the mothers had fair knowledge about pneumonia. From this result, it was found that
only a few mothers answered all the questions correctly in terms of simple signs and symptoms of
pneumonia (7%) and around 21% of the mothers answered all the questions correctly in terms of cause
and factors related with pneumonia (4,5,6).

Around 81% of the mothers had good perception and only a small number of mothers gave correct
answers for al the statements, which was only 7% of al the mothers. Finally, no significant
associations were found among the occurrence of pneumonia, mother's knowledge and mother's
perception. Lack of knowledge among mothers about simple signs and symptoms of pneumonia, and
also the lack of knowledge about its causes and factors related with pneumonia become important
findings of this study.(6)



Studies conducted in Este town and the surrounding rural kebeles in Northwest Ethiopia revealed that
92% of the care givers do not have adequate knowledge as what causes acute respiratory infection and
57.8% of the mothers do not know the signs and symptoms of pneumonia, mothers (care givers) who
have attended literacy campaign and who have completed, grade 1-3 have better knowledge as
compared to those who are illiterate most mothers in Gondar recognized that respiratory rate (77.3%)
high fever, (76.5%) and decreased feeding (62.8%) were important sign of pneumonia (7).

22. ATTITUDE

AUNGT et a. described that among 300 mothers in the study 90% mothers agree that they were
alarmed when their children had either fast breathing or noisy breathing (16). McneeA et a. stated that
cough is the leading cause of acute respiratory infection of child hood acute respiratory infection in
Bohol. According the local belief a sprain or dislocation of tissue or bones in the chest or back causes
cough. Most mothers (care takers) of children with acute respiratory infection often do not provide care,
have desire to try herbal medicine or antibiotic beforehand or had confidence in traditional healer (7).

Tupasi TE, stated that mothers of children with acute respiratory infection generally perceived cough as
ordinary occurrence and felt confident about treating themselves and showed poor ability to

discriminate between pneumonia, simple cough and colds (8)

Goldman N. and henveline indicated that health care providers are most frequently sought by mothers
of children with acute respiratory infection on 2™ day illness and least likely after 5" day of illness (9)

Woldemichael showed that four hundred and 89.4% of the care givers perceive pneumonia as not
dangerous and 16.1% prefer to take their children to local healer and care givers with high economic
status have less favorable attitudes compared to those with low economic status old and middle aged
care givers (mothers) were likely to have negative attitude as compared to illiterate givers. Mothers who

attended literacy campaigns and completed grade 103 have unfavorable attitude (10)

Teka T. and dagnew M. showed that traditional practices were predominant interventions proposed by
the mothers from mild acute respiratory infection ( E.G cold, sore throat, ear discharge).



Most 85.6% mothers would take their children with a sore throat to traditional healer for tonsil
extraction, hazardous practice specifically; illiterate mothers were more likely to seek this treatment for
their ill child than literate mothers (91%) versus 76%) (11)

2.3. PRACTICE

Mothers (care takers) undesirable practices of self-medication for children with acute respiratory
infection was common both in urban and rural mothers (urban 59 % rural 61.5 %) and western medicine
was dominant (urban= 69.4%, rural 56.09%) in home care about 30% (urban 29%, rural 33%) of
mothers gave usua amount of food while only thirty (10%) mothers gave increased amount fluid to

children with acute respiratory infection (12).

Children with cough initially treated with herbal mixture. Traditional healers who specialized in
massage diagnose and treat paying(back) so mothers (care takers) first take children with acute
respiratory infection to such a healer, if parents perceive that a child not improving, then they seek
treatment from the health center (13)

From 483 urban mothers and 3128 rura mothers included in the study 10% urban, 4% rural mothers
refereed their sick children with pneumonia for medical car 12% rural and 10% urban mothers did
nothing, while most mothers in both groups(80% urban and 84% rura) gave medicine without
consulting a heath worker. Herbal medicines were used more frequently by rural mothers. While

antibiotic more often by urban mothers (14)

A child with measles should never taken to a health institution. But a child with pneumonia, few
mothers said they would take to health center. Other would treat with special root called “Dinge
tegnaRoot” or coffee, Tea, Egg and cow milk. Massaging of the chest with butter aso suggested one
mother said blood should sucked from child nipple (15)

In the study done in Gondar showed that from 132 mothers 35% of the mothers take their children with
symptoms of pneumonia to nearby health center and 64.4% mothers were taking to traditional healer

and apply to the chest via massage at home (15,16)

Most of the rura mothers did not have adequate or appropriate knowledge or perception about
childhood pneumonia and did not seek proper care even when their child was suffering from severe

pneumonia or very severe pneumonia or very severe disease.
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Health education programs at household or community level or mass education campaigns should be
implemented to disseminate knowledge about the signs and symptoms including danger signs of
pneumonia requiring immediate treatment at facility level and preventive measures against childhood

pneumonia.(17)

