
  
 

 

EXPLORING KNOWLEDGE, ATTITUDES AND PRACTICE 

OF PARENTS/GUARDIANS ON HOME MANAGEMENT OF 

DIARRHOEA IN CHILDREN LESS THAN FIVE YEARS IN 

EKWENDENI 

 

MSc (Child Health Nursing) Thesis 

ESAU ABRAHAM KASONDA 

 

 

UNIVERSITY OF MALAWI 

KAMUZU COLLEGE OF NURSING 

 

 

DECEMBER 2015 

 



Page | i  
 

 

EXPLORING KNOWLEDGE, ATTITUDES AND PRACTICE OF 

PARENTS/GUARDIANS ON HOME MANAGEMENT OF 

DIARRHOEA IN CHILDREN LESS THAN FIVE YEARS IN 

EKWENDENI 

MSc (CHILD HEALTH NURSING) THESIS 

By 

ESAU ABRAHAM KASONDA 

BSc (Nursing) - University of Malawi 

A Thesis Submitted to the Faculty of Nursing, Kamuzu College of Nursing, 

University of Malawi in Partial Fulfilment of the Requirement for the Master 

of Science Degree in Child Health Nursing. 

 

UNIVERSITY OF MALAWI 

KAMUZU COLLEGE OF NURSING  

 

Deccember 2015 



Page | ii  
 

DECLARATION 

 

I, Esau Abraham Kasonda hereby declare that this thesis titled ‘Exploring 

knowledge, attitude and practice of parents or guardians on home 

management of diarrhoea in children less than five years in Ekwendeni’ has 

not been presented for any award to any universities within Malawi or in 

Africa or outside Africa. All the sources that I have used in the study have 

been acknowledged by citing and referencing them.  

 

ESAU ABRAHAM KASONDA 

 

_________________________________ 

Signature 

 

__________________________________ 

Date 

  



Page | iii  
 

CERTIFICATE OF APPROVAL 

 

 

The undersigned approve that this dissertation represents the student’s own 

work and has not been presented anywhere else in or outside Africa. 

 

Signature _______________________       Date ________________________ 

Ezereth Kabuluzi, PhD 

Main Supervisor 

 

Signature_________________________     Date _______________________ 

Belinda Gombachika, PhD 

Co-Supervisor 

 

 

 

 

  



Page | iv  
 

DEDICATION 

 

 

This work is dedicated to my late father Mr. Everson Kasonda Bwetu for the 

good guidance and advice about the life’s vicissitudes. To my late daughter 

Alinafe Kasonda for the strength that God provided in you because you 

encouraged me to work hard in school even if you were in pains. I will always 

miss you and may your souls rest in eternal peace. 

 

 

  



Page | v  
 

ACKNOWLEDGEMENTS 

 

 

I would like to thank God Almighty for making it possible that I complete this 

work while in good health and for providing the required wisdom and 

intelligence throughout my years of study. Furthermore, I extend my profound 

gratitude to the following individuals for different types of support that they 

rendered to me as I was in the process of developing this thesis; 

• Dr. E. Kabuluzi who was my main supervisor for the untiring effort 

provided to me throughout the process of proposal development and 

writing of the thesis. 

• Dr. B. Gombachika, my second supervisor for the timely giving of the 

feedback as I was writing the thesis and for support and encouragement 

rendered to me. 

• Dr. A.O. Maluwa for his guidance throughout the whole process of 

writing the thesis. 

• Dr. J. Mughogho Chihana, Ekwendeni Hospital Director for giving 

permission for the study to take place at her institution. 

• Mrs. L. Kachinda and E. Matchere for assisting in the collection of 

data. 

• All parents and guardians who participated in the study for sparing 

their precious time to provide the necessary information. 



Page | vi  
 

• My fellow Masters students for their psychological, spiritual, material 

and moral support throughout the study period. 

• My parents, relatives and family members for the untiring support that 

they provide throughout my life. 

• My bosses and colleagues at Ekwendeni College of Health Sciences for 

their support and not forgetting the National AIDS Commission and the 

Ministry of Health for sponsoring my studies. 

  



Page | vii  
 

ABSTRACT 

 

This is a descriptive cross sectional study done to explore knowledge, attitude 

and practice of parents or guardians on home management of childhood 

diarrhoea. A semi structured questionnaire was used to interview parents or 

guardians of children less than five years old who presented to Ekwendeni 

Mission Hospital for the treatment of childhood diarrhoea and those who 

visited the underfive’s clinic for growth monitoring and immunizations.  The 

specific objectives for the study were to assess knowledge of parents/guardians 

on the four basic rules of home management of childhood diarrhoea, to 

determine the attitude of parents/guardians on modern management of 

childhood diarrhoea and to find out home care practices of parents/guardians in 

the treatment of childhood diarrhoea before taking the child to the health 

facility. The study was conducted at Ekwendeni Mission Hospital in Mzimba 

District and the sample was drawn from parents or guardians of children aged 

five years or less who presented to the hospital’s outpatient department with a 

complaint of diarhoea and those who came to under five’s clinic for growth 

monitoring and immunizations. 

The study topic was chosen because it is one of the major concerns of the 

WHO in the reduction of deaths among children under the age of 5 years since 

diarrhoea accounts to 16% of all childhood death worldwide (WHO, 2010). 

Children from developing countries (including Malawi) are the worst hit as 



Page | viii  
 

diarrhoeal diseases account for an estimated 17.5-21% of causes of death in 

children less than five years of age (WHO, 2010). However, a few studies have 

explored issues related knowledge, attitude and practice on management of 

childhood diarrhoea in Malawi. In addition, the results from the demographic 

and health surveys in Malawi do not give adequate information on the four 

rules of managing diarrhoea in children at home. This means that these 

demographic survey reports do not provide clear evidence on people’s attitude 

towards modern treatment of diarrhoea. Information from the current study 

will enable health workers to determine whether information given to parents 

and guardians on home management of childhood diarrhoea is adequate and if 

the information given has any impact on the home care practices in the 

communities. 

Two sampling methods were used in the selection of participants in this study. 

A consecutive sampling technique was used in selection of parents or 

guardians of children with diarrhoea and a random sampling technique was 

used to select parents or guardians of children who attended the underfive’s 

clinic at Ekwendeni Mission Hospital. A total of 327 parents or guardians were 

interviewed using a carefully designed semi structured questionnaire. Among 

the 327 respondents, 100 (30.6%) were parents/guardians of children who 

presented with diarrhoea at the time of data collection. Two data collectors 

administered a questionnaire to respondents at the hospital’s outpatient 

department from 12th December 2013 to 14th February 2014. Data was coded 
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manually and entered into the computer. Analysis was done using Epi info 

version 7, a statistical package recommended for health related research. 

Presentation of results was done using tables and figures. 

  The results have indicated that parents or guardians had partial 

knowledge about the four rules in home management of childhood diarrhoea. 

Knowledge about giving more fluids including oral rehydration solution (ORS) 

was better than knowledge about continued feeding and zinc.  Most of the 

respondents had a positive attitude towards modern management of childhood 

diarrhoea but lack of resources and lack of knowledge about diarrhoea 

management were the main barriers that affected the recommended home care 

practices of diarrhoea treatment. It is recommended that health workers should 

give full information about diarrhoea and its management in order to improve 

home care practices for the treatment of childhood diarrhoea. 
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DEFINITION OF TERMS 

 

 

Attitude tendency to respond positively or negatively towards a 

certain idea, object, person or situation. 

Child a person aged between birth and puberty. In this study, a 

child is an individual aged between birth and up to five 

years old. 

Diarrhoea  passing loose or watery stool for three or more times in 24 

hours. 

Guardian a person who takes care of another person, whether related 

or not. 

Knowledge  familiarity or awareness gained through experience or 

study. 

Parent an older individual who takes care of an offspring in his or 

her own species. 

Practice  use of an idea or actually putting the idea into place. 
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CHAPTER 1 

INTRODUCTION AND BACKGROUND 

 

Introduction 

 

Diarrhoea is defined as the passage of loose or liquid stools more 

frequently than normal for an individual (WHO, 2010). It is one of the most 

common clinical signs of gastrointestinal diseases (Mwambete, K.D. & Joseph, 

R., 2010). The disease is characterized by passing out loose watery stools for at 

least three times in a 24 hour period (USAID, UNICEF & WHO, 2005). 

However, it is the consistency of the stools that matters than its frequency and 

volume (MoH, 2009). Observations of patients with diarrhoea have shown that 

even a single episode of watery loose stool can as well lead to serious 

consequences on the patient. For example, cholera is a severe form of acute 

diarrhoea which can kill a patient with only a single prolonged episode because 

it makes the patient lose large amounts of fluids and electrolytes during a short 

period of time (Munthali, A., 2005).  

Causes of diarrhoea include pathogens such as bacteria, viruses and 

protozoa which are transmitted predominantly by flies, eating contaminated 

food as well as reactions to medicines (Mwambete & Joseph, 2010). The most 

common cause of acute diarrhoea in children under the age of five
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years has been found to be rotaviruses (Raman, S., Sascrekha, M., Kang, G. & 

Gagandeep, H., 2009). In 2012, the Government of Malawi introduced 

rotavirus vaccine to reduce morbidity due to diarrhoeal diseases in children 

under the age of five years.  

Diarrhoea is more prevalent in areas of poor sanitation and water 

supply. This means that, with improved hygiene and sanitation, the incidence 

of diarrhoea can be drastically reduced. Preventive measures for diarrhoea in 

children are exclusive breastfeeding for the first 6 months of the child’s life, 

improved feeding practices and food safety (USAID, UNICEF & WHO, 

2005). Proper use of clean toilets and latrines for the disposal of human 

excreta, practising proper hygiene practices and use of safe water are also other 

preventive measures for diarrhoea (Munthali, 2005).  

Prompt and timely replacement of fluids and electrolytes lost through 

diarrhoea is the single most important intervention in the reduction of 

morbidity and mortality due to diarrhoea (Munthali, 2005). Although 

guidelines for home management of diarrhoea have been widely published by 

WHO, adherence to these guidelines has been limited in both health workers 

and parents (Abedalrahman, S.K., 2012). Therefore, it is important to evaluate 

parents/guardians’ knowledge, attitudes and practice on proper home 

management of diarrheal diseases in order to avoid delays in initiation of 

treatment and development of complications in children under the age of five 

years.  
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Background 

Diarrhoea remains one of the most common illnesses among children 

under the age of five years worldwide. Among the 5.9 million under five 

children who die due to infectious diseases, 15% die because of complications 

of diarrhoea (Sousa, A., Tiedje, K.T., Recht, J., Bjelic, I. & Hamer, D.H., 

2012). In developed countries there has been increased morbidity due to 

dehydration as a result of diarrhoea, although mortality is extremely low (Ng, 

Y.J., Lo, Y.L. & Lee, W.S., 2009). Unlike in developed countries, morbidity 

and mortality rates in developing countries are quite high (Kosek, M., Bern, C. 

& Guerrant, R., 2003, p. 197). In their review of diarrhoea studies, Kosek, 

Bern and Guerrant (2003) further revealed that children in developing world 

experience a median of 2 to 3 episodes of diarrhoea every year. In Malawi, 

diarrhoea is ranked the third most common cause of clinic attendance in 

children under the age of five years and it is one of the major childhood 

diseases with very high case fatality rates (MDHS, 2010, p.124). The 2010 

MDHS also indicated that 18% of the under five children had at least one 

diarrheal episode per year, with only 2% of the children with bloody diarrhoea 

(MDHS, 2010, p.124).  

The WHO recommends four rules of home management of childhood 

diarrhoea such as giving the child more fluids (including low osmolality ORS) 

than usual, zinc supplementation, continued feeding and taking the child to the 

health facility when there is no improvement (WHO, 2010).  
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Rule 1. Give the child more fluids than usual to prevent dehydration 

Children with diarrhoea should be given extra fluids and salts to 

replace their losses of water and electrolytes even if they do not have signs of 

dehydration. Failure to replace water and electrolytes will lead to a child 

developing signs of dehydration (MoH, 2009). Parents should be taught how to 

prevent dehydration at home by giving the child more fluids than usual. 

Recommended home fluids should include at least one fluid that contains salt 

as well as most fluids that the child normally takes at home (WHO, 2010). 

Fluids that normally contain salts are ORS, salted drinks (salted 

porridge, rice water, yoghurt drink, vegetable or chicken soup). Recommended 

fluids that do not contain salt are plain water, unsalted rice water, soup, 

unsweetened local tea and fresh fruit juice (WHO, 2010). There are other types 

of fluids that are not recommended and should be avoided during a diarrhoea 

episode. These are fluids and drinks that are sweetened with sugar such as 

carbonated beverages, commercial fruit juices and sweetened tea and coffee 

(MoH, 2009). Most of the recommended fluids are available in the 

communities around Ekwendeni Hospital and parents or guardians can easily 

access them if provided with adequate knowledge and skill. 

Rule 2. Give supplemental zinc (10-20 mg) to the child every day for 10 days. 

Giving zinc to the child as soon as diarrhoea starts reduces the duration 

and severity of the episodes of diarrhoea, as well as the risk for dehydration. 

By continuing zinc supplementation for 10 days, zinc lost during diarrhoea is 

fully replaced and the risk of the child having new episodes of diarrhoea in the 

following 2-3 months is drastically reduced (WHO, 2010). Parents should be 
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educated on the amount of zinc to be given depending on the age of the child. 

For example, a child 2-6 months should be given half of the 20mg tablet and a 

child 6 months to 5 years should be given a full 20mg tablet of zinc daily for 

10 days (MoH, 2009). It is very important to ensure the availability of zinc 

tablets at community level in order to improve its access to the people in the 

communities around Ekwendeni Hospital. 

Rule 3. Continue to feed the child to prevent malnutrition 

In this rule, the child’s usual diet should be continued during diarrhoea 

and should also be increased thereafter (Mwambete & Joseph, 2010). It is 

recommended that food should never be withheld and the child’s usual foods 

should not be diluted (WHO, 2010). In addition, breastfeeding should always 

be continued with the aim of giving as much nutrient rich foods as the child 

will accept (MoH, 2009). Children with diarrhoea regain their appetite after 

dehydration is corrected and it is essential to give small frequent foods during 

the diarrhoeal episode. When food is given in this way, sufficient nutrients are 

usually absorbed by the body to support continued growth and weight gain, 

thereby preventing poor growth and malnutrition (WHO, 2010). Continued 

feeding also speeds the recovery of the normal intestinal function, including 

the ability to digest and absorb various nutrients. In contrast, children whose 

food is restricted or diluted lose weight, have diarrhoea of longer duration and 

recover intestinal function more slowly (WHO, 2010). 

Foods to be given depend on the age of the child, food preferences and 

pre-illness food pattern, while taking into consideration the cultural practices 

of the community. Generally, suitable foods for a child with diarrhoea are the 
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same as those required by healthy children. It is recommended that children of 

any age who are breastfeeding should be allowed to breastfeed as often and as 

long as they want. Children who are not breastfeeding should be given their 

usual milk feed at least every three hours by a cup (WHO, 2010). This means 

that special commercial formulas advertised for use in diarrhoeal episodes are 

expensive, unnecessary and they are not recommended by the World Health 

Organization. Other important foods are cereals and vegetables, especially for 

children more than 6 months old. Recommended foods should be culturally 

acceptable, readily available, should have high content of energy and provide 

adequate amounts of essential micronutrients. They should also be well cooked 

and mashed to make them easy to digest. Meat, fish or eggs should also be 

given if available and foods rich in potassium such as bananas, green coconut 

water and fresh fruit juice are quite beneficial (MoH, 2009). Foods should be 

given every 3-4 hours, at least 6 times a day during diarrhoeal episode (MoH, 

2009). This can easily be done at home if parents have adequate knowledge. 

Rule 4. Take the child to a health worker if there are signs of dehydration or 

other problems 

When measures for home treatment of childhood diarrhoea have failed, 

parents should be able to know the proper timing as to when the child should 

be taken to the health facility. The World Health Organization suggests that the 

child should be taken to the health facility if the specific signs and symptoms 

of the worsening condition are observed. The child should be taken to the 

hospital if he passes many watery stools, has repeated vomiting, becomes very 

thirsty, is eating or drinking poorly, develops fever, has blood in stool or if the 

child does not get better in three days of home treatment (WHO, 2010). These 
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signs and symptoms denote the severity of diarrhoea and dehydration and all 

parents have to be provided with knowledge on the signs of the worsening 

condition of the child. As a result, they will be able to take the child to the 

health facility before the child becomes severely dehydrated (Munthali, A., 

2005). 

Information about WHO guidelines for home management of 

childhood diarrhoea is being disseminated through health education by health 

workers and the media. It is expected that these guidelines are taught to parents 

so that treatment is initiated timely at home before the child is taken to the 

hospital.  

According to the results of the MDHS (2010, p. 126), 74% of children 

under the age of five years got oral rehydration solution (ORS) with increased 

fluids, 20% got antibiotics, 25% got other home remedies, 15% received no 

treatment and 0.2% got zinc supplementation during a diarrhoea episode 

(MDHS, 2010). The figures from the survey indicated that there was limited 

access to zinc by community members as it was not used by many respondents 

in the treatment of childhood diarrhoea. In addition, about 96% of people aged 

15-49 years old demonstrated knowledge of oral rehydration solution (ORS), 

with higher percentage in urban (98%) than in rural areas (95%) (MDHS, 

2010). However, the survey did not evaluate all the WHO’s four rules of home 

management of childhood diarrhoea. In addition, the results did not relate 

parents or guardians’ knowledge on home management of childhood diarrhoea 

together with its utilization during a child’s diarrhoeal episode. 
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  Apart from traditional beliefs that influence treatment remedies for 

childhood diarrhoea, a few studies have tried to find out attitude of parents on 

conventional home management of diarrhoea in children (Kauchali, S., 

Rollins, N & Van den Broeck, J., 2004; Munthali, A., 2005). One example of 

the few attitude studies was done in Mali and it concluded that increased 

knowledge of ORS did not lead to its higher utilization by parents in the 

communities because of people’s negative attitude towards ORS since it does 

not actually stop diarrhoea (Ellis, A.A., Winch, P., Daou, Z., Gilroy, K.E. & 

Swedberg, E., 2007). However, this negative attitude towards ORS led to 

increased uptake of zinc in the treatment of diarrhoea because zinc was 

believed to cure the disease. 

Problem statement 

Dehydration caused by severe diarrhoea is a major cause of morbidity 

and mortality among children despite the education given by the health 

workers and the media on its prevention and management. About 18% of 

children less than 5 years old have at least an episode of diarrhoea (MDHS, 

2010, p. 125). The management protocol for diarrhoea in these children clearly 

outlines timely giving of more fluids (including ORS) than usual, zinc 

supplementation and continued child feeding as major interventions in the 

successful treatment of diarrhoea at home to prevent dehydration (WHO, 

UNICEF & USAID, 2005). Fluid replacement brings back water and 

electrolytes into the body while zinc supplementation helps to reduce the 

duration and severity of diarrhoea and prevents subsequent diarrhoeal episodes 

in the child (Nichter, M., Acuin, C.S. & Vargas, A., 2008).  
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In Ekwendeni Hospital’s paediatric ward, diarrhoea was ranked the 

third most common cause of admission in the year 2012 and it accounted for 

11% of the admissions (Ekwendeni Hospital HMIS, 2012). The top most cause 

of admission was malaria which accounted for 36%, seconded by pneumonia 

(34%). About 70% of children with diarrhoea who reported to the hospital in 

the same year had some form of dehydration due to delayed initiation of fluid 

therapy including ORS (Ekwendeni Hospital HMIS, 2012).  

Globally, diarrhoeal diseases are the second most cause of death from 

pneumonia in children under 5 years of age and it accounts for 16% of all 

childhood deaths (WHO, 2010). In developing countries (including Malawi), 

diarrhoeal diseases account for an estimated 17.5-21% of all deaths in children 

under the age of 5 years, equivalent to 1.5 million deaths per year (WHO, 

2010). Of all deaths from diarrhoea, 78% occur in African and South East 

Asian regions (WHO, 2010). The 2011 Ekwendeni Hospital report also 

revealed that diarrhoea related conditions accounted for 7% of causes of death 

in paediatric ward (Ekwendeni Hospital Report, 2011). These deaths would 

have been averted if early initiation of diarrhoeal treatment at home was done 

by giving the child more fluids, zinc supplementation and continued feeding to 

prevent dehydration (USAID, UNICEF & WHO, 2005). This also assists in the 

achievement of the Millennium Development Goal 4 which is aimed at 

reducing the under-five child mortality by two-thirds by the year 2015. 

Therefore, this study explored parents’ knowledge, attitudes and 

practice on home management of diarrhoea in children less than five years old 

so that proper information should be incorporated in health education 

messages. This would assist in reducing delays in initiation of treatment, 
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thereby preventing morbidity and mortality as a result of complications of 

diarrhoeal diseases. 

Justification of the study 

Even though the MDHS have been reporting about management of 

diarrhoea, only use of ORS and other fluids in home treatment of childhood 

diarrhoea were explored, out of the four rules recommended by WHO (MDHS, 

2004 & 2010). The surveys did not provide clear evidence about people’s 

attitude and knowledge about zinc supplementation during a diarrhoeal episode 

before taking the child to the health facility. In addition, respondents in the 

surveys were parents/guardians whose under five children had history of 

diarrhoea in the last two weeks preceding the survey (MDHS, 2010, p.126). 

This method of investigation could not give empirical evidence of the actual 

practice on how childhood diarrhoea was managed because parents/guardians 

might have lost some of the information. It is however important to know how 

parents actually manage their child at home before seeking medical care. 

Assessing knowledge and determining attitude of parents on diarrhoea 

enables health workers to establish whether they have been giving adequate 

information to community members on home management of childhood 

diarrhoea. This also helps to know if education given by health workers in 

clinics and in the media has any impact on the practice of people in the 

community when managing diarrhoea in children less than five years. Attitude 

determines the feeling that community members have on issues related to 

home management of diarrhoea while practice identifies the actual 

implementation or the actions aimed at treatment of diarrheal diseases at home 

(Antia, B.E., Omotara, B.A., Rabasa, A.I., Addy, E.O., Tomfafi, O.A.A. & 
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Anaso, C.C., 2003). Therefore, exploring knowledge, attitude and practice on 

home management of childhood diarrhoea assists policy makers to come up 

with ways of encouraging adherence to WHO guidelines. Study of diarrhoea 

has been chosen because diarrhoea is one of the common causes of clinic 

attendance worldwide and specifically in the developing countries like Malawi. 

In addition, the four rules of diarrhoea management are the ones being recently 

advocated by the WHO for home treatment of childhood diarrhoea, rather than 

the traditional methods. It is assumed in this study that if parents/guardians 

have better knowledge on home management of childhood diarrhoea, they 

should have a positive attitude towards modern treatment protocol and they 

should be able to practice what they know. So far, a few studies have looked at 

knowledge, attitudes and practice on diarrhoea in detail and most of them were 

carried out outside Malawi. As such, it is not possible to apply their results to 

the Malawian situation because of the differences in culture and health care 

systems. Results from this study will help to improve the quality of 

information contained in health messages, thereby reducing the gap between 

knowledge and practice. 

