Journal of Community Medicine and Primary Health Care. 33 (1) 1-13

https://dx.doi.org/10.4314/jcmphc.v33i1.1

JOURNAL OF
COMMUNITY MEDICINE AND
PRIMARY HEALTH CARE
ORIGINAL ARTICLE

Knowledge and Attitude of Men towards Factors influencing
Childhood Mortality in a Semi-Urban Community in Northwestern
Nigeria

Ibrahim MJ1, Sani ZM2, Olorukooba AA2, Usman NO1, Ahmad AI1, MohammedIdris ZK1
1Department
2Department

of Community Medicine, Kaduna State University, Kaduna
of Community Medicine, Ahmadu Bello University Zaria

Keywords
Childhood
mortality;
Child health;
Risk factors;
Male
involvement;
Zaria

ABSTRACT
Background: In spite of concerted global efforts to reduce childhood mortality, countries
in Sub-Saharan Africa are still being plagued with incomparably high mortality rates;
thereby contributing majorly to the global burden. These deaths occur from causes which
are preventable. Men play a pivotal role in sustained efforts to reduce childhood mortality,
however, they are usually overlooked in favour of the mothers. The study aimed to assess
the knowledge and attitude of men towards factors influencing childhood mortality in a
semi-urban community, North-Western Nigeria.
Methods: A descriptive cross-sectional study was conducted using structured
interviewer-administered questionnaire. A total of 174 married men were sampled using
a multistage sampling technique. Data collected were analysed using the IBM SPSS
version 21. Results were presented in tables and bar charts. The level of statistical
significance was set at p<0.05.
Results: The mean age (±SD) of the respondents was 38 (±11.2) years. One hundred
and ten (64.7%) of the respondents had lost a child under the age of five years. Majority
142 (83.5%) of the respondents had poor knowledge of risk factors influencing childhood
mortality and 141 (82.9%) of the respondents had a positive attitude towards prevention
of childhood mortality.
Conclusion: The study has highlighted the need for increased male involvement in child
health issues. Interventions such as health education and community mobilization that
aims to educate men on risk factors and danger signs associated with poor childhood
health outcomes should be carried out in this area.
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College of Medicine, Kaduna State University.
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INTRODUCTION
Childhood mortality remains a public health
issue of global proportions. There have been
concerted global efforts to reduce childhood
mortality, however, progress has mainly
1

been achieved in the developed world. SubSaharan Africa still contributes majorly to
the global burden.1 Globally, there were 5.3
million under-five deaths with Sub-Saharan
Africa accounting for about half of those

JOURNAL OF COMMUNITY MEDICINE AND PRIMARY HEALTH CARE VOL. 33, NO 1, MARCH 2021

deaths.2 However, most of these deaths are

constraints, health facility environment and

from causes which are to a large extent

women’s

preventable.

Nigeria,

involvement.8,9 Studies have shown that

Democratic Republic of Congo, Pakistan

men (especially in resource poor settings)

and China collectively accounted for half of

have poor knowledge on child health as well

the total number of under-five deaths.

as

Children in sub-Saharan Africa are 15 times

common

more likely to die before the age of five than

lity.10,11,12 A study among men in Ekiti State

children in developed countries.2 In 2018,

showed that almost half of the respondents

the

infant

had a negative attitude towards childhood

mortality rate and neonatal mortality rate in

immunisation which is one of the major

Nigeria were 117 per 1000; 67 per 1000 and

preventive measure against the common

39 per 1000 respectively.3 The United

childhood killer diseases.13

Globally,

under-five

Nations

India,

mortality

Inter-Agency

rate,

Group

for

Child

Mortality Estimation (UNIGME) 2020 report
showed that, in Nigeria, around 700,000
children died before their fifth birthday; 60%
of these deaths were due to the following
conditions:

malaria

(20%),

pneumonia

(17%), prematurity (12%) and diarrhoea
(11%), and about 45% of all child deaths are
linked to malnutrition.4,5

the

reservations

basic

about

preventive

causes

of

men’s

measures

childhood

of

morta-

Child mortality is still a major scourge in
Nigeria especially in the north western geopolitical zone which has the highest rate
(with the rural areas being more hard-hit
than urban areas).14 However, there is a
dearth of information on the role of men in
child

