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ABSTRACT 

Background: Sickle cell disease is a blood disorder which has become very 

common today. Tanzania is fourth in the world with the highest Sickle cell disease 

birth rates (Piel et al., 2013). Between 7800 and 11,000 children with Sickle cell 

disease are born in Tanzania every year (Makani et al., 2018). Despite all the efforts, 

there is an increasing number of hospital admissions of children with sickle cell 

disease complications, and it is not known if caregivers have competence on 

prevention of sickle cell disease complications. This study aimed to assess 

caregivers‟ competence in the prevention of sickle cell complications among children 

attending SCD clinics in Dodoma region. 

Methods: A cross-sectional analytical study was done involving 385 caregivers with 

SCD children in Dodoma region. A simple random sampling technique was used to 

recruit study participants. Data were obtained through semi-structured questionnaires 

and documentary review. SPSS version 25 was used for data analysis. Chi-square 

test was used to determine relationship between variables and variables with p-value 

of <0.05 at 95% CI were considred significant and were retained for binary logistic 

regression analysis to assess association between independent and dependent 

variables.  

Results: In this study, 385 caregivers were included. Majority of them 383 (99.48%) 

were female with the ages ranging from 19 to 53, the mean age of 34.44 with ± 8.12. 

The sex of the children was approximately equally distributed: 51% were male and 

49% were female. The mean age of children was 5.61 ± 2.98 years. Majority of the 

caregivers, 54% had adequate knowledge on sickle cell disease and its related 

complications, 55% had appropriate practice, and 70% had positive attitude on the 

prevention of sickle cell disease complications. Almost all caregivers included in the 

study had perceived barrier on preventions of sickle cell disease complications: 2.6% 

experienced one barrier, 12.7% experienced two barriers, 30.65% had three 

perceived barriers, 29.87% had four perceived barriers and 23.64% of them 

experienced five perceived barrier on the prevention of sickle cell disease 

complications. 
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Sociodemographic characteristics after were adjusted in the full mode for caregivers‟ 

knowledge, practice and attitude: respondents with secondary education and above 

(AOR = 0.272, 95% CI: 0.097, 0.761, p = 0.0381), no formal education (AOR = 

0.945, 95% CI: 0.574, 1.557, p = 0.8253), inadequate knowledge (AOR = 0.260, 

95% CI: 0.1561, 0.426, p<.0001) were the predictors for associated with 

complications of sickle cell disease. Besides, caregivers with primary education 

(AOR = 1.66, 95% CI 1.062, 2.613, p = 0.0262) and those with secondary level of 

education and above (AOR = 13.24, 95% CI, 3.762, 46612, p <.0001) were 

significantly associated with their knowledge on the preventions of SCD 

complications.  Moreover, having secondary level and above (AOR = 4.85, 95% CI: 

1.555, 15.098, p = 0.0065), and single caregivers (AOR = 0.59, 95% CI: 0.382, 

0.900, p = 0.0147) were the only predictors for caregivers practice on the prevention 

of SCD complications among children attending SCD clinic 

Conclusion: This study showed that the highest proportion of caregivers living with 

\children having sickle cell disease were having inadequate level of knowledge on 

SCD related complications, prevalence of practices showed that there are appropriate 

practices on prevention of SCD complications. Inadequate knowledge of caregivers 

on SCD disease knowledge raises some questions on the quality of health educations 

provide to caregivers during clinics visits. 
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DEFINITIONS OF TERMS 

Attitude  A settled way of thinking or feeling about something 

(Mario Trujillo,  2018.) 

Caregivers is a person who provides direct care to a child to assist 

and monitor the daily wellbeing of the child 

Complication refers to a new problem or illness that makes the 

treatment of the previous one more difficult 

(MarioTrujillo, 2018) 

Knowledge  Refers to the information, understanding and skills 

that one gains through education or experience 

(MarioTrujillo, 2018) 

Non-severe complications Refer to the complications that are managed with the 

home-based care or treated as an outpatient.  

Perceived barrier  This refers to a person's feelings on the obstacles to 

performing a recommended health action (LarMote, 

2019) 

Practice The actual application, or use of an idea, belief, or 

method, as it is proposed to theories relating to it 

(Mario Trujillo,  2018) 

Severe complications  Refer to the complications that require admissions and 

being treated as an outpatient (CDC, 2018). 