Objectives of the study 

Broad objective 

The main objective of the study was to determine knowledge, attitudes 

and practice of parents/guardians on the management of childhood diarrhoea in 

Ekwendeni based on the four rules of home care developed by the World 

Health Organization. 
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Specific objectives 

i. To assess knowledge of parents/guardians about the four basic rules 

of home management of childhood diarrhoea. 

ii. To determine the attitude of parents/guardians on modern 

management of childhood diarrhoea. 

iii. To find out home care practices of parents/guardians in Ekwendeni 

for the treatment of childhood diarrhoea before taking the child to the 

health facility. 
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CHAPTER 2  

CONCEPTUAL FRAMEWORK 

 

Several theories have tried to understand human behaviour in terms of 

why people behave in a particular way such as Theory of Planned Behaviour 

(TPB), Theory of Reasoned Action (TRA), Trans-theoretical Model (TTM) 

and the Health Belief Model (HBM). This study was guided by the HBM 

because it focused on health behaviour, specifically on issues of patient 

compliance to treatment and preventive health care practices (Taylor, D., Bury, 

P.M., Campling, N., Carter, S., Garfied, S., Newbould, J. & Rennie N., 2006). 

The model provides the way to understanding and predicting how clients will 

behave in relation to their health and how they will comply with health care 

therapies (Polit, D.F. & Beck, C.T., 2008).  

According to the HBM, health seeking behaviour is influenced by the 

person’s perception of the threat posed by a health problem and the value 

associated with actions aimed at reducing the threat (Polit & Beck, 2008: p. 

150). In the model below (Figure 1), an individual’s motivation to undertake 

health behaviour can be divided into three main categories, which are 

individual perceptions, modifying factors and likelihood of an action. These 

three categories are discussed separately below.  
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Taken from Taylor et al, 2006 

Figure 1. The Health Belief Model (HBM) 
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Individual perceptions 

Individual perceptions are based on two concepts and these are 

perceived susceptibility of an individual to a disease condition and severity of 

the condition. Perceived susceptibility to a disease condition is a subjective 

perception of the risk that the individual is at from a disease or condition 

(Taylor et al, 2006).  On the other hand, perceived severity of the disease 

condition is the subjective evaluation of the seriousness of the consequences 

associated with the disease condition (Taylor et al 2006). This means that a 

person will take action if he sees that he is at risk of a disease and if he sees 

that the disease is so serious that it can lead to bad consequences. 

Modifying factors  

According to the model, modifying factors are factors like perceived 

threats of the disease, sociodemographic factors and cues for action. Perceived 

threats are a direct product of perceived seriousness and susceptibility of the 

person to a disease condition. These two concepts combined may be seen as 

indicative of the level of motivation, and an individual has to act in order to 

avoid a particular negative outcome of the disease (Taylor et al, 2006). 

Sociodemographic factors include age, race, ethnicity, education and family 

income which may affect an individual’s attitude towards a health action. Cues 

to action are reminders or prompts to take actions consistent with an attitude 

and intention, ranging from advertising to personal communications from the 

health professionals, mass media as well as advice from friends and relatives 

(Taylor et al, 2006).  
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The likelihood for action  

Under the likelihood for action there are perceived benefits, barriers 

for an action and the likelihood of taking a recommended health action. 

Perceived benefits are subjectively understood positive results of taking a 

health action to offset a perceived threat. On the other hand, perceived barriers 

are negative values of taking the action (Taylor et al, 2006). These two 

concepts are influenced by not only specific proximal factors, but also by an 

individual’s overall health motivation (Taylor et al, 2006). This means that if 

benefits to action outweigh barriers, then recommended action is likely to take 

place. 

Adapting the HBM to the current study on knowledge, attitude and 

practice of parents or guardians on home management of childhood diarrhoea, 

the model can be modified as in figure 2 below. 
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Adapted from Ansari, Palaian, Izhan & Ibrahim, 2009. 

Figure 2. Adaptation of the Health Belief Model to a study on knowledge 

attitudes and practice on childhood diarrhoea 
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In summary, parents/guardians of children with diarrhoea will take 

action in their own way based on their knowledge, attitude and pressure from 

the social groups. If childhood diarrhoea is perceived to be severe, immediate 

treatment action is made, while if the condition is perceived to be mild or 

moderate, there is delay or even no action is done to manage diarrhoea (Ansari, 

m., Palaian, S., Izhan, M. & Ibrahim, M., 2009). If beliefs about the benefits of 

proper home management of childhood diarrhoea supersede barriers to proper 

action, proper home management of childhood diarrhoea will take place 

(Figure 2). This means that home management of childhood diarrhoea may not 

take place due to these barriers even if the parents have knowledge and see the 

treatment as effective. Education interventions and counselling at individual 

level are the most basic approaches to convey health related messages in order 

to improve existing knowledge about proper management of childhood 

diarrhoea for parents.   
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CHAPTER 3 

LITERATURE REVIEW 

 

Introduction 

This chapter provides relevant literature that highlights studies which 

were done on knowledge, attitudes and practice of parents on home 

management of childhood diarrhoea. Literature review contains a summary of 

studies which were conducted on the subject topic. This study utilized a 

traditional or narrative type of literature review whereby related studies were 

critiqued and summarized to draw conclusions about the topic under study. 

The literature review was restricted by dates such that most of the articles 

reviewed were from the year 2000 to 2014, with an exception of only a few 

articles which were published earlier than that. These articles were chosen 

because they had findings which were very relevant to the current study and 

were not found in recent studies. This review was also restricted to articles 

which were written in English language. 

The search strategy used was based on the three key words of 

knowledge, attitude and practice of home management of childhood diarrhoea. 

The following databases were utilized during the search for literature; 

HINARI, Cochrane, PubMed, EBSCO Host and Google Scholar databases. 

Search terms used during literature search were knowledge AND attitude AND 
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practice of childhood diarrhoea management; knowledge AND childhood 

diarrhoea, practice AND childhood diarrhoea management, knowledge AND 

practice of childhood diarrhoea management. The search also included a 

manual retrieval of unpublished articles from Malawian collections and 

national and international organizations. The chapter is divided into two 

sections which describe studies that focused on knowledge about childhood 

diarrhoea as well as attitude of caregivers and their practice on its 

management. 

Dehydration caused by severe diarrhoea is a major cause of morbidity 

and mortality among young children. Prompt increase in fluid intake is the 

simple and effective method for the treatment of childhood diarrhoea to 

prevent complications that result from dehydration (MDHS, 2010, p. 124). 

Therefore, parents must have proper and adequate knowledge on how to treat 

diarrhoea at home before the child is taken to the health facility to prevent 

dehydration, which can kill the child. A review of literature on home 

management of childhood diarrhoea has shown that several studies have been 

done worldwide, but most of them were related to cultural issues that affect the 

management of diarrhoea at home (Howteerakul, N., Higginbothan, N., 

Freeman, S. & Dibley, M.J., 2003; Ver Dye, T., Apondi, R., Lugada, E., Kahn, 

J.G., Sandiford-Day, M.A. & DasBenerjee, T., 2011; Kauchali et al, 2004; 

Munthali, A., 2005). A few studies have tried to address issues of knowledge, 

attitudes and practice (KAP) of diarrhoea, which are the main variables in this 

study (Ogunrinde, O.G., Raji, T., Owolabi, O.A. & Anogi, K.M., 2010; 

Othero, D.M., Orago, A.S.S., Groenewegen, T., Kaseje, D.O. & Otengah, P.A., 

2008; Ellis et al, 2007). This literature review highlights studies that focused 
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on any of the three variables on home management of diarrhoea by the people 

in communities. Attitude and practice will be discussed together because one 

influences the other. 

Knowledge of parents on home management of childhood diarrhoea 

Many studies concentrated only on knowledge about ORS as the best 

treatment for diarrhoea (Ogunrinde, et al., 2011; Ellis, et al., 2007; Mwambete, 

et al., 2010; Kudlova, E., 2010). Generally, these studies revealed that 

knowledge about ORS was varied in most of the communities. For example, in 

Czech Republic, knowledge of ORS by community members was at 27.6% 

(Kudlova, 2010), while in Dominican Republic it was at 58.2% (McLennan, 

J.D., 2002). The Czeck study used a structured questionnaire which was 

administred to caregivers of 210 children aged 6 to 59 months. Its approach 

was in public places and the caregivers’ knowledge and use of ORS were 

associated with educational level and not with source of diarrhoea information 

(Kudlova, 2010). Unlike the Czeck study, the Dominican study interviewed 

caregivers in households found in poor peri-urban areas. A total of 582 

caregivers of the under five children were interviewed in their households 

using a structured questionnaire. The results indicated that use and preparation 

of ORS were very high and knowledge about ORS was also related to 

educational background and socioeconomic status of the respondents 

(McLennan, 2002). The difference in these findings could be that the Czeck 

study interviewed people in public places while the Dominican study 

interviewed respondents in their homes. In addition, the recal period of the 

Czeck study was too long (6 months) and most of the issues could have been 

forgotten by the respondents.  
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In Mali, a study was done to examine household management of 

diarrhoea in Sikasso Region. This was also a cross-sectional community based 

study which involved parents of children under the age of five years old who 

sought care from community health centres, health workers and traditional 

healers. The results indicated that knowledge of ORS in the treatment of 

diarrhoea was reportedly higher, but its use was hindered by the perception that 

it does not cure diarrhoea (Ellis et al, 2007). As a result of this perception, 

ORS was combined with antibiotics from local shops, traditional medicine or 

anti-malarials for complete cure from diarrhoea and decisions to give these 

treatments were encouraged by the mother in-laws or older women (Ellis et al, 

2007). Another study done in Ethiopia reported that knowledge about 

diarrhoea and its management was at 63.6%, but knowledge of fluid therapy 

including ORS was significantly lower (Amare, D., Dereje, B., Kassie, B., 

Tessema, M., Mullu, G., Alene, B. & Ayele, A., 2014). Knowledge about 

diarrhoea was poor in older respondents aged 45 years and above than those 

aged 15-44 years (Amare et al, 2014). Unfortunately, all these studies did not 

look at knowledge about zinc supplementation, increased fluid intake and 

continued feeding as part of the WHO package on home management of 

childhood diarrhoea.  

A cross-sectional descriptive study was done by Ogunrinde, Raji, 

Owolabi and Anogi (2011) in Nigeria to determine knowledge, attitude and 

practice of caregivers in the management of diarrhoea. This study was more 

close to the current study because it focused on knowledge about all the four 

rules of home management of childhood diarrhoea, caregivers’ attitude as well 

as their prevailing practices. The study evaluated caregivers’ knowledge about 
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the four rules of managing diarrhoeal diseases at home. A study specific 

questionnaire was administered to caregivers for severely dehydrated children 

and the results indicated that knowledge of the WHO’s four rules of home 

management of diarrhoea was less than 1% and use of ORS was found to be 

only 8.6% (Ogunrinde et al, 2011). In this study, the results indicated that 

56.7% of the respondents were ignorant of the four rules of home management 

of diarrhoea. In addition, knowledge about the four rules of treating diarrhoeal 

diseases had a strong relationship with formal education of the respondents 

(Ogunrinde et al, 2011). This kind of relationship between caregivers’ 

knowledge and their educational background was also noted in a Czeck study 

done by Kudlova in 2010. In Kudlova’s study, giving increased amount of 

fluids to children during diarrhoeal episodes was reported by 60.5% of the 

respondents while continued feeding was reported by 94.8% of the 

respondents, but the study failed to explore the use of zinc in the management 

of childhood diarrhoea (Kudlova et al, 2010). The results from this study 

further indicated that zinc supplementation (83.3%) was used in the treatment 

of diarrhoea more than oral rehydration solution (8.6%).  

Another cross sectional study which used a self-designed and pretested 

structured questionnaire was conducted in Nepal to gather data on mothers’ 

knowledge about diarrhoea in Morang District. The results indicated that 

mothers had some knowledge on prevention of diarrhoea and foods/fluids 

which can or cannot be given during bouts of diarrhoea. However, knowledge 

on signs of dehydration such as sunken eyes, increased thirst, poor skin turgor, 

dark urine and drowsiness and knowledge on steps for correct and complete 

preparation of ORS was poor (Ansari, M., Ibrahim, M.I.M. & Shankar, P.R., 
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2011). Mothers’ knowledge was dependent on their educational background, 

previous experience in managing diarrhoea as well as their ethnicity. In 

addition, they were not aware of certain foods which were beneficial to give to 

the child during diarrhoea and this acted as a barrier to proper treatment. 

Similar findings were reported in a study done in Iran to evaluate knowledge 

of mothers about diarrhoea and its management. The results indicated that, 

among the 430 mothers who had at least a child below the age of 5 years, 

28.8% had good knowledge while 46.5% had medium knowledge and 24.7% 

had poor knowledge (Ghasemi, A.A., Talebrian, A., Masoudi Alavi, N. & 

Mousavi, G.A., 2013). This knowledge was related to mother’s age and 

occupation, father’s education, number of biological children they had and 

source of knowledge (Ghasemi et al, 2013). However, these studies did not 

evaluate the knowledge about all the four rules of managing diarrhoea in 

children. 

Munthali (2005) examined perceptions of old and young people on 

causes, treatment and prevention of diarrhoea in young children in Chief 

Chikulamayembe’s area in Rumphi District in Malawi. Using in-depth 

interviews with old men and women over 65 years of age, he established how 

diarrhoea was managed in the past. On the other hand, interviews were also 

conducted with young men and women who had a child less than five years old 

in their family to determine their present knowledge and practice of managing 

childhood diarrhoea. The results from older respondents indicated that causes 

of childhood diarrhoea were related to committing some taboos on sex and 

sexuality by the child’s parents (Munthali, 2005). For example, a woman who 

was breastfeeding a child was not allowed to engage in sexual intercourse 
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because sperms were believed to contaminate breast milk, causing diarrhoea in 

a child (Munthali, 2005). Breastfeeding the child while the woman was 

pregnant was also believed to be another cause of diarrhoea in children. On the 

other hand, most of the young respondents reported appropriate ways of 

contracting diarrhoea such as drinking unclean water, eating contaminated 

food, malaria, measles and teething (Munthali, 2005). Knowledge about ORS 

in the treatment of diarrhoea was higher in the young generation, although 

ORS was used together with traditional herbs and other drugs that are not 

recommended by WHO for the treatment of diarrhoeal diseases in children 

(Munthali, 2005).  

In Chikwawa, one of the districts in the southern region of Malawi, a 

cross sectional study on household and community variations and nested risk 

factors for diarrhoeal prevalence, was done by Masangwi and others in 2010. 

Interviews were conducted with female individuals from 1,380 households. 

The results indicated that prevalence of diarrhoea was 1 in every 3 children, 

especially from households without access to safe water sources. Caregivers 

who had some formal education had better knowledge about prevention of 

diarrhoea and were less likely to report episodes of childhood diarrhoea in their 

households (Masangwi, J.S. Ferguson, N.S., Grimason, A.M., Morse, T.D., 

Zawdie, G. & Kazembe, L.N., 2010). In addition, knowledge about causes and 

prevention of diarrhoea was also related to respondents’ formal education and 

occupation (Masangwi et al, 2010). Another related study was done by Atari 

and Mkandawire (2014) to examine the special variability in household 

management of diarrhoea in Malawian children. Prevalence of diarrhoea was 

found to be less in the northern region, but the region lagged behind in terms of 
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adoption of appropriate practices for home based management of diarrhoea as 

compared with the central and southern regions of Malawi (Atari, D.O. & 

Mkandawire, P., 2014). The focus of most of these studies was on prevalence 

and management of diarrhoea and not on knowledge of the four rules that were 

developed by WHO. From the literature above, knowledge of diarrhoea was 

varied in studies done near and far and it was related to different 

sociodemographic charateristics of respondents. However, no studies were 

done in Malawi to evaluate the three variables of knowledge, attitude and 

practice of home management of childhood diarrhoea in totality as 

recommended by WHO (2005). 

Attitude and practice of parents on home management of diarrhoea. 

An analysis of knowledge, attitude and practice (KAP) studies revealed 

that there was a very wide gap between knowledge and practice on the use of 

ORS (Antia, B.E., Omotara, B.A., Rabasa, A.I., Addy, E.O., Tomfafi, O.A.  & 

Anaso, C.C., 2003). The study used a totally different approach whereby three 

diarrhoea health talks given at three primary health care centres were 

evaluated. It was a very relevant study which highlighted the adequacy and 

quality of health information given to caregivers as predictors of proper 

practice in the management of childhood diarrhoea, with the assumption that 

the objective of the health talk was perceived to be meaningful and relevant by 

caregivers. The study revealed that the gap between knowledge and practice 

was created by the low quality health education talks, competing knowledge 

systems and culture-bound issues that were found in the communities (Antia et 

al, 2003). This means that information given by the health workers should be 

of good quality and volume that is adequate to bring about desired 
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modification of health behaviour. Empirical evidence for this argument was 

shown in another study done to assess socio-cultural factors associated with 

delayed treatment of children with fever in Mwanza District using focus group 

discussions with 151 caregivers and 46 health workers in Malawi. Despite high 

knowledge of malaria, prompt treatment and proper health seeking behaviours 

were very poor among caregivers and the majority of children were first being 

managed with other treatment regimens than effective antimalarials 

(Chibwana, A.I., Mathanga, D.P., Chinkhuntha, J. & Campbell, C.H., 2009). 

Traditional beliefs about causes of fever, unavailability of antimalarial drugs 

within the community, barriers to accessing the formal health care system and 

trust in traditional medicine were all associated with delays in seeking 

appropriate treatment for fever (Chibwana et al, 2009).  Despite respondents 

having knowledge of the diasease, a study in Nigeria indicated that not all 

types of diarrhoea in children were recognised as illness and it was only those 

considered to be illnesses that were treated with ORS and other fluids 

(Omontade, O.O., Adeyemo, A.A., Kayode, C.M. & Oladepo, O., 2000). It 

was believed that management of diarrhoeal diseases that were considered as 

‘not illnesses’ was influenced by certain cultural beliefs and practices based on 

their severity and perceived causes. In addition, treatment decisions often 

involved other groups of adults present at the time of the child’s illness such as 

neighbours, relatives and elders of the community apart from the child’s 

biological parents (Omotande et al, 2000). The application of these studies 

may indicate that knowledge may not be the only determinant of people’s 

positive or negative attitude towards modern home management of childhood 
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diarrhoea, but also other factors such as perceived benefits, lack of resources 

and pressure from reference groups of people. 

A community based study in KwaZulu/Natal, South Africa was done to 

describe perceptions and beliefs about childhood diarrhoea in a rural area by 

interviewing 21 caregivers of children less than five years old. The study also 

categorised diarrhoea according to causes such as diarrhoea of natural causes, 

supernatural diarrhoea and another one caused by germs or change in diet 

(Kauchali et al, 2004). In this case, medical care and use of ORS were not 

considered as useful in the treatment of childhood diarrhoea caused by 

supernatural causes, even if mothers had knowledge about proper home 

management of diarrhoea (Kauchali et al, 2004). As a result, potentially 

harmful treatments such as herbal enemas were always preferred in this type of 

diarrhoea. This is an indication that people’s attitude towards diarrhoea 

treatment was totally based on on these perceived causes rather than modern 

knowledge about diarrhoea and its management protocol. A Malawian study 

by Munthali (2005) managed to detect some improvements in perception of 

these causes of diarrhoea in children from old to new generations of people. 

While older people had a negative attitude towards conventional management 

of childhood diarrhoea, some of the younger respondents had a positive 

attitude because they knew the proper causes of diarrhoea in children 

(Munthali et al 2005). As such, modern treatment of childhood diarrhoea was 

not accepted by the older generation respondents because of their perceived 

traditional causes. These studies have highlighted the role of traditional beliefs 

in determining health behaviours for people in the communities during 

childhood illness. 
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Proper practice on home management of childhood diarrhoea involves 

treatment remedies that should or should not be given to the child during a 

diarrhoeal episode. The World Health Organization recommends giving the 

child more fluids than usual, including ORS (WHO, USAID, UNICEF, 2005). 

Suitable fluids are those that normally contain salt such as ORS, salted drinks, 

vegetable or chicken soup. Recommended fluids that do not contain salts are 

plain water, rice water, soup and other things. Unsuitable fluids are carbonated 

beverages, commercial fruit juices, sweetened tea, coffee and some herbal teas 

(USAID, UNICEF & WHO, 2005). Evidence in Rumphi District in northern 

Malawi indicated that ORS was given together with other fluids and drugs that 

were not recommended in home management of childhood diarrhoea in many 

communities (Munthali, 2005). In another related study in Tanzania, ORS was 

used together with metronidazole in 48.9% of the respondents and the 

respondents also affirmed that traditional medicines were more effective in the 

treatment of childhood diarrhoea than modern treatment (Mwambete, K.D., & 

Joseph, R., 2010). Like in Mwambete’s study, the initial home treatment of 

childhood diarrhoea in Mali involved the use of Bambara herbs (48%) and 

antibiotics (70%) %) (Ellis, A.A., Winchi, P., Daou, Z., Gilroy, K.E. & 

Sweberg, E., 2007). In Bangladesh, main factors that contributed to non-

compliance with conventional treatment of diarrhoea were misperceptions 

about diarrhoea and age of the patient (Ali, M., Atkinson, D. & Underwood, 

P., 2000). These studies showed some evidence that there is a mixture of 

information that people in communities have on home management of 

childhood diarrhoea. Therefore, it is highly suggestive that perception or 

attitude of the parents on the conventional methods of treatment of childhood 
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diarrhoea has a great bearing on the practice, leading to a very wide gap 

between knowledge and practice on the four rules of home management of 

childhood diarrhoea. 
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CHAPTER 4 

METHODOLOGY 

 

Introduction 

This is the general research strategy that outlines the way in which a research 

project is to be undertaken (Polit, D.F. & Beck, C.T., 2008). Among other 

things, a research methodology identifies the methods to be used in research 

and these methods define the means or modes of data collection or sometimes 

how a specific result is to be calculated (Polit, D.F. & Beck, C.T., 2008). The 

approach taken in this study is the quantitative approach of investigating 

knowledge, attitudes and practice of parents or guardians on home 

management of childhood diarrhoea. Therefore, the chapter outlines the type of 

study and the methods used in data collection and analysis. 

Research design 

This was a cross sectional descriptive study which employed 

quantitative data collection and analysis methods to describe knowledge, 

attitudes and practice of parents/guardians on home management of childhood 

diarrhoea at Ekwendeni Mission Hospital. The study described and provided 

documentation on how parents/guardians treat childhood diarrhoea at home 

before seeking professional interventions from the health facility.  
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Setting 

The study was conducted at Ekwendeni Mission Hospital in Mzimba 

District of the northern region of Malawi from December 2013 to February 

2014. Ekwendeni Hospital is situated 25 km away northwest of the city of 

Mzuzu, along the M1 road to Karonga and Tanzania. The hospital has a total 

catchment population of about 75,000 people (Ekwendeni Hospital Report, 

2011). According to the hospital statistics, diarrhoea ranks the third most 

common cause of admission and outpatient attendance from malaria and 

pneumonia in children less than five years old. In 2011, the hospital’s 

paediatric ward had a total of 3,316 admissions in which 232 (7%) cases were 

due to diarrhoea (Ekwendeni Hospital Report, 2011). The hospital’s catchment 

area has 12,750 (17%) children under the age of five years old (Ekwendeni 

Hospital HMIS, 2012). In the year 2012, there were 3,200 admissions and 356 

(11%) of them were due to diarrhoea (Ekwendeni Hospital HMIS, 2012). Total 

under five outpatient attendance in 2012 was 9,939 and 895 (9%) had 

complaints of diarrhoeal diseases.  