health

especially

in

the

afore-

mentioned region. This study aimed to
determine the knowledge and attitude of

Maternal factors like the mother's age at

men

first

mortality in Magume Community in Kaduna

marriage,

marital

status,

parity,

health-seeking behavior, use of contraception,

breastfeeding,

educational

status

birth
are

interval

some

and

maternal

factors have been found to have strong
associations with childhood mortality.6,7 It is
widely accepted that the topic of maternal
and child health should be one of great
importance to men and women who have a
shared interest in preventing maternal and
childhood

mortality.

However,

several

barriers have been identified to men’s
involvement in child health. These include
gender stereotyping, lack of a definitive role
for men in maternal and child health, time
2

towards

factors

influencing

child

State.
METHODOLOGY
Study Area
Magume

is

a

semi-urban

community

located in the outskirts of Zaria City, the
ancient

town.

It

is

one

of

the

four

communities under Tukur-Tukur ward of
Zaria Local Government Authority (LGA) of
Kaduna State. There are 13 wards in Zaria
LGA. Magume has an estimated population
of 4007 from the 2006 national census with
a projected population of 5092. Magume
community has the annex campus of Nuhu
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Bamali Polytechnic and is also in close

1.96 was used in the computation. A

proximity to the famous Barewa College.

prevalence of men with knowledge (82.4%)

The main occupation is petty trading and

from a previous study was inserted into the

civil service. There is only one primary

formula for calculating single proportion.12

school and a market in the area. The

Finite population correction as well as

Ahmadu Bello University Teaching Hospital,

adjustment for non-response of 10% was

is situated about two kilometres from the

applied.15,16 A minimum sample size of 174

community. The Hausas constitute the

respondents was finally achieved for the

major ethnic group in the area. Others

study.

include; Yoruba, Nupe, and Kataf. The
inhabitants are predominantly muslims.
There are two health facilities in the
community and a few patent medicine

Sampling Technique
Multistage sampling technique was applied
in this study.

stores. First is the primary healthcare

Stage 1: One ward, Tukur-Tukur was

centre that serves the community while the

selected out of the 13 wards in Zaria LGA

second healthcare delivery centre is a

using simple random sampling method by

private hospital. Services rendered include

balloting.

antenatal

medical

Stage 2: Magume community was selected

paediatric

out of the four communities that make up

patients as well as laboratory investigations.

Tukur-Tukur ward using simple random

care,

consultations

for

surgery,
adult

and

sampling method.

Study Design
A descriptive, cross-sectional communitybased study was carried out from June to
September 2017, with the study population
being married men aged 18 years and above.
All male residents of Magume community
who have been married for at least a year
were included in the study while male
residents who are temporarily residing in
the community were excluded.
Sample Size Determination
Sample size was calculated using the
Cochran’s

formula

for

cross-sectional

studies when the outcome variable is a
proportion.15 An absolute precision of 5% as
well as a standard normal deviate at a
confidence level of 95% corresponding to
3

Stage 3: House numbering and household
listing was done from three out of the seven
streets in the community, and a register of
all households in each street was developed
and used as sampling frame. After which
174 households out of 534 were selected
using systematic sampling technique.
Stage 4: One eligible male respondent was
selected

from

each

of

the

selected

households using simple random sampling
by balloting.
Data collection tool and procedure
The tool for data collection was pretested
structured interviewer-administered questionnaire. The questionnaire was drafted
after a review of the literature on knowledge
and attitude of men toward risk factors
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influencing maternal and child mortality.

of respondents was graded positive if they

The data collection was carried

scored 50% or more while a negative

out by the researcher and four trained

attitude was graded as a score of less than

research assistants who were final year

50%.18

6,7,9,10,20,23

medical

students

of

Ahmadu

Bello

University Zaria. The researcher supervised
the overall data collection process and
checked

the

consistency

filled
and

questionnaires
completeness.