Across sectional study carried out in Imam Zaman Health (Tehran, Iran) showed Fifty-three mothers did
not do any therapeutic action before visiting doctors. The most common actions were utilizing cold pills
and syrup (22.1%), watery soup (21.6%), acetaminophen syrup (9.6%) and diphenhydramine (7.3%)
while only 5% used antibiotic. Mothers mentioned the reason of these performances as a preval ence of
common cold (37.6), fever (26%), rhinorhea (12%); chest and throat pain (8.5%) and caught
(4.3%).There was not any significant correlation between KAP of mothers and their occupation type,

education level, employment status, university degrees and the number of children in the family(18)



2.4. CONCEPTUAL FRAMEWORK

KAP of Mother’s

on Pneumonia

]

N —

Figurel: Schematic presentation of the Conceptual Framework developed by principal
investigator for possible association of factors with KAP of mothers’ regarding Pneumonia
among under five children, 2015.
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3 OBJECTIVESOF THE STUDY

3.1. GENERAL OBJECTIVE

» To investigate KAP and factors affecting knowledge, attitude and practice of mothers on
pneumonia among under five children at Lideta sub city, Addis Ababa, Ethiopia,2015.

3.2. SPECIFIC OBJECTIVES
» To describe knowledge of mothers on pneumonia among under five children at Lideta sub

city ,Addis Ababa, Ethiopia.

» To describe Attitude of mothers on pneumonia among under five children at Lideta sub
city ,Addis Ababa, Ethiopia. .

» To describe Practice of mothers on pneumonia among under five children at Lideta sub
city ,Addis Ababa, Ethiopia. .

» To identify factors associated with KAP on pneumonia among under five children at
Lideta sub city ,Addis Ababa, Ethiopia.

11



4 METHODS AND MATERIALS

4.1. STUDY AREA

Lideta Sub city is found in Addis Ababa city administration of Ethiopia. It is bordered on the
South by Nifas Silk lafto, on the West by Kolfe keraniyo, on the North by Arada sub city, and
on the East by Kirkos, it have 10 woredas. Based on the 20013/14 Census conducted by the
Central Statistical Agency of Ethiopia, it has a total population of 201,713, of whom 105,441
femae 96,272 men and a total of under five children 14,523; with an area of 1,204.4 square
kilometers, Lideta Sub city has a population density of 210.64. Within the sub city, there are 05
health centers, 03 governmental Hospital and 03 private Hospital and 53 private clinics.

4.2. STUDY PERIOD
The study was conducted from Mar ch, 2015 to June, 2015

4.3. STUDY DESIGN

4.4, STUDY POPULATION
The study population of this study was all mothers who came to integrated management of

neonatal and childhood illness (IMNCI) during data collection time

4.5. SAMPLING TECHNIQUE AND SAMPLE SIZE

4.5.1 Sample size calculation

The sample size required for the study was conducted using single population formula:

n=(Z a/2)** P(1-P), n=(1.96)*x0.161(1-0.161) =208
D2 (0.05)?
Where n=the required sample size, Z= standard score corresponding to 95% CI =1.96P=

prevalence of pneumonia among under five children was 16.1% (6),and D= margin of error 5%

By adding 10% none response rate the required sample size was =229.Therefore, the final sample
Size was 229.

12
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4.6. SAMPLING PROCEDURES
Three of the health centers was selected by using simple random sampling. The desired number

of samples for the study was proportionally allocated. Individual study participants were selected
using simple random sampling techniques.

LIDETA SUB CIT (N=781)
SIMPLE RANDON SAMPLIN

-

TOTAL NUMBER OF IMNCI CLIENTS N=78

v
BELETISHACHEW HC J J

TEKLE HAYIMANO

HC (n=426)

PROPORTIONAL STRATIFIED RANDOM SAMPLING ALLOCATED ‘

J

Fig.2.Schematic presentation of sampling procedure
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4.7. DATA COLLECTION

The data collection was conducted from march 2015, to April; 2015.Data was collected by
interviewing the respondent using structured questionnaires. The questionnaire was developed
taking in to consideration the research thematic issues and its easiness to the responding mothers.
The questionnaire was initialy prepared in English and then translated to Amharic. The Amharic
version was trandated back to English to check for any inconsistencies or distortion in the

meaning of words or concepts.

Pre-test of 10% was be done in Shiromeda health center a week before the start of actua data
collection; and based on the finding from the pre-test, the questioner was revised and adopted and
time needed for interview was estimated. Data collectors were residents of out of the study area.
All data collectors and supervisors was fluent speaker of Amharic language. A team of eight data
collectors who had diploma in health related subjects and an experience of working with similar
surveys. The data collectors and supervisors was taken training for two days on interviewing
techniques, contents of questionnaires, disciplines the right of the respondents during data
collection, and approach to the interviewees. Field supervisors together with the principal
investigator ensured the quality of the data, through continuous spot checking of the interviewers,
by checking the completed questionnaire for missed response and for inconsistent information.