Ekwendeni Hospital was chosen because of the increase in incidences 

of childhood diarrhoea from 2011 to 2012 according to hospital statistics. 

Diarrhoea was one of the top three reasons for outpatient attendance among 

children under the age of five years old and it was very important find out 

issues surrounding its management at home.  

Study population 

The target population for this study was parents/guardians of children 

less than five years old, who presented at Ekwendeni Mission Hospital with a 
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complaint of diarrhoea and those attending under-five’s clinic services for 

growth monitoring and immunizations. The population of children less than 

five years was estimated at 12,750 children throughout the hospital’s 

catchment area. 

Sampling 

Two methods of sampling were used in the selection of respondents to 

participate in the study. Selection of parents of children with diarrhoea was 

based on a consecutive sampling technique whereby all children who met the 

inclusion criteria were recruited until adequate sample size was obtained. 

Consecutive sampling is a non-probability sampling technique where all 

accessible units to be investigated are recruited into the study upon obtaining a 

written or verbal consent (Lunsford, T.R. & Lunsford, B.R., 1995). This was 

done only to parents of all children who had complaints of diarrhoea. 

In addition, a simple random sampling technique was employed at the 

under-five’s clinic whereby parents or guardians were given numbers 

depending on first-come-first serve basis and every 8th parent or guardian was 

asked to participate in the study after obtaining a consent. These were parents 

of well children who attended the under-five’s clinic for immunizations and 

growth monitoring.  

Sample size 

Ekwendeni Hospital’s total catchment population is about 75,000 

people and the number of children less than five years old is estimated at 

12,750 children, which is about 17% of the total population (MDHS, 2010). 

From the under-five’s population, the number of children who attended OPD 
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due to diarrhoeal diseases at Ekwendeni Hospital in 2012 was 895, out of 

9,939 total under five OPD attendances. According to Lemeshow et al (1990), 

sample size was calculated using the following formula: 

                           n = Z2P[(1-P)/e2] 

Where: 

n= sample size,  

Z = value of a normal standard variation which, for 95% 

confidence level  

takes the value of 1.96.  

P = proportion of under five children attending OPD due to 

diarrhoea OR attending under-five’s clinic at Ekwendeni 

Hospital in 2012. 

e = allowable error which, in this study has been set at 0.05. 

Therefore for children with diarrhoea, the recommended sample size was; 

  n = 1.962(0.09)[(0.91)/0.052] 

  n = 3.8416x0.9[0.91/0.0025] 

n = 3.4816 x 0.9 x 364 

n = 125  

For children at the under-five’s clinic, sample size was calculated as follows; 

n = 1.962(0.7)[(0.3)/0.052] 
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  n = 3.8416x0.7[0.3/0.0025] 

n = 3.4816 x 0.7 x 120 

n = 252  

Therefore total sample was 125 + 252 = 377. However sample size of 125 

children with diarrhoea was not achieved because of limited number of cases 

as a result of the opening of a new health centre just close to Ekwendeni 

Hospital which was providing free services. 

Inclusion criteria 

• A parent or guardian who had a child aged five years and below. 

• A parent or guardian who brought a child with a complaint of passing 

watery or loose stool, whether bloody or non-bloody. 

• A parent or guardian who brought a child at the under-five’s clinic at 

Ekwendeni Hospital during the period of data collection even if the 

child did not have diarrhoea. 

Exclusion criteria 

• A parent or guardian who refused to take part in the study even if the 

child had diarrhoea and was under the age of five years old. 

• A parent or guardian with a child older than five years of age. 

Data collection instrument 

Data was collected using a translation of English to Tumbuka semi-

structured question guide as a data collection tool (Appendix 1b). The first 

section sought respondents to provide their personal details such as age, 

marital status, educational background and others. Demographic data was 
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important because it might also influence the attitude and practice of home 

management of childhood diarrhoea.  

Section two of the question guide covered knowledge of the 

parents/guardians about childhood diarrhoea, based on their understanding and 

personal experiences. The question guide explored knowledge about the 

meaning, causes of diarrhoea and signs and symptoms of dehydration. 

Knowledge was also centred on the four rules of the treatment of childhood 

diarrhoea as recommended by WHO. 

In section three, questions pertaining to parents’ attitude towards home 

management of childhood diarrhoea were asked. Responses to these questions 

were designed in such a way that parents/guardians should agree or disagree to 

the statements that preceded the responses. Agreement to statements meant that 

the respondents had a positive attitude towards the particular aspect in the 

treatment of childhood diarrhoea.  

The last section of the question guide covered the actual practice of 

home treatment of childhood diarrhoea. This section was only applicable to 

parents or guardians whose children had diarrhoea during the period of data 

collection because questions were directed towards what the parents or 

guardians actually gave to their child at home before bringing the child to the 

health facility. Included also was what worried the parents to bring the child to 

the hospital. Administration of the question gude took less than 30 minutes 

with each respondent. 
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Validity and reliability of the data collection instrument 

Validity of the data collection instrument is the extent to which an instrument 

measures what it is supposed to measure and performs what it is supposed to 

perform (Kimberlin, C. & Winsterstein, A.C., 2008). Validity determines 

whether the research truly measures that which it was intended to measure or 

how truthful the research results are (Golafshani, N., 2003). In other words, 

does the research instrument allow the researcher to hit the ‘bull’s eye’ of the 

research object? (Golafshani, N., 2003).  To ensure validity of the measuring 

instrument in this study, most of the questions were derived from the already 

tested data collection instruments such as that of the MDHS (2010).  

Reliability of an instrument is the degree of consistency with which it 

measures the attribute it is supposed to measure, (Polit, D.F. & Beck, C.T., 

2008). It is the extent to which results are consistent over time and it 

determines if the results of the study can be reproduced under similar similar 

methodology (Golafshani, N., 2003). This was achieved by the training of data 

collectors so that they should have a better understanding of the questions 

involved. Having equal understanding of the questions assisted to avoid 

obtaining different responses from the research subjects. The developed tool 

was piloted and corrections and refining of questions were made after each 

pretest to determine whether they were clear for both data collectors and 

respondents. In addition, the tool was translated into the local Tumbuka 

language so that the respondents should be able to understand the questions in 

order to collect the intended data.   
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Data collection 

Two research assistants were engaged to assist the researcher in data 

collection. These were qualified nurse/midwife technicians who had at least 

two years of experience in the care of children. For the first two days before 

the actual collection of data, research assistants were trained on how to 

administer the question guide. The training was followed by pretesting of the 

guide at St. John’s Mission Hospital in order to make sure that the questions 

were able to capture the required information from the participants. Data 

collection was done for a period of three months, from 12th December 2013 to 

14th February 2014 when adequate sample size was achieved.   

At the end of each day’s work, the three research team members were 

meeting to evaluate the day and check that the question guides were filled 

properly while making sure that there was no missing data. Completed guides 

were collected by the principal investigator at the end of each day for safe 

keeping. 

Data management 

Completed question guides were kept in a locked cupboard in the 

researcher’s office. Access to the computer used for data analysis was limited 

to only the researcher and the computer was secured using a password. After 

analysis and report writing, filled question guides were kept for a period of 

three years before being destroyed to allow time for queries that might demand 

retrieval of raw data. 
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Data analysis 

After collection, data was checked for errors, cleaned and coded 

manually. Coded data was entered into the computer by the researcher. 

Analysis was done using Epi info version 7, a statistical package recommended 

for health related research. Descriptive statistics was computed to come up 

with frequencies, percentages and means. The results were presented in tables 

and figures.  

Ethical considerations 

This research proposal was submitted to Malawi College of Medicine 

Research and Ethics Committee (COMREC) for approval. Permission to 

conduct the study was sought in writing from the Medical Officer In-Charge 

for Ekwendeni Mission Hospital. Before commencement of the interviews, the 

enumerators introduced themselves and the purpose of the study was explained 

to respondents using the information found in Appendix 2a. This was done so 

that they should be able to make an informed decision to participate in the 

study. Participants were asked to sign a consent form (Appendix 3a) as 

evidence for accepting voluntarily to participate in the study. Respondents 

were assured that their information would be kept confidential and they were 

told to withdraw from the study at any time. They were informed that their 

involvement in the study was voluntary and no any financial or material 

benefits would be given to them for participating in the study.  
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Dissemination of the results 

 

Dissemination of results for this study will be done at both national and 

international levels. Nationally, the findings will be communicated to all health 

workers at Ekwendeni Mission Hospital through information sharing meetings 

that take place on Thursdays every week. In addition, dissemination will be 

done in communities within the hospital’s catchment area during the outreach 

clinics. The results will also be presented at the annual research dissemination 

conference conducted by the College of Medicine Research and Ethics 

Committee. Copies of the research report will be submitted to Kamuzu College 

of Nursing Library, College of Medicine, Ekwendeni Hospital, Ekwendeni 

College of Nursing Library and the Ministry of Health headquarters. 

Internationally, a research article will be developed and published in peer 

reviewed journals. 
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CHAPTER 5 

STUDY RESULTS 

 

Introduction 

This chapter is a presentation of results for the study on exploring 

knowledge, attitudes and practice of parents or guardians on home 

management of childhood diarrhoea. The objectives of the study were to assess 

knowledge of parents on the four rules of home management of childhood 

diarrhoea; to determine the attitudes of parents on the modern management of 

childhood diarrhoea; and to find out the prevailing home care practices of 

parents for the treatment of childhood diarrhoea in Ekwendeni. The chapter is 

organized in four sections such as demographic characteristics of the 

respondents, parents’ knowledge and attitudes and home care practices of 

childhood diarrhoea management. 

Sociodemographic characteristics of respondents 

A total of 327 parents or guardians were interviewed and their ages 

ranged from 15 to 70 years, with a standard deviation of 8.8 years and the age 

data had a positive skewness of 1.7, meaning that the majority of the 

respondents were within the reproductive age group of 15 to 45 years old. 

Their mean age was 27.9 years and the majority of them were mothers to 

children they represented as seen in Figure 3 below. 
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Figure 3. Relationship of the guardians to the children 

 

A total of 232 (70.9%) respondents came from within Ekwendeni Hospital’s 

catchment area, 33 (10.1%) from near Kaweche Health Centre, 19 (5.8%) from 

near Engucwini Health Centre and the rest were coming from other health 

centres surrounding Ekwendeni Mission Hospital. The average distance to the 

nearest health facility was 2.5 km.  

Respondents were asked about their marital status and number of 

children that they had.  A total of 292 (89.3%) respondents reported that they 

were married. Table 1summarizes the marital status for all the respondents. On 

average, the respondents had about three children of their own and the 

maximum number of children born to a parent was eight children. 
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Table 1. Marital status of respondents 

Marital status Frequency Percentage 

Married 292 89.3% 

Single 12 3.4% 

Divorced 10 3.1% 

Separated 7 2.1% 

Widowed 6 1.8% 

Total 327 100% 

 

The results have also indicated that there were 213 (65.1%) Tumbuka 

respondents interviewed, 45 (13.8%) were Ngoni, 34 (10.4%) were Chewa, 14 

(4%) belonged to other tribes. 

Out of 327 respondents 176 (53.8%) attended primary while 126 

(38.5%) attended secondary levels of education and 10 (3.1%) attended tertiary 

level education. Only 15 (4.6%) respondents did not attain any formal 

education. While 75 (22.9%) respondents were farmers, 43 (13.1%) were 

businessmen and women and 20 (6.1%) were formally employed. Their 

estimated monthly income is presented in Table 2 below. 

Table 2. Monthly income for the respondents1 

Monthly income (Malawi Kwacha) Frequency Percentage 

1-5,000 137 41.9% 

5,001-10,000 74 22.6% 

10,001-15,000 34 10.4% 

15,001-20,000 23 7% 

20,001 above 55 16.8% 

 

 
1 Missing data 4 (1.2%) respondents 
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Biographical characteristics of children 

Age of the children ranged from 1 to 60 months, with a mean age of 

21.4 months and a standard deviation of 16 months. A few children were aged 

less than 6 months old and there were more female (53.8%) than male (45.6%) 

children involved in the study. Among the 327 children whose parents or 

guardians were interviewed, 100 (30.6%) were reported to have at least a 

diarrhoeal episode during the year 2013. Numbers of diarrhoeal episodes in 

children are shown in Figure 4. The mean number of diarrhoeal episodes was 

1.68. 

 

Figure 4. Number of diarrhoeal episodes per each child per year 

 

Knowledge of parents or guardians on diarrhoea and its management 

Respondents were asked to give an explanation of the meaning of 

diarrhoea from their own perspective. The results indicated that 75 (22.9%) 

respondents described diarrhoea as passing watery or loose stool for three or 

more times in 24 hours. On the other hand, 246 (75.2%) respondents reported 

that diarrhoea meant passing any loose or watery stool regardless of the 
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frequency. Only 4 (1.2%) respondents defined diarrhoea as passing bloody 

stool and 2 (0.6%) respondents defined diarrhoea as pus stool.  

Causes of diarrhoea also varied with different respondents. Only 47 

(14.4%) respondents reported that diarrhoea was caused by microorganisms. 

However, 122 (62.7%) respondents mentioned eating contaminated food and 

76 (23.2%) indicated drinking contaminated water as the cause of diarrhoea. 

Table 3 gives a summary of all the reported causes of diarrhoea by the 

respondents. 

Table 3. Reported causes of childhood diarrhoea 

Cause of diarrhoea Frequency Percentage 

Eating contaminated food 205 62.7% 

Not washing hands after visiting toilet 89 27.2% 

Drinking contaminated water 76 23.2% 

Microorganisms 47 14.4% 

Not washing fruits and vegetables 44 13.5% 

Poor hygiene 28 8.6% 

Teething 30 9.2% 

Malaria 16 4.9% 

Hot sun 8 2.4% 

Not sure 8 2.4% 

Other 6 2% 

 

Respondents were asked about signs of dehydration and the most 

common reported sign of dehydration was that the child becomes weak. This 

was reported by 234 (71.6%) respondents and other signs reported were 

sunken eyes (33.9%), poor skin turgor (14.1%), and dry mouth (4.6%) and 

decreased urine output (0.9%).  

The study explored knowledge about the four rules of home 

management of childhood diarrhoea. The results indicated that 237 (72.5%) 
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respondents knew that the child should be given more fluids including oral 

rehydration solution (ORS) during a diarrhoeal episode. This was followed by 

taking the child to the health facility which was reported by 152 (46.5%) 

respondents and then continued feeding, reported by 65 (19.9%) respondents. 

However, no one mentioned giving zinc as one way of managing childhood 

diarrhoea at home. Fifty-eight (17.7%) respondents mentioned preparation of 

salt sugar solution while the rest gave different responses as shown in Table 4. 

Table 4. Other treatment remedies for childhood diarrhoea 

Diarrhoea management Frequency Percentage 

Traditional Medicine 15 4.6% 

Antibiotics 13 4% 

Pain killers 2 0.6% 

Others 3 0.9% 

 

Sources of information about childhood diarrhoea 

A total of 298 (91.1%) respondents mentioned health workers as the 

source of information about childhood diarrhoea and its management (Figure 

5). These were followed by friends (11.9%), the media (5.5%) and school 

(3.4%). Community leaders (0.3%) and volunteers (0.9%) were also other 

sources of information about diarrhoea and its management. 
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Figure 5. Sources of information about diarrhoea and its management 

Respondents were also asked about the best treatment for childhood 

diarrhoea. A total of 183 (56%) respondents reported that taking the child to 

the health facility was the best option as compared with 147 (45%) respondents 

who indicated giving more fluids as the best option. Only 31 (9.5%) 

respondents indicated continued feeding and 5 (1.5%) indicated giving zinc as 

best options (Table 5). 
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Others 4 1.2% 
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(46.2%) respondents said that it was used for the replacement of energy. Only 

63 (19.3%) respondents indicated that ORS was used for the treatment of 

diarrhoea while 3 (0.9%) respondents were not sure about the use of ORS. A 

total of 201 (61.5%) respondents reported that they got ORS from the health 

facility, 119 (36.4%) from shops and 65 (19.9%) from health surveillance 

assistants (HSAs). ORS was reported to be easily accessible by 276 (84.4%) 

respondents, while only 36 (11%) said that it was not easy to find ORS in their 

communities. 

A total of 209 (63.9%) respondents reported that they did not know the 

role of zinc in the management of childhood diarrhoea. Only 75 (22.9%) 

respondents reported that zinc was used to stop diarrhoea while 38 (11.6%) 

said that it reduced the seriousness of diarrhoea and 21 (6.4%) respondents 

reported that zinc reduced future diarrhoeal episodes. Other responses on the 

role of zinc in the management of childhood diarrhoea were that it replaces lost 

fluids (2.1%); it replaces energy (1.5%), salts (0.9%) and vitamins (0.9%). The 

main sources of information about zinc were from the health workers (32.1%), 

the media (5.8%), friends and relatives (4.6%), school (0.3%) and volunteers 

(0.3%). A total of 94 (28.7%) respondents reported that they got zinc from the 

health facilities, 22 (6.7%) from HSAs, 29 (8.9%) from shops and 3 (0.9%) 

respondents got zinc from other sources. In addition, access to zinc was not as 

high as access to ORS because only 87 (26.6%) respondents reported that it 

was easy to find zinc in their communities (Figure 6). 
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Figure 6. Chart comparing accessibility of respondents to ORS and zinc 

When parents or guardians were asked about the signs that would alert 

them to take the child with diarrhoea to the health facility, 279 (85.3%) 

respondents said that they would take the child to the health facility if he is 

lethargic or unconscious. Others said they would take the child to the hospital 

if he has sunken eyes (15.6%) and is restless (2.1%) (Table 6). 
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Fever 15 4.6% 

Convulsions 14 4.3% 

Poor skin turgor 9 2.8% 
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Blood in stool 9 2.8% 

Oedema 4 1.2% 

Others 8 2.6% 
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Attitudes of parents and guardians towards home management of 

childhood diarrhoea  

A total of 305 (93.3%) respondents agreed that it was important to give 

the child more fluids when he has diarrhoea while only 21 (6.4%) did not agree 

and 1 (0.3%) did not give any response. Out of the respondents who agreed 

that it was important to give more fluids to a child with diarrhoea, 122 (37.3%) 

said that fluids are given to prevent child from becoming weak, 166 (50.8%) 

said to replace lost fluids and 16 (4.9%) said to provide energy. Among 

respondents who were not in agreement with the idea of giving more fluids to a 

child with diarrhoea, 3 (0.9%) indicated that more fluids overload the child and 

1 (0.3%) said that the child refused to take fluids. Another one (0.3%) 

indicated that fluids does not necessarily help the child in the treatment of 

diarrhoea. More reasons given are summarised in Table 7. 

Table 7. Reasons why children with diarrhoea were not given fluids 

Why not giving more fluids Frequency Percent 

Fluids increase diarrhoea episodes 9 2.8% 

Fluids are not retained in the child’s body 2 0.6% 

Fluids do not stop diarrhoea 2 0.6% 

Fluids may overload the child 3 0.9% 

Child refused fluids 1 0.3% 

Fluids do not help 1 0.3% 

 

Respondents were asked whether they agreed that a child with 

diarrhoea should continue feeding or breastfeeding. A total of 323 (98.8%) 

respondents affirmed that the child should continue feeding while 4 (1.2%) 

respondents did not agree. They reported that a child should continue feeding 
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to prevent him from becoming weak (69.7%), to replace lost nutrients through 

diarrhoea (26.3%), to prevent malnutrition (2.1%), to prevent dehydration and 

to stop diarrhoea. Very few (1.2%) respondents indicated that the child with 

diarrhoea should not continue feeding because food cannot be retained in the 

body (0.9%) as a result of diarrhoea and that feeding worsens diarrhoea 

(0.3%). 

The study also explored whether parents or guardians thought early 

initiation of diarrhoeal treatment before taking the child to the health facility 

was important. A total of 277 (84.7%) respondents were positive about early 

initiation of diarrhoeal treatment while 49 (15%) did not agree. Among 

respondents who agreed, 143 (43.7%) reported that early initiation of 

diarrhoeal treatment prevents the child from becoming weak and 2 (0.6%) said 

it stops diarrhoea. Out of the respondents who did not favour early initiation of 

treatment (n=49), 32 (9.8%) reported that it delays taking the child to hospital 

and 16 (4.9%) lacked knowledge on home treatment of diarrhoea. Only 3 

(0.9%) respondents reported that there were no drugs in their communities to 

give to the child with diarrhoea. A total of 279 (85.3%) respondents indicated 

availability of resources, 15 (4.6%) reported knowledge and skills while 3 

(0.9%) respondents reported perceived seriousness of illness as factors that 

enhance home treatment of childhood diarrhoea. However, barriers that were 

reported to hinder proper home management of childhood diarrhoea were lack 

of resources (58.7%), lack of knowledge (15%), parents having no interest 

(5.5%) and perceived severity of illness (2.1%). Other barriers reported were 

traditional beliefs (0.6%) distance to the health facility (0.9%) financial 

problems (0.9%) and fear of unknown (0.6%)  
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Respondents were asked if they believed that traditional medicine was 

better than modern medicine in the treatment of childhood diarrhoea. Forty-

eight (14.7%) respondents affirmed that traditional medicine was better than 

conventional medicine because it stops diarrhoea faster (11.9%) than modern 

medicine and that traditional medicine is locally found in the communities 

(1.5%). On the other hand respondents who did not agree to this indicated that 

traditional medicine does not work in children as it does not have specific 

doses (17.1%). Other reasons given were that traditional medicine is unclean 

(5.8%) and it hurts children (5.2%).  

Types of childhood diarrhoea were diarrhoea with blood (57.5%), 

diarrhoea that children have when milk teeth are erupting (19.6%), diarrhoea 

caused by microorganisms (16.5%) and cholera (9.8%). Special types of 

childhood diarrhoea were shigellosis (18%) (chikhakha) and amoebiasis 

(20.2%)  (chingwenya). Chikhakha is a traditional term to refer to mucoid, 

slippery, whitish or yellowish stool. On the other hand, Chingwenya means 

bloody stool mixed with pus and brownish in colour and it causes sores around 

the anus. A summary of all types of diarrhoea is presented in Table 8. 

Table 8. Types of diarrhoea reported by respondents 

Type of diarrhoea Frequency Percentage 

Bloody diarrhoea 188 57.5% 

Watery diarrhoea 90 27.5% 

Amoebiasis 66 20.2% 

Teething diarrhoea 64 19.6% 

Shigellosis 59 18% 

Diarrhoea caused by microbes 54 16.5% 

Cholera 32 9.8% 

Other 3 0.9% 
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When asked which types of diarrhoea can be treated with traditional medicine, 

16.8% of the respondents mentioned amoebiasis while 5.2% indicated 

shigellosis (Figure 7). Types of diarrhoea reported to be best treated with 

modern medicine are bloody (27.2%), watery (21.1%), teething (15.6%) and 

microbial diarrhoea (12.2%). It was observed that types of diarrhoea with 

traditional names were reported to be treated best with traditional medicine. 

 

Figure 7. Types of diarrhoea best treated by traditional and modern 

medicine 
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Practice of parents or guardians on home management of childhood 

diarrhoea 

Out of the 327 children whose parents or guardians were interviewed, 

63 (19.3%) had diarrhoea during the time of study. These children had 

diarrhoea for a period of 1 to 14 days, with a mean period of 3.37 days. The 

average number of diarrhoeal episodes was 2 (1.68) per year, with a maximum 

of 5 episodes in a year. Only 8 (2.4%) children were reported to have bloody 

diarrhoea.  