for
The

questionnaire comprised of three sections
that

sought

information

on

socio-

demographic profile of the respondents,
knowledge of the causes and risk factors of
child

mortality,

attitude

towards

the

aforementioned risk factors. The knowledge
of respondents on causes and risk factors of
childhood death was assessed using 26
questions from the questionnaire. Each
correct response to the question scored one
mark while incorrect response scored zero.
The respondent’s cumulative scores on
knowledge over the total were converted to
percentage and graded. Those who scored
above 70% were categorised as having good
knowledge while those that scored between
50% and 70% were categorised as having
fair knowledge and those who scored below
50% were categorised as having poor
knowledge.17 The attitude of the respondents towards prevention of childhood
death was assessed using six questions. The
attitude was assessed using a 3-point Likert
scale. Each question had scores ranging
from 0 through 2, that is, from the least
favourable to the most favourable attitude
score. The respondent’s cumulative scores
on attitude over total were converted to
percentage and graded as follows: attitude

4

Data analysis
Data collected were coded, entered into the
computer and analysed using Statistical
Package for Social Sciences (SPSS, IBM
Corporation USA) software version 21.
Results were arranged and presented in
tables, bar charts, or pie charts. Univariate
analysis using frequencies, proportions,
means and standard deviations were used
to represent single variables as appropriate.
Bivariate analysis was carried out using
Chi-square

or

Fisher’s

exact

test

to

determine the association between independent

variables

(like

socio-demographic

characteristics) and dependent variables
(like knowledge and attitude). Statistical
significance was set at p<0.05.
Ethical consideration
Approval to carry out this study was
obtained from the Research and Ethics
Committee of Ahmadu Bello University
Teaching Hospital, Zaria. Permission to
conduct the study was also sought from the
Zaria Local Government Authority and the
ward head. The study participants were
informed about the purpose of the study
and were also informed that they could
voluntarily withdraw from the study at any
time.

Written

informed

consent

was

obtained from all the participants before the
questionnaires were administered to them.
Respondents were assured of confidentiality
and the data obtained were stored in a
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password protected computer that was only

157 (92.9%), poor sanitation 142 (84.0%)

accessible to researchers.

and

total

133

(78.7%)

were

the

household/community factors associated

RESULTS
A

poverty

with childhood mortality (Table 2). Most of
of

174

questionnaires

were

administered to the respondents out of
which 170 were completely filled, returned
and analysed after validation, giving a
response rate of 98.0%. One hundred and
twelve (65.9%) of the respondents were
within 20-39 years with mean age (±SD) of
38 (±11.2) years. Islam was the predominant
religion 138 (81.2%) of the respondents.
Hausa ethnic group constituted 125 (73.6%)
of the respondents. About two-thirds 110
(64.7%) of the respondents were married in
a monogamous setting while the rest were in
polygamous union. Half 85 (50.0%) of the
respondents had tertiary education. Above a
third 65 (38.2%) of the respondents were
civil servants. Majority 110 (64.7%) of the
respondents

had

history

of

under-five

deaths while 60 (35.3%) never had underfive deaths (Table 1). Diarrhoea and measles
were the commonest causes of childhood
deaths as identified by 146 (85.7%) of the
respondents. Malnutrition was the least

the

respondents

142

(83.5%)

obtained

scores which fall into the category of poor
knowledge while only 17 (10.0%) of the
respondents

had

good

knowledge

of

childhood mortality risk factors (Table 2).
Majority of the respondents in each age
group, 20 to 29 years 40 (78.4%), 30 to 39
years 51 (83.6%) had poor knowledge of the
risk

factors

however,

for

this

childhood
was

not

mortality,
statistically

significant, p<0.863. All the respondents
with

formal

education,

122

(100.0%)

compared to 12 (44.4%) and 8 (38.1%) with
no

education

respectively

and

had

Quranic
poor

education,

knowledge

of

childhood mortality risk factors. This was
statistically significant, p=0.001. A high
proportion of civil servants 59 (90.8%) and
traders 49 (97.9%) had poor knowledge
compared to those who engaged in farming
22

(51.2%)

and

this

was

statistically

significant, p=0.001 (Table 3).

identified cause of child death by 108

Half 85 (50.0%) of the respondents believed

(63.7%) of the respondents (Figure 1).

that childhood deaths are preventable.