Sickle Cell Disease (SCD)  is a recessive condition, caused by a mutation in the β 

globin gene, which changes the sixth amino acid from 

glutamic acid to valine (Brousse, Makanij, & Rees, 

2014). 

Vaso-occlusive episode It is a new episode of acute pain with no clear source 

other than vaso-occlusion that requires hospitalization.



1 

CHAPTER ONE 

INTRODUCTION 

1.1 Background information 

Sickle cell disease  (SCD) is a hereditary blood disorder which has become common 

today while the disease is common everywhere, the highest burden is experienced in 

sub-Sharan Africa (SSA) (Tluway et al., 2018). SCD has become the leading cause 

of global childhood mortality (Tluway et al., 2018). SCD is an autosomal recessive 

disease (Nakazwe, 2017); thus, there is a variant of normal adult hemoglobin (HbA) 

differentiated by its structure. Carriers or heterozygote (HbAS individuals) inherit an 

HbS allele from one parent and HbA from the other (Frédéric, et al., 2013). These 

individuals are usually asymptomatic. When two carrier people with Hbs allele meet 

together, they get a child with Sickle Cell. Homozygote‟AXs (SS individuals) who 

inherit HbS alleles from both parents are disturbed by Sickle Cell Anemia, which 

often leads to acute and chronic complications (Frédéric et al., 2013). 

World health organization projected that over 5% of the world population has 

hemoglobinopathies genes, 23 out of 10,000 people are affected by SCD with the 

highest prevalence in African countries (Madani, Al Raddadi, Al Jaouni, Omer, & Al 

Awa, 2018). About 400,000 children with sickle cell are born globally each year with 

300, 000 children in Africa alone (Dennis-Antwi, Dyson, & Ohene-Frempong, 

2008). Tanzania is fourth in the world with the highest sickle cell births (Frédéric et 

al., 2013). Between 7800 and 11,000 children with sickle cell are born every year in 

Tanzania (Makani et al., 2018). Up to 50% of these children die before 5 years 

(Dennis-Antwi, 2008; Makani et al., 2018). There is subsequent evidence that comes 

from the study done in Kenya (Uyoga et al,2019). 

Unpublished data from Dodoma Regional Referral Hospital showed an increase in 

number of children with SCD which accounted for 0.4%, 0.4%, 0.4% and 1% in 

2015, 2016, 2017 and 2018 respectively. SCD is accompanied by different 

complications, like anemia, acute chest syndrome, stroke, re-current infections, 

painful crisis, and even progressive organ damage, the most experience problems to 

children with Sickle Cell disease include pain (Voskaridou, 2014). 
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One of the prominent studies on SCD problems states that people with SCD can live 

the quality life and can live up to forties or fifties or longer if they receive proper 

supervision despite that they do have chronic diseases which accompanied by 

different problems. A study done by Uyoga et al. (2019) in Kenya showed that 

mortality in children with SCD was higher than those children without 

complications. Moreover, this study showed that admissions to SCD children were 

observed to be higher than those children without SCD and the most reason was 

severe Anemia which is one among SCD complications. 

Another study done by Daak et al.(2016) on Sickle Cell Disease in western Sudan: 

genetic epidemiology and predictors of knowledge attitude and practices revealed 

that (73%) of household members had poor knowledge (78.7%) poor attitude and 

poor practices on SCD. Fedric, Sanjay Tewar, & Brousse (2017) did a study on the 

associations between environmental factors and hospital admissions for Sickle cell 

disease revealed that an environmental factor, i.e. extreme temperature triggers an 

acute complication of SCD. Moreover, the study observed that patients with SCD 

had multiple admissions. 

When caregivers with sickle diseases children are competent enough on managing 

Sickle Cell diseases, there is a greater possibility that the child will be prevented 

from the frequency occurrence of SCD complications. This is witnessed in the study 

done to the caregiver with SCD children which assessing their knowledge and home 

based practice to prevent SCD complication showed that those caregivers with low 

knowledge and poor practice their children were more likely to have frequency 

episode of SCD complication (Amor, 2018). 