A total of 59 (18%) parents or guardians gave their children more fluids 

when they observed that they had diarrhoea and the types of fluids given are 

summarized in Table 9. Only 4 (1.2%) respondents did not give fluids to their 

children after observing that they had diarrhoea because the children either 

refused (0.9%) or their parents were rushing with them to the hospital (0.3%). 

Table 9. Types of fluids given to children with diarrhoea 

Types of fluids Frequency Percentage 

Oral rehydration solution (ORS) 28 8.6% 

Plain water 21 6.4% 

Orange squash 13 4% 

Breast milk 10 3.1% 

Porridge 1 0.3% 

Tea 1 0.3% 

 

Apart from fluids, other remedies given to children with diarrhoea were 

antibiotics (3.7%) and pain killers (1.5%). Table 10 below gives all other 

remedies given to children with diarrhoea. 
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Table 10. Other remedies given to children with diarrhoea 

Other remedies Frequency Percentage 

Antibiotics 12 3.7% 

Pain killers 5 1.5% 

Traditional medicines 4 1.2% 

Food 3 0.9% 

Zinc 3 0.9% 

Antidiarrheal medicines 2 0.6% 

Breast milk 2 0.6% 

Porridge 2 0.6% 

Antacids 1 0.3% 

Fluids 1 0.3% 

 

Parents or guardians were asked to mention a person who made the 

decision to give the child the fluids and other treatment remedies. More 

respondents (10.1%) indicated that it was the mother who made the decision, 

followed by the health a worker (3.7%), father (2.4%) and grandparents 

(4.3%). Main challenges encountered by the parents or guardians in proper 

home management of childhood diarrhoea were lack of knowledge (4%) and 

lack of resources (5.8%) for managing childhood diarrhoea.  Other challenges 

reported were perceived seriousness of the illness (5.2%), financial problems 

(1.2%) and distance to the health facility (0.6%).  

Only 18.3% of the parents/guardians did not stop feeding their child as 

a result of diarrhoea. A total of 2 (0.6%) respondents stopped feeding their 

child because they indicated that food could worsen diarrhoea and that food 

might not be retained in the child’s body (0.3%). Among those who continued 

feeding their children, 6.4% gave more food than usual, 4.3% gave the same 
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amount while 8% gave less than the usual amount of food. Parents or 

guardians did not stop giving food to prevent worsening of the child’s 

condition (16.8%) and to replace the lost nutrients (1.2%).  

When asked if zinc was given to children with diarrhoea, only 9 (2.8%) 

respondents affirmed that they gave zinc while 54 (16.5%) did not give zinc to 

children with diarrhoea. Respondents who gave zinc to their children got it 

from the health facility (2.8%). Zinc was given to stop diarrhoea (2.1%) and to 

decrease the severity of diarrhoea (0.3%). Parents or guardians who did not 

give zinc to their child lacked knowledge about zinc (13.8%), zinc was not 

accessible (2.4%) and they were rushing with the child to the hospital (0.3%). 

The study also wanted to find out if parents or guardians were able to 

detect danger signs in a child with diarrhoea. More respondents (12.5%) said 

that they brought the child to the hospital because the child was becoming 

weak, or had many watery stools (6.4%) and that the child had fever (5.8%). 

Other reasons reported are summarized in Table 11. 

Table 11. Reported danger signs of a child with diarrhoea 

Signs for hospital referral Frequency Percentage 

Child was weak 41 12.5% 

Child had many watery stools 21 6.4% 

Child had fever 19 5.8% 

Child had blood in stool 3 0.9% 

Child had convulsions 3 0.9% 

Child had oedema 2 0.6% 

Child was crying a lot 1 0.3% 

Child did not improve 1 0.3% 

Child had poor skin turgor 1 0.3% 

Child was not able to feed 1 0.3% 

Child was vomiting 1 0.3% 

Child lost weight 1 0.3% 

 



Page | 57  
 

Summary of the findings 

Knowledge of respondents about the correct meaning (22.9%) of diarrhoea was 

not very much and only 14.4% of them correctly mentioned microorganisms as 

the causative agent for childhood diarrhoea. However, the majority mentioned 

risk factors that enhance the transmission of diarrhoeal diseases. Specific signs 

and symptoms like poor skin turgor (14.1%), sunken eyes (33.9%) and 

decrease urine output (0.9%) were mentioned by a few respondents. Main 

sources of knowledge about diarrhoea were health workers (91.1%), friends 

(11.9%) and the media (5.5%). 

Regarding the four rules of home management of childhood diarrhoea as 

recommended by WHO, higher knowledge was reported on giving more fluids 

(72.5%) than continued feeding (19.9%) and taking the child to the health 

facility (46.5%). No respondent reported knowledge of giving the child zinc as 

one of the ways of treating diarrhoeal diseases. 

Attitude towards some of the aspects of home management of childhood 

diarrhoea was quite high. For example, 93.3% of the respondents perceived 

that it was important to give the child more fluids and 98.8% agreed to 

continued feeding while only 6.4% had a positive attitude towards zinc 

supplementation. Importance of initiating diarrhoeal treatment at home was at 

84.7% and it was promoted by the availability of resources, knowledge and 

perceived seriousness of the disease. Attitude towards traditional medicine was 

positive (14.7%) in the treatment of the types of diarrhoea with traditional 

names. 
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Only 19.3% of children had an average of 2 diarrhoeal episodes at the time of 

data collection lasting for about 3 days. Practically, 18% of the children with 

diarrhoea were actually given more fluids, 18.3% were continued feeding 

while only 2.8% got zinc from the health workers. About 12% of the 

respondents brought the child to the hospital because the child was becoming 

weak or had many loose stools or developed fever. Perceived barriers to proper 

home management of childhood diarrhoea were lack of resources (58.7%), 

lack of knowledge (15%) on the proper management of diarrhoea and laziness 

(5.5%) on the part of the parent or guardian. 
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CHAPTER 6 

DISCUSSION 

 

Introduction 

This chapter presents a discussion of results for a study on exploring 

knowledge, attitudes and practice of parents or guardians on home 

management of diarrhoea in children less than five years in Ekwendeni. 

Ekwendeni is a semi-urban area originally inhabited by the Ngoni people. Due 

to urbanization, people from other regions have also come to live in the area 

and have brought some mixture of cultures and child rearing practices, 

including how children less than five years old are treated for diarrhoea at 

home. This discussion is based on the three objectives that are outlined in the 

study to explore knowledge, attitudes and the prevailing practices of parents or 

guardians on home management of childhood diarrhoea.  

Major findings from this study were that parents had partial knowledge 

about the four basic rules on home management of childhood diarrhoea as 

recommended by WHO. While most of the respondents knew about giving 

more fluids and taking the child with diarrhoea to the health facility, very few 

respondents knew about continued feeding and no one mentioned 

supplementation of zinc as home treatment of childhood diarrhoea. It is quite 

important to intensify information giving to communities on management of 

childhood diarrhoea by the health workers and the media who happen to be the 

main sources of health care information to community members. 
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 The majority of respondents had a positive attitude towards modern 

home management of diarrhoea but lack of resources and knowledge were the 

limiting factors. It has been shown that there is a great discrepancy among high 

knowledge about diarrhoea, positive attitude and the practice of parents on 

proper management of childhood diarrhoea. That is why it is necessary to 

increase the availability of resources and intensify health education campaigns 

in order to improve practice for the management of childhood diarrhoea at 

home. This discussion of the results is divided into three sections based on the 

objectives of the study. 

Knowledge of parents or guardians on diarrhoea and its management 

Parents’ knowledge about diarrhoea and the four rules of its 

management was not adequate in the majority of respondents. Meaning of 

diarrhoea in many respondents (75.2%) was only related to passing loose or 

watery stool regardless of the frequency, while the WHO definition qualifies it 

as having three or more loose or watery stools in 24 hours (WHO, 2010). With 

this definition in mind, only a few respondents (22.9%) had the correct 

information about the meaning of diarrhoea. Similarly, a few respondents 

(14.4%) indicated the correct cause of diarrhoea in children as 

microorganisms. This is a reflection of the type of information that is given to 

people during health education regarding diarrhoea. A study of 330 households 

by Rehan et al (2003) in Nepal indicated that less proportion (3.6%) of mothers 

correctly knew microorganisms as the cause of diarrhoea (Rehan et al, 2003). 

The difference in these findings can be because the Nepalese study was 

conducted in households as compared with the current study which was 

conducted in a hospital setting. Another household study in Ethiopia revealed 
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an even higher knowledge (86.7%) about diarrhoea by mothers of children less 

than five years old (Amare et al, 2014). However, this study did not assess 

knowledge about specific areas like the causes of diarrhoea because it only 

evaluated general knowledge.  In India, Khalili et al (2013) found out that the 

majority (64.3%) of mothers had limited knowledge about diarrhoea and its 

recommended diet, with only 3.7% of the respondents having good knowledge.  

Interestingly, most of the parents or guardians in the current study regarded 

risk factors such as eating contaminated food and drinking unsafe water as 

causes of diarrhoea in children and similar findings were also observed in a 

study done in Nigeria where 59% of the respondents mentioned the same 

answers as in the current study (Ogunrinde et al, 2012).  In another Nepalese 

study, most of the mothers did not know the etiology of diarrhoea and they 

also considered predisposing factors such as sudden exposure to heat or sun, 

change in type of food, water and air as etiological agents (Ansari et al, 2011). 

This reflects the type of information that is given to people in the communities 

with regard to causes of diarrhoeal diseases. 

Health workers were reported to be the most important source of 

information about diarrhoea and its management. This finding is supported by 

an Ethiopian study whereby the most common source of diarrhoeal 

information was health workers, reported by 69.4% of the respondents (Amare 

et al, 2014). In Iran, knowledge about diarrhoea for mothers of children less 

than five years old was also related to its source and other factors such as age 

and number of children a woman had (Ghasemi et al, 2013). Surprisingly, a 

study in Czech Republic indicated that knowledge about diarrhoea was 

associated with only educational level of the respondent, and not with source 
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of the health information (Kudlova, 2010). This was not a high quality study 

because it used respondents found in public places who might not have 

previous experience in diarrhoea and its management.  

Dehydration is one of the most important complications of diarrhoea in 

children because children have a larger proportion of water in their bodies than 

adults (WHO, 2010). Signs of dehydration which are indicative of severe 

illness are excessive thirst, sunken eyes and fontanelle, skin pinch returning 

slowly and excessive drowsiness or reduced consciousness (Othero, et al, 

2008). It is recommended that parents or guardians should know these signs of 

dehydration so that they should be able to manage dehydration before the 

condition of the child worsen (Ogunrinde et al, 2012). It was observed in the 

current study that specific signs of dehydration were mentioned by very few 

respondents. The reported specific signs were sunken eyes (33.9%), poor skin 

turgor (14.1%), dry mouth (4.6%) and decreased urine output (0.9%), while 

non-related signs mentioned were pallor (3.7%) and convulsions (1.8%). As in 

the current study, Ansari et al (2011) in Nepal also found out that mothers to 

under five’s children were not aware of the important signs of dehydration 

such as sunken eyes, increased thirst, poor skin turgor, dark coloured urine, 

drowsiness and child not getting better after three days of treatment. Similarly 

in Kenya, the majority (76.4%) of respondents were not able to mention any of 

the signs of dehydration (Othero et al, 2008). This may mean that respondents 

in the current study also reported limited knowledge on specific signs of 

dehydration. These studies support each other because their results have 

indicated that in most cases, parents or guardians had limited knowledge about 
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specific signs of dehydration and this may affect how children can be treated at 

home. 

The WHO recommends the four rules for managing childhood 

diarrhoea at home, which parents should be able to know and follow. 

Unfortunately, only 4% of children with diarrhoea in developing countries 

receive the recommended treatment and there has been little progress towards 

the trend in the last decades (Khalili et al, 2013). A higher percentage (72.5%) 

of respondents in the current study indicated that a child should be given more 

fluids including oral rehydration solution (ORS) as recommended by WHO, 

while no one knew about zinc supplementation, and continued feeding was 

known by only very few respondents. Amare et al, (2014) reported only 53.1% 

of respondents having good knowledge about use of fluids in the treatment of 

diarrhoea in under five children in Ethiopia and more older mothers had poor 

knowledge about use of fluids in treatment of diarrhoea (Amare et al, 2014). 

This Ethiopian study was quite relevant as it also involved parents to children 

less than five years old at a rural health facility just like Ekwendeni Hospital. 

In trying to evaluate practical knowledge on preparation of ORS, a study by 

McLennan (2002) indicated  very high (95.4%) levels of knowledge of 

caregivers in the preparation of ORS using a one week recall in Dominican 

Republic (McLennan, 2002). It can be seen that the length of the recall was 

just too short, hence very high level of knowledge in preparation of ORS. In 

Nepal, practical level of knowledge in preparation of ORS was found to be 

very low because mothers did not demonstrate appropriate steps for correct and 

complete preparation of ORS using a six months recall period. Good 

knowledge depended on the educational background of the respondents, 
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previous experience with the disease and the ethnicity of the respondents 

(Ansari, 2011). Although mothers were familiar with the term ORS, there were 

knowledge gaps as regard to its preparation and administration in the Nepalese 

study (Ansari, 2011). In addition, there was also poor knowledge about the role 

of ORS in the treatment of childhood diarrhoea compared with the current 

study. In a study to evaluate knowledge of mothers of the under five children 

about childhood diarrhoea and its management, Antia (2003) found out that 

despite the fact that three-quarters of the mothers had knowledge about fluid 

management of diarrhoea, only one-qurter of the respondents practiced it 

(Antia, 2003). This means that knowledge about the use of fluids in the 

management of childhood diarrhoea was quite high in the majority of the 

studies just like the current study. 

Supplementation of zinc is another aspect that the WHO recommends 

in home management of childhood diarrhoea. Knowledge and accessibility of 

zinc in the current study was very poor. None of the respondents had 

knowledge about zinc supplementation in the management of childhood 

diarrhoea. These findings are different from the findings of the study done at 

90 primary health care centres in northwestern Nigeria where 32% of 

respondents heard about zinc and 84.3% of them knew that it was used for the 

treatment of diarrhoea in children 1-59 months old (Ogunrinde et al 2012). 

This study was very similar to the current study because it also assessed 

knowledge, attitude and practice of caregivers in the management of childhood 

diarrhoea at home. Observations have shown that information about zinc in 

Malawi has recently been advocated by health workers and the media as 

compared with information about ORS which started being disseminated in the 
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1970s (MoH, 2009). As such, zinc was not known by most of the respondents 

in the management of childhood diarrhoea in this study. It is recommended 

from the current study that health care providers should intensify dissemination 

of information on the treatment of childhood diarrhoea at home, which 

includes use of not only ORS, but also use of zinc. However, a study in Nigeria 

which assessed knowledge and use of zinc by health workers revealed that 

even in heath workers, awareness about zinc was also poor (Omuemu et al, 

2012). This poor knowledge in health workers may also be a predicting factor 

for poor knowledge about zinc supplementation in parents or guardians 

because the main source of information about diarrhoea and its management 

was found to be the health workers. Use of zinc in treatment of childhood 

diarrhoea has a potential to avert up to an estimated 400,000 deaths annually 

and has also been recommended for the treatment of children with diarrhoea in 

developing countries (Otieno et al, 2013). Therefore, knowledge of zinc should 

be improved in all the communities in order to promote its usage in the 

treatment of childhood diarrhoea. 

In Bangladesh, scaling up of zinc proved to be a very effective 

intervention in improving its knowledge among community members as well 

as its use in the treatment of childhood diarrhoea (Larson, C.P., Koehlmoos, 

T.P. & Sack, D.A., 2011). In Malawi, only ORS has been scaled up and its 

knowledge and availability is quite high as compared with zinc in the 

management of childhood diarrhoea. Therefore, knowledge and availability of 

zinc in Malawian communities should be increased to improve its access as it 

is recommended for its therapeutic effect to reduce future episodes of diarrhoea 

in children under the age of five years (Ogunrinde et al, 2012).  
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Continued feeding during a diarrhoeal episode was known to only 9.5% 

of the respondents, indicating that its knowledge in the management of 

childhood diarrhoea was limited among parents. This concurs with findings in 

the MDHS of 2010, which indicated that feeding practices during a diarrhoeal 

episode increased in only 8% of children, while 29% of the children were 

given the same amount of food and 17% were given less amount of food 

(MDHS, 2010). During an episode of diarrhoea, the child should be fed or 

breastfed normally or he should even be given more food in order to replace 

the lost nutrients through diarrhoea. This implies that information 

dissemination on feeding practices during childhood illness should also be 

intensified in most of the communities in Ekwendeni catchment area. 

Knowledge about taking the child to the health facility was highest 

(56%) in this study. Taking the child to the health facility was promoted by the 

severity of the illness, especially when the child was lethargic or had reduced 

level of consciousness (85.3%). However, knowledge about specific signs 

indicating that the child should be taken to the health facility such as sunken 

eyes and poor skin turgor was poor among respondents. The WHO encourages 

early identification of danger signs that should tell parents to take their child to 

the health facility such as fever, bloody stool and vomiting everything (WHO, 

2010). These signs indicate that the child is dehydrated and they are key signs 

that parents should be in a position to know in a child with diarrhoea so that 

they take the child to the health facility early for further management. 

In conclusion, findings on knowledge about four rules of childhood 

diarrhoea management have indicated that there was partial knowledge in most 

of the respondents. None of the repondents had full knowledge about all the 
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four rules recommended by the WHO. It is recommended however that health 

workers should provide adequate and consistent advice on management of 

childhood diarrhoea, otherwise parents rely on other sources of information 

such as friends, family members and the media. 

Attitude of parents or guardians towards home management of childhood 

diarrhoea 

Attitude of parents or guardians towards the four rules of home 

management of diarrhoea was good because most of the respondents were in 

agreement with the WHO’s four rules of managing childhood diarrhoea at 

home. Timely management of childhood diarrhoea with more fluids has 

substantially decreased the morbidity and mortality from acute infectious 

diarrhoea in children. The current study has indicated that the majority of 

respondents were willing to give more fluids (93.3%) to a child with diarrhoea. 

The results have also indicated that respondents were more likely to give their 

children more fluids in the management of childhood diarrhoea because fluids 

were reported to replace the lost fluids and to prevent the child from becoming 

weak. A study done by Sultana et al (2010) in Rwalpindi did not support this 

finding because respondents who were willing to give more fluids including 

ORS were very few in Rwalpindi than the current study. Similarly, a study 

done in Mali also did not support the current study because respondents were 

less willing to give fluids including ORS as fluids were deemed insufficient to 

stop diarrhoea and parents judged that additional treatment should be 

combined with fluids to treat diarrhoea completely (Ellis et al, 2006). It may 

therefore mean that in these other studies, respondents had a negative attitude 

towards giving more fluids to children with diarrhoea because fluids were not 
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believed to cure diarrhoea. Due to this belief that fluids do not cure diarrhoea, 

uptake of zinc was increased as a combined therapy for the treatment of 

childhood diarrhoea. However, in the current study, parents or guardians knew 

the benefits of giving fluids in treatment of diarrhoea hence they had a positive 

attitude towards giving more fluids to a child with diarrhoea.  

Parents or guardians also demonstrated willingness to continue feeding 

their child (98.8%) as part of home management of childhood diarrhoea. They 

had an impression that continued feeding should prevent the child from 

becoming weaker (69.7%) and to replace lost nutrients (26.3%). When a child 

has diarrhoea, mothers are encouraged to continue feeding their child the same 

amount of food as they would if the child did not have diarrhoea and also to 

increase the child’s fluid intake (MDHS, 2010). These practices help to reduce 

dehydration and minimise the adverse consequences of diarrhoea on the child’s 

nutritional status (MDHS, 2010). 

Timely initiation of treatment for diarrhoea at home is necessary to 

prevent the child from becoming dehydrated (MDHS, 2010). Most of the 

respondents (84.7%) were willing to initiate treatment timely as compared with 

respondents (15%) who were not willing to timely initiate treatment for 

childhood diarrhoea. It should be noted that children easily become dehydrated 

because they have a higher proportion of water in their bodies as compared 

with adults (MoH, 2009). As such, any significant loss of body fluids through 

diarrhoea should have severe consequences on the life of the child (MoH, 

2009). Having a negative attitude towards early initiation of diarrhoeal 

treatment was attributed to lack of knowledge on the part of parents or 

guardians. A study in rural Bangladesh indicated that timely initiation of 
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diarrhoeal treatment was affected by the misperception of parents about 

diarrhoea, severity of the illness as well as difficulties with the administration 

of oral rehydration solution (Ali et al, 2000). This study gives other reasons 

why parents or guardians have a negative attitude towards early initiation of 

diarrhoeal treatment apart from lack of knowledge and scarcity of resources. 

Although ORS was reported to be easily accessible in communities around 

Ekwendeni Hospital, lack of other resources (58.7%) and knowledge (15%) for 

home management of childhood diarrhoea were the barriers that affected 

timely initiation of diarrhoeal treatment. This suggests that, apart from ORS, 

other things such as zinc should also be easily accessible in the communities 

for timely initiation of effective treatment for childhood diarrhoea.  

Traditional beliefs play a very important role in influencing illness 

behaviour in human beings (Kauchali et al, 2004). Belief that traditional 

medicine is better than modern medicine in treatment of childhood diarrhoea 

was reported by some respondents in the current study because they believed 

that traditional medicine was more effective and was locally found than 

modern medicine. This might suggest that traditional beliefs were still 

available in the communities although more people were becoming aware of 

the effectiveness of modern treatment methods for childhood diarrhoea. Fewer 

respondents who demonstrated belief in traditional medicine may indicate that 

majority were in favour of modern medicine and this supports their positive 

attitude towards modern methods of managing childhood diarrhoea at home. In 

addition, there were specific types of diarrhoea that were believed to be 

effectively treated with traditional medicine such as Shigellosis (Chikhakha) 

and Amoebiasis (Chingwenya). Observations have shown that types of 
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diarrhoea with traditional names were more likely to be treated with traditional 

medicine than types of diarrhoea with modern names such as microbial 

diarrhoea, teething diarrhoea, dysentery and watery diarrhoea. This finding is 

in tandem with a study done in KwaZulu/Natal, South Africa where diarrhoea 

with local names had a totally different treatment method from the ones 

recommended by the WHO (Kauchali, S., Rollins, N. & Van den Broeck, J. 

2004). 

Practice of parents or guardians on home management of childhood 

diarrhoea 

According to the MDHS (2010) diarrhoeal prevalence in children less than 5 

years was estimated at 18%, with only 2% of them having blood in stool. In 

the current study, 19.3% of children had diarrhoea and 2.4% had diarrhoea 

with blood in stool. The results from these two studies are almost similar even 

if the MDHS (2010) used a community based research methodology. Up to 5 

episodes of diarrhoea were reported in children less than 5 years and most of 

them came from around Ekwendeni Mission Hospital. Similarly, a study by Li 

et al (2009) in the United States indicated that the average number of 

diarrhoeal episodes was 1-2 episodes per year while in the current study it was 

2 episodes of diarrhoea per year. 

The main challenge that has affected the developing countries in the 

management of diarrhoeal diseases is a large gap between knowledge and 

practice in home management of childhood diarrhoea (Inasaka, S., Elder, G., 

Schaefer, M., Vasset, B., Baron, E. & Grais, F.G., 2012). In addition, Inasaka 

et al (2012) reported unpleasant taste of ORS as one of the reasons that hinder 
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uptake of ORS by children even if parents may have adequate knowledge. 