The most commonly identified maternal
factors influencing childhood mortality were
poor health seeking behaviour 132 (78.1%),
lack of education 128 (75.7%) and poverty
112 (66.3%).

Lack of breastfeeding 124

(73.4%) and immunization 102 (60.4%) were
the commonest child factors recognized by

Above half 95 (55.9%) of the respondents
disagreed that family planning could reduce
the burden of childhood deaths (Table 4).
Overall 141 (82.9%) of respondents had
positive attitude while only 29 (17.1%) had
negative

attitude

towards

mortality risk factors.

the respondents. Unhygienic water source

5
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childhood

Table 1: Socio-demographic characteristics of respondents
Variable

Frequency
(n=170)

Percent

51
61
34
16
8

30.0
35.9
20.0
9.4
4.7

Religion
Islam
Christianity

138
32

81.2
18.8

Tribe
Hausa
Fulani
Yoruba
Igbo
Others

125
26
6
8
5

73.6
15.3
3.5
4.7
2.9

Highest level of education
None
Quranic
Primary
Secondary
Tertiary

27
21
16
21
85

15.8
12.4
9.4
12.4
50.0

Occupation
Civil servant
Trader/Businessman
Farmer
Others

65
47
43
15

38.2
27.7
25.3
8.8

Number of wives
One
Two
Three
Four

110
46
9
5

64.7
27.1
5.3
2.9

History of under-five death
Yes
No

110
60

64.7
35.3

Age (years)
20-29
30-39
40-49
50-59
60-69
Mean age (years) 38 (±11.2)

Majority of the respondents in each age

education 13 (61.9%) who had a negative

group; the 20 to 29 years, 39 (76.5%), 30 to

attitude and the difference was statistically

39 years 51 (83.6%) had a positive attitude,

significant, p=0.001. A high proportion of

however,

statistically

the respondents who were civil servants 53

significant, p=0.413. All the respondents

(81.5%), farmers 36 (83.7%), and traders 41

with formal education 122 (100.0%) had a

(87.2%) had a positive attitude and this was

positive attitude towards prevention of

statistically significant, p=0.001 (Table 5).

this

was

not

childhood mortality compared to those with
no education 16 (59.3%) or with Quranic

6
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90

85.7

85.7

85.1

84.5

80
70

63.7

60
50
40
30
20
10
0
Diarrhea

Measeles

Pneumonia

Malaria

Malnutrition

Causes of childhood death
Figure 1: Respondents' knowledge of causes of childhood deaths

Table 2: Respondents’ knowledge of risk factors influencing childhood mortality
Risk factor

Frequency
(n= 170)

Percent

Maternal factors
Poor health seeking behaviour
Lack of education
Poverty
Lack of child proper spacing
Lack of family planning
Young age of mother

132
128
112
89
69
62

78.1
75.7
66.3
52.7
40.8
36.7

Child factors
Lack of breastfeeding
Not sleeping under mosquito nets
Poor hand washing
Lack of immunization
Low birth weight
Male sex

124
123
116
102
66
33

73.4
72.8
68.6
60.4
39.1
19.5

Household/community factors
Unhygienic water source
Poor sanitation
Poverty
Residence in rural areas
Large family size

157
142
133
54
43

92.9
84.0
78.7
32.0
25.4

Overall Knowledge Score
Good
Fair
Poor

17
11
142

10.0
6.5
83.5

7
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Table 3: Relationship between respondents’ socio-demographic characteristics and knowledge score
Variables

Knowledge
Poor
(n=142)
n (%)

Score
Fair
(n=11)
n (%)

Test
Statistic

Good
(n=17)
n (%)

P- value

Age group
(years)
20-29
30-39

40 (78.4)
51 (83.6)

5 (9.8)
4 (6.6)

6 (11.8)
6 (9.8)

40-49

28 (82.3)

2 (5.9)

4 (11.8)

50-59
60-69

16 (100.0)
7 (87.5)

0 (0.0)
0 (0.0)

0 (0.0)
1 (12.5)