Discussion was aso held for possible minimization of biases

4.8. DATA ANALYSIS

Data was entered by Epi Info version 7 and cleaned and analyzed by SPSS version 20Descriptive
statistics; using frequencies, tables, graphs, mean and standard deviations was determined to
present the information. Bivariate logistic regression anaysis was aso conducted to identify
associated factors of KAP on pneumonia. Multivariate logistic regression analysis was also
conducted to control confounders. A p-value of < 0.05 was considered as statistically significant.

15



49. ETHICAL CONSIDERATION

Ethical clearance and approva was obtained from Addis Ababa University department of nursing
and midwifery. The necessary permission to undertake the study was also obtained from Addis
Ababa city administration Lideta sub city health office.

The researcher was value the local culture and traditions, and dealt with every participant in the

study with respect and dignity.

In every situation, the established rights of research participants were also protected. People
was not been forced into participating in the research, which is the fundamenta of the principle of

voluntary participation in research ethics.

Prospective research participants was fully informed about the procedures involved and gave
their consent to participate using a form attached in the annex. The respondents were at least
asked for an ora consent in local language and the questions asked to them were also in
simplified language. This research guarantees the participants confidentiality; the participants were
assured that identifying information would not be made available to anyone who was not directly
involved in the study.
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4.10. VARIABLES
Independent variable

Ages

Marital status
Educational status
Income

Family size

YV V V VYV V V

Hygiene
Dependent variables

» Knowledge,
» Attitude and

> Practice on pneumonia.

4.11. INCLUSION AND EXCLUSION CRITERIA
4.11.1. INCLUSION CRITERIA

All mothers who came to integrated management of neonata and childhood
illness(IMNCI) with under five children during the study period.

4.11.2. EXCLUSION CRITERIA

All Mothers who came to integrated management of neonatal and childhood illness
(IMNCI) with children more than five years old during the study per

17



4.12. OPERATIONAL DEFINITIONS

KNOWLEDGE;-knowledge was scored as 1 for those respondents who answered correctly and
0 for incorrect answer. If respondents score >=5 out of 9 questions they were considered as
knowledgeable and if it was < 5 they were considered as Not knowledgeable.

ATTITUDE; -Attitude was scored as 1 for those respondents who answered correctly and O for
incorrect answer, respondents with score of > =4 out of 6 was considered as positive attitude and
if scored <4 they were considered as negative attitude.

PRACTICE; -practice was scored as 1 for those respondents who answered correctly and O for
incorrect answer. If respondents score >=3 out of 5 questions they were considered as satisfactory

practice and if it was < 3 they were considered as unsatisfactory practice.

18



5. RESULTS
In this study the response rate was 100%.

Table 1:Socio-demographic characteristics of Mothers and Care Takers towards the
Treatment of Children with Pneumonia, Ethiopia, 2015 (n=229)

Variables Frequency Per cent (%)
(n=229)
Ageinyears 20-25 64 27.9
26-30 86 37.6
31-35 53 23.1
36-40 20 8.7
>=4]1 6 2.6
Marital status Married 204 89.1
Single 17 7.4
Divorced 6 2.6
Widowed 2 0.9
Religion Orthodox 150 65.5
Muslim 55 24
Protestant 24 10.5
Ethnicity Amhara 84 36.7
Gurage 60 26.2
Oromo 53 23.1
Tigre 19 8.3
Other 13 5.7
Occupation House wife 124 54.1
Employed 105 45.9
lessincome (<500 EBR) 44 19.2
Income High income 185 80.8
(>=500 EBR)
Educationa [lliterate 36 15.7

19




status Educated

193

84.3

5.2 Practices of Mothers and Care Takers towards the Treatment of Children with

Pneumonia

TABLE: 2.Distributions of mothers and care takers practice on providing extra food and

fluid to child with pneumoniain the study area health centers.

Amount Frequency Percent(%)
Increased amount 102 44.5

As usual 101 44.1

L ess amount 26 114

Total 229 100.0

Table 3Distribution of mothers and car e takers health seeking practice with pneumonia can

betreated.
Health seeking practice Frequency Per cent(%)
Self-treatment at home 2 0.9
At health institutions 225 98.3
Traditional healing 2 0.9
Total 229 100.0

Table 4.Distributions of mothers and care taker s self practice antibiotic provision to a child

with pneumonia.

Self practice of antibiotic provision Freguency Percent
Yes 197 86.0
No 32 14.0
Total 229 100.0
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TABLES5: Attitude of

mothers and care takers on pneumonia of under five years of age

(n=229)

QUESTIONS STRONGLY AGREE DON’T STRONGLY | INDIFFERENT
AGREE AGREE DISAGREE

Pneumoniais dangerous 19(8.3%) 9 (3.9%) 52(22.7%) 144(62.9) 5(2.2%)
Brought immediately to 142(62%) | 82(35.8%) | 3(1.3%) | 2(0.9%) 0
health institution
Isolation of achild 30(13.3%) | 46(20.1%) | 75(32.8%) | 67(29.8%) 11(4.8%)
Traditional healing 10(4.4%) | 50(21.8%) | 85(37.1%) | 76(33.2%) 8(3.5%)
Mothers treatment 65(28.4%) | 105(45.9%) | 30(13.1%) | 25(10.9%) 4(1.7%)
Antibiotic treatment of 81(35.4%) 76(33.2%) | 51(22.3%) 21(9.2%) 0

pneumonia

TABLE 6. Distribution of mothers and care takers knowledge on loss of appetite as a sign

of pneumonia.