Similarly, high knowledge about giving more fluids including ORS in 

management of diarrhoea was not reflected in the actual treatment of children 

with diarrhoea because specifically, only 8.6% of children were given ORS in 

the current study. Furthermore, some fluids given were not among the 

recommended fluids by WHO such as orange squash and tea.  These 

unrecommended fluids might be preferred because of their pleasant taste which 

children like instead of ORS. Due to this reason, flavoured varieties of ORS 

have been promoted for children in order to improve its acceptability and 

uptake in children.  

However, a study done by Li et al (2009) in a tertiary care centre in 

Washington indicated that the majority (53%) of parents reported having 

treated their child’s diarrhoea with appropriate fluids including ORS (52%). 

More respondents in the current study knew that giving more fluids was the 

single most important intervention in home management of childhood 

diarrhoea. This was quite different from a study by Antia et al (2003) which 

revealed that the first line action in home treatment of diarrhoea was use of 

antibiotics and antidiarrhoeals (36.1%) while only 8.6% of the respondents 

employed ORS and 45.7% did not use any treatment prior to health facility 

(Antia et al, 2003). This indicates the wide gap that is present between 

knowledge of fluids including ORS and its use in the treatment of diarrhoea in 

children.  

Inasaka et al (2012) further indicated that increased gap that is there 

between knowledge and practice in the management of childhood diarrhoea is 

probably due to loss of trust in fluids and preference of antibiotics in the 
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treatment of diarrhoea by parents (Inasaka et al, 2012). This study gives the 

reasons why high knowledge about modern methods of diarrhoea management 

is not reflected in practice. The use of ORS, which has very low cost, has been 

widely promoted since 1970s and endorsed by national health programmes 

across the developing world, yet today only 34% of children under five years 

of age with diarrhoea receive ORS. While ORS in Malawi is readly available 

in shops, its low use may also be due to the fact that many households do not 

see it as important to buy the satchets from these shops and they would rather 

get them for free from community health workers who may not be readly 

available. It is recommended that health education campaigns should be 

intensified on the importance of ORS and other recommended fluids in 

preventing and treating dehydration in children with diarrhoea. Despite that 

children were also given other treatment remedies than recommended, feeding 

practices did not change much during diarrhoeal episode. In only 18.3% of the 

children, feeding was continued as compared with 0.6% of children where 

feeding was discontinued as a result of diarrhoea. This correlates with limited 

knowledge about the importance of continued feeding in the management of 

childhood diarrhoea which was found in the current study. The MDHS (2010) 

indicated that only 27% of children under the age of five years were given the 

same amount of food, 45% were given less amount and 7% of the children 

were not given any food during a diarrhoeal episode (MDHS, 2010). The 

difference may suggest the improved knowledge of parents about the 

importance of food to a child with diarrhoea. Similarly, a study done by 

UNICEF in India supported this finding because continued feeding was done 

in 62% of children under the age of five years although the results also showed 
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that a good number of children were not fed during a diarrhoeal episode 

(UNICEF, 2009). Therefore the results from the current study show that more 

parents were aware of the importance of feeding during illness to prevent the 

child from becoming weak.  

The results have also shown that there was limited uptake of zinc in children 

under the age of five years. This was also related to its inaccessibility in 

communities as well as inadequate campaigns on the importance of zinc in the 

treatment of childhood diarrhoea. Zinc was accessed mainly from the health 

facilities (2.8%), an indication that the availability of zinc is very limited in 

communities. Therefore, comprehensive efforts will be required to increase 

coverage of zinc that should include advocacy, training, logistics and supply 

chain management, IEC campaign and involvement of the private sector 

(UNICEF, 2009). 

 

Conclusion 

This study has shown that knowledge of parents about issues related to 

diarrhoea has been partial in most of the aspects. This limited knowledge 

ranged from definition and causes of diarrhoea to the four rules of home 

management as developed by WHO. While knowledge about giving the child 

more fluids including ORS was high, knowledge about the importance of 

continued feeding and zinc supplementation was limited. The only aspect that 

was well known to parents was taking the child to the health facility in 

response to the perceived seriousness of the child’s condition. 
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Attitude of parents on the four rules of managing childhood diarrhoea was 

quite positive because most of the parents agreed that it was necessary to give 

more fluids and zinc; to continue feeding and to take the child to the health 

facility. However, the only limiting factor to the implementation was lack of 

drugs and other resources for doing the recommended actions. Another 

limiting factor was lack of knowledge on the importance of proper 

management of childhood diarrhoea.  

Findings which are unique in the current study are that there was a great gap 

between knowledge and practice as well as attitude and practice on proper 

home management of childhood diarrhoea in the communities due to lack of 

resources and knowledge. Types of diarrhoea with well-known traditional 

names were less likely to be treated with modern medicine than those with 

well-known modern names and this affected the attitude of respondents 

towards the four rules of home management of childhood diarrhoea. While 

some resources like ORS were well known and very accessible in the 

communities, zinc was found to be not known and was not even readily 

available to community members so that its use should be promoted.  

Recommendations 

Although the study has found out that there is high knowledge of parents or 

guardians about giving more fluids to a child with diarrhoea, knowledge about 

other aspects on the recommended methods of home management of diarrhoea 

was found to be limited. These aspects are continued feeding, zinc 

supplementation and correct signs of dehydration that should prompt parents or 

guardians to take the child to the health facility. Therefore health education 
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programmes on proper home management of childhood diarrhoea should be 

intensified, taking into consideration the four rules recommended by the WHO. 

This will help improve knowledge of people in communities on the 

recommended ways of treating diarrhoea at home to prevent complications that 

come due to dehydration. In this way, caregivers will be able to identify early 

signs of dehydration that should tell them to take the child to the health 

facility.  

In addition to the fact that no one of the respondents knew about use of zinc in 

the management of childhood diarrhoea, its availability in the communities 

was also low and this further affected its accessibility to parents or guardians. 

It is however recommended that zinc should be scaled up, just like ORS in 

order to improve its availability in the communities. Scaling up of zinc has 

proved effective in countries like Bangladesh and this has promoted its uptake 

in the treatment of diarrhoeal diseases. Since ORS can be easily found in local 

shops and with HSAs, zinc should also take a similar approach so that people 

should be able to easily access zinc in order to improve its utilization and avoid 

delays in the initiation of treatment for childhood diarrhoea. 

Since literature has it that zinc has many benefits in the reduction of and future 

episodes of diarrhoea, its use should also be promoted in Malawian 

communities in order to improve its uptake. In the first place, intensive 

education and communication on importance of zinc supplementation in 

management of diarrhoea should be given. This should be followed by 

improving its availability using the already available structures in the 

communities such as HSAs and different community health initiatives. 

Encouraging members of the communities to use zinc will further reduce 
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morbidity and mortality due to diarrhoea in children under the age of five years 

old.  

Partial knowledge of parents or guardians on proper management of childhood 

diarrhoea that has been revealed in this study is an indication that the content 

of the health education talks given by the health workers and other 

stakeholders is not adequate. For better results on knowledge of parents about 

home management of childhood diarrhoea, health workers should be given full 

information regarding the four rules of managing childhood diarrhoea as 

recommended by WHO. In addition, this knowledge has to be transferred in 

totality to parents or guardians during health education talks in order to 

improve the quality of the information given to the communities. By 

empowering communities with this knowledge, people will be able to initiate 

recommended diarrhoea treatment early before complications arise. Similarly 

they will also be able to timely identify correct signs that suggest the time to 

take the child with diarrhoea to the health facility for professional care. 

Constraints encountered 

The main constraint encountered in the study was the opening of a 

government run health centre just close to Ekwendeni Hospital where most of 

the children less than five years were attending. The new health centre offers 

free health care services and many people were rushing to access services there 

because they did not want to pay hospital fees at Ekwendeni Hospital.  

Although it was possible to include this government run health centre in the 

study, the process for inclusion was a bit long because it needed permission to 

be sought from authorities while the study was already in progress. However, it 
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was not possible for the researcher to control the number of children who came 

to the hospital with complaints of diarrhoea as it was also possible that there 

could be very few children with diarrhoea at the government run health centre. 

This affected the attendance of the patients at Ekwendeni Mission Hospital, 

especially children with diarrhoea. As a result, the planned sample size of 125 

for children with diarrhoea was not achieved and this might have affected the 

results, especially for children who had diarrhoea during the time of data 

collection. Therefore accessible sample size for children with diarrhoea 

dropped to 63 instead of the planned 125 cases even though the study was done 

in the rainy diarrhoeal season. 

Another challenge would be the recall bias that might have been there 

between parents/guardians of children who had a complaint of diarrhoea and 

those whose children did not have diarrhoea during the time of data collection. 

In most of the respondents, their children had diarrhoea since a long time ago 

and recal on the knowledge and attitude might have been affected as compared 

with the few mothers whose children had diarrhoea recently. This bias might 

have been further strengthened by the differences in numbers between the two 

groups of respondents because parents/guardians of children with diarrhoea 

were far much less than the parents/guardians of the well children. 
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APPENDICES 

 

Appendix 1A. English version of the questionnaire 

Section 1a. Parents’ demographic data 

1. How old are you?……………………………years  

2. Where do you live? 

………………………………………………………………………… 

3. What is the name of your nearest health facility? 

………………………………………………………………………… 

4. How far is your home from the nearest health facility? 

………………………………………………………………………… 

5. What is your marital status? 

a. Single……………………….…….......... 1 

b. Married……………………………........ 2 

c. Divorced……………………….…......... 3 

d. Separated………………………............. 4 

e. Widowed………………………….......... 5 

f. Other specify……………….…….......... 6 

6. How many children do you have?  ………………………………....... 

7. Which tribe do you belong to? 

a. Tumbuka……………….……………….1 

b. Ngoni………………………….………...2 

c. Chewa……………………...………..…..3 

d. Tonga……………………………............4 

e. Nkhonde…………………….…………...5 

f. Other specify……………….…………....6 

8. Which denomination do you belong to? 

a. Roman Catholic………………………….1 

b. Presbyterian……………………………...2 

c. Anglican………………………………….3 
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d. Islam……………………………………...4 

e. Seventh Day……………………...............5 

f. Pentecostal……………………………….6 

g. Other specify……………….…………….7 

9. What is your highest level of education? 

a. None……………………………….0 

b. Primary level……………………....1 

c. Secondary level……………………2 

d. Tertiary level…………………..…..3 

10. What is your occupation? 

a. None……………………….……..0 

b. Farmer……………………….…...1 

c. Teacher…………………...……...2 

d. Business…………….…………....3  

e. Accounting………….……………4 

f. Student …………………………..5 

g. Other specify………….………….6 

11. What is your estimated monthly income? 

a. Less than K5,000………………..1 

b. K5000-K10,000…………………2 

c. K10,000-K15,000……………….3 

d. K15,000-K20,000……………….4 

e. More than K20,000….…………..5 

Section 1b. Child’s demographic data 

12. What is the age of this child? …………………………….months 

13. What is the sex of the child? 

a. Male………………….……....1 

b. Female ………………………2 

14. What is your relationship with this child? 

a. Mother…………………………..1 

b. Father …………………………...2 

c. Aunt……………………………..3 

d. Uncle………………………….....4 

e. Grandmother…………………….5 

f. Grandfather……………………...6 

g. Other specify…………………….7 

15. How many episodes of diarrhoea has your child suffered in this year? 

a. 1…………………………………1 

b. 2……...………………………….2 

c. 3 ……..………………………….3 

d. 4……...………………………….4 

e. 5………………..………………..5 
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Section II. Knowledge on childhood diarrhoea 

Now, I would like to ask you some questions related to how much you know 

about treatment of childhood diarrhoea at home. 

16. What do you understand by the word diarrhoea? 

a. Passing watery stool three times or more in 24 hours….….1 

b. Passing watery stool regardless of frequency……………..2 

c. Passing bloody stool……………………………….………3 

d. Other specify………………………………………………4 

17. What is the cause of diarrhoea? (Respondent can give more than one 

answer). 

a. Microorganisms or germs……………..………….……1 

b. Eating contaminated food…………….…….…………2 

c. Drinking contaminated water……………….…………3 

d. Not washing hand after visiting the toilet……..…..…..4 

e. Not washing fruits or vegetables before eating….….…5 

f. Others specify…………………………………………6 

18. What are the signs and symptoms for dehydration in children? 

(Respondent can give more than one answer). 

a. Sunken eyes and fontanel……………………….…….1 

b. Poor skin turgor………………………………….……2 

c. Decreased urine output………………………………..4 

d. Dry mouth……………………………………………..5 

e. Other specify…………………………………….…….6 

19. What are the four rules of treating childhood diarrhoea at home? 

(Respondent can give more than one answer) 

a. Giving child more fluids that usual………….………………1 

b. Giving zinc supplementation……………….…………….….2 

c. Continued feeding or breastfeeding………………………….3 

d. Taking the child to the health facility………………………...4  

e. Other 

specify…………………………………………………………

………… 

20. Where did you get the information about the four rules of treating 

diarrhoea? (Respondent can give more than one answer) 

a. Health care workers……………………………..…1 

b. The media……………………………………….….2 

c. Books……………………………………..…….…..3 

d. Friends and relatives…………………………….….4 

e. Other specify……………………………………..…5 

21. What is the best home treatment of diarrhoea before the child is taken 

to the hospital? (Give only one best answer) 

a. Giving the child more fluids than usual including ORS…….…1 
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b. Zinc supplementation………………………….…………….…2 

c. Continued feeding or breastfeeding….………………….….......3 

d. Taking the child to the health facility quickly…………….……4 

e. Other………………………………………………………..…..5 

22. What is the use of oral rehydration solution (ORS) in the management 

of diarrhoea? 

a. Treatment of diarrhoea…………………………..….1 

b. Replacement of energy…………………….…….….2 

c. Replacement of fluids………………….……………3 

d. Other specify..……………………………….…........4 

23. Where do you get ORS in the area where you live? (Respondent can 

give more than one answer) 

a. Health surveillance assistants (HSA’s)…...……….1 

b. Local shops…….………………………………….2 

c. Relatives…………………………….……………..3 

d. Health facility…..………………………………….4 

e. Others………………………………...……………5 

24. How easy is it to get ORS in the area where you come from? 

a. Very easy………………….………………………1 

b. Easy…………………………………………….…2 

c. Not easy………………………………….………..3 

d. Impossible……………………….………………..4 

25. What is the role of zinc in the management of diarrhoea? (Respondent 

can give more than one answer) 

a. Treatment of diarrhoea………………………….….1 

b. Reduce seriousness of diarrhoea….………….….…2 

c. Prevent further diarrhoea episodes…...………….…3 

d. Others………………………………………………4 

26. Where did you get the information about zinc supplementation? 

(Respondent can give more than one answer) 

a. Health care workers……………………….…….......1 

b. The media…………………………………………...2 

c. Books……………………………….…………….....3 

d. Friends and relatives……………………….………..4 

a. Other specify………………………………….……..5 

27. Where can you get zinc in the area where you live? (Respondent can 

give more than one answer) 

a. Local Shops…………………………………...……..1 

b. Health surveillance assistants…………….…..…..….2 

c. Relatives……………………………………………..3 

d. Health facility……………………………………..…4 

e. Other………………………………….…………...…5 

28. How easy is it to get zinc in your area? 

a. Very easy…………………………………………….1 
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b. Easy………………………………………………….2 

c. Not easy……………………………………………...3 

d. Impossible…...……………………………………....4 

29. Which signs in a child with diarrhoea would alert you to take the 

patient to the health facility? (Respondent can give more than one 

answer) 

a. Very sunken eyes…….……………………….…….1 

b. Restlessness.…………………………………….….2 

c. Lethargic or unconscious…………………………...3 

d. Poor skin turgor…………………………………….4 

e. Reduced urine output…………….…………………5 

f. Other…………………………………...…………...6 

 

Section III. Questions on what parents think about home treatment of 

diarrhoea 

Now I would like to know what you think about home management of 

childhood diarrhoea. 

30. Do you agree that it is necessary for the child with diarrhoea to be 

given more fluids than usual? 

a. I agree………………………..……..……………1 (Go to Q 31) 

b. I do not agree…………………………………....2 (Go to Q 32) 

c. I do not know…………….………………………3 (Go to Q 33) 

31. Give a reason why you agree that it is necessary to give a child more 

fluids than usual during a diarrhoeal episode? 

a. To prevent the child become more sick…………...1 

b. To replace the lost fluids………………………….2 

c. To give energy to the child………………………..3 

d. Other specify………………………………………4 

32. Give a reason why you do not agree that it is necessary to give a child 

more fluids than usual during a diarrhoeal episode? 

a. Fluids will increase diarrhoea in a child…………..1 

b. Fluids are not retained in the child’s body………...2 

c. Fluids will not stop diarrhoea………………...……3 

d. Other specify………………………………………4 

33. Do you agree that the child with diarrhoea should continue feeding or 

breastfeeding? 

a. I agree…………………………………….1 (Go to question 34) 

b. I do not agree………..…...………………2 (Go to question 35) 

c. I do not know…………..………………...3 (Go to question 36) 

34. Give a reason why you agree that the child with diarrhoea should 

continue feeding or breastfeeding? 
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a. To prevent the child become more sick…………..1 

b. To replace the lost nutrients………………………2 

c. To prevent malnutrition…………………………...3 

d. Other specify………………………………………4 

35. Give a reason why you do not agree that the child with diarrhoea 

should continue feeding or breastfeeding? 

a. Continued feeding or breastfeeding worsens diarrhoea……....1 

b. Food is not retained in the child’s body……………………....2 

c. Food will not stop diarrhoea…………………….…………….3 

d. Other specify…………………………………………………..4 

36. Do you agree that it is necessary to start treating the child for diarrhoea 

at home before you take them to the health facility? 

a. I agree……….…….………………….….1 (Go to question 37) 

b. I do not agree….…………………………2 (Go to question 38) 

c. I do not know…………………………….3 (Go to question 39) 

37. Explain why it is necessary to start treating the child for diarrhoea at 

home before taking the child to the health facility. 

a. To prevent the child become more sick……..………..1 

b. To initiate treatment timely………………….……….2 

c. To stop diarrhoea…………………………….………...3 

d. Other specify…………………………………………4 

38. Explain why it is not necessary to start treating the child for diarrhoea 

at home before taking the child to the health facility. 

a. It delays taking the child to the hospital……………..1 

b. There are no medicines at home……………………………2 

c. We lack knowledge on home treatment of diarrhoea………3 

d. Other specify………………………………………………..4 

39. What main things would make you be able to treat childhood diarrhoea 

at home? (Respondent can give more than one answer) 

a. Availability of resources…………………………..1 

b. Knowledge and skills…………………….………..2 

c. Encouragement from other people………………...3 

d. The seriousness of the illness………………...........4 

e. Other…………………..……………………………5 

40. What barriers in your area would hinder proper management of 

childhood diarrhoea at home? (Respondent can give more than one 

answer) 

a. Lack of resources………….……………..………..1 

b. Lack of knowledge……………….………….……2 

c. Traditional beliefs………………..……...………...3 

d. Religious beliefs………………….……………….4 

e. Others……………………………………………..5 

41. Do you agree that traditional medicines are better than conventional 

medicines in the treatment of childhood diarrhoea? 
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a. I agree…………...…….….………..…….1 (Go to question 42) 

b. I do not agree…………………………….2 (Go to question 43) 

c. I do not know………..………….....……..3 (Go to question 44) 

42. Give the reason why you agree that traditional medicines are better 

than modern medicines. 

a. They stop diarrhoea faster than modern medicines….……..1 

b. They are locally found in homes…………………….……..2 

c. Most childhood diarrhoeas have traditional causes..….……3 

d. Other………………………………………………………..4 

43. Give the reason why you do not agree that traditional medicines are 

better than modern medicines. 

a. They do not have specific doses…………….….…………..1 

b. They are unclean hence increase diarrhoea….……………..2 

c. They are not recommended in children……….……………3 

d. Other specify………………………………………………..4 

44. What types of childhood diarrhoea do you know? (Respondent can 

give more than one answer) 

a. Bloody diarrhoea…………………………….……..1 

b. Cholera……………………………………………..2 

c. Teething diarrhoea……………………………...…..3 

d. Diarrhoea caused by microorganisms…….………...4 

e. Other specify………………………………………..5 

45. What type of diarrhoea can be treated more effectively with traditional 

medicines? (Respondent can give more than one answer) 

a. Bloody diarrhoea………………….………………...1 

b. Cholera……………………………………………...2 

c. Teething diarrhoea………………………………….3 

d. Diarrhoea caused by microorganisms….…………...4 

e. Other specify………………………………………..5 

46. What type of diarrhoea can be more effectively is treated with 

conventional medicines? (Respondent can give more than one answer) 

a. Bloody diarrhoea………………………….……..….1 

b. Cholera………………………………………….…..2 

c. Teething diarrhoea………………………………......3 

d. Diarrhoea caused by microorganisms…….………...4 

e. Other specify………………………………………..5 

 

Section IV. Questions about what parents give to their children on 

treatment of childhood diarrhoea at home. 