Researches have highlighted many factors associated with the occurance of SCD 

complications. They included contaminations by encapsulated bacteria due to 

fundamental splenic dysfunction, dehydration, hypoxia, extremes of weather changes 

(cold or warm) and strenuous activities, leading to hypoxia and dehydration (Tewari, 

Brousse, Piel, Menzel, & Rees, 2015). On the other hand, caring for children with 

SCD is a difficult experience for both caregivers and other members. Management of 

SCD should be family-centered. Children with SCD depend on their caregivers for 

general care and treatment (Madani et al., 2018). Christina et al. (2018) did a study 
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on the socioeconomic and nutritional features of children and adolescents who have 

Sickle Cell anemia, the study revealed that children with SCD have worse nutrition 

that may lead to delayed growth and complications which affect their quality of life.  

Amor (2018) informs from the study on caregivers‟ level of knowledge and home-

based practices on prevention of SCD complications among children who visit Mnazi 

Mmoja Hospital in Zanzibar showed that (52%) of caregivers had inappropriate 

home-based practices to prevent SCD complications. Contraly to the above findings 

another study done by Hilda (2012) to understand the knowledge and practices of 

parent and caretakers towards the avoidance of SCD crises among children with SCD 

at university teaching hospital (LUSAKA) revealed that (64%) of the respondents 

had positive practices. 

Nakazwe's (2017) study on understanding, attitudes and practices of parents with 

children with SCD, at Arthur Davidson children‟s hospital in Ndola Zambia revealed 

that parents had a normal understanding of SCD and the reasons that precipitate SCD 

crises. Among them, 83% were from higher income family and (48%) from the lower 

income also they had higher level of education, (100%) among participant with 

negative practice didn‟t attend school, (70%) of them practice cultural methods of 

inhibition of SCD crises while (30%) are educated. 

Tanzania qualified similar problems experienced in other countries and made 

different efforts to deal with SCD, i.e. establishing of the national policy for 

supervision of SCD, including newborn   screening, providing services for individual 

diagnosed with SCD, prevention of infection by promoting the use of penicillin, 

vaccination, family and patient education, vaccine (pneumococcal, meningitis, 

influenza), follow-up care, counseling and treatment of complications (Makani et al., 

2015). Despite all the efforts done, there are an increased number of admissions to 

hospitals due to SCD complications in Dodoma region. Therefore, there is a need to 

assess the caregiver‟s competence in the prevention of sickle cell complication 

among children attending SCD clinics at Dodoma regional. 
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1.2 Problem statement 

Tanzania has a high annual birth of children with SCD in the world which counts 

between 7800 and 11,000 per year. 10313 under five (U5) children with SCD are 

estimated to die each year (Makani et al., 2015b) . This contributes to an estimation 

of 7% of the overall deaths in U5 children (Makani et al., 2015a). Up to 50% of these 

children die before the age of 5 year (Tluway et al., 2018). Local data from Dodoma 

Region show an increasing trend of SCD admissions from 2015 (0.4%), 2016 

(0.4%), 2017(0.4%) to1% in 2018 (DHIS2, 2018). It was further observed that most 

of the admissions are due to SCD complications, which include painful crises, 

anemia and recurrent infections. These complications cause morbidity and mortality 

among children but most of them with multiple admissions due to the same 

presentations (DHIS2, 2018). 

Children with SCD receiving care in Tanzania are diagnosed late, hospitalized 

frequently and most reasons for admissions are severe complications, this result was 

reveled by the cross sectional study done at North West Tanzania. Moreover the 

study reveled that among 124 participants enrolled almost all participants had a prior 

history SCD complications within twelve months, and the complications with the 

higher frequency observed was VOC, it is also common reasons for frequency 

hospitailizations among children living with SCD. Moreover study reveled that about 

120 (96.8%) of the children were having VOC, and 83 (66.9%) had prior acute chest 

syndrome, and 21 (16.9%) had prior stroke. In the preceding 12 months (Saidi, 

Smart, Kamugisha, & Ambrose, 2016). 

Wastnedge et al. (2018) revealed that a higher mortality rate of under-five children 

with SCD observed in African countries accounts for about (7.3%). Moreover, a 

study done by  Uyoga et al. (2019) in Kenya showed that mortality in children with 

SCD was higher than those without SCD. Admission to SCD children was observed 

to be higher than those children without SCD. The most often provided a reason was 

severe anemia which is one among SCD complications.  