Responses Frequency Percent Cumulative Percent
| know 124 54.1 54.1

| do not know 68 29.7 83.8

| am not sure 37 16.2 100.0

Total 229 100.0

Regarding the knowledge of mothers and caretakers about the loss of appetite as a sign of

pneumoniaout of the 229 total mother and care taker respondents of this study, 124(54.1%) knew
about it, 68(29.7%) did not know about it, and 37(16.2%) were not sure yet about it.
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5.5 Knowledge, Attitude and Practice of mothers and care takerson under five children
with pneumonia

The finding of this study showed that Mothers and care takers on under five children with
pneumonia with Satisfactory practice was 32.8%, 95%CI(26.2, 38.9),this is less number and
their knowledge and attitude should be increased in the community by HEW and health education
through different mechanisms should be strengthen by health professionals.

Result of this study also revealed that positive Attitude of mothers and care takers towards under
five children with pneumonia was only 15.7%, 95%CI(10.9, 20.5) as mothers have more attitude
they will aware of the importance and they practiceit.

Furthermore, the finding aso revealed that the knowledge level of mothers and caretakers on
under five children with pneumonia was 44.1%, 95%CI (38.0, 51.1).knowledge is key so as to

increase the practice.

5.6 Factorson Knowledge, Attitude and Practice of mothers and caretakerson under five
children with pneumonia.

Age, income, educational status, occupation, and marital status was checked for statistical
association on bivariate logistic Regression with 95% of confidence interval and P<0.25. To
control the possible confounders multivariate logistic regression was done with 95% of
Confidence interval and P<0.05 and age and income was statistical associated. And the finding
showed that Age was statistically associate with Knowledge, Attitude and Practice of mothers
and care takers on under five children with pneumonia.

The odds of age 26-30 years was 2.08 (AOR=2.08, 95% CI=1.16, 3.73) times higher than with
other age groups for Knowledge, Attitude and Practice of mothers and care takers on under five
children with pneumonia and The odds of income of 500 EBR and above was 5.49 times higher
than compared to those less than 500 EBR for KAP of mothers and care takers on under five
children with pneumonia (AOR= 5.49, 95% CI = 2.51, 12.01).
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6:DISCUSSION

6.1 GENERAL ISSUES

This study aimed at exploring the knowledge, attitude and practice of mothers and care takers on
pneumonia of under five children and find out a possible solution in developing adequate

knowledge, positive attitude and favorable practice.

A globa study conducted in 2010 revealed that approximately 150 million new cases of
pneumonia occur annually among children younger than five years worldwide, accounting for
approximately 10-20 million hospitalizations (10). Most children experience ARI four to six
times in a year. Pneumonia is the main cause of death in children under 5 years old worldwide
that is even more than the combination of AIDS, malaria and measles. World Health
Organization (WHO) has classified pneumonia as severe or very severe based on clinical
presentation (4). Although the mortality rate has declined since 1970, not al countries have
benefited to the same extent; Mortality rate in children under 5 year olds with low-income
families in under developing countries are about ten times higher than their peers in developed
countries (5, 6, 7). As studies indicated that pneumonia is the most hazardous form of acute
respiratory infections if not treated properly. The estimated proportion of deaths in which under
nutrition is an underlying cause is roughly similar for diarrhea 61%, malaria 57%, pneumonia
52%, and measles 45% (2, 3, and 4).

It is aso examined that acute |lower respiratory infections (ALRI), particularly pneumonia are the
leading and largest single cause of mortality among <5-year-old children in developing countries
(7). Acute respiratory infections (ARI) especially pneumonia caused 1.6 million children’s death
in 2008(1). As it was learnt from many researches that effective health education programs are
required to be designed in accordance with knowledge, attitude and practice (KAP) of society.
This research also agreed and proved that effective health education programs are required to be
designed in accordance with knowledge, attitude and practice (KAP) of society.
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6.2 Practice of Mothersand Caretakerson Children with Pneumonia

As this study proved the practice of mothers and caretakers on under five children with pneumonia
a a satisfactory level were summarized as 75 (32.8%) and the not satisfactory level were
summarized as 154(67.2%). This means that the demonstrated practical experience of mothers and
caretakers on under five children with pneumonia is lower as many studies conducted in
devel oping countries shown. The finding of this study is not enough to bring positive change and it
needs further strengthen the clinical and HEWSs service, providing health education.