Now I would like to ask you about how you have actually given your child at 

home to treat diarrhoea before you brought the child to the hospital. 
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47. Does your child have diarrhoea? 

a. Yes…………………………….1 

b. No……………………………...0 (End of the interview) 

48. For how many days has your child been having diarrhoea? 

…………………………days 

49. Is there blood in stools? 

a. Yes………………………….…..1 

b. No……………………………....0 

c. Not sure………………………..2 

 

50. Did you give the child more fluids as treatment of diarrhoea at home? 

a. Yes………………………….….1 

b. No………………………………0 (Go to question 52) 

c. Not sure………………………...2 

51. If yes, what type of fluids did you give the child? (Respondent can 

give more than one answer) 

a. Oral rehydration solution (ORS)….……..…1 

b. Plain water………………………………….2 

c. Thobwa……………………………………..3 

d. Rice water………………………….……….4 

e. Sobo or carbonated drinks………..………...5 

f. Other ……………………………….…...….6 

52. If no fluids given, give the reason why the child was not given fluids. 

a. To prevent worsening diarrhoea…….……..1 

b. Lack of knowledge………………….……..2 

c. We’re rushing to the hospital………….……3 

d. Other specify……………………………….4 

53. What other things did you give the child as treatment for diarrhoea? 

(Respondent can give more than one answer) 

a. Traditional medicines…………………..…..1 

b. Antibiotics………………….………….…...2 

c. Anti-diarrhoeas…………….………….…...3  

d. Nothing………………………………….….4 

e. Other…………………………………….….5 

54. Who made the decision on what to give the child as treatment of 

diarrhoea? 

a. Father…………………….…………….…....1 

b. Mother………………….…………….….….2 

c. Child’s grandparents…..………………….…3 

d. Other…………………….…………………..4 

55. What problems did you encounter in treatment of diarrhoea in your 

child at home? (Respondent can give more than one answer) 

a. Lack of knowledge on how to treat the child……..1 

b. Lack of resources for treating the child…………...2 
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c. Traditional beliefs…………………………………3 

d. Other specify………………………………………4 

56. Did you stop giving your child food as a result of diarrhoea? 

a. Yes…………………………….….…1  

b. No……………………………..……..0 (Go to question 58) 

57. Why did you stop giving food to the child during this episode of 

diarrhoea? 

a. Food will worsen diarrhoea…………………………...……....1 

b. Food is not retained in the child’s body……………………....2 

c. Food will not stop diarrhoea…………………….…………….3 

d. Other specify…………………………………………………..4 

58. If no, how much food did you give the child if you compare with the 

usual amount? 

a. More than usual………………....……1 

b. Same as usual……………………...…2 

c. Less than usual……………………….3 

59. Why did you continue giving foods to the child during this episode of 

diarrhoea? 

a. To prevent the child become more sick…….……..1 

b. To replace the lost nutrients………………….……2 

c. To prevent malnutrition…………………………...3 

d. Other specify………………………………………4 

60. Did you give zinc to your child as treatment of diarrhoea at home? 

a. Yes ……………………………….…1 

b. No…………………………………....0 (Go to question 63) 

61. If yes, where did you get zinc tablets? 

a. Local Shops……………………………………………..1 

b. Health surveillance assistants…………….…...………...2 

c. Relatives……………………………………......……….3 

d. Health facility……………………………....................…4 

e. Other…………………………….………………..….…..5 

62. Why did you give zinc as treatment of diarrhoea at home? 

a. To stop diarrhoea in a child……….…………………...1 

b. To decrease the severity of diarrhoea….………………2 

c. To decrease future episodes of diarrhoea….…………..3 

d. Other specify……………………………….…………..4 

63. Why did you not give zinc as treatment of diarrhoea at home? 

a. Lack of knowledge……………………………………...1 

b. Zinc not accessible……………………………………...2 

c. Zinc does not stop diarrhoea……………………………3 

d. Other specify……………………………………………4 

64. What actually worried you so that you should bring your child with 

diarrhoea to the hospital? (Respondent can give more than one answer) 

a. Child became more sick or weak………………………..1 
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b. Child passed many watery stools………………………..2 

c. Child developed fever…………………………………...3 

d. Child had blood in stool…………………………………4 

e. Other specify…………………………………………….5 
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Appendix 1B. Tumbuka version of the questionnaire 

 

Chigaba chakwamba: Kumanya mpapi wakuzgora mafumbo 

1. Muna vilumika vilinga vyakubabika? 

Vilumika ……………………………  

2. Mukukhala nkhuni? 

………………………………………………………………………… 

3. Zina la chipatala cha pafupi na apo mukukhala ni vichi? 

………………………………………………………………………… 

4. Kasi patalikirana uli pa chipatala chapafupi na apo mukukhara imwe? 

………………………………………………………………………… 

5. Kasi muli pa nthengwa uli? 

a. Nili pa nthengwa yayi………………………………....……….1 

b. Nili pa nthengwa……………………………………….………2 

c. Tili kulekana na wafumu/mwanakazi wane………………..…3 

d. Tikukhalira limoza yayi na mfumu/mwanakazi wane...……...4 

e. Mfumu/mwanakazi wane wali kufwa………………….……....5 

f. Vinyake zunurani………………………………………..……..6 

6. Muna bana walinga wakubaba imwe?............................................. 

 

7. Mutundu winu ni vichi? 

a. Tumbuka………………………..….1 

b. Ngoni………………………….…...2 

c. Chewa……………………………..3 

d. Tonga………………………….…..4 

e. Nkhonde……………………….….5 

f. Mutundu unyake zunulani….….….6 

8. Ndimwe wa tchalitchi uli? 

a. Katolika………...…………………..1 

b. CCAP……………………………....2 

c. Angilikani…………………………..3 

d. Chisilamu…………………………..4 

e. Tchalitchi cha seveni..………..…....5 

f. Chipentekosto……………………..6 

g. Tchalitchi linyake zunulani...….…..7 

9. Sukulu mulikulekezga kalasi uli? 

a. Nindayimbepo..……………….…..0 

b. Kupulaimale……………………....1 

c. Kusekondale……………………...2 

d. Ku koleji…………………….…….3 

10. Mukugwira ntchito uli? 

a. Nikugwira ntchito yayi…..….........0 
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b. Ulimi…………………..………..1 

c. Nikusambizga…………..………2 

d. Malonda…………………..…….3  

e. Vya kuwerengera ndalama….….4 

f. Nichali kusambira …………...…5 

g. Ntchito zinyake zunulani……......6 

11. Mukusanga ndalama zilinga pa mwezi? 

a. Zakuchepera K5,000………………….1 

b. Pakati pa K5000 na K10,000…………2 

c. Pakati pa K10,000 na K15,000……….3 

d. Pakati pa K15,000 na K20,000……….4 

e. Kujumpha K20,000...…………………5 

Chigaba 1b. Kumanya mwana 

12. Kasi mwana winu uyu wana miyezi ilinga ya kubabika? 

Miyezi…………………………… 

13. Kasi ni mwanakazi panji mwanalume? 

a. Mwanalume………………………...1 

b. Mwanakazi…………………………2  

14. Kasi pali uba uli pakati pa imwe na mwana uyu? 

a. Ndine mama wake………………...1 

b. Ndine dada wake …………………2 

c. Ndine Mnkhazi wake……………...3 

d. Ndine msibweni wake…………….4 

e. Ndine gogo wake wanakazi………5 

f. Ndine gogo wake wanalume……...6 

g. Vinyake zunulani………………....7 

15. Kasi mwana winu uyu warwalapo kalinga nthenda yakujura mthumbo 

chilumika chino pera? 

a. Kamoza pera……………………....…1 

b. Kabiri……………………………..….2 

c. Katatu……………………….……….3 

d. Kanayi…………………………..…...4 

e. Kankhondi na kujumphapo…….........5 
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Chigaba chachiwiri: Kamanyikwiro ka matenda gha kujura mthumbo ka 

bana 

Sono nimufumbeni mafumbo ghakukhwaskana na kupwererera mwana uyo 

wajulika munthumbo kunyuma. 

 

16. Kasi matenda ghakujura munthumbo ghakung’anamura vichi? 

a. Kufumira chimbuzi cha maji pafupipafupi pa zuwa………1 

b. Kufumira chimbuzi chamaji pera….………………………2 

c. Kufumira chimbizi cha ndopa…….……………………….3 

d. Vinyake zunulani………………….……………………….4 

17. Kasi matenda yakujulika munthumbo yakupangika na vichi? 

(Wakuzgora wangapereka mazgoro yanandi) 

a. Tuvibungu tuchokotuchoko……….………………….……1 

b. Kurya chakurya chakunangika…….………………………2 

c. Kumwa maji ghakunangika……………………………..…3 

d. Kuleka kugeza mu mawoko para tafuma kuchimbuzi……..4 

e. Kuleka kuchapa zipasi panji mphangwe nindarye…………5 

f. Vinyake zunulani specify………………………………..…6 

18. Kasi virongolero vyakuti mwana maji yamara mthupi ni vichi? 

(Wakuzgora wangapereka mazgoro yanandi) 

a. Maso ghakunjira mkati…………….…………….1 

b. Khumgu lake likukwinyikana……………………2 

c. Wakutunda matuzi pachoko……….…………….4 

d. Kuomira pa mulomo……………………………..5 

e. Vinyake zunulani…………………………...…....6 

19. Kasi ndondomeko zinayi zakuwovwirira mwana uyo wajulika 

munthumbo nivichi? (Wakuzgora wangapereka mazgoro yanandi) 

a. Kumupa mwana maji ghanandi chomene na thanzi…..………1 

b. Kumupa mwana Zinc…………………….……………………2 

c. Kulutirizga kumuryeska panji kuwonkheska…..………...…...3 

d. Kutolera mwana kuchipatara mwaluwiro………..………..….4 

e. Vinyake zunulani………………………………..………….…5 

20. Mukapulika nkhuni vya ndondomeko zinayi zakuvwirira mwana para 

wajulika munthumbo? (Wakuzgora wangapereka mazgoro yanandi) 

a. Kwa wachipatara……………………………..…..1 

b. Ku mawailesi……………………………….….…2 

c. Ku mabukhu……………………...……….….…..3 

d. Kwa wanyane na wabali………………….……...4 

e. Kunyake zunulani…………….………………….5 

21. Kasi wovwiri wakwenera kwa mwana uyo wajulika munthumbo ni 

vichi? 

a. Kumupa mwana maji ghanandi chomene na thanzi……………1 
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b. Kumupa mwana Zinc…………………………………………2 

c. Kulutirizga kumuryeska panji kuwonkheska…..……………..3 

d. Kutolera mwana kuchipatara mwaluwiro………..……………4 

e. Vinyake zunulani………………………………..…………….5 

22. Kasi thanzi ORS wakovwira uli kwa mwana uyo wakujulika 

munthumbo? 

a.   Kuchizga nthenda yakufumiara……..…………………….1 

b. Kusazgirapo nkhongono za muthupi..…………………….2 

c. Kusazgirapo maji muthupi………………...………………3 

d. Vinyake zunulani………………..…….…………………...4 

23. Kasi thanzi ORS mukumusanga uli kukaya uko mukukhala? 

a. Kwa wazaumoyo (HAS’s)……………...….1 

b. Tikugula ku golosara…………………...….2 

c. Wakutipa wabali…………………….……..3 

d. Tikumusanga kuchipatara…………...….….4 

e. Kunyake zunulani……………………….…5 

24. Nichipusu uli kusanga thanzi ORS kukaya uko mukukhala? 

a. Ntchipusu chomene……………….……………1 

b. Ntchipusu waka…………………….….…….…2 

c. Ntchipusu yayi…………………………...……..3 

d. Vingachitika chara……………………….……..4 

25. Kasi zinc wakuwovwira uli mwana uyo wajulika munthumbo? 

(Wakuzgora wangapereka mazgoro yanandi) 

a. Wakuchizga kufumira………………………………….……...1 

b. Wakulekeska kuti mwana wangarwara chomene yayi……..….2 

c. Mwana wangajulikanga munthumbo pafupipafupi yayi………3 

d. Vinyake zunulani………………………………………………4 

26. Kasi makani gha zinc mukawapulika kwanjani? (Wakuzgora 

wangapereka mazgoro yanandi) 

a. Ku wachipatara…………………………………….…1 

b. Ku mawayilesi…………………………………..……2 

c. Kufumira kumabuku…………………………..….…..3 

d. Kwa wanyane na wabali…………………...……..…..4 

e. Wanyake zunulani……………………………………5 

27. Kasi zinc mungamusanga uli kukaya uko mukukhala? (Wakuzgora 

wangapereka mazgoro yanandi) 

a. Kugula mu magolosara…………….……….1 

b. Tikutora ku wazaumoyo……………………2 

c. Ku wabali na wanyane…………….…….….3 

d. Kuchipatara…………………………..….….4 

e. Kunyake zunulani……………………….….5 

28. Ntchipusu uli kusanga zinc kukaya uko mukukhala? 

a. Ntchipusu chomene………………………..1 

b. Ntchipusu waka…………..………………..2 
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c. Ntchipusu yayi……………..………………3 

d. Vingachitika chara…………………………4 

29. Kasi ni virongolero uli ivyo mungaona mwa mwana uyo wakufumira 

vyakuti vingamuphalirani kuti mumutolere kuchipatara mwana winu 

mwaluwiro? (Wakuzgora wangapereka mazgoro yanandi) 

a. Para maso ghanjira mukati……………………....1 

b. Para mwana wakuchetama yayi………………....2 

c. Para mwana wafoka chomene……………….…..3 

d. Para khungu la mwana likukwinyana…………...4 

e. Para mwana wakutunda matuzi ghachoko….…...5 

f. Vinyake zunulani………………………………..6 

 

Chigaba chachitatu: Mafumbo ghakukhwaskana na maghanoghano gha 

bapapi pa matenda yakujura munthumbo 

Panyengo ya sono nikhumba nimanye ivyo imwe mukughanaghana pamwekha 

vyakukhwaskana na kapwererero ka mwana uyo wajulika munthumbo. 

30. Kasi mukuzomerezga kuti ntchakuzirwa kuti mwana uyo wajulika 

munthumbo timupenge maji ghanandi chomene kuluska umo 

wakumwera nyengo zose? 

a. Nkhuzomerezga……………………1 (Rutani ku fumbo 31 

b. Nkhuzomerezga yay.i….…….…….2 (Rutani ku fumbo32) 

c. Nkhumanya yayi…....…….………..3 (Rutani ku fumbo 33) 

31. Ni chifukwa uli mukuzomerezga kuti ntchakuzirwa kumupa mwana 

maji ghanandi kuluska umo wakumwera nyengo zose? 

a. Kulekeska kuti mwana wangafoka chomene…………..1 

b. Kusazgiramo maji mu thupi……………………………2 

c. Kupereka nkhongono…………………………………..3 

d. Vinyake zunulani………………………………………4 

32.  Ni chifukwa uli mukugomezga yayi kuti ntchakuzirwa yayi kumupa 

mwana maji ghanandi kuluska umo wakumwera nyengo zose. 

a. Maji ghakusazgirapo kufumira………………………………...1 

b. Maji ghakukhazikika yayi mu thupi la mwana………………...2 

c. Maji ghakulekeska kufumira yayi……………………………...3 

d. Vinyake zunulani………………………………………………4 

33. Kasi mukuzomerezga kuti mwana uyo wajulika munthumbo 

walutirizge kurya panji konkha bere? 

a. Nkhuzomerezga …………………….….1 (Rutani ku fumbo 34) 

b. Nkhuzomerezga yayi..………………….2 (Rutani ku fumbo 35) 

c. Nkhumanya yayi…...…………………..3 (Rutani ku fumbo 36) 

34. Ni chifukwa uli mukuzomerezga kuti mwana uyo yajulika munthumbo 

walutilizge kurya panji konkha bere? 

a. Kulekeska kuti mwana wangafoka chomene………………1 
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b. Kusazgiramo chakurya mu thupi………………….………..2 

c. Kulekeska atenda wakusowa vyakurya…………….………3 

d. Vinyake zunulani…………………………………..……….4 

35. Ni chifukwa uli mukuzomerezga yayi kuti mwana uyo yajulika 

munthumbo walutilizge kurya panji konkha bere? 

a. Kumupa mwana chakurya kukusazgirapo kufumira 

b. Chakurya chikukhazikika yayi mu thupi 

c. Chakurya chukulekeska yayi kufumira 

d. Vinyake zunulani 

36. Kasi mukuzomerezga kuti ntchakuzirwa kuyamba kumuvira mwana 

uyo wajulika munthumbo muchali kukaya pambere mundamutolere 

kuchipatala? 

a. Ntchakuzirwa ………………….……….1 (Rutani ku fumbo 37) 

b. Ntchakuzirwa yayi….…..………………2 (Rutani ku fumbo 38) 

c. Nkhumanya yayi...……..…..……….….3 (Rutani ku fumbo 39) 

37. Ni chifukwa uli ntchakuzirwa kuyamba kumuvwira mwana kukaya 

pambere wandarute kuchipatala? 

a. Kulekeska kuti mwana wangafoka chomene……1 

b. Kutendekera kumupa mwana wovwiri………….2 

c. Kumazga kufumira……………………………...3 

d. Vinyake zunulani………………………………..4 

38. Ni chifukwa uli ntchakuzirwa yayi kuyamba kumuvwira mwana 

kukaya pambere wandarute kuchipatala? 

a. Vikuchedwesa kutolera mwana kuchipatala…………………...1 

b. Kulije mankhwala kukaya……………………………………...2 

c. Tikumanya yayi umo tingapwererera mwana kukaya…………3 

d. Vinyake zunulani………………………………………………4 

39. Kasi nivichi vyakukhumbikwa ivyo vingapangiska kuti mumuvwirire 

kukaya mwana uyo wajulika munthumbo makora? (Wakuzgora 

wangapereka mazgoro yanandi) 

a. Kusangika kwa virweru vyakuvwirira………….…1 

b. Umanyi na luso lakuvwirira……………………….2 

c. Kuchiskika na banthu banyake………………...…..3 

d. Para mwana warwara chomene……………………4 

e. Vinyake zunulani…………………………………..5 

40. Kasi nivichi ivyo vingakanizga kuti mwana uyo wajulika munthumbo 

mumuvwirire kukaya makora? (Wakuzgora wangapereka mazgoro 

yanandi) 

a. Kusowa kwa virweru vyakuvwirira…….……1 

b. Kusowa kwa umanyi na luso…………….…..2 

c. Midauko yakukaya…………………………...3 

d. Midauko ya mumpingo………………………4 

e. Vinyake zunulani……………………………..5 
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41. Kasi mukuzomera kuti munkhwara wachifipa ukuvwira makora 

chomene para mwana wajulika munthumbo kuruska munkhwara 

wachizungu? 

a. Nkhuzomerezga ………………………1 (Rutani ku fumbo 42) 

b. Nkhuzomerezga yayi..………………..2 (Rutani ku fumbo 43) 

c. Nkhumanya yayi………...…………….3 (Rutani ku fumbo 44) 

 

42. Ni chifukwa uli mukuzomerezga kuti munkhwara wachifipa ukuvwira 

makora chomene para mwana wajulika munthumbo? 

a. Wakulekeska luwiro kufumira……………………………….1 

b. Wakusangika bweka mu vikaya……………………………..2 

c. Matenda yanandi yakufumira yakuyambaika na vyachifipa...3 

d. Vinyake zunulani……………………………………………..4 

43. Nichifukwa uli mukuzomerezga yayi kuti munkhwala wachifipa 

ukuvwira chomene para mwana wajulika mu nthumbo? 

a. Wakuwa na mulingo yayi……………………………………1 

b. Wakuperekeka mwambura ukhondo…………………………2 

c. Wakukanizgika mwa wana…………………………………...3 

d. Vinyake zunulani……………………………………………..4 

44. Zunulani magawo ya matenda yakufumira wa mwana? (Wakuzgora 

wangapereka mazgoro yanandi) 

a. Kufumira kwa ndopa………………………………………1 

b. Kufumira kwa kolera………………………………………2 

c. Kufumira kwakumera mino…………………………….….3 

d. Kufumira kwakuyambika chifukwa cha tuvibungu…...…...4 

e. Vinyake zunulani…………………………………………..5 

45. Kasi ni mtundu uli wa matenda ya kufumira uyo wangachizgika 

makora na munkhwara wachifipa? (Wakuzgora wangapereka mazgoro 

yanandi) 

a. Kufumira kwa ndopa……………………………………….1 

b. Kufumira kwa kolera……………………………………….2 

c. Kufumira kwakumera mino………………………………..3 

d. Kufumira kwakuyambika chifukwa cha tuvibungu………4 

e. Vinyake zunulani……………………………………………5 

46. Kasi ni mtundu uli wa matenda ghakufumira uyo ukuchizgika makora 

na munkhwara wachizungu. (Wakuzgora wangapereka mazgoro 

yanandi) 

a. Kufumira kwa ndopa……………………………………….1 

b. Kufumira kwa kolera……………………………………….2 

c. Kufumira kwakumera mino………………………………..3 

d. Kufumira kwakuyambika chifukwa cha tuvibungu………4 

e. Vinyake zunulani……………………………………………5 
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Chigaba chachinayi: Mafumbo yakukhwaskana na umo bapapi 

bakuchitira kukaya pakuvwira matenda yakujura munthumbo. 

Pasono nakhumba nimufumbani vya ivyo mwangumupa mwana winu uyu 

kukaya kuti wavwirike na matenda ghake ghakufumira pambere mundize nayo 

kuno kuchipatara. 

47. Kasi mwana winu wakufumira? 

a. Enya……………………………….1 

b. Yayi……………………………….0 (Ntchezo yamalira papa) 

 

48. Kasi mwana winu uyo watora madazi ghalinga apo wachali kufumira? 

Madazi………………………… 

49. Kasi mu chimbuzi chake mwanguba ndopa? 

a. Enya……………………….……1 

b. Yayi……………………………..0 

c. Nkhumanya yayi………………..2 

50. Kasi mwana winu uyu mwangumupa maji ghanandi nga ni wovwiri 

wakufumira? 

a. Enya………………………….…..….1 

b. Yayi…………………………………0 (Rutani ku fumbo 52) 

c. Nkhumanya yayi…………………….2 

51. Pala ni enya, mwangumupa vichi chamaji? (Wakuzgora wangapereka 

mazgoro yanandi) 

a. Thanzi (ORS)……………………....…1 

b. Maji waka…………………………….2 

c. Thobwa……………………….………3 

d. Maji gha mpunga………………..……4 

e. Sobo panji vya gulu la fanta…...……..5 

f. Vinyake zunulani…………………….6 

52. Pala yayi, chifukwa uli mwangumupa yayi vyamajimaji? 

a. Nanguopa kuti mwana warwalenge chomene.………..1 

b. Nangumanya yayi uwemi wa maji.…………………...2 

c. Nachimbiriranga ku chipatala…….…………………..3 

d. Vinyake zunulani……………………………………..4 

53. Kasi ni vinthu uli vinyake ivyo mwangumupa mwana winu kuti 

wavwirike ku matenda ghakufumira? 

a. Munkhwara wachifipa………….……………...1 

b. Munkhwara wa antibiotic……………….……..2 

c. Munkhwara wakulekeska kufumira…..……….3  

d. Nangumupa kanthu yayi………………………4 

e. Vinyake zunulani………………………..….…5 

54. Ni njani wangulamulira kuti mwana mumupe ivyo mwangumupa mu 

fumbo 49? 
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a. Badada ba mwana…………………..…….…..1 

b. Bamama ba mwana……………….….……….2 

c. Bagogo wa mwana……………….….…….….3 

d. Munyake zunulani……………………………4 

55. Kasi ni masuzgo uli agho mwangusangana nagho kunyumba pakuvwira 

mwana winu kuti wachizgike kufumira? 

a. Kusowa zeru za umo tingapwererera mwana……..1 

b. Kusowa kwa vilweru……………………………...2 

c. Dango la kukaya…………………………………..3 

d. Vinyake zunulani………………………………….4 

56. Kasi mwangumulekeska kurya mwana winu chifukwa chakuti 

wakufumira? 

a. Enya……………………………….…1 

b. Yayi.…………………………………0(Rutani ku fumbo 58) 

57. Chifukwa uli mwangumulekeska kurya apo mwana wafumiranga? 

a. Chakurya chikusazgirapo kusfumira………………………1 

b. Chakurya chikukhazikika yayi mu thupi……….………….2 

c. Chakurya chikulekesa kufumira yayi……………………...3 

d. Vinyake zunulani…………………………………….…….4 

58. Para yayi, mwangumupa chakurya chinandi uli para mwalinganizga na 

umo wakuryera nyengo zose? 

a. Chakurya chinandi kuluska umo wakuryera kale……………1 

b. Chakurya chakuyana na umo wakuryera kale………….……2 

c. Chakurya chakucheperako na umo wakuryera nyengo zose…3 

59. Ni chifukwa uli mwangulutirizga kumupa chakurya mwana winu apo 

wakufumira? 

a. Kulekeska kuti wangafoka chomene……………….…1 

b. Kusazgiramo vakurya muthupi……………………….2 

c. Kupewa nthenda yakutupikana……………………….3 

d. Vinyake zunulani……………………………………..4 

60. Kasi mwangumupa zinc mwana winu nga ndi wovwiri wa matenda 

ghakufumira? 

a. Enya …………………………………1 

b. Yayi…………………………………..0 (Rutani ku fumbo 63) 

61. Pala enya, mwangumutora nkhuni zinc? (Wakuzgora wangapereka 

mazgoro yanandi) 

a. Nangugula mugolosara……..…………..….1 

b. Kwa wazaumoyo (HAS)….……….……….2 

c. Kwa wabali na wanyane………….………..3 

d. Kuchipatara……………………..…………4 

e. Kunyake zunulani..…………………..……5 

62. Ni chifukwa uli mwangumupa zinc mwana winu? 

a. Kulekeska kufumira kwa mwana………………….……1 

b. Kupepuzgako uzito wa kufumira………….……………2 
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c. Kuchepeska kuti wangazakajulikaso munthumbo……...3 

d. Vinyake zunulani……………………………………….4 

63. Chifukwa uli mwangumupa yayi zinc mwana win? 

a. Nangumanya yayi……………………………………….1 

b. Zinc wakusangika yayi kukaya…………………………2 

c. Zinc wakulekeska kufumira yayi……………………….3 

d. Vinyake zunulani………………………………………..4 

64. Icho mwanguzizwa nacho nivichi kuti mwana winu mwize nayo 

kuchipatara apo wanguyamba kufumira? 

a. Mwana wangufoka chomene………………………1 

b. Mwana wangufumira kanandi……………………..2 

c. Mwana wanguwotcha thupi………………………..3 

d. Mwana wangufumira ndopa……………………….4 

e. Vinyake zunulani…………………………………..5 
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Appendix 1C. Chichewa version of the questionnaire 

 

Gawo loyamba: Mbiri ya oyankha mafunso 

1. Muli ndi zaka zingati? 

Zaka……………………………  

2. Nanga mumakhala kuti? 

………………………………………………………………………… 

3. Kodi chipatala chanu chapafupi dzina lake ndi chani? 

………………………………………………………………………… 

4. Nanga pali mtunda wotalika bwanji kuchokera kunymba kwanu kufika 

kuchipatalachi? 

