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Abstract  

Background: Diarrhoeal disease is a major cause of childhood morbidity and mortality in developing countries. Knowledge 

and practices of the caregivers are important determinants of the occurrence and outcome of diarrhoea disease. This study 

assessed the effect of health education on care givers knowledge of diarrhoea and practice of home management of diarrhoea 

diseases in under- two children in Opialu, a rural community in Benue State, Nigeria. 

Methods: This study was a community based intervention study to assess the “Effect of Health Education on Caregivers’ 

Knowledge of Diarrhoea and Home Management of Diarrhoea inOpialu community, Benue State, Nigeria”. The respondents 

five hundred and ninety in total, two hundred and ninety five for the control and study respectively were interviewed using 

pre-tested semi-structured interviewer administered questionnaires. Data were analysed using Epi Info, version 3.3.1. 

Results:Majority of the respondent’s knowledge of diarrhoea and practices of home management of diarrhoea improved 

significantly after health education intervention. This is reflected on 126(42.7%) of the respondents at base line in the study 

group had correct definition of diarrhoea; this rose to 258(92.8%) after health education(x2=168.347; df=1, p value=0.000). 

Meanwhile 32(10.9%) of the respondents opined that germ is a major cause of diarrhoea in the study population at base line; 

this increased to 256(92.0%) after health education(x2=384.612; df=1, p value=0.000).Two hundred and fifteen respondents 

(72.9%) at base line in the study population agreed that they practiced home management of diarrhoea in their children; this 

rose to 264(95.0%) after health education(x2=50.893;,df=1, p value=0.000). 

Conclusion: The knowledge of diarrhoea diseases amongst under-two care givers in the study and control areas was poor 

and they had inappropriate home management practices of the diseases at base line; these significantly improved after the 

health education intervention.   
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INTRODUCTION 

Caregivers have wide scope of definitions, which 

according to the American Heritage Dictionary is 

an individual who attends to the needs of a child or 

a dependent adult. These include: biological 

parents, foster parents, or head of a household
1
. The 

definition also covers a physician, nurse, or a social 

worker, who assists in the identification, 

prevention, or treatment of an illness or disability.
1
 

The choice of mothers as a group of caregivers to 

be studied in this work was because diarrhoea in 

children which these mothers managed rank highest 

in terms of public health importance compared to 

health problems managed by the other caregivers.2 
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Diarrhoea is defined as a passage of three or more 

loose or watery stools in twenty -four hour period.
2 

Acute diarrhoea is rivalled only by respiratory 

infection, as a cause of morbidity on a worldwide 

scale
2
. When the World Health Organization 

(WHO) initiated the diarrhoea disease control 

programme in1980, approximately four million 

children were dying each year of dehydration 

caused by diarrhoea.
3
 The total diarrhoea morbidity 

for a given child may be as high as one third of its 

first two years of life.3 In some tropical countries 15 

- 40% of all deaths among children under 5 years 

are due to diarrhoea.
3
 Diarrhoea is a major public 

health problem in developing countries. An 

estimated 1.8 billon episodes of diarrhoea occur 

each year and 3 million children under the age of 5 

years die of diarrhoea; 80% of these deaths affect 

children under the age of two years.
5
 Episodes are 

generally associated with other infectious diseases, 

making treatment and prevention more difficult.
1-4

 

Home treatments are an essential part of 

the correct management of acute diarrhoea 

diseases.
3
 This is because in most illnesses patents 

received home or self-treatment first since this is 

the cultural practice in most communities
.5,6

. In the 

case of diarrhoea in children, the disease begins at 

home and children seen at a health facility will 

usually continue to have diarrhoea after returning 

home. Studies have shown that caregivers are the 

first to recognize diarrhoea, the decision to seek 

care is made within the home.
7
 Studies have also 

reported that diarrhoea is commonly managed at 

home using orthodox and herbal medicines.
5-7

 

When orthodox treatments are given at home, 

dosages are often incorrect and inadequate.6 The 

use of health centres as the first resort for diarrhoea 

management has been shown to be low in many 

African studies including Nigeria.
8
 

A review of caregivers diarrhoea treatment seeking 

behaviour in rural northern Nigeria revealed that 

more than 80% of diarrhoea episodes received 

treatments outside of the existing government 

health care system.9,10 These treatments are usually 

incorrect or sub-optimal.
11,12

 This practice increases 

morbidity and mortality in addition to contributing 

to possible emergence of danger signs in diarrhoea 

disease.
13  

Therefore, children must receive proper 

treatment at home for diarrhoea if dehydration and 

nutritional damage are to be prevented.
2
 Mothers 

who understand home treatment should begin 

before seeking medical care. When ‘early home 

therapy’ is given, dehydration and nutritional 

damage can be prevented.
3
 

Even though most caregivers act as 

“doctors” in the event of childhood illnesses before 

any external intervention, studies conducted in 

several parts of the world showed that a large 

percentage of children die at home because their 

parents and caregivers cannot recognize the signs 

of common childhood illnesses and therefore do 

not seek appropriate care
14-19

. Parents and 

caregivers also lack the skills to administer life-

saving home treatment, such as oral rehydration 

therapy to children with diarrhoea.20-23  Caregivers 

also have poor sense of self-reliance in managing a 

child’s diarrhoea.
24-26 

Educational interventions are 

necessary for the wide gap between knowledge and 

practice regarding optimal treatment for diarrhoea 

at home by caregivers.
15

 

Materials and methods 

Study areas 

The study was interventional community based 

conducted in two areas. Opialu, the study centre is 

located about three hundred kilometers South of 

Makurdi Benue State Nigeria. Opialu is the largest 

village in Okpokwu Local Government with a 

population of 10,648 people.(
9)

 The inhabitants of 

Opialu are predominantly farmers and the majority 

are Christians. The people of Opialu have a 

common language. The topography of Opialu is 
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that of Guinea Savanna. River Okpokwu which 

flows throughout the year is their source of water. 