Cronin revealed that nearly half of the children (43%) are being hospitalized mostly 

for unrestrained pain, and about 69% of the children had readmissions. Studies show 

that factors like lack of knowledge, poor practice and barrier about SCD care among 
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caregivers are shown to contribute largely in recurrent admission and SCD 

complications to childrens (Amor, 2018). The government of Tanzania has put much 

effort to improve health and good quality of life among children and adolescent with 

SCD. Some of these efforts include the establishment of the national policy for the 

supervision of SCD, establishment of services for the individuals diagnosed with 

SCD. The services provided have included newborn screening, prevention of 

infection by promoting vaccination (pneumococcal, meningitis, influenza), follow-up 

care, the use of penicillin, family and patient education, counseling and treatment of 

complications (Makani et al., 2015). 

The Dodoma Region has initiated clinics into the hospitals to offer comprehensive 

SCD services, including education to both patients and caregivers to improve the 

SCD practice and knowledge. Despite all the efforts done by the government, there is 

an increased hospitalization of children with SCD resulting from different 

complications. While the available studies on sickle cell disease have generated 

important information about caregivers‟ level of knowledge on the prevention of 

SCD crises, a holistic intervention also depends on the information about caregivers‟ 

competence in the prevention of sickle cell problems among children attending in 

Dodoma. 

1.3 Broad objective  

To assessing caregivers‟ competence on prevention of sickle cell complications 

among children attending clinics in Dodoma region 

1.3.1 Specific objectives  

1. To determine the prevalence of SCD complications among  attending SCD 

clinics in Dodoma region 

2. To assess caregivers‟ level of knowledge on the prevention of SCD 

complications among children attending SCD clinics in Dodoma region 

3. To identify caregivers‟ practice on the prevention of SCD complications among 

children attending SCD clinics in Dodoma region 

4. To assess caregivers‟ attitude toward the prevention of SCD complications 

among children attending SCD children in Dodoma region 
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5. To determine caregivers‟ perceived barrier to the prevention of SCD 

complications among children attending SCD clinics in Dodoma region 

6. To assess the influence of knowledge, attitude, practice of caregivers on the 

prevention of SCD complications among children attending SCD clinic in 

Dodoma region 

1.4 Research questions 

1. What is the prevalence of SCD complications among children with SCD 

attending SCD clinics at Dodoma region? 

2. What are caregivers‟ levels of knowledge on the prevention of SCD 

complications among children attending SCD clinics at Dodoma region? 

3. What are caregivers‟ practices on the prevention of SCD complications 

among children attending SCD clinics at Dodoma region? 

4. What are caregivers „attitudes toward the prevention of SCD complications 

among children attending SCD children at Dodoma region? 

5. What are caregivers‟ perceived barriers on the prevention of SCD 

complications among children attending SCD clinics at Dodoma region? 

6. What are the influences of knowledge, attitude and practice of caregivers on 

the prevention of SCD complications among children attending SCD clinic at 

Dodoma region 

1.5 Significance of the study 

As the SCD is both adverse to socio-economic prosperity and life threatening 

condition among affected children, appropriate interventions requires not only a firm 

engagement of the community but also a general understanding of key issues about 

the disease by the key stakeholders. This dissertation forms a platform to inform the 

community about the situation of the illness. It is also an encouragement to the 

caregivers‟ of children with SCD to seek knowledge and skills to prevent children 

from developing SCD complications. In turn, families and community will have 

proper life planning and strategies for better socio-economic outcomes. The findings 

of this study also inform the educationalists, planers and policymakers of the need to 

integrate and scale-up treatment option and rehabilitative guideline to minimize 

morbidity and mortality.  
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Overview 

This part contains a critical review of different literature about the topic and its 

importance since it gives the vision to understand what other researchers did in the 

area of the study. This is important to explain why the current study was required in 

Dodoma region. In the review of the literature, various credible sources, including 

books, master‟s dissertations, theses, reports from various journal articles, and 

preceding conferences, the section starts with a theoretical and empirical literature 

about sickle cell, attitude, knowledge, and the day to day practices of caregivers 

living with sickle cell and then, lastly, the conceptual framework that guided the 

study will briefly and clearly explain. 