As revealed in this study result section, 197(86%) mothers and care takers had a practice of
antibiotic provision for sick children with pneumonia while 32(14%) of them had never been
practiced with the provision of antibiotic to a child with pneumonia. The finding of this study is
less than study conducted in urban Ethiopia (69.4%, 29%). Even though the study show high
knowledge than practice it may be due to the reason that they may not practice even if they have

adequate knowledge and their continuous knowledge is under question mark.

However, as opposed to other studies, this study has shown that 208(90.8%) of the respondents do
practice giving syrup and 14(6.1%) tablet for their children with pneumonia. While 6(2.6%) of the
respondents and 1(0.4%) gave other antibiotics and both syrup and tablets respectively to their
children with pneumonia. This may be due to the reason that their awareness is increased by
HEWS.

Regarding home treatment practice of mothers and care takers 10(4.4%) home treatment of
children with pneumonia are with tenaadam provision. Nevertheless due to the relatively
accessibility of health centersin the locality in the study area 97(42.4%) respondents do treat their
children with pneumonia by providing modern drugs/medicines, 17(7.4%) holly water, 3(1.3%)
massaging chest with herbs or butter, and 102(44.5%) consultation with health professionals
respectively. This study isless than study conducted in urban Ethiopia (80%)
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6.3 Attitude of Mothers and Caretakerstowards Children with Pneumonia

As opposed to other studies, among this study respondents 19(8.3%) of mothers and care takers
strongly agree that pneumonia as dangerous disease while 9(3.9%) of them agree that pneumonia
as dangerous disease for children under five which isin line with other study conducted (10.6%) in
Whereas, 52(22.7%), 144(62.5%) and 5(2.2%) respondents of this study perceived that they do not
agree, strongly disagree and are indifferent to the severity of pneumonia to children under five
respectively. This may be due to the less knowledge to practice it and it needs further strengthen
the HEWSs service in addition to health education.

Of the respondents 142(62%) of mothers and care takers strongly agree that a child with
pneumonia should be brought before three days to health institution and 82(35.8% ) of them agree
that a child with pneumonia should be brought before three days to health institution. While
3(1.3%), and 2(0.9%) respondents of this study perceived that they do not agree, and strongly
disagree that a child with pneumonia should be brought before three days to health institution
respectively. This may be due to increased awareness through Medias, HEWs and health education
at health facility.

6.4. Knowledge of mother and caretakerson children with pneumonia

Regarding the knowledge of mothers and caretakers about the loss of appetite as a sign of
pneumonia out of the 229 total mother and care taker respondents of this study, 124(54.1%) know
about it, 68(29.7%) did not know about it, and 37(16.2%) were not sure yet about it. Concerning
the knowledge of mothers and caretakers found out in this study, about the size of family members
in children's room that can increase children's' chance to get pneumonia disease or other respiratory
infection, were 199(86.9%) know about it, 22(9.6%) did not know about it, and 8(3.5%) were not
sure yet about it. About the immunization that can prevent under five from getting pneumonia were
expressed as 158(69.0%) know about, 51(22.3%) did not know about it, and 20(8.7%) were not
sure yet about it. The finding of this study revealed that it needs further strengthen health education
on immunization in addition to HEWs programme this is because of PCV vaccine is nationally

introduced in the immunization guideline.
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In general, this study revealed that, the knowledge level of mothers and caretakers on under five
children with pneumonia at a not knowledgeable level were summarized as 128(55.9%) and the
knowledgeable level were summarized as 101(44.1%). The result of this study showed that 44.1%
of mothers/caregivers were knowledgeable which is in line with study conducted in Thailand

(66%) and thisis not enough to bring positive change for the further in the study area.

This study pointed out among the mothers and care takers in the study more than 70% them
perceived that pneumonia as a dangerous disease and more than 80% mothers and care takers
believed in a child with pneumonia should be brought to health institution as a early as possible.
Thisis paralel when compared with the studies in Ethiopia, Gambia gutemala where four hundred
and eighty three (89.4%) of the care givers perceived pneumonia as not dangerous and three
hundred and thirty six (16.15%) prefer to take children to local heder (7).

This study agreed with previous studies done elsewhere where many mothers relatively had
unfavorable practice similar with the current study. This study proved that mothers and care takers

showed negative attitude with the same reason for low prevalence of unfavorable practice.

The findings of this study showed that age of mothers and care takers had a significant association
with knowledge. This may be due to middle aged mothers and care takers have developed good
knowledge through third life experience than young ones that is why most middle aged mothers
and care takers replied a correct answer for questions in knowledge part of the questionnaire.
Mothers and care takers marital status did show statically significant while most married ones had

unfavorable knowledge.

This study revealed that there is highly statistical significant relationship between literacy status
and knowledge of mothers and care takers. It was found out that those with a better educational
level know the causes of pneumonia. While those illiterate did not reply correctly the cause of

pneumonia.