Few individuals have wells in their compounds. 

Majority of the people in the community have poor 

sanitary conditions. Only a few have pit latrines 

while majority defecate in the bush. There is a 

Local government Primary Health Care facility 

located within the community. There is a 

comprehensive health centre built in Ojigo about 

fifteen kilometers from Opialu by the Federal 

Government of Nigeria. Okpokwuriver with a local 

bridge built of wood by the communities will have 

to be crossed before Opialu can access the health 

centre. The road linking the two communities is 

untarred and difficult to pass during rainy season. 

There is one public primary school in Opialu 

village with population of 220 pupils.   

Agegbe the control community is one of the 

villages in Ohimini Local Government Council of 

Benue State, Nigeria. It is located at the northern 

border of Okpokwu local government.  Agegbe has 

a population of 11,498 people and is comparable to 

Opialu in almost all respects.(
9)

. They are 

predominantly Christians and majority of the 

people are farmers. The geography is that of 

Savannah vegetation and has only one public 

primary school. They have no pipe borne water and 

river Ohimini is the main source of water. Pit 

latrines are available in the community but open 

defecation in the bush is the main stay. 

Study population and design 

This study was a community based intervention 

study to assess the “Effect of Health Education On 

Caregivers’ Knowledge of Diarrhoea and practice 

of Home Management of Diarrhoea In Opialu 

community, Benue State”.   It consisted of the 

following, a pre-intervention phase when baseline 

data were collected in both Opialu and Ajegbe. An 

intervention phase which consisted of health 

education given to the study population and post-

intervention phase was the period when outcome of 

interventions given was assessed again in both 

communities after two months. Due to ethical 

consideration health education was given to the 

control population immediately after the 

completion of this study.  Caregivers with children 

aged 0-24 months at the time of the study living in 

Opialu were selected. Households without 

caregivers with children 0-24 months at the time of 

the study were excluded. Ethical clearance was 

obtained from the ethical committee of Benue State 

University Teaching Hospital Makurdi, Nigeria. 

Sample size determination 

All households in the village were listed using 

already existing primary health care numbering of 

the area for recruitment of the study subjects. The 

sample size was determined using the formula  

 

  n = z2pq2 27-28 

                                         d
2 

 

with assumption of 50% of the target children in 

the community assumed to have developed at least 

an episode of diarrhoea disease in their life time,  

5% tolerable margin of error at 95% confidence 

interval, and considering attrition rate of 10%, the 

minimum sample size of 295 was arrived at for 

both the study and control areas. 

Sampling technique 

A systematic sampling technique was used to select 

the subjects after determining the sampling interval 

until the desired sample size was obtained. The 

selection was based on the estimated population 

statistics obtained from the LGA head office before 

the commencement of the survey. The villages 

were mapped and numbered and one thousand four 

hundred and seventy five households (1475) 

households were identified for the study center and 

one thousand nine hundred (1490) for the control 

area.  The actual list of the households was used as 



International J. of Healthcare and Biomedical Research, Volume: 05, Issue: 04, July 2017, 85-101 

 

88 

www.ijhbr.com ISSN: 2319-7072 

 

the sampling frame. Sampling interval of 5 was 

calculated and used for the selection of households. 

A household is defined as people eating from a 

common pot. A compound may include many 

households. The first household was selected using 

a table of random numbers and the subsequent 

households were selected by the calculated 

systematic intervals of 5. Once a household is 

selected, five households next to the surveyed one 

were excluded and the movement was maintained 

continuously to the right side for study and control 

areas. In situations where the research assistants 

arrived at the same house again, they turn to the left 

and continued sampling until the minimum sample 

size was obtained. Where there is more than one 

household in a compound, only one was selected 

by simple random sampling using a table of 

random numbers. In situations where an eligible 

caregiver in a household was absent, a repeat visit 

was conducted by research assistants for three 

consecutive times before a replacement would be 

considered. Such households were revisited at 

specified periods when they were probably 

assumed to be present. 

Data collection  

Structured questionnaire was administered in the 

local dialect to each caregiver by the investigators 

and trained assistants. Parameters covered by the 

questionnaire included age, occupation, level of 

education, family size, number of children, 

husband’s occupation and level of education, her 

definition of diarrhoea and possible causes. Other 

information obtained include: symptoms of 

diarrhoea, diarrhoea mortality, danger signs of 

diarrhoea, oral rehydration solution, hand washing, 

immunization, breastfeeding and sanitary methods 

of refuse disposal. Data were collected at pre and 

post intervention phases in both communities. 