Educational
status
None
Quranic
Formal

12 (44.4)
8 (38.1)
122 (100)

7 (26.0)
4 (19.0)
0 (0.0)

8 (29.6)
9 (42.9)
0 (0.0)

Occupation
Civil servant
59 (90.8)
3 (4.6)
3 (4.6)
Farmer
22 (51.2)
8 (18.6)
13 (30.2)
Trader
46 (97.9)
0 (0.0)
1 (2.1)
Others
15 (100.0)
0 (0.0)
0 (0.0)
*Fisher’s exact test used when expected values were less than 5

6.009

0.863*

88.192

p<0.001*

36.142

0.001*

Table 4. Respondents' attitude towards prevention of childhood mortality

Agree
n (%)

Responses
Neutral Disagree
n (%)
n (%)

Childhood deaths are preventable
Childhood immunization can reduce/prevent childhood deaths
Family planning can help in reducing childhood deaths

85 (50.0)

54 (31.8)

31 (18.2)

99 (58.2)

33 (19.4)

38 (22.4)

50 (29.4)

25 (14.7)

95 (55.9)

Children should always sleep under insecticide treated nets

121 (71.1)

45 (26.5)

4 (2.4)

Breastfeeding provides nutrition and protects children from diseases

99 (58.2)

30 (17.7)

41 (24.1)

Female education can help in reducing the burden of childhood deaths

142 (83.5)

19 (11.2)

9 (5.3)

Variable

(n=170)

DISCUSSION

a child before the age of five years. This is

Childhood mortality remains a major global

not surprising due to the fact that child

issue with a disproportionate occurrence in

mortality rates in north west Nigeria (117

sub-Saharan Africa where about half of the

per 1,000) supersede the national average

deaths

regional

(69 per1,000) and this trend has been

disparities occur with the north-west region

maintained for the past 10 years.3 The

where this study was carried out having the

causes of death were mainly preventable

highest proportion of childhood deaths.

with

About two-third of the respondents had lost

malaria and malnutrition being the most

occur.5

In

Nigeria,

pneumonia,

measles,

common.

8

JOURNAL OF COMMUNITY MEDICINE AND PRIMARY HEALTH CARE VOL. 33, NO 1, MARCH 2021

diarrhoea,

Table 5: Relationship between respondents’ socio-demographic characteristics and attitude score
Variable

Attitude
Negative
(n=29)
n (%)

Score
Positive
(n=141)
n (%)

Test statistic

Age group (years)
20-29
30-39
40-49
50-59
60-69

12 (23.5)
10 (16.4)
6 (17.6)
0 (0.0)
1(12.5)

39 (76.5)
51 (83.6)
28 (82.4)
16 (100.0)
7 (87.5)

5.027

0.413*

Educational
status
None
Quranic
Formal

16 (59.3)
13 (61.9)
0 (0.0)

11(40.7)
8 (38.1)
122 (100.0)

88.931

p<0.001*

Occupation
Civil servant
12 (18.5)
53 (81.5)
53.169
Farmer
7 (16.3)
36 (83.7)
Trader
6 (12.8)
41 (87.2)
Others
4 (26.7)
11 (73.3)
Test statistic: ᵡ 2, *Fisher’s exact used when expected value was less than 5

P-value

0.001

Only about a third of the respondents in this

Large family size, an important risk factor,

study correctly identified the age of the

was identified by only 25.4% of respondents.

mother as a risk factor for childhood

This factor works in tandem with the fact

mortality. This is similar to a study carried

that an unacceptably high proportion of

out in Ogun State, South-west Nigeria

Nigerians live well below the poverty line to

where just 26.6% of the respondents knew

increase the rate of childhood deaths. This

that pregnancy at a younger age below 15

effect is more marked in the study setting

years often results in adverse outcomes for

which is a notably resource poor area. A

both the child and the mother.19 Culturally,

study carried out in Ganmo, a semi-urban

both study communities embrace early

settlement in Kwara State north-central

marriage,

the

Nigeria concluded that the majority of the

findings which showed a very low proportion

respondents who happen to be muslims

viewed young age of mother as a risk factor

have preference for large family sizes.21

for childhood mortality. In view of the fact

These studies were carried out in areas

that the risk for infant mortality is greater

where Islam is the predominant religion;

with adolescent mothers,20 the respondents’

together with the cultural beliefs, however

poor knowledge poses a threat to the efforts

the reasons for the respondents to view large

made

mortality.