It can be noted that occupation has highly staticaly significant association with knowledge of
mothers and care takers. It was also shown that employed mothers and care takers had adequate
knowledge when compared to others. This may be due to employed mothers and care takes had a

communication access with many people including their colleague with different experiences.
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7.LIMITATIONS OF AND STRENGTH OF THE STUDY
7.1 Strength
1. All respondents were interviewed.
2. Pretest was conducted to minimize errors during data collection

3. The questionnaires were developed from standardized tools from different research

7.2 Limitations
1. Thisstudy did not triangulated by qualitative methods

2. The nature of cross-sectional study(Don’t show which come
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8. CONCLUSIONSAND RECOMMENDATIONS

8.1 CONCLUSION

The central point of spotlight of this study was mothers and care takers' knowledge, attitude and
practice towards pneumonia of under five children. The majority of mothers don’t practice it. In
this study the socio-economic and demographic characteristics, knowledge, attitude and practice
of mothers and care takers of the under five children with pneumonia were assessed. Hence the
finding of this study is concluded in a way that mothers and care takers, practice, attitude and
knowledge towards under five children with pneumonia were unsatisfactory. The study also
showed that mothers and care takers practice, attitude and knowledge were affected by age,
education, income and practice of mothers affected by occupation. This finding also indicated
that there were some variables with unfavorable practice, negative attitude and in adequate

knowledge which need more attention and effort by concerned bodies.

8.2RECOMMENDATIONS

Based on the findings of this study the following recommendations are forwarded to make
situations more conducive for mothers and care takers on their knowledge, attitude and practice

of under five children with pneumonia.

> Effective and strong health education through strengthening the existing health extension
program must be provided to mothers and care takers with support of local educational
materials to enable them recognize, causes of pneumonia, early detection of danger sign of

pneumonia, urgent seeking of medical care and supportive cares of pneumonia cases.

» Capacity building, speciad KAP and awareness programs in regard to pneumonia under five
children to be given in wide range not only of health personnel but it should include targeting
mothers and care takers under five children, community health workers, community and

religious leader including identification of cases and control of pneumonia.
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ANNEX

ANNEX-IInformation sheet and consent form
This sheet is to be read for the participants of the study. My nameis . | am working as data
collector for DamtewBilatain a survey conducted by the collaboration of School of Nursing and
Midwifery, Addis Ababa University to assess the knowledge, attitude and practice of mothers regarding
pneumonia among under five children LidetaSub city.

This will be critica input for policy makers and organizations involved on care and support for under
five children activities. Your participation in this research is voluntary. If you decide not to participate,
there will be no negative consequences for you. If you do decide to participate there will no incentives
from this study but your input is important. However your participation on this study is very important
for achievement of the study and for paving the way for the integration of under-five pneumonia health
service in the early detection and giving appropriate care for children thereby increasing the quality of

care for these people.

There is no any risk that will occur to you because of your participation in this study. All the responses
given by you and results obtained will be kept confidential using coding system whereby no one will
have access to your response. You are not expected to give your name or phone number. Without
permission from you and lega body, any part of this study will not be disclosed to third person. You

have full right to refuse and withdrawal to participate in this study if you don’t wish any time.

The interview period will take about 15 minutes. If you are willing to participate in this study, you need
to understand and sign the agreement form, and then you will be asked to give your responses by data

collectors. If you want to communicate you can get me through:
Name of Investigator: .DamtewBilata Tel: +251913122558

Name of Advisors: AsratDemisse (Ass’t prof.)

Are you voluntary to participate in the interview? Yes I\:| 1
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I nformed consent form

| hereby confirm that | understand the contents of this document and the nature of the research project,
and | consent to participate voluntarily in the research project. | understand that | am at autonomy to

withdraw from the project at any time.

Signature of participant Date
Name and signature of Investigator Date
Name and signature of data collector Date
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Annex I1; English version Questionnaire

Part I. Information sheet and consent form (English version)

Dear respondent My name is | am here to collect data for

a study which entitled with “assessment of knowledge attitude and practice of mothers regarding
pneumonia among under five children at Lideta sub city, Addis Ababa, Ethiopia, 2015.1t is
conducted by Damtew Bilata Who is a MSc in nursing student at Addis Ababa University,
College of Medicine And Health Sciences, Department of Nursing & Midwifery. The purpose of
this study is to assess knowledge, attitude and practice of mothers regarding pneumonia among
under five children at Lideta sub The interview explores about your baby’s experience regarding
pneumonia and will require about 20 to 25 minutes to be completed. As a study participant you
will be benefited when the result is utilized. The study will be carried out in the form of interview
and do not cause any harm to you. The result will be displayed in general form not in individual.
To achieve the study, your honest and genuine participation by responding to the question
prepared is very important and highly appreciated. You have aso a right to continue or to
discontinue as a participant and there is no any influence that insists you to participate unless you

are volunteer.
We will proceed to the interview after you under stand the following points

Objective of the study: to assess knowledge, attitude and practice of mothers regarding

pneumonia among under five children at Lideta sub city.

Benefit: The information generated from the study help decision maker and hedth care
Professiona for designing appropriate nutritiona education for the mothers and care givers on
complementary feeding practice of infant and young child.