 

 

Statistical analysis 

All data generated were processed and analysed by 

EPI info version 3.3.1, an epidemiological software 

programme for testing proportions and calculation 

of means.  Data were summarised and presented as 

frequency tables and charts. Chi-square (×2) test 

was used to test for statistical relationship between 

proper home management of diarrhoea diseases, 

knowledge in children by caregivers and 

acceptance of good practices. A confidence interval 

of 95% was used in this study and a p-value of 

equal to or less than 0.05 was considered 

statistically significant. Regarding knowledge on 

diarrhoea disease, there were 14 questions. All 

correct responses were awarded one mark and 

incorrect answers were awarded a zero mark. The 

scores are summed and graded in percentage; 0-

34% was classified poor, 35- 68% was classified as 

fair and 69-100% was classified as good 

knowledge score.   
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  RESULTS 

Socio demographic characteristics of the 

respondents 

A total of 590 caregivers were recruited for the 

study comprising 295 for the control and 295 for 

study. After health education intervention, the 

distributions of the populations were 278 and 281 

for the study and control respectively making a 

total of 559. Attrition rates were 5.8% and 4.7% for 

the study and control populations respectively. The 

caregivers mean ages were 26.7 + 7.5 and 25.2 + 

5.8 for study and control respectively. Two 

hundred and forty (81.3%) and two hundred and 

forty five (83.0%) respondents in the study and 

control groups respectively were farmers. Most of 

the caregivers had completed primary education 

with 228 (76.0%) and 212(72.0%) for study and 

control groups respectively. Christianity was the 

dominant religion with 291(98.8%) and 293 

(99.3%) for study and control groups respectively 

practicing the faith.  

Table 1: Socio-demographic characteristics of the respondents. 

Features  Study group 

n=295 

Control group  

n=295 

X
2
 P value 

Freq % Freq % 

Age (years) 

 

 

 

Marital status 

 

 

 

Religion 

 

 

Educational 

status(Mother) 

 

Occupation 

(Mother) 

< 20 

20-29 

30-39 

40-49 

Single 

Married 

Divorce/separated 

Widowed 

Christianity 

Islam 

None 

Primary 

Secondary 

Tertiary 

Farming 

Civil servant 

Student 

Trader 

Applicant 

House wife 

46 

145 

81 

23 

26 

261 

3 

5 

291 

4 

16 

228 

48 

3 

240 

6 

15 

28 

3 

4 

15.8 

48.7 

27.7 

7.9 

8.8 

88.4 

1.1 

1.8 

98.8 

1.2 

5.6 

76.0 

17.4 

1.0 

81.3 

1.9 

5.3 

9.4 

0.9 

1.2 

48 

176 

62 

9 

35 

256 

0 

4 

293 

2 

20 

212 

58 

9 

245 

8 

6 

13 

7 

16 

16.2 

59.7 

20.9 

3.1 

11.9 

86.9 

0.0 

1.2 

99.3 

0.7 

6.6 

72.0 

18.3 

3.1 

83.0 

2.6 

2.1 

4.5 

2.4 

5.4 

23.418 

 

 

 

9.321 

 

 

 

0.837 

 

 

16.331 

 

 

130.100 

0.000 

 

 

 

0.025 

 

 

 

0.360 

 

 

0.001 

 

 

0.000 

Mean ± SDMothers(years)                       26.72 ± 7.52                  25.20  ±         5.82 

                                      Children (months)                  10.15 ±         7.59                 11.77 ±         7.62         
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Knowledge of diarrhoea 

Table 2 shows knowledge on definition of 

diarrhoea, causes, and ways of contracting the 

disease, oral rehydration solution and anti-

diarrhoea agents. At pre-intervention 126 (42.7%) 

of the respondentscorrectly defined diarrhea in a 

child in the study group.This rose to 258(92.8%) of 

the respondents who could define diarrhoea at post 

intervention. This change is significant.  Other 

variables such as sun and Jedi Jedi were indicated 

as causes of diarrhoea by 44.1% of the caregivers 

in the study group and 43.4% in the control group, 

while germ was identified by 10.9% in the study 

group and 5.8% in the control group. At post 

intervention, knowledge of major causes of 

diarrhoea disease such as germ, contaminated water 

and food improved significantly in the study group. 

Over 23% of caregivers in study and control groups 

at pre-intervention indicated that breast feeding is 

one of the ways a child could contract diarrhoea. 

Also more than 13% in both groups said contact 

with another person is a recognized route in which 

a child could get diarrhoea.  After intervention with 

health education, proper routes such as drinking 

contaminated water and food in which a child could 

get diarrhoea improved significantly in the study 

group. 

 

Table 2: Knowledge on definition of diarrhoea, causes, ways of contracting diarrhoea, ORS, and anti-diarrhoea 

agents, before and after intervention. 

Features Study group Control group 

Before 

Intervention 

After 

Intervention 

 Before 

Intervention 

After 

Intervention 

 

Freq.(%) Freq.(%)  Freq.(%) Freq.(%)  

 

What is diarrhoea 

in a child? 