2.2 Theoretical review 

2.2.1 Health Believed Model 

This study was guided with Health Believed Model (HBM) established in the 1950s 

by social psychologists included: Rosenstock, Hochbaum, Kegeles, and Leventhal. 

The model was developed to explain and predict health-related behaviors, especially 

in respect to the acceptance of health services. The model was used to explain 

patients' responses to symptoms of disease lifestyle behaviors, obedience with 

medical regimens, and the behaviors related to chronic illnesses, like sexual risk 

behaviors, which may need long-term behavior protection in addition to initial 

behavior change.  

The health believed model has six variables perceived susceptibility, perceived 

benefits, perceived severity, perceived barriers, cues to action and self-efficacy. In 

this study, perception of severity of SCD and its complication will influence the 

uptake and the follow-up of health services, including adherence to medication 

(hydroxyurea, folic acid, and prophylactic), nutritional advices, hygiene, frequency 

drinking water, early reportage of curiously changing child behavior and returning to 

clinics. Perception of benefits also help caregivers to change their behavior on caring 

SCD children cause by understanding the benefits of adherence to medication and 

nutrition will help reduce SCD complication.  
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As a result, there will be a reduction of frequency hospitalization. This will reduce 

the cost in terms of finance and time. Perception of barriers, caregivers may 

understand and comprehend the information provided by healthcare providers but 

may have socio-economic barrier such as luck of finance which may result in poor 

adherence to SCD advice. This model relates to this study because the study intends 

to assess the effects of caregivers ‟practice on medication and dietary habits on the 

prevention of SCD complication among children.  

This study use perceived barriers constructs because, it helped to understand how 

caregivers of children living with SCD perceived the seriousness of a health 

condition by educating about personalized estimates of risk, and data about the 

effects of a disease on medical and social effects. It is also essential to understand 

caregivers ‟responses to the symptoms of diseases, financial, lifestyle behaviors, 

adherence with medical schedules, and behaviors associated to chronic diseases 

which may require long-term behavior preservation of SCD to prevent SCD 

complications. 

2.3 Empirical review 

2.3.1 Sickle cell diseases 

It is the blood genetic disorder that is characterized by abnormal red-blood cell, 

defective genes of hemoglobin from both parents (Ibitayo, 2015). It is one of the 

causes of childhood mortality globally with a highest burden in sub-Sharan Africa 

(Tluway & Makani, 2017; Tluway et al., 2018). Over 400,000 children with SCD are 

born worldwide every year with about 300, 000 children in Africa (Boadu, 2018). 

Tanzania is the fourth country in the world after Nigeria, Democratic Republic of 

Congo (DRC) and India, with the high birth rate of children with SCD (Frédéric B. 

Piel et al., 2013). It is estimated that between 7800 and 11,000 children with SCD are 

born in the country each year, up to 50% of these children will die before the age of 5 

year (Makani et al., 2018; Tluway & Makani, 2017).  

SCD is accompanied by different complications, such as anemia, acute chest 

syndrome, re-current infections, painful crisis, stroke, and even progressive organ 

damage (Voskaridou, 2014). There are factors that precipitate SCD complications 

including the infections by encapsulated bacteria due to fundamental splenic 
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dysfunction, dehydration, hypoxia, extremes of weather changes (cold or warm) and 

strenuous activities leading to hypoxia (Tewari et al., 2015). 

2.3.2 Prevalence of SCD complications 

Children with SCD receiving care in Tanzania are diagnosed late and have frequent 

hospitalization, and the most reasons for admissions are severe complications (Saidi 

et al., 2016). This is according to the study which was done at North West Tanzania. 

Moreover, the study reveled that among 124 participants enrolled almost all 

participants had a prior history of SCD complications within 12 months, and the 

most frequent observed complications was VOC (Saidi et al., 2016). It is also 

common reasons for frequent hospitailizations among children living with SCD 

.Moreover, the study reveled that about 120 (96.8%) of the children were had VOC, 

and 83 (66.9%) had prior acute chest syndrome, and 21 (16.9%) had prior stroke in 

the preceding 12 months (Saidi et al., 2016). 