Harm: The participants do not have any harm by participating to the study

Duration of the study and interview: The study conducted for to weeks. The interview may
take from20- 25 minutes.
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Alternatives to participation: You do not have to take part in this research if you do not wish to
do so. Your participation/ non-participation, or refusal to respond to the questions will have no
effect now or in the future on services that you or any member of your family may receive from
any service providers. In between, you have the right to terminate from the study by any reason,
related to the study or personal reason.

Confidentiality: We would like to assure you that the privacy will strictly be maintained
throughout. Your responses to any of the questions will not be given to anyone else and no
reports of the study will ever identify you. If a report of the results will be published, only
Information about the total group will appear.

Persons to contact: If you have any question you can contact the investigator at the following
address and you may ask at any time you want.

Damtew Bilata
Tel: +251-913122558
E-mail: damtewbl4@gmail.com

Consent form: | have read the document stated above or it has been read to me by the data
collector as | can understand all conditions stated above. Therefore, | have decided to:

1. Agree
2. Disagree on participation of the study
And | confirmed it by signature

Name of the interviewer: Sign. Date of interview

Name of the supervisor: Sign. Date

Thank Y ou for willingness to participate
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Part I11. Information sheet and consent form (Amharic version)

PI°CI°C/TG T/ 2106625 POI°I°1rT avlhem, PR

PI°CI°C TCEnE

1. ao’(). £

A'b-------- ANAAY- 9°m@. A (H0A Faod-21s had°ht Yoot 0T PP AET
AATLhO+@ PO 9°F NN PAT®T A+ A YH7S AL AZIoP OTHHDIE TGT
AL oolB ONAN, W5 ar? Lu7rr 9°TS T A%1ahTt PACO® 71 eHI°ANT
TATE @A Ad@:: PHY PIPCIPC TMM1E-4G PO 1T PR AT AUT ACOP
Ar8ATENT P9I P LA PINCICC TS VT PG 10 HY  PIPCIC
TCENT AooA+E hoo@O7P (4T BUTT POMELE PR NTT7PE 019700 T LLDT
N2 emed NHa149° (TS ovd+q hEood. (DA N°775@-9° 1K TEEPT
NA-2F aomPP LTAA-

2. P9°C°C TCERE 9477

ha°tt Goot (3T P+ AZT 0A%LhOFa- PA70 9°F 0T PAT@7 AT
an 175 AL Ao OHHDE .

3. PaNé-C 1871

LUTT TG 90T CHLNI®- M AMRovFS NTGE aowlh PTHALE TICTT
Moo 77215 0ANT  £99  Geh, LCEFT  AhATT NNC ATk 0TSk
CHLLAVTED T TICT Aoo@ T ACHNES V7L A18AF4T INHPA: OHY TGT
ONT AcoA1e nHNTTaoe NICIPrET (LN a0l8 S WI8.U-9° avll9® LINP A
hle NeoemA ONTGHE ool ONALLT ATLMCeT TEE Ar80oAN 4PLTV1TTHP
emeeA: (LY TG+ ANT4 Polwm-t o009 1 P20 @-mt N9°Om.C
LMmNPAH::
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4. AhOE POLTFA QOFTFG IR oo

MY TG+ AP °GANF LHLT AGTINL TN LPSA: 11C77 PTek:
oMt OLET hIwm@ TPI® ATAC LVUT PUA ALLAC: NHYV TG Navd+eaP
°79° 9L OWIT(TIC) AL ITI P9

5. TPT

MLV TG+ MATeL CHAP TPI° ALTTI: 1ICTT PCOAP NTGE oA P
ATG+E oodt OTGE OFAR TFICT oG ANT ALOP AT MNT  AGHT
TMPTLLEPGN

6. “7hhA

(LY TS+ NeoAFeP  go9° 941 i hAQWT P49 1IC 77 0TSk
NooA+G L F°0IGT 7 hahE -

7. °hm.C hAaomNd

Y TG P97 avl8 (oo N9°OML-PrE LmMNPA:. ALY TS PoLwnanm-
ACALT P9%.avAn T avlB N91VLC Po9¢a0T (W7 “T0L49° NhavP ALIPT NHAP
ng APaoPT h& NPSO- +avld-1s @5 A°T79° hLINRI°::

8. NTSk PAATE ®LI® 407 P7170N oot

0TSt ANGPATSE hdAT LY TGT LAPATE ®LI° haZe NAL ®LI° U-A79° T
CEPF hAgvaoAh LTAN:: LY TG T AAATEL @LI° NhéA 1 Novh T
LELPTT MAaoavANP T35 D79 WIADNT he17TT T hLhAhA-9°:

9. ALISGTm woPT
NPGE HeEP 15 ®m9° TEIAAPT holhta-T @-0T 2735 079° wo- (°LEANHT

WM 91101C LTAN:E° MA@, NAZ - AL0 AN0 RLACAE  9°024A- 0913122558
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10.909°9°1 avIhem, PR