Correct 

Incorrect 

Total 

 

 

126(42.7) 

169(57.3) 

295(100.0) 

 

 

258(92.8) 

20(7.2) 

278(100.0) 

  

 

121(41.0) 

174(59.0) 

295(100.0) 

 

 

134(47.7) 

147(52.3) 

281(100.0) 

 

 

 

 

 

X
2
 =  168.347    df = 1    P value  = 0.000  X

2
 = 2.678  df = 1 P value =0.102 

 

 Knowledge on causes of diarrhoea in a child before and after intervention 

Features Study group Control group 

Before 

Interventio

n 

After Intervention  Before 

Interventio

n 

After Intervention  

Freq.(%) Freq.(%)χ
2
 P Freq.(%) Freq.(%)χ

2         
P  

90 
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Causes of  

diarrhoea 

Germ 

Contaminated 

water 

Teething 

Contaminated 

food 

Others(sun, jedi-

jed 

Total 

 

 

32(10.9) 

82(28.0) 

 

201(68.1) 

79(26.8) 

130(44.1) 

N=295 

 

 

258(92.1)  384.612 

256(92.1)  244.523           

 

11(4.0)  252.902 

262(93.2)  270.356 

7(2.5)       135.816 

 N=278 

 

 

0.000 

0.000 

 

0.000 

0.000 

0.000 

 

 

24(5.8) 

85(28.8) 

 

207(70.2) 

76(25.8) 

128(43.4) 

N=295 

 

 

16(5.8)      1.328   0.249 

 

83(29.5)    0.036   0.848 

204(72.6)  1.060   0.303 

78(27.8)    0.293   0.589 

123(43.8)  0.009   0.926 

N=281 

 

 

 

 

 Knowledge on ways of contracting diarrhoea in a child before and after intervention 

Features Study group Control group 

Before 

Intervention 

After Intervention  Before 

Interventio

n 

After Intervention  

Freq.(%) 

N=295 

Freq.(%)χ
2  

 

N=278         

P Freq.(%) 

N=295 

Freq.(%) 

N=281            χ2       P 

 

ways of 

contracting 

diarrhoea  

Contact with 

another person 

Drinking 

conminated water 

Eating 

contaminated 

food 

Through breast 

feeding 

Others 

 

 

 

40(13.6 ) 

 

101(34.2) 

 

89(30.4) 

 

69(23.4) 

 

83(28.3) 

 

 

 

2(0.7)       34.738   

 

262(93.2)  221.975 

 

253(90.0)  220.155 

 

5(1.8)     59.36 

 

1(0.00)   88.261 

Multiple options 

applied  

 

 

 

0.000 

 

0.000 

 

0.000 

 

0.000 

 

0.000 

 

 

 

50(16.9) 

 

112(37.9) 

 

87(29.2) 

 

82(27.8) 

 

76(25.8) 

 

 

 

 

 

47(16.7) 0.005  0.943 

 

109(38.) 0.011  0.839 

 

90(32.0)0.435   0.509 

 

78(27.6)0.000   0.992 

 

70(24.9)0.055   0.814 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

91 
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Caregivers’ knowledge of antidiarrhoeal drugs  

Study group Control group 

Able to name at 

least one anti 

diarrhoea agent  

Before  

Intervention Freq 

(%) 

After intervention 

Freq (%)  

Before  

Intervention Freq 

(%) 

After intervention 

Freq (%)  

Yes  

No 

140(47.5) 

155(52.5) 

272(97.8) 

6(2.2) 

148(49.5) 

149(50.5) 

141(50.2) 

142(49.8) 

Total  295 (100) 278 (100) 295 (100) 281 (100) 

    X
2
 = 179.840, df=1; P = .000   X

2
= 0.027; df = 1; P = 0.869 

 

Knowledge on the uses of ORS in diarrhoea before and after intervention 

Features Study group Control group 

Before 

Intervention 

After 

Intervention 

 Before 

Intervention 

After 

Intervention 

 

Freq.(%) Freq.(%)  Freq.(%) Freq.(%)  

Uses of ORS  

Good 

Fair 

Poor 

 

53(18.0) 

35(11.9) 

207(70.1) 

 

258(92.8) 

12(4.3) 

8(2.9) 

 

 

 

 

 

 

59(20.0) 

32(10.8) 

204(69.2) 

 

64(22.8) 

34(12.1) 

183(65.1) 

 

Total 295(100.0) 278(100.0)  295(100.0) 281(100.0)  

X
2
 =  330.361     df = 2     P value  = 0.000    X

2
 = 1.064    df =  2    P value = 0.588 

 

Multiple response options applied 

During the baseline interview a fair knowledge of 

anti-diarrhoeal drugs and ability to name at least 

one drug wasobserved inthe intervention group to 

be 47.5% and in the control group 49.5%. Due to 

health education intervention in the study group, a 

statistically significant improvement was 

recorded.Before intervention, the study group had 

poor knowldge on the uses of ORS 207(70.2%) 

while 258(92.8%) had good knowlege after 

intervention. There was a statistically significant 

difference after intervention.  In the control group 

at pre-intervention 204 (69.2%) had poor 

knowledge on the uses of ORS while at post 

intervention this decreased to (65.1%). Also at pre-

intervention the number of respodnents with good 

knowdlege about ORS uses was 59(20.0%) and this 

increased to 64(22.8%) post intervention. There 

was however no statistically significant difference 

found in this group. 