………………………………………………………………………… 

5. Kodi muli pabanja? 

a. Sindili pabanja……………………….…….….1 

b. Ndili pabanja………………………………..…2 

c. Tinasiyana ukwati……………………….….…3 

d. Sitikhalira pamodzi…………………………....4 

e. Mwamuna/mkazi wanga anamwalira…….….5 

f. Zina tchulani…….………………………….….6 

6. Kodi muli ndi ana angati? 

a. Ndilibe………………………….………0 

b. Mwana mmodzi…………...…………..1 

c. Ana awiri………………..……………..2 

d. Ana atatu………………………………3 

e. Ana anayi kupitirira……………….…..4 

7. Nanga ndinu a mtundu wanji wa anthu? 

a. Tumbuka………………………….1 

b. Ngoni……………………………...2 

c. Chewa……………………………..3 

d. Tonga………………………….…..4 

e. Nkhonde…………………….…….5 

f. Ena tchulani….………………..….6 

8. Kodi mumapemphera mpingo wanji? 

a. Katolika …………………………..1 

b. CCAP…………………….............2 

c. Angilikani…………………………3 

d. Chisilamu………………………....4 

e. Seventh Day……………………...5 

f. Chipentekosite………………...….6 

g. Wina tchulani…………….….…….7 

9. Kodi maphunziro anu mudalekezera pati? 

a. Sindinaphunzirepo…..………….0 



Page | 108  
 

b. Ku pulaimale….………………...1 

c. Ku sekonda.le…………………..2 

d. Ku koleji….………………..…….3 

10. Nanga mumagwira ntchito yanji? 

a. Sindigwira ntchito…………….….0 

b. Mlimi……………….…….………1 

c. Mphunzitsi……………………….2 

d. Wamalonda…………..………......3  

e. Wowerengera chuma………...…..4 

f. Wophunzira ………………..……5 

g. Zina tchulani…………..…….…..6 

11. Kodi pamwezi mumakhala ndi ndalama zochuluka bwanji? 

a. Kuchepera pa K5,000…………………………..…1 

b. Pakati pa K5000 kufika K10,000…………………2 

c. Pakati pa K10,000 kufika K15,000…………….…3 

d. Pakati pa K15,000 kufika K20,000…………….…4 

e. Kudutsa K20,000….………………………..…….5 

Gawo 1b. Kudziwa za mwana 

12. Kodi mwana mwabwera nayeyu ali ndi miyezi ingati?  

Miyezi………………………… 

13. Nanga ndi mwana wanji? 

a. Wamwamuna……………….1 

b. Wamkazi ……………………2 

14. Nanga pali ubale wotani pakati pa inu ndi mwanayu? 

a. Ndine mayi wake…………………………...1 

b. Ndine bamboo wake …………………….…2 

c. Ndine zakhali ake…………………………..3 

d. Ndine mtsibweni wake……………………..4 

e. Ndine gogo wake wamkazi………………...5 

f. Ndine gogo wake wamwamuna……….…...6 

g. Ena tchulani.…………………………….....7 

15. Kodi mwanayu watsegulapo mmimba kangati chaka chino chokha? 

a. Kamodzi kokha……….……..…1 

b. Kawiri………………………….2 

c. Katatu………………………….3 

d. kanayi………………………….4 

e. Kasanu kapena kupirira………..5 
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Gawo lachiwiri: Kudziwa za matendaotsegula mmimba kwa mwana 

Tsopano ndikufunsani mafunso ena wokhudzana ndi zomwe mukudziwa za 

chithandizo cha matenda otsegula mmimba. 

 

16. Kodi akati matenda otsegula mmimba amatanthauzanji? 

a. Kupanga chimbudzi chamadzi katatu kapena kupitirira………1 

b. Kupanga chimbudzi chamadzi posaganizira kangati………….2 

c. Kupanga chimbudzi chamagazi……………………………….3 

d. Zina tchulani…………………………………………………..4 

17. Kodi matenda otsegula mmimba amayamba chifukwa ninji? 

a. Tizilombo tating’onoting’ono…………………...……………1 

b. Kudya zakudya zoyipa………..………………………………2 

c. Kumwa madzi oyipa………….………………………………3 

d. Kusasamba mmanja pochokera kuchimbudzi….………...…..4 

e. Kusatsuka zipatso ndi ndiwo zamasamba tisanadye……....…5 

f. Zina tchulani……..…………………………………….......…6 

18. Nanga zizindikiro zosonyeza kuti mwana watha madzi mthupi ndi ziti? 

a. Liwombo kapena maso zimalowa mkati…………………….1 

b. Khungu limakwinyika………………………….………………2 

c. Kukodza pang’ono……………………………………...……..4 

d. Milomo kuuma……………………………………………..…..5 

e. Zina 

tchulani……………………………………………………6 

19. Kodi ndi ndondomeko zinayi ziti zomwe muyenera kutsata pothandiza 

mwana amene akutsegula mmimba kunyumba? (Mutha kuyankha 

mayankho oposa limodzi) 

a. Kumupatsa madzi ambiri kuphatikizapo thanzi ORS….………1 

b. Kumupatsa zinc……………………………….……...……..…2 

c. Kupitiriza kumudyetsa kapen kumuyamwitsa………..…...…...3 

d. Kumutengera mwanayo kuchipatala mwansanga……..……….4 

e. Zina tchulani…………………………………………………… 

20. Nanga ndondomeko zinayi zothandizira mwana yemwe akutsegula 

mmimbazi munazimva kuti? (Woyankha atha kupereka mayankho 

oposa limodzi) 

a. Kwa a zachipatala………………...…………..1 

b. Kumawailesi……………………...……………2 

c. Kuwerenga mabuku…………………………..3 

d. Kwa abale ndi anzanga……………………….4 

e. Ena tchulani……………………………………5 

21. Kodi momwe mukudziwira inu, chithandizo chopambana cha mwana 

yemwe akutsegula mmimba musanamutengere kuchipatala ndi 

chani?(Tchulani chimodzi chokha) 
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a. Kumupatsa madzi ambiri kuphatikizapo thanzi ORS…………1 

b. Kumupatsa zinc…………………………….………………..…2 

c. Kupitiriza kumudyetsa kapen kumuyamwitsa………..…...…...3 

d. Kumutengera mwanayo kuchipatala mwansanga…….……….4 

e. Zina tchulani…………………………………………………...5 

22. Kodi ntchito ya thanzi (ORS) ndi chani kwa mwana amene akutsegula 

mmimba? 

a. Kuletsa kutsegula mmimba………………………...….1 

b. Kubwezera mphamvu nthupi………….………...…….2 

c. Kubwezera madzi mthupi……………………..………3 

d. Zina tchulani....………………………………………..4 

23. Kodi kumudzi komwe mumakhala, thanzi ORS mumamupeza bwanji? 

(Woyankha atha kupereka mayankho oposa limodzi) 

a. Kwa a zaumoyo (HSA’s)…………………….….1 

b. Timagula mu golosale…………….……….…….2 

c. Kwa achibale………………………...…………..3 

d. Timakatenga kuchipatala………...……….….….4 

e. Kwina tchulani……………………………..……5 

24. Nanga ndikwapafupi bwanji kupeza thanzi ORS kumudzi komwe 

mumakhala? 

a. Ndikwapafupi kwambiri………………………….…1 

b. Ndikwapafupi………...……………………….….…2 

c. Sikwapafupi…………………………………..……..3 

d. Sizingatheke……….…………………………….…..4 

25. Kodi zinc amathandiza bwanji mwana amene akutsegula mmimba? 

(Woyankha atha kupereka mayankho oposa limodzi) 

a. Amachilitsa kutsegula mmimba……………………….….…...1 

b. Amachepetsa vuto lotsegula mmimba…………………………2 

c. Amateteza kutsegula mmimba kwa mwana mtsogolo…......…3 

d. Zina tchulani………………………..………………………….4 

26. Nanga uthenga wa zinc munaumva kuti? (Woyankha atha kupereka 

mayankho oposa limodzi) 

a. Kwa a zachipatala……………………….1 

b. Ku mawailesi……………...………………2 

c. Kuwerenga mabuku……………….……..3 

d. Kwa achibale….…………………………..4 

e. Ena tchulani………………………….……5 

27. Kodi zinc mungamutenge kuti kumudzi komwe mumakhala? 

(Woyankha atha kupereka mayankho oposa limodzi) 

a. Kugula mu magolosale………...…………….1 

b. Kwa a zaumoyo (HSA)………..…………….2 

c. Kwa achibale…………………….…………..3 

d. Kuchipatala…….……………………………4 

e. Kwina tchulani….……………………...……5 
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28. Nanga ndikwapafupi bwanji kupeza zinc kumudzi komwe mumakhala? 

a. Ndi kwapafupi kwambiri……..….….…….…….1 

b. Ndikwapafupi………...………….…….………..2 

c. Sikwapafupi……………………….…….………3 

d. Sizingatheke………...………….……….………4 

29. Kodi ndi zizindikiro zanji mwa mwana amene akutsegula mmimba 

zomwe zingakupangitseni kuti mumutengele wodwalayo kuchipatala? 

(Woyankha atha kupereka mayankho oposa limodzi) 

a. Maso kulowa mkati kwambiri………..….1 

b. Kusatonthozeka kwa mwana…………….2 

c. Kufooka kapena kukomoka……….…….3 

d. Khungu kukwinyika…………………….4 

e. Kukodza mikodzo pang’ono………...….5 

f. Zina tchulani……………………………6 

 

Gawo lachitatu: Momwe makolo akuganizira pa chithandizo cha 

kunyumba cha mwana otsegula mmimba 

Tsopano ndikufuna ndidziwe zomwe mukuganizira zokhudzana ndi matenda 

otsegula mmimba kwa mwana. 

30. Kodi mukuvolereza kuti mwana amene akutsegula mmimba apatsidwe 

madzi ambiri kuposa momwe amamwera nthawi zonse? 

a. Ndikuvomereza …………...……………1 (Pitani ku funso 31) 

b. Sindikuvomereza……….……………….2 (Pitani ku funso 32) 

c. Sindikudziwa….………………….……..3 (Pitani ku funso 33) 

31. Perekani chifukwa chomwe mukuvomerera kuti ndikofunika 

mumupatsa madzi ambiri mwana amene akutsegula mmimba. 

a. Kuopa kuti mwana angafooke kwambiri…………1 

b. Kuwonjezera madzi mthupi………………………2 

c. Kupnjezera mphamvu mthupi…………………….3 

d. Zina tchulani………………………………………4 

32. Perekani chifukwa chomwe simukuvomerera kuti ndikofunika 

kumupatsa madzi ambiri mwana amene akutsegula mmimba. 

a. Madzi amaonjezela kutsegula mmimba……………...1 

b. Madzi sakhazikika mthupi mwa mwana……………..2 

c. Madzi saleketsa kutsegula……………………………3 

d. Zina tchulani………………………………………….4 

33. Nanga mukuvomereza kuti mwana amene akutsegula mmimba apitirize 

kudya kapena kuyamwa? 

a. Ndikuvomereza …………....…………….1 (Pitani ku funso 34) 

b. Sndikuvomereza…………...……………..2 (Pitani ku funso 35) 

c. Sindikudziwa….…………………………3 (Pitani ku funso 36) 
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34. Perekani chifukwa chomwe mukuvomerera kuti mwana amene 

akutsegula mmimba apitirize kudya kapena kuyamwa? 

a. Kuti mwana asaffoke kwambiri………………………1 

b. Kuonjezera madzi mthupi…………………………….2 

c. Kupewa matenda ochepa zakudya mthupi……………3 

d. Zina tchulani……………………………………………4 

35. Perekani chifukwa chomwe simukuvomerezera kuti mwana amene 

akutsegula mmimba apitirisze kudya kapena kuyamwa. 

a. Kudya kapena kuyamwa kumapangitsa kuti mwana atsegule 

kwambiri…….1 

b. Chakudya sichimakhazikika mthupi…………………………2 

c. Chakudya sichimaleketsa kutsegula…………………………3 

d. Zina tchulani…………………………………………………4 

36. Kodi mukuvomerezana nazo kuti ndikofunika kuyamba kumuthandiza 

mwana yemwe akutsegula mmimba kumudzi konko musanamutengere 

kuchipatala? 

a. Ndikuvomereza……...……….………….1 (Pitani ku funso 37) 

b. Sindikuvomereza……….……….………2 (Pitani ku funso 38) 

c. Sindikudziwa.....…..……………....…….3 (Pitani ku funso 39) 

37. Nanga ndi chifukwa ninji nkofunika kuyamba chithandizochi 

kunyumba musanamutengere mwana ku chipatala. 

a. Kupewa kuti mwana afowoke kwambiri……………1 

b. Kuyamba chithandizo msanga………………………2 

c. Kuthetsa kutsegula mmimba………………………...3 

d. Zina tchulani…………………………………………4 

38. Fotokoza chifukwa ninji nkosafunika kuyamba chithandizochi 

kunyumba musanamutengere mwana kuchipatala. 

a. Zimachedwetsa kumutengera mwana kuchipatala……………..1 

b. Kulibe mankhwala kumudzi…………………………………...2 

c. Sitimadziwa kupereka chithandizo cha kutsegula mmimba…..3 

d. Zina tchulani…………………………………………………...4 

39. Kodi ndi zinthu ziti zikuluzikulu zomwe zingakupangitseni kuti 

kukhale kosavuta kupereka chithandizo kwa mwana yemwe akutsegula 

mmimba akanali kunyumba konko? (Woyankha atha kupereka 

mayankho oposa limodzi) 

a. Kupezeka kwa zipangizo………………….……1 

b. Nzeru za momwe tingamuthandizire………...…2 

c. Kulimbikitsidwa ndi anthu ena……………...….3 

d. Kukula kwa matenda...............……………....….4 

e. Zina tchulani………………………………...….5 

40. Nanga ndizinthu ziti zomwe zingapangitse kuti kukhale kovuta 

kumuthandiza mwana amene akutsegula mmimba akadali kunyumba 

konko? (Woyankha atha kupereka mayankho oposa limodzi) 

a. Kusowa kwa zipangizo………………………………..…..1 
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b. Kusowa kwa nzeru za momwe tingamuthandizire……..…2 

c. Miyambo ya makolo………………………………...…….3 

d. Miyambo ya mu mpingo………………………………......4 

e. Zina tchulani…………………….………………………...5 

41. Kodi mukuvomereza kuti mankhwala achikuda amathandiza bwino pa 

matenda otsegula mmimba kwa mwana kuposa mankhwala a 

kuchipatala? 

a. Ndikuvomereza ………..……………..…1 (Pitani ku funso 42) 

b. Sindikuvomereza………..……………….2 (Pitani ku funso 43) 

c. Sindikudziwa…..………...……………….3 (Pitani ku funso 44) 

42. Nchifukwa chani mukuvomereza kuti mankhwala achikuda 

amathandiza bwino kuposa mankhwala a kuchipatala? 

a. Amaletsa kutsegula mmimba msanga…………………………1 

b. Amapezeka mosavuta…………………………………………2 

c. Kutsegula mmimba kwa mwana kumachokera ku zachikuda…3 

d. Zina tchulani…………………………………………………...4 

43. Perekani chifukwa chomwe simukugwirizana nazo zakuti mankhwala 

achikuda amathandiza bwino kuposa mankhwala akuchipatala. 

a. Alibe mlingo woyenera………………………………1 

b. Amaperekedwa mopanda ukhondo…………………..2 

c. Sayenera mwa ana……………………………………3 

d. Zina tchulani………………………………………….4 

44. Kodi ndi mitundu ingati ya kutsegula mmimba yomwe mumadziwa? 

(Woyankha atha kupereka mayankho oposa limodzi) 

a. Kamwazi …………………………………………………...…1 

b. Kolera………………………………………………………....2 

c. Kutsegula kodza chifukwa cha kumera mano…………...……3 

d. Kutsegula chifukwa cha tizilombo ting’onoting’ono……...…4 

e. Wina tchulani………..…………………………………...…...5 

45. Nanga ndi mtundu wanji wakutsegula mmimba womwe 

ungachiritsidwe ndi mankhwala achikuda? (Woyankha atha kupereka 

mayankho oposa limodzi) 

a. Kamwazi …………………………………………….…….….1 

b. Kolera……………………………………………………..…..2 

c. Kutsegula kodza chifukwa cha kumera mano………..…….....3 

d. Kutsegula chifukwa cha tizilombo ting’onoting’ono…..….….4 

e. Wina tchulani………………………………………………….5 

46. Nanga ndi mtundu wanji wakutsegula mmimba womwe 

ungachiritsidwe ndi mankhwala a kuchipatala? (Woyankha atha 

kupereka mayankho oposa limodzi) 

a. Kamwazi ………………………………….………….….…….1 

b. Kolera……………………………………….……………..…..2 

c. Kutsegula kodza chifukwa cha kumera mano………………....3 

d. Kutsegula chifukwa cha tizilombo ting’onoting’ono…….……4 
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e. Wina tchulani…………………………………………….…….5 

 

Gawo lachinayi: Mafunso wokhudza zomwe makolo amachita kunyumba 

pothandiza mwana yemwe akutsegula mmimba. 

Pano tsono ndifuna ndikufunseni momwe munamuthandizira mwanayu 

kunyumba musanabwere naye kuno kuchipatala. 

47. Kodi mwanayu akutsegula m’mimba? 

a. Eya……………………………….1 

b. Ayi……………………………….0 (Basi mwamaliza) 

48. Kodi mwanayu wakhala akutsegula mmimba kwa masiku angati 

tsopano? 

Masiku ………………………… 

49. Nanga mu chimbudzi chake mukumakhala magazi? 

a. Eya…………….…………….…1 

b. Ayi……………………………..0 

c. Sindikudziwa.………….………2 

50. Kodi mwananyu munamupatsa madzi ambiri musanabwere naye kuno 

kuchipatala? 

a. Eya…………………………….…...1 

b. Ayi…………………………………0 (Pitani ku funso 52) 

c. Sindikudziwa………………………2 

51. Ngati ndi eya, munamupatsa madzi amtundu wanji? (Woyankha atha 

kupereka mayankho oposa limodzi) 

a. Thanzi (ORS)………………………1 

b. Madzi chabe………………….…….2 

c. Thobwa……………………………..3 

d. Madzi a mpunga……………...…….4 

e. Sobo kapena fanta……………..……5 

f. Zina tchulani…………………….….6 

52. Ngati simunamupatse madzi ambiri, longosolani chifukwa chake 

chomwe simunampatsire madzi. 

a. Kuopa kuti angatsegule mmimba kwambiri………….1 

b. Kusadziwa……………………………………………2 

c. Timathamangira kuchipatala…………………………3 

d. Zina tchulani………………………………………….4 

53. Ndi zinthu ziti zina zomwe munamupatsa mwana wanu ndi cholinga 

chomuchiritsa ku matenda otsegula mmimba?  (Woyankha atha 

kupereka mayankho oposa limodzi) 

a. Mankhwala achikuda………………………..……..1 

b. Ma antibiotic…………………………………….…..2 

c. Mankhwala oletsa kutsegula mmimba………….…...3  

d. Sindinamupatse chilichonse…………………………4 
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e. Zina tchulani…………………………………………5 

54. Ndani anapanga chiganizo chomupatsa mwana zinthu zomwe 

munaperekazo pomuthandiza chifukwa cha kutsegula mmimba? 

a. Abambo ake…………………..……...1 

b. Amayi ake…………………….……...2 

c. Agogo ake……….…………………...3 

d. Ena tchulani………………………….4 

55. Munakumana ndi mavuto anji pomuthandiza mwana wanu pa matenda 

otsegula mmimba? (Woyankha atha kupereka mayankho oposa 

limodzi) 

a. Kusadziwa momwe tingasamalire mwana………1 

b. Kusowa kwa zipangizo………………………….2 

c. Zikhulipiriro za makolo…………………………3 

d. Zina tchulani…………………………………….4 

 

56. Kodi munasiya kumupatsa chakudya mwanayu chifukwa choti 

akutsegula mmimba? 

a. Eya………………………………….1  

b. Ayi…………………………………..0 (Pitani ku funso 58) 

57. Nanga ndichifukwa chiyani munasiya kumudyetsa mwana amene 

akutsegula mmimba? 

a. Kuopa kuti chakudya chingamutsekulitse kwambiri……1 

b. Chakudya sichimakhazikika mthupi…………………….2 

c. Chakudya sichimachiza kutsegula mmimba……………..3 

d. Zina tchulani……………………………………………..4 

58. Ngati ayi, munamupatsa chakudya chochuluka bwanji kulinganiza ndi 

momwe amadyera nthawi zonse? 

a. Kuposa momwe amadyera nthawi zonse………….……….…1 

b. Momwe amadyera nthawi zonse………………………...……2 

c. Kuchepera ndi momwe amadyera nthawi zonse…………..….3 

59. Ndi chifukwa chani munapitiriza kumupatsa chakudya mwanayu 

momwe amatsegula mmimba? 

a. Kuti asadwale kwambiri…………………………………...1 

b. Kuwonjezela zakudya mthupi……………………………..2 

c. Kuopa kuti angadwale matenda ochepa zakudya mthupi…3 

d. Zina tchulani……………………………………………….4 

60. Kodi munamupatsa zinc mwana wanu chifukwa chotsegula mmimba 

musanamutengere kuchipatala? 

a. Eya ……………………….…………1 

b. Ayi…………………………………..0 (Pitani ku funso 63) 

61. Ngati ndi eya, mapilisi a zinc munawatenga kuti? (Woyankha atha 

kupereka mayankho oposa limodzi) 

a. Ndinagula ku golosale……………………..1 

b. Ndinatenga kwa a zaumoyo (HSA)..………2 
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c. Ndinatenga kwa achibale………….……….3 

d. Ndinatenga kuchipatala……………………4 

e. Kwina tchulani…………………..…………5 

62. Ndichifukwa chani munapereka zinc kwa mwana wanu 

musanamutengere kuchipatala? 

a. Kuchiza kutsegula mmimba…………………………….1 

b. Kuchepetsa katsegulidwe ka mmimba………………….2 

c. Kuchepetsa maulendo ostegula mmimba mtsogolo…….3 

d. Zina tchulani…………………………………………….4 

63. Nchifukwa chani simunamupatse zinc pamene anayamba kutsegula 

mmimba? 

a. Sindimadziwa……………………………...1 

b. Zinc samapezeka…………………………..2 

c. Zinc samachiritsa……….………………….3 

d. Zina tchulani…………….…………………4 

 

64. Chomwe chinakudabwitsani mwa mwanayu kuti mumutengere kuno 

kuchipatala ndi chani? (Woyankha atha kupereka mayankho oposa 

limodzi) 

a. Mwana anafowoka kwambiri……………….1 

b. Mwana anatsegula kwambiri………………..2 

c. Mwana anatentha thupi……………………...3 

d. Mwana anapanga chimbudzi chamagazi…….4 

e. Zina tchulani…………………………………5 
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Appendix 2A. Participant’s information sheet 

 

Research title: A study on exploring knowledge, attitude and practice of 

parents on home management of childhood diarrhoea in Ekwendeni. 