ML NHCHC HOM-T7 aolBPT AS P07 ATMLPAY- ®LI° ALS N9°TAD. avdh
NoolB ANAN®. HIOATA: WAPTIP° 0TSk AL NAeATeE PoLhHAd.? NG AU

1. 0299 FAv-

2. a0

LUTIINLCTIC AL DTNV

Paol% ANAaN@. hg° 46:CM
aolBm. C-HONGNNT +7F

PovlG HHMMS Q9° 4CM
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Part IV. QUESTIONERS
Part |;-. Socio demographic characteristics of mothersrelated questions

1. Age of mother in years

2. Religion

A.orthodox B.Muslim C. protestant D. others

3. Ethnicity

A. Oromo B. AmharaC.TigreD .GurageE. Others

4. Marital status

A. married B. single C. divorced D. widowed

5. Educational status

A. unableto read and write B. 1-6 C.7-12 D.>12

6. Occupation

A. house wife B. daily Laborer C. merchant D. employed

7. Family income in birr (monthly)

A. <100birr B.101-200 birr C. 201-400 birr ~ D. > 400 birr
Part I1; - practicerelated questions

1. The amount of food and fluid given to a child with pneumonia would be?

A. Increased amount 1.Yes 2.No
B. Decreased amount 1.Yes 2.No
C. The same amount 1Yes 2.No

D. Food and drink never begiven 1.Yes 2.No
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2. What Kind of treatment do you give to a child with pneumoniaat home?
A.Herbs (Tenadam, Damakesa, Dingetegna) 1.Yes 2.No
B. Modern drug (syrup, Antibiotics) 1Yes 2.No
C.Holy water 1.Yes 2. No
D.Massaging chest with butter or herbs. 1. Yes 2. No
E. No, it isundesirable practice | should consult health personnel 1.Yes 2. No
3. Do you give antibiotic to your child with pneumonia?
A.Yes B. No
4. What kind of antibiotic do you give to asick child with pneumonia?
A.Syrup 1Yes 2. No
B.tablets 1.Yes 2.No
C . Others 1Yes 2.No
5. Where did you go to get treatment when your child becomes sick with pneumonia?
A. Self-medication 1Yes 2.No
B. Health institution 1Yes 2.No
C. Traditional healers 1Yes 2.No
D. Do nothing 1Yes 2.No
Part I11; - Attituderelated questions

1. Pneumoniais not a dangerous disease, which does not harm a child with pneumoniaiif left un-
treated

A. strongly agree B. Agree C. Indifferent D. Disagree E. strongly disagree

2. A child with pneumonia should be brought immediately to health institution

A. Strongly disagree  B.Agree  C.Indifferent  D. Disagree  E. strongly disagree

3. A child with pneumonia should be isolated to protect from “Tilla" which causes pneumonia.

A. Strongly agree B. Agree C.Indifferent D. Disagree E. strongly disagree
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4. Traditional healers sometimes can treat childhood pneumonia

A. Strongly agree B. Agree C. Indifferent D. Disagree E. strongly disagree.

5. Mothers can treat cough or common cold at home

A. Strongly agree B. Agree C. Indifferent D. Disagree E. strongly disagree
6. Antibiotic gave usually useful to treat a child with pneumonia,

A. Strongly agree B. Agree C. Indifferent D. Disagree E. strongly disagree
PartlV; - Knowledgerelated questions

1. What causes pneumonia?

A.Evileye 1Yes 2. No

B. Micro- organisms 1.Yes 2.No

C. Exposure to cold 1Yes 2.No

D. From God 1Yes 2.No

2. Which of these signs are danger sign of pneumonia a child should be brought to health
institution urgently?

A.Vomitingeverythingl.Yes 2. No
B. Convulsing1.Yes 2. No
C.Unabletofeed 1.Yes 2. No

D. FeverlYes 2.No

E.All1.Yes 2.No

3. To sponge the sick child who has high fever with fresh water is good and easy way to reduce
the temperature

A. | know B. | do not know C. | amnot sure
4. Loss of appetiteissign of serious disease
A. | know B. | do not know C. | am not sure

5. Children with pneumonia sometimes have chest pain
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A. | know B. | do not know C. | am not sure

6. Exclusive breast feeding will increase the immune system and decrease chance of body from
getting pneumonia

A. | know B. | do not know C. | am not sure

7. Many family members in children's room doesn't increase children chance to get pneumonia
disease or other respiratory infection

A. | know B.ldonotknow  C.Iamnotsure

8. Immunization can prevent your child from getting pneumonia.
A. I know B.ldonotknow  C.Iamnotsure

9. The sign of pneumoniais?

A. cough lYes 2.No

B. Fast breathing 1.Y es 2. No

C. Difficulty of breathing 1.Yes 2.No

D. Fever 1Yes 2.No

Name of data collector ------------------

SIgNAtUIE. ...ttt e
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Annex V- Amharic version of questioner
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