             Table 3shows respondent’s knowledge on sanitary 

methods on of disposing feaces and critical times of hand 

washing.Respondents had mixed responses in the 

knowledge of proper sanitory methods of disposing feaces 

in both study and control groups pre intervention. In the 

study group, they had a good knowledge that disposing 

feaces in a pit latrine was correct 68.8%. They also had 

good knowldge that rinsing away children’s feaces while 

washing was incorrect 65.0%. They however had poor 

knowledge that throwing feaces outside the yard was a 

proper method of sanitary disposal. The same trend was 

observed in the control group. After intervention in the 

study group, there was a statistically significant 

inprovements in all the variables above.    

92 
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Table3: Respondents’ knowledge of sanitory methods of disposing feaces and critical  times of hand 

washing 

                         Study                                                                                                             Control                           

 Before intervention     After intervention   X
2  

P         Before intervention     After intervention   X
2  

P 

N = 295                         N = 278                                                                  N = 295                      N = 281 

Correct   incorrect         Correct   incorrect                                                 Correct   incorrect Correct   incorrect 

Freq(%)  Freq(%)            Freq(%)  Freq(%)                                           Freq(%)  Freq(%)           Freq(%)  Freq(%) 

Disposed          

of in a latrine 203(68.8)  92(31.2)     273(97.2)   5(1.8)     87.898                           200(67.8)    95(32.2)       201(71.5)   

80(28.5)  0.948   

                                                                                               0.000                                                                                                      

0.330 

Rinsed away 

while washing 103(35.0)  192(65.0)  9(3.2)   269(96.8)  91.330                          98(33.2)       197(66.8)     89(31.7)    

192(68.3)  0.692 

                                                                                             0.000                                                                                                         

0.461 

Thrown 

outside yard  227(76.9)   68(23.1)      6(2.1)  272(97.9)   331.806                        230(78.0)    65(22.0)     232(82.6)     

49(17.4)     1.915 

                                                                                             0.000                                                                                                        

0.160 

Multiple response options applied 

 

 

Knowledge on critical times of handwashing. 

           

Study Group Control 

 Before  intervention 

N = 295 

After  intervention 

N = 278 

X
2
   P Before  intervention 

N = 295 

After  intervention 

N = 281 

X
2
  P 

 Correct 

Freq (%) 

Incorrect 

Freq (%) 

Correct 

 Freq (%) 

Incorrect  

Freq (%) 

 Correct  

Freq (%) 

Incorrect 

Freq. (%) 

Correct  

Freq. (%) 

Incorrect

 Freq. (%)

 

After using 

toilet  

180(61.1) 

 

115(38.9) 

 

272(98.7) 6(1.3) 116.514 

0.000 

177(60.0) 118(40) 169(60.1) 102(39.9

) 

0.332 

0.565 

After attending 

to a child that 

defecated  

118(40.0) 177(60.0) 271(97.5) 10(2.5) 209.100 

0.000 

120(40.7) 175(59.3) 116(40.7) 165(58.3) 0.022   

0.883 

Before feeding 

a child  

24(8.0) 271(92.0) 273(97.5) 5(2.5) 465.025 

0.000 

22(7.5) 273(92.6) 18(7.4) 263(93.6) 0.246  

0.628 

93 
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            None of the three variables presented above 

showed any statistically significant difference 

between the study and control groups before 

intervention. The result showed that 61.0% of 

the caregivers in the study group and 60.1% of 

the control group said it was proper to wash 

their hands after using toilet. Out of these, only 

40.0% of the study group and 40.7% of the 

control group said it was proper to wash their 

hands after attending to a child that defecated. 

The results also showed that 8.0% of the 

caregivers in the study population and 7.5% in 

the control group washed their hands before 

feeding their children. After intervention with 

health education in the study group, the above 

variables such as washing hands after using 

toilet, after attending to a child that defecated 

and before feeding a child increased 

respectively to 98.7%, 97.5% and 97.5%. There 

was statistically significant change after health 

education.

 

 

Table 4 shows home management and hand 

washing practices. Before intervention a high 

proportion of caregivers practiced home 

management of diarrhoea in their children. Some 

level of home management of diarrhoea  especially 

the uncomplicated ones are encouraged. Over 72% 

practiced home management of diarrhoea for their 

children in the study group while 64.7% did so in 

the control population  preintervention. After health 

education intervention in the study group 95.0% of 

the caregivers practiced home management of 

diarrhoea in their children. This change was 

statistically significant.  

Proper hand washing practices was poor at baseline 

in both the study and control groups. At baseline, 

only 6.8% of the caregivers washed their hands 

with soap and water last time they defecated, 

30.2% did so when they disposed their children’s 

feaces and only 10.8% practiced appropriate 

handwashing last time they cooked their food. 

These were respectively 7.5%, 27.8% and 11.9% in 

the control group. At the post intervention there 

were statistically significant improvements in the 

practice of proper hand washing in the study group.  

 

Table 4: Practice of home management of diarrhoea before and after intervention. 