Researcher:     Esau A. Kasonda 

Introduction  

You are being asked to take part in a research study on what you know about 

the treatment of diarrhoea at home. The study is being done as a requirement in 

partial fulfilment for the award of a Master’s degree in Child Health for Esau 

Kasonda, a student at Kamuzu College of Nursing. It is extremely important 

that you understand why the study is being conducted, what will be involved in 

the study, possible risks and benefits and how your privacy and confidentiality 

will be respected before you decide to take part.  

The purpose of the study is that we want to know how you treat a child with 

diarrhoea at home before coming to the health facility. The study is for 

children who are less than 5 years old and have been brought to Ekwendeni 

Hospital with the complaint of diarrhoea or who are attending underfive’s 

clinic. Participation in this study is voluntary and your refusal to participate 

will be respected and will not affect how your child will be treated. You are 

free to withdraw from the interviews at any time you feel like withdrawing. 

If you decide to accept participation in the study, you will put your signature 

on the consent form to show that you have understood this information and it 

will also act as evidence that you have granted me permission to interview you. 

On this form, there are contact details for the researcher in case you may want 

to ask him something after the interview. 
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What you are asked to do upon consenting for the study? 

You will be interviewed by one of the research team members on how you 

treat childhood diarrhoea at home. Your role is to answer the questions as 

honestly as possible so that the study should reveal what is actually on the 

ground in order to avoid false results. Be free to express anything that you will 

be asked according to your knowledge. The interview will take not more than 

30 minutes. 

How will your privacy and confidentiality be maintained and protected? 

The discussion between you and the research team member will be private and 

any information that you will give will be kept private and confidential. Your 

signature will appear only on the consent form which will be kept away from 

the questionnaire. Identification numbers will be given to you instead of 

writing your name. Filled questionnaires will be kept in a locked cupboard and 

will be accessible to only the research team members. Results will express 

group information and there will not be identification of any individual 

information. In addition, all the filled questionnaires will be destroyed after 

data analysis and report writing. 

What are the risks for this study? 

This study carries no any risks because there will not be any collection of 

samples for the sake of the study. It is normal to feel uncomfortable especially 

when you have been asked something that you think is sensitive to tell. You 

are assured not to worry about that type of information because it will be kept 

strictly confidential. However, you are free not to tell something that you feel 
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is sensitive and should not be told to anyone else. The study has also been 

reviewed and approved by the College of Medicine Research and Ethics 

Committee in Blantyre, which is mandated to make sure that study participants 

are protected from harm. 

How will you benefit from the study? 

There are no direct benefits to you as an individual from this study. This means 

that there are no financial or material benefits as a result of your participation 

in the study, but the knowledge that will be generated from the study will help 

in improving home management of childhood diarrhoea. As a result, measures 

will be devised to address issues that will be revealed in the study, thereby 

reducing child morbidity and mortality in this area and Malawi in general and 

in Ekwendeni in particular. 

What will happen if you chose to decline your participation in the study? 

Participation in this study is completely voluntary and there is no penalty for 

non-participation and withdrawal from the study. You are at liberty to decline 

participation or withdraw at any time even without giving reasons for doing so. 

Who can you contact if you have questions about the study, your rights 

and welfare? 

You are welcome to ask question of your concern pertaining to your 

participation in the study and your rights as a research participant. If you have 

any queries, please contact the researcher, Esau Kasonda or the Chairperson 

for the College of Medicine Research and Ethics Committee on the following 

contact details; 
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Esau Kasonda ,   The Chairperson, 

Kamuzu College of Nursing,  College of Medicine Research and Ethics 

Committee. 

P.O. Box 415,    Private Bag 360, 

Blantyre.    Chichiri,  

Cell: 0888 386 651, 0995 712 309 Blantyre 3. Tel: 01 871 911 
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Appendix 2B. Marango gha kafukufuku kwa wakutorapo rwande 

 

Mutu wa kafukufuku: Kusakata umanyi, maghanaghaniro na kachitiro ka 

bapapi pa kuvwira mwana uyo wajulika mthumbo kukaya uyo wakuchitikira ku 

Ekwendeni. 

Wakufukula:     Esau A. Kasonda 

Mazgo yakwamba  

Muli kufumbika kuti mutolepo rwande mu kafukufuku wakukhwaskana na 

umany, kaghanaghaniro na kachitiro ka bapapi pa kuvwira mwana uyo 

wajulika mthumbo kukaya uyo wakuchitikira ku Ekwendeni. Kafukufuku uyo 

wakuchitika nga ni chakukhumbikwa kufiska digiriyi ya masitazi mu umoyo 

wa wana ya Kasonda, uyo wakusambira pa sukulu ya ma nesi ya Kamuzu 

College of Nursing. Ntchakukhumbikwira chomene kuti mupulikiske 

chakurata cha kafukufuku uyu, ivyo vichitikenge mu kafukufuku uyu, viheni 

na viwemi ivyo vingasangika chifukwa cha kafukufuku uyu kusazgirapo na 

umo tingamusungirani chisisi pambere mundaghaneghane vyakutorapo rwande 

pa kafukufuku uyu.  

Chakurata chikulu cha kafukufuku uyu ntchakuti timanye umanyi, 

maghanaghaniro na kachitiro ka bapapi kukaya kukhwaskana na umo 

wakuvwirira mwana uyo wajulika mthumbo pambere wandamutorere 

kuchipatara. Kafukufuku uyu ni wa wana awo wandakwaniske vilumika 

vinkhondi ndipo wiza kuno ku chipatara cha Ekwendeni kuzakapenja wovwiri 

chifukwa chakuti wajulika mthumbo. Ichi chikung’anamura kuti niza kwa 

imwe chifukwa chakuti mwana winu wajulika mthumbo ndipo vilumika vyake 
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vindajumphe vinkhondi yayi. Kutorapo rwande kwinu mu kafukufuku uyu ni 

khumbiro linu ndipo para mwakan ise timuchichizgeni yayi. Kukana kwinu 

kutimbanizgenge wovwiri wa mwana winu wa chipatara yayi. Muli 

wakusutuka kuleka kuzgora mafumbo pa nyengo ili yose iyo mungakhumba. 

Para mwazomera kutorapo rwande mu kafukufuku uyu, mufumbikenge 

kusayinira chikarata chakusimikizga kuti mwamulikiska, icho chiweso nga 

ukaboni kuti mwazomera kuti nimufumbani mafumbo. Pachikarata ichi pali 

manambara ya uyo wakuchita kafukufuku uyu kuti panyake mukakhumba 

kumufumba chilichose chakukhwaskana na kafukufuku uyu para namara 

kumufumbani mafumbo. 

Ivyo muchitenge para mwazomera kunjira mu kafukufuku 

Mufumbikenge mafumbo na ghakukhwaskana na umo mukumanyira, 

maghanoghano ghinu na umo mwamuvwirira mwana winu kukaya chifukwa 

chakuti wajulika munthumbo. Ntchito yinu ni kuzgora mafumbo 

mwaunenesko nichakurata chakuti tifukulenge ivyo vikuchitika kukaya kuti 

vipambi vake view waunenesko nadi. Muwe wakumasuka kuyowoya vyose 

ivyo mufumbikenge kulingana na umo mukumanyira. Nimufumbaninge kwa 

nyengo yakujumpha mphindi 30 yayi. 

Umo tisungikirenge na kuvikirira chisisi chinu 

Vidumbirano vithu viwenge vapagulu yayi ndipo vyose ivo mutiphalirenge 

tivitore nga ni vyachisisi pakati pa imwe na ine. Sayini yinu yiwenge pa 

chikarata cha chizomerezgo pera icho chiwikikenge kutali na chipepara cha 

kufumbira mafumbo ichi. Mupikenge waka nambala ndipo zina linu 
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liwikikenge yayi pa chipepala chakufumbira mafumbo. Mapepara yakufumbira 

mafumbo tiwawikenge mu kabati ilo likulokeka ndipo waghawonenge ndi awo 

wakukhwaskika na kafukufuku uyu pera. Vyakulondezga vya kafukufuku uyu 

viululenge maghanoghano ya gulu nesi maghanoghano ya munthu mmoza 

yayi. Kusazgirapo, mapepala yose yamafumbo wizamuwotcheka paumaliro wa 

kafukufuku uyu. 

Viheni ivo vingawapo vakukhwaskana na kafukufuku uyu 

Kafukufuku uyu walije chakofya chilichose chifukwa kulije kutora ndopa panji 

vilivose vakukhwaskana na kafukufuku uyu. Kweni ntchamachitiko kuwa na 

chikayiko chomene para mwafumbika fumbo lakuti muulule visisi vinu. 

Tikumulimbikiskani kuti mungagongowanga yayi chifukwa visisi vose 

visungikenge makora. Kweniso muli wanangwa kubisa makani ayo mukuona 

kuti mungayowoya yayi kwa munthu munyake. Kafukufuku uyu wamuona 

kale wa bungwe ilo likuona vyamakafukufuku ku sukulu ya madokotara ya 

College of Medicine Research and Ethics Committee ku Blantyre. Bungwe ili 

likupika mazaza ghakuti lioneseskenge wanthu ose wakutorapo rwande 

pakafukfuku uyu wathaskike ku wananga wawo. 

Viweme vya kafukufuku uyu 

Palije viwemi vilivose ivo mungapokera kufumira ku kafukufuku uyu 

pamwekha.Ichi chikung’anamura kuti mupokenge ndalam panji kanthu 

kalikose yayi chifukwa chakuti mwatorapo rwande pa kafukufuku uyu.Kweni 

vipasi ivyo tifukulenge vizamuvwira kurutiska mnthazi umo tingavwirira wana 

awo wajulika munthumbo kuchikaya.Ndipo sono nthowa zizamuwikika 

zakumazga masuzgo awo kafukufuku uyu wafukulenge. Ivi vizamuvwira 
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kumazga nyifwa izo zikwiza kuwana withu chifukwa cha nthenda yakujula 

munthumbo ku Ekweneni na muno mu chalo cha Malawi. 

Kasi chingachitika ni vichi para mwakana kunjira mu kafukufuku uyu 

Nikhumbiro linu kutorapo rwande mu kafukufuku uyu ndipo palije chilango 

chili chose para mwakana kunjira mu kafukufuku uyu. Muli wanangwa kukana 

kuzgora mafumbo panji kufumamo mu kafukufuku uyu nyengo ili yose 

pambura kupereka vifukwa. 

Uyo mungamukhwaska para muli na fumbo lakukhwaskana na 

kafukufuku uyu 

Mulu wakumasuka kufumba fumbo lililose lakukhwaskana na kafukufuku uyu 

nga ni munthu uyo watorapo rwande pa kafukufuku. Para muna mafumbo gha 

ntheura, mukhwaskani mwenecho wa kafukufuku, Esau Kasonda panji 

muyimiriri wa bungwe la vyakafukufuku ku sukulu ya udokotara la College of 

Medicine Research and Ethics Committee pa manambara agha; 

Esau Kasonda ,   The Chairperson, 

Kamuzu College of Nursing,  College of Medicine Research and Ethics 

Committee. 

P.O. Box 415,    Private Bag 360, 

Blantyre.    Chichiri,  

Cell: 0888 386 651, 0995 712 309 Blantyre 3. Tel: 01 871 911 
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Appendix 2C. Malamulo kwa olowa mu kafukufukuyu 

 

Mutu wa kafukufuku: Kupeza kadziwidwe, kaganizidwe ndi kachitidwe ka 

makolo pothandiza matenda a kutsegula m’mimba kunyumba ku Ekwendeni. 

Wofukula:     Esau A. Kasonda 

Mawu oyamba  

Mukufunsidwa kutengapo mbali mu kafukufuku wokhudzana ndi kadziwidwe, 

kaganizidwe ndi kachitidwe ka makolo pothandiza mwana amene akutsegula 

mmimba kunyumba. Kafukufukuyu akuchitika malingana ndikuti akufunikira 

pa maphunziro apamwamba a Master’s degree mu ana ya Esau Kasonda, 

wophunzira wa pasukulu ya anamwino ya Kamuzu College of Nursing. 

Ndikofunika kwambiri kuti mumvetse cholinga cha kafukufukuyu, zomwe 

zichitike, zovuta ndi ubwino wake ndinso mmene chisinsi chanu chisungidwire 

musanapange chiganizo cholowa mu kafukufukuyu. 

Cholinga cha kafukufukuyu ndi kufukula kadziwidwe, kaganizidwe ndi 

kachitidwe ka makolo pa momwe amathandizira mwana amene akutsegula 

mmimba kunyumba asanamutengere kuchipatala. Kafukufukuyu ndi wa ana 

ochepera zaka zisanu amene abwera ku chipatala cha Ekwendeni ndi vuto la 

kutsegula mmimba. Kutanthauza kuti ndakusankhani chifukwa chakuti mwana 

wanu akutsegula mmimba ndipo ali ndi zaka zosaposa zisanu. Mutengapo 

mbali mu kafukufukuyu mwakufuna kwanu ndipo ngati mwakana 

simukakamizidwa.Kukana kwanu sikukhudza chithandizo cha chipatala 

chomwe mumayenera kulandira pachipatala pano. Muli omasuka kusiya 

kuyankha mafunso nthawi ina ili yonse yomwe mungafune. 
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Mukaganiza zotembapo mbali mu kafukufukuyu, musayina pa chikalata 

chovomerera kusonyeza kuti mwamvetsa uthengawu ndipo chikhala ngati 

umboni wakuti mwatiloleza kuti tikufunseni mafunso. Pachipepala 

chimenecho palinso makeyala ndi nambala za lamya zoti mukhoza kugwiritsa 

ntchito ngati muli ndi funso lililonse kwa mwini wake wa kafukufukuyu. 

Zomwe mutafunsidwe mukavomera kulowa mu kafukufukuyu 

Mudzafunsidwa mafunso okhudzana ndi momwe mukudziwira, maganizo anu 

ndi momwe mumathandizira ana otsegula mmimba kunyumba.Udindo wanu 

ndi kuyankha mafunsowa mwachilungamo kuti kafukufukuyu afukuledi 

zomwe zikuchitika kumidzi ndikuti zotsatira zake zidzakhaledi zoona. 

Mukhale omasuka kulankhula zones momwwe mukudziwira. Kufunsa 

mafunsoku kutenga nthawi yosaposa mphindi makumi atatu. 

Momwe chisinsi chanu chidzasungidwira mu kafukufukuyu 

Zokambiranazi zikhala zapadera ndipo nkhani yonse imene idzakambidwa 

idzatengedwa ya chisinsi.Sayini yanu idzakhala pa chikalata chovomerera 

chokha, osati pa chipepala chamafunso ndipo mapepala awiriwa 

sadzsungidwira pamodzi.Mmalo molemba dzina lanu pa chipepala cha 

mafunso, nambala ndiyomwe idzagwiritsidwe ntchito. Mapepala onse omwe 

pali mayankho anu adzsungidwa pamalo otetezedwa omwe adzafikiridwa ndi 

amene akupanga kafukufuku okhawo basi. Zotsatira zake zidzasonyeza mawu 

ochokera kwa gulu la anthu, osati wa munthu mmodzi yekha. Pakutha 

pakafukufukuyu mapepala onse amafunso adzawotchedwa. 
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Zovuta zake za kafukufukuyu 

Kafukufukuyu alibe zovuta zilizonse chifukwa chakuti sipadztengedwa magazi 

kapena china chilichonse chokhudzana ndi kafukufukuyu.Ndichosadabwitsa 

kukhala ndi manyazi makamaka mukafunsidwa funso loti mukuganiza kuti 

liwulula zisinsi zanu.Mukutsimikizidwa kuti musade nkhawa chifukwa chakuti 

zisinsi zotere zidzasungidwa molimba ndi amene akuchita 

kafukufukuyu.Komabe, muli omasuka kusanena zomwe mukuganiza kuti ndi 

zachisinsi kwambiri zoti sizofunika kuti anthu ena adziwe.Kafukufukuyu 

amuwonanso ndipo amuvomereza abungwe lowona za kafukufuku la kusukulu 

ya udotolo la College of Medicine Research and Ethics Committee ku 

Blantyre, bungwe lomwe linapatsidwa mphamvu yoteteza anthu omwe 

akutenga mbali pa kafukufuku. 

Ubwino wake wa kafukufukuyu 

Kafukufukuyu siwokomera munthu mmodzo yekha ayi.Ichi chikutanthauza 

kuti simulandira ndalama kapena chinthu china chilichonse chifukwa choti 

mwatengapo mbali mu kafukufukuyu, koma zotsatira zake zidzapangitsa kuti 

ana amene akutsegula mmimba athandizidwe bwino asanatengeredwe 

kuchipatala.Ndiye kuti boma lidzatha kupeza njira zothetsa mavuto onse 

amene afukulidwe ndipo infa za ana chifukwa cha kutsegula mmimba 

zidzachepa m’Malawi ndiponso ku Ekwendeni kuno. 

Mukakana kulowa mu kafukufukuyu 

Mulowa mu kafukufukuyu mwakufuna kwanu ndipo palibe chilango chili 

chonse chomwe chperekedwe chifukwa choti mwakana kulowa mu 
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kafukufukuyu. Muli ndi ufulu kukana kapena kutuluka mu kafukufukuyu 

nthawi ina iliyonse ngakhale popanda chifukwa chilichonse choperekedwa. 

Anthu amene mungafunse ngati muli ndi mafunso 

Muli ndi ufulu kufunsa mafunso okhudzana ndi kutengako mbali mu 

kafukufukuyu. Ngati muli ndi mafunso, mutha kufunsa mwini wake wa 

kafukufukuyu, Esau Kasonda kapena wamkulu wa bungwe lowona za 

kafukufuku la kusukulu ya udotolo la College of Medicine Research and 

Ethics Committee pa makeyala kapena lamya izi; 

 

Esau Kasonda ,   The Chairperson, 

Kamuzu College of Nursing,  College of Medicine Research and Ethics 

Committee. 

P.O. Box 415,    Private Bag 360, 

Blantyre.    Chichiri,  

Cell: 0888 386 651, 0995 712 309 Blantyre 3. Tel: 01 871 911 
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Appendix 3A. Consent form 

Research title: Exploring knowledge, attitude and practice of parents on home 

management of childhood diarrhoea in Ekwendeni. 

Researcher: Esau A. Kasonda 

To become part of this study, you must sign this page on the spaces provided 

below. By signing the page, you confirm that; 

• You have been explained and understood participants’ information for 

this study. 

• All your concerns have been answered to your satisfaction. 

• You voluntarily agreed to be part of this study and to provide the 

necessary information to the research team members as requested to the 

best of your knowledge. 

• You may freely choose to withdraw from the interviews at any time. 

• No financial or material benefits are attached for your participation in 

the study. 

• You have had the opportunity to ask questions about the study and you 

have been answered satisfactorily. 

……..……………………………..  …………………………. 

Name of the participant    Signature  

 Date 

…………………………………….  ………………………… 

Name of the consenting person   Signature  

 Date 
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……………………………………  …………………………. 

Witness      Signature  

 Date 
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Appendix 3B. Chikarata cha chizomerezgo 

Mutu wa kafukufuku: Kusakata umanyi, maghanaghaniro na kachitiro ka 

bapapi pa kuvwira mwana uyo wajulika mthumbo kukaya uyo wakuchitikira ku 

Ekwendeni. 

Wakufukula:     Esau A. Kasonda 

Kuti mutolepo rwande pa kafukufuku uyu mukwenera kusayina musi mwa 

chipepala ichi. Para mwasayina, mukuzomerezga kuti; 

• Wamuphalirani ndipo mwapulikiska dango lose la kafukufuku uyu. 

• Nkhawa zinu zose zazgoreka makora ndipo mwakhorwa. 

• Mukuzomera mwakukhumba kwinu kuti muwe mu kafukufuku uyu 

nakuti muzgolenge mafumbo mwakwenerera ku awo wakuchita 

kafukufuku kutolera na umo mukumanyira. 

• Mungamanya kufumamo mu kafukufuku nyengo ili yose iyo imwe 

mungakhumba. 

• Palije njombe ili yose ya ndarama panji kanthu kali kose ako 

mupikenge chifukwa chakuti mwanjira mu kafukufuku uyu. 

• Mwapika mwawi wakufumba mafumbo yakukhwaskana na kafukufuku 

uyu ndipo mwazgoreka nakukhutiskika. 

 ……..……………………………..  ………………………… 

Zina la wakufumbika mafumbo   Sayini   

 Zuwa 

…………………………………….  ………………………… 
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Zina lawakuzomera     Sayini   

 Zuwa………………………. 

……………………………………  …………………………. 

Kaboni       Sayini   

 Zuwa…………………………….. 
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Appendix 3C. Chikalata cha chivomerezo 

 

Mutu wa kafukufuku: Kupeza kadziwidwe, kaganizidwe ndi kachitidwe ka 

makolo pothandiza matenda a kutsegula m’mimba kunyumba ku Ekwendeni. 

Wofukula:     Esau A. Kasonda 

Kuti mutengepo mbali pa kafukufukuyu, muyenera kusayina malo apatsidwa 

mmusiwo. Mukasayina pepalali, mukutsimikiza kuti; 

• Akulongosolerani andipo mwamvetsa malamulo a kafukufukuyu. 

• Nkhawa zanu zones zayankhidwa ndipo mwakhutitsidwa. 

• Mukuvomera kutengapo mbali mu kafukufukuyu mwakufuna kwanu 

ndipo mudzayankha mafunso moyenera malingana ndi momwe 

mukudziwira. 

• Mukhoza kuleka kuyankha mafunso nthawi ina iliyonse yomwe 

mungafune. 

• Sipadzaperekedwa ndalama kapena chinthu chilochonse chifukwa 

chotolapo mbali pa kafukufukuyu. 

• Mwapatsidwa ufulu wofunsa mafunso wokhudzana ndi kafukufukuyu 

ndipo mwakhutira ndi mayankho ake. 

……..……………………………..  …………………………. 

Dzina la otenga mbali     Sayini   

 Tsiku 

…………………………………….  ………………………… 
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Dzina la wovomera     Sayini   

 Tsiku 

……………………………………  ………………………… 

Mboni       Sayini   

 Tsiku 
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LETTER OF PERMISSION 
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ETHICAL APPROVAL CERTIFICATE FROM COMREC 
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