Another retrospective, descriptive study done by Shah, Bhor, Xie, Paulose, & Yuce 

(2019) on Sickle cell disease complications  reveled that majority of the SCD  patient 

have develop complications, Most of them develop  VOC episodes (70.3% ) with  

uncomplicated episodes, and (29.7%) were complicated episodes. Moreover another 

study done at Nigeria on prevention practices influence frequency of occurrence of 

voc  revealed that two- third (64.8%)  of study participants have painful crisis twice 

or more in a month (Amoran, Jimoh, Ojo, & Kuponiyi, 2017). 

Voskaridou (2014) revealed that the most experienced complications to children with 

SCD is pain, (VOC), this is a pain resulting from tissue ischemic caused by vaso-

occlusion most commonly in the bones and bone marrow.The review done on 

published work by Stewart et al (2020) on psychological complications in SCD 

among adult and children with SCD showed that psychological complications was 

observed to both children and adult.   

2.3.3 Vascluar-occulusive crises  

Saidi et al., (2016) did study on complications of sickle cell anaemia in North west 

Tanzania reveled that among 124 participant enrolled ( 97.6% ) had prior history of 

vascular occlusive episodes within 12 months prior to study,that is also the major 
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reasons for an increasing of hospitalization to children with sickle cell desease. 

Another study done by Amoran et al. (2017) showed that two-third which is (68.4%)  

develop vascular occlusive crises.  

2.3.4 Anemia 

Uyoga et al. (2019) conduct a study on the epidemiology of sickle cell disease in 

children recruited in infancy in Kilifi, Kenya: a prospective cohort study revealed 

that most common reason for hospital admission among sickle cell disease children 

in Kenya were severe anaemia with the incidence 48 per 1000 person-years of 

observation.  

2.3.5 Acute chest syndrome 

A cross sectional study done on sickle cell complications in North West Tanzania 

study revealed that among 124 participants, (66.9%) have acute chest syndrome. 

Factors like family history, higher number of life time hospitalizations, and age at 

time at diagnosed, sex were the reasons for occurrence of stroke among children 

living with sickle cell disease (Saidi et al., 2016). 

2.3.6 Acute stroke 

Saidi et al. (2016) conduct a study on sickle cell complication in North West 

Tanzania revealed that (16.9%) out of 124 participants had stroke also factors like  

age of the partcipant, age at time at diagnosed were observed to be the cause of 

stroke among children with sickle cell disease.  

2.3.7 Infections  

Infection is a major contributor to morbidity and mortality in sickle cell disease 

mainly in developing nations (Booth, Inusa, & Obaro, 2009). A study conducted  by 

on  reveled that individual with sickle cell desesase reported to be susceptible to 

infections with encapsulated organisms such as streptococcus pneumonia, also the 

study project that use of oral penicillin reduce the mortality to children with SCD 

(Cannas, Merazga, & Virot, 2019).  

2.3.8 Splenic enalargment 

Study done on persistent spleen enlargement in sickle cell disease showed that spleen 

enlargement is a common sign in sickle cell children up to the age of 5 to 6 years, 
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however persistence splenomegaly occurred due to recurrent acute sequenstration 

crises (Chiabi, Moyo, Ngone, & Kago, 2020). Anothr study conducted in Saudi 

Arabia by Al-Salem (2011) on splenic complications of sickle cell anemia and the 

role of splenectomy reveled that 112 (83%) of children had splenectomy due to acute 

splenic sequestration crisis. 

2.4 Knowledge of caregiver on the prevention SCD complications 

The understanding of SCD among caregivers living with SCD children may 

encourage suitable care to children with SCD such us adherence to medication, 

proper nutrition to their children. It also promotes awareness of the prevention of 

complications to SCD. A different research was made to get the data and revealed 

various findings. The study done by Nakazwe (2017) at Arthur Davidson children‟s 

hospital in Ndola Zambia on attitude, knowledge and practices of parents with 

children suffering from SCD towards the reasons that increase sickle cell crises, 

revealed that half (53.9%) parents had an average knowledge of SCD and factors that 

precipitate the crises. 