Study group Control group 

  

Practice home 

management of 

diarrhoea 

Before  

Intervention Freq 

(%) 

After intervention 

Freq (%)  

Before  

Intervention Freq 

(%) 

After intervention 

Freq (%)  

Yes  

No 

215(72.9) 

80 (27.1) 

264(95.0) 

14(5.0) 

191(64.7) 

104(35.3) 

171(60.9) 

110(39.1) 

Total  295 278 295 281 

X
2
 = 50.893, df = 1; P = 0.000   X

2
= 0.933; df=1; P = 0.334 
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Hand washing practices 

Study group Control group 

 Before  

Intervention 

After 

intervention 

Before  

Intervention 

After 

intervention 

Freq(%) Freq(%) Freq(%) Freq(%) 

Did you wash your hand with 

soap and water last time you 

disposed your child’s feaces  

Yes  

No 

 

 

 

20(6.8) 

275(93.2) 

 

 

 

273(98.2) 

5(1.8) 

 

 

 

22(7.5) 

273(92.5) 

 

 

 

19(6.8) 

262(93.2) 

 X
2
 = 478.735; P = 0.000 X

2
 = 0.105; 0.745 

Did you wash your hands with 

soap and water last time you 

deficated  

Yes  

No 

 

 

89(30.2)                          

206(69.8) 

 

 

 

258(92.8)               

20(7.2) 

 

 

 

82(27.8)                   

213(72.2) 

 

 

 

86(30.6) 

195(69.4) 

 

X2 = 235.091; P = 0.000 X2 = 0.549; P = 0.459 

Did you wash your hands with 

soap and waterlast time before  

cooking? 

Yes 

No 

 

 

 

32(10.8) 

263(89.2) 

 

 

 

253(91.0) 

25(9.0) 

 

 

 

35(11.9) 

260(88.1) 

 

 

 

31(11.0) 

250(89.0) 

 X
2
 = 367.872; P = 0.000 X

2
 0.098; P = 0.754 

Total  295 278 295 281 

 

  

Table 5 shows practice of immunization and breast 

feeding. Most of the caregivers were not in 

possession of their children’s immunization cards 

and so for uniformity, I had to obtain information 

from history alone. It was observed from history 

that over 80% of the index children had initial 

immunization in both study and control groups. 

After intervention there was an improvement from 

84.7% to 96.4% in the study population. This 

moderate change was statistically significant.  

          In the case of a child having adequate 

immunization for his age; it was observed that only 

20% of the children had appropriate immunization 

for their age for both study and control groups at 

pre-intervention. This increased from 23.7% at pre 

intervention to 87.1% after intervention with health 

education in the study population. This change was 

statistically significant.  
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Table 5: Immunization practices before and after intervention.     

  

 Breast feeding practices before and after intervention.  

Study group Control group 

 Before  

Intervention 

After intervention Before  Intervention After 

intervention 

Freq(%) Freq(%) Freq(%) Freq(%) 

Have you ever breast fed 

your child?  

Yes  

No 

 

 

281(95.3) 

14(4.7) 

 

 

273(98.2) 

5(1.8) 

 

 

283(95.9) 

12(4.1) 

 

 

274(97.6) 

7(2.4) 

 X2 = 3.878; P = 0.049 X2 = 1.360; P = 0.244 

Did you do exclusive 

breastfeeding for this child? 

Yes  

No 

 

 

7(2.4) 

288(97.6) 

 

 

50(18.0) 

228(82.0) 

 

 

9(3.1) 

286(96.9) 

 

 

7(2.4) 

274(97.8) 

X
2
 = 443.573; P = 0.000 X

2
 = 0.257; P = 0.612 

Total  295 278 295 281 

 

In both study and control groups’ caregivers 

practiced good breast feeding habits. In the two 

groups caregivers commenced initial breast feeding 

in over 90% of them. After intervention there was 

an improvement which was significant in the study 

group. 

Study group Control group 

 Before  

Intervention 

After intervention Before  Intervention After 

intervention 

Freq(%) Freq(%) Freq(%) Freq(%) 

Have you ever immunized 

your child? (from history)  

Yes  

No 

 

 

250(84.7) 

45(15.3) 

 

 

268(96.4) 

10(3.6) 

 

 

242(82.0) 

53(18.0) 

 

 

247(83.7) 

34(16.3) 

 X
2
 = 22.414; P = 0.000 X

2
 = .299; .585 

Has your child adequate 

immunization for his age 

(from history)  

Yes  

No 

 

 

 

70(23.7) 

225(76.3) 

 

 

 

242(87.1) 

36(12.9) 

 

 

 

62(21.0) 

233(79.0) 

 

 

 

54(23.1) 

227(76.9) 

X
2
 = 231.382; P = 0.000 X

2
 = 0.355; P = 0.551 

Total  295(100) 278 (100) 295 (100) 281(100) 
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Exclusive breast feeding practice was poor in both 

the study and control groups. While only 2% 

practiced exclusive breast feeding in the study 

group, 3% did so at pre intervention in the control 

population. After intervention with health 

education in the study population there was a 

modest improvement which was statistically 

significant. 