families in a favourable light could not be

Adolescent mothers are more likely to have

explored within the scope of this study.

babies that are low birth weight or born

Reduced birth interval, especially less than

prematurely which increases the risk of

two years is associated with an increased

mortality.20

risk of under-five mortality.22 Studies have

9

to

hence

reduce

the

similarity

childhood

in
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shown that large family size has a negative

attitude

effect on the nutritional status of under-

behavioural

changes

fives which in turn is one of the greatest

interventions

and

causes of under-five mortality.23 A study

communication. This resonates with the

carried out in Plateau State showed that

findings of a qualitative study in Borno State

high parity leading to large family size was

where respondents were of the opinion that

associated

of

the government needs to expand poverty

childhood mortality.24 Larger family size is

alleviation programs, and invest in girl-child

also associated with poor health seeking

education, in an effort to improve maternal

behaviour which in turn has an impact on

and consequently child health.27

with

an

increased

risk

childhood mortality.25

can

help

achieve

positive

with

proper

behavioural

change

More than two-thirds of the respondents

Lack of breastfeeding and immunization

agreed that immunizations protect children

were however seen by a large proportion of

against diseases and can help in reduction

the

60.4%,

and prevention of childhood deaths. In

respectively) as important determinants of

comparison, a study in Ekiti State also

childhood

is

found positive attitudinal disposition of men

corroborated by a study in Plateau State

towards immunization, as 78.8% of the men

where majority of the respondents had good

believed that children are protected from

knowledge of the benefits of immunization

certain diseases when immunized and men

and were willing to support it.24 The

have

similarity of the findings is likely due to the

immunization.13 This is in contrast to a

fact

of

study carried out in Kano State where

immunization is higher in urban areas than

despite a high knowledge of immunization,

in

and

most of the men had negative attitudes

immunization are essential components of

towards immunization. This is because

child survival strategies which were put in

most of the respondents who are rural

place to lower childhood mortality rates. As

dwellers, feel that "the government has

a

neglected important sectors of development

respondents

that

(73.4%

mortality.

This

awareness

rural

areas.

result,

and

finding

and

uptake

Breastfeeding

adequate

knowledge

and

a

role

to

in

but

in combating under-five morbidity and

vaccination

mortality.26

disparity in attitudes is likely due to the fact

factors

were

positive

in

most

of

the

respondents. Majority believed that female
educations, as well as poverty alleviation are
important strategies towards reducing the
burden

10

of

childhood

mortality.

Good

on

disturbs

childhood

consequently practice would have an effect

Attitudes towards childhood mortality risk

constantly

play

regular

them

with

basis".28

This

that majority of the respondents in this
study had a higher level of education which
in turn will lead to better uptake of available
health

services

educational

than

status.

those

with

poor

The

knowledge,

personal and social skills provided through
education can better equip individuals to

JOURNAL OF COMMUNITY MEDICINE AND PRIMARY HEALTH CARE VOL. 33, NO 1, MARCH 2021

access and use information and services to
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warrant mention. The data analysed in this
study

were

derived

from

self-reported

information and are likely affected by social
desirability and recall biases. During the
data collection, the researcher and his
assistants

took

appropriate

steps

to

minimize social desirability bias, including
private one-on-one interviews without the
presence of a third party, assurance of
confidentiality, voluntary participation, and
informed consent. In the same vain, married
men in the community who have married at
least a year prior to survey were included in
the study to minimize recall bias.
Conclusion:

The

study

showed

that

although knowledge of the major direct
causes of childhood deaths was high,
knowledge of the risk factors was generally
poor.

Attitude

towards

prevention

of

childhood mortality were mostly favourable.
The State Government through the Ministry
of Health should embark on enlightenment
campaigns via media outlets and hospitals
to enlighten the public on the risk factors
that predispose to childhood mortality.
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