Another study done by Ghimire (2016) on knowledge and attitude regarding SCD 

among higher secondary students revealed that a closed to half (46.2%) of these 

participants had average knowledge regarding SCD.  Houwing et al,(2019) did a 

study on health literacy, self-efficacy and knowledge of SCD among caregivers. The 

study revealed that there was inadequate health literacy among caregivers with SCD 

children; further more study shows that lower education level was found to be one of 

the predictors of low health literacy.  

Amoran, Ojo, Jimoh, and Kuponiyi (2017) revealed that a majority of the 

participants had adequate knowledge in the prevention of crisis and predisposing 

factors, but there are high frequencies of the crisis in a month. Similar to the above 

findings study done at Jeddah city on assessment of knowledge toward complications 

of SCD among general population demonstrate that more than half (51.4%) of 

population have good knowledge on SCD and its complications (Alturaifi, Alsharif, 

Abulola, & Taha, 2018). A study that was done in South Africa to explore the 

understand and skill of parents with the children affected by SCD in Cape Town 

showed that knowledge on SCD varied among the participants (van Niekerk, 2015). 



12 

2.5 Practice of caregivers on the prevention of SCD complications 

A cross sectional study done on caregivers level of knowledge and home based 

practices for preventions for  SCD related complication among children attending 

clinics at Mnazi mmoja hospital in Zanzibar  reported that half of caretakers with 

SCD children had inappropriate practice on prevention of complication related to 

SCD (Amor, 2018).Another study was done at Lusaka by Hilda (2012), the findings 

of the study looked at the knowledge and practices of parent and caretakers towards 

the prevention of SCD crises in children with SCD at university teaching hospital 

showed that (64%) of the respondents had positive practices and among them, (83%) 

are from higher income families and (48%) from the lower income.  

They also had higher levels of education while (100%) of the respondents who had 

negative practices didn‟t attend school at all. (70%) of them practiced cultural 

methods of prevention of SCD crises while (30%) are educated person. Nakazwe 

(2017) study on knowledge, attitude, and practices of parents with children suffering 

from SCD towards the factors that precipitate Sickle Cell crises, the study was 

conducted at Arthur Davidson children‟s hospital in Ndola Zambia and revealedd 

that almost all the parents practiced good methods that have potential to reduce SCD 

crises. A cross sectional, descriptive a hospital based study done by  srinivasa kumar 

& Pujari (2020) on knowledge, attitude, practices among parents of β thalassemia 

children regarding thalassemia reveled that good practice was observed among 

caregivers with thalathemia. 

2.6 Attitude of caregivers on the prevention of SCD complications 

A study that was done by Nakazwe (2017) at at Arthur Davidson Children‟s Hospital 

in Ndola Zambia on knowledge, attitudes and experiences of the parents with 

children with the problem of SCD towards the factors that precipitate Sickle Cell 

crises, The study revealed that (91%) of the parents  had an negative attitude towards 

SCD diseases.  Another study done by Ohaeri & Shokunbi ( 2001) at Kuwait which 

show that (88.9%) of the study participant  had positive attitude. A study by Ghimire 

(2016) on information and attitude regarding SCD among higher secondary students 

in Nepal show that close to half of (48.6%) of the respondents had negative attitude 

towards SCD. In a mixed methods study on providers attitude and practice regarding 
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pain management in Sickle cell disease showed that providers  had  negative attitude 

(Stewart et al., 2020). 

Also in a cross sectional, hospital based study done by srinivas kumar & Pujari 

(2020)  about knowledge, attitude, practices among parents of β thalassemia children 

regarding thalassemia in a pediatric unit showed that (74.6%) parent have positive 

attitude regarding thalathemia. In a qualitative study done on assessment of the 

patient and caregivers attitude on approaches to Decision-making regarding boe 

marrow transplant reveled that attitude toward bone marrow transplant occurred on 

continuum ranging from favorable to favorable (Bakshi et al., 2020). 

2.7 Caregivers perceived barrier on prevention of SCD complications 

A study done at Central North Carolina by Betsy (2006) on Literacy and perceived 

barriers to medication taking among homeless mothers and their children revealed 

that more than half (58%) of mother had barrier on taking of prescribed medication 

to their children most observed barrier are age, larger family size, other chronic 

condition to the child like asthma and most common observed barrier to children was 

taste.Another study that was done by Jirovec, Brandow, and Panepinto (2010) on 

Hydroxyure in children affected by SCD shows