Discussion 

This study done on caregivers in Opialu and 

Ajegbe communities focused on the knowledge of 

the caregivers on diarrhoea, knowledge and 

practice of the caregivers on home management of 

diarrhoea. The socio-demographic data showed that 

81% of the caregivers were farmers in the study 

group and 83% in the control group. These figures 

were higher than the 75% recorded in a similar 

study in Kaduna state.
7
Thefigures were also far 

higher than the 9% recorded in Enugu, Nigeria.14-19 

Enugu is highly urbanized and as such the 

caregivers had more opportunities of engaging in 

other employments apart from subsistence farming.  

In both study and control groups, over 70% of the 

caregivers completed primary education. This 

figure was lower than the 94% recorded in the 

Ikara study of Kaduna state.
11

It was also higher 

than the 64.1% of the national literacy rate in 

Nigeria.
24

 The caregivers ages ranged from 15 

years to 52 with a mean age of 26.7 in the study 

group and 25.2 in the control group. Also the mean 

children’s age in months was 10.2 in the study 

population and 11.8 in the control group. The mean 

ages of the respondents in years were comparable 

to 26.5 reported in the Kaduna study.    

The findings at baseline in both study and control 

groups were that over 40% had the correct 

knowledge on the definition of diarrhoea. This was 

lower than the findings of other studies done in 

Australia.
6
It was also lower than the study done in 

Matlab, Bangladesh.16After health education 

intervention in the study group the knowledge on 

correct definition of diarrhoea improved 

significantly to 92.8%. This collaborated other 

studies done by some authors where after health 

education, ability to define diarrhoea by the 

caregivers improved from 51% to 94.1%.
25

  

Knowing what constitutes diarrhoea will improve 

health seeking behaviour of the caregivers and 

prompt treatment.
26

 

The findings at pre-intervention in both the study 

and the control groups that 68% of the respondents 

considered teething as a major cause of diarrhoea is 

worrisome. This agreed with other studies done in 

Nigeria
24

 in central Thailand
17

 and in India.
4
After 

health education intervention, there was a 

significant positive change in perception of the 

caregivers. It is true that the incidence of diarrhoea 

is higher in infancy (during teething and crawling 

period).
23 

The apparent association is because there 

is peca associated with this stage of growth and 

development which predisposes the child to 

ingestion of diarrhoeal pathogens. To curb this 

problem, caregivers need to keep their 

environments clean especially sanitary disposal of 

refuse and faeces.  There should be proper 

supervision of nannies so that they look after the 

children properly.  This will bring about swift 

intervention any time the child is going to swallow 

peca.  
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In this study at pre-intervention about 10% of the 

respondents in both the study and control groups 

believed that germ and contaminated water were 

the causes of diarrhoea in childhood. This agreed 

with other studies done in some countries.
22

 This 

believe about germs causing diarrhoea cuts across 

the major ethnic groups in Nigeria.
20,27

 After health 

education a greater percentage(92.2%) of the 

caregivers agreed that germs and contaminated 

water were the major causes of diarrhoea in the 

study group. 

Although breast milk intake should be the 

cornerstone of feeding during early infancy, it was 

observed in both the study and control groups that 

breast milk was advanced as a way of contracting 

diarrhoea in children. This is inimical to survival in 

childhood. This observation was also made in other 

Nigerian studies
22, 24

 and in Guntemala.
6,11

 

Breastmilk meets all of an infant’s nutritional 

requirements for the first six months of life and is 

superior to any substitute.  It confers several 

benefits on both infant and mother, the most 

important of which is its protective effect against 

infections such as gastrointestinal and respiratory 

infections in the infant.  The health education 

embarked upon in this study reduced this 

perception significantly from 23.4% to 2.0%. 

The caregivers in both the study and 

control groups had poor knowledge on the uses of 

ORS/SSS in the management of diarrhoea in 

childhood at home at pre-intervention. This is 

surprising since a high percentage of caregivers are 

aware of ORS/SSS in Nigeria.
22,24

 This agreed with 

other studies done in Nigeria
8,24,

 and Columbia.
28

  

Caregivers had misconception about the uses of 

ORS/SSS in diarrhoea treatment. Caregivers may 

have some traditional belief that sugar can cause 

Jedi-Jedi. This showed that traditional beliefs can 

be serious impediment in the use of ORS.
29

 

The near 50% frequency to name an anti-diarrhoea 

agent in both study and control groups in  this study 

deferred significantly from the 61%recorded in a 

study at Ilorin, Nigeria.8,24  The source of 

procurement of the drugs varies widely, but the role 

of chemist shops/pharmacies, roadside vendors, 

and health institutions in supply of drugs is 

notable.
26

 If these remain the sources of therapy of 

inappropriate antibiotics and anti-diarrhoea agents, 

any health education intervention that emphasizes 

appropriate replacement of fluid losses - rather than 

the use of antibiotics and anti-diarrhoea agents-is 

likely to fail. Therefore, the intervention must 

involve health education of drug vendors and 

health workers. They should be persuaded to 

promote the use of ORS (rather than antibiotics 

except when indicated as a life saving measure) and 

that their profits that would be made from drugs 

must be taken into consideration in the design and 

implementation of the educational intervention 

programmes.
30,31

 After the health education a 

significant proportion of the caregivers started 

using ORS in the treatment of diarrhoea at home.  

             The findings at pre-intervention that over 

31% of caregivers indicated that disposing feaces 

in a latrine and rinsing away feaces while washing 

were correct practices are disturbing. This is 

because sanitary methods of fecal deposition has 

significant relationship with diarrhoea disease.
26-

27
Studies done in Northeast Mexico and 

Bangladesh showed that provision of improved 

latrines reduced diarrhoea episodes and also 

changed attributable and relative risks from 24% to 

13%.
16,30

 The  study in Nicaragua also showed 

significant association between diarrhoea and toilet 

facilities.26 Other  environmental issues that 

contributed to high diarrhoea are unsafe drinking 

water and poor refuse  disposals. Both the study 

and control communities depended 100% on 

running surface water, and open dumping as the 

means of refuse disposal. Unsanitary toilet facilities 
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and highly contaminated water sources are major 

contributors to high diarrhoea 

prevalence.31,32,33After health education in the study 

group their knowledge and practices of sanitary 

methods of fecal disposition improved 

significantly.  

The findings in this study were that nearly 

40% of caregivers said they did not need to wash 

their hands after using toilet and 60% indicated the 

same way in the control group could promote 

diarrhoeal diseases in children. Furthermore, only 

8% of the caregivers said it was proper to wash 

hands before feeding a child. Improper hand 

washing practices provide fertile medium for 

diarrhoea diseases. These findingscollaborates 

other findings in Bangladesh and Nicaragua.16,26 In 

Bangladesh it was shown that hand washing with 

soap and water reduced the incidence of secondary 

cases of shigellosis 7- folds (from 15% to 2%) in 

households where a case of shigellosis had been 

detected.
16

 In Nicaragua, hand washing, domestic 

cleanliness (kitchen, living room, yard) and use of a 

diaper/under clothes by the child had the strongest 

effect on reducing diarrhoea in children.26 The 

study done in Baltimore, USA, also agreed with the 

above view. The authors agreed that the most 

immediate preventive impact in diarrhoea control 

could be achieved by promoting hand washing with 

soap and water.
11,16

Caregivers
,
 practice of 

handwashing improved significantly after health 

education in the study group.  There was no 

significant improvement in hand washing practices 

in the control group. 

Presence or absence of diarrhoea in children is 

related to exclusive breast feeding. A study done by 

UNICEF in Nigeria collaborated this. This study 

revealed that during the first six months of life, the 

risk of having severe diarrhoea that required 

hospitalization could be 30 times greater for non-

breast fed infants than for those who were 

exclusively breast fed.
1 

 Other studies done in 

Nicaragua showed that diarrhoea  prevalence was 

reduced by 21% among caregivers that breast fed 

their children.
26

 In another study in Bangladesh it 

was shown that infants breast fed from birth to six 

months of age had a significantly lower prevalence 

of diarrhoea than those who were not exclusively 

breast fed.16 

The rate of exclusive breastfeeding in this study 

was less than 5%. This rate is far lower than the 15 

-17% rate for 6 months exclusive breast feeding in 

Nigeria.
3,8

  The figure was however comparable to 

another national survey done in the country with 

exclusive breast feeding rate of 7.9%.24 The 

communities believed that children must be given 

water few hours after delivery. There was also the 

rejection of colostrum on the ground that it made 

their babies sick. Majority of the caregivers 

preferred to conform with the practices in their 

communities.
24,28

After health education in the study 

group there was significant improvement in 

caregivers practicing exclusive breast feeding. 

 Over 80% of the care givers commenced 

immunization in their children preceding this study 

but only about 23% had adequate immunization for 

their age.  A study done in Peru revealed that 

children who had measles, or had had the disease in 

the  previous four weeks, had a substantially 

increased risks of developing  severe or fatal 

diarrhoea or dysentery.
2,13

 Measles vaccines given 

at the recommended age can prevent up to 25% of 

diarrhoea associated deaths in children under five 

years of age.
2,3,6

  In other studies done in USA, 

Finland  and Nicaragua, pentavalent rotavirus 

vaccine (TVS) was associated with a lower risk of 

severe rotavirus diarrhoea in children younger than 

two years.
2,16

The Federal government of Nigeria in 

conjunction with WHO and UNICEF had tried to 

strengthen routine immunization in Nigerian which 

is less than 30% coverage.8,10 The Expanded 
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Programme on Immunization was launched in 1979 

and restructured in 1997 as National Program on 

Immunization. Supplementary catch–up campaigns 

were planned and regularly carried out to improve 

routine immunization coverage. Also multi-antigen 

campaigns to reduce the number of contacts 

required to complete the immunization series by 

simultaneous administration of two or more 

antigens during a single visit were introduced.
10,34

 

After the health education in the study group the 

number of caregivers whose children had adequate 

immunization coverage significantly increased.
34

 

Conclusion: In this study, the major determinants 

that had significant associations with diarrhoea in 

under-two children were sanitary facilities, breast 

feeding, immunization status and personal hygiene. 

Health education intervention strongly improved 

the knowledge of the respondents in areas of 

definition of diarrhoea, causes of diarrhoea, 

sanitary facilities and hand washing. Respondent’s 

practices improved in areas of nutrition, 

immunization and hand washing after health 

education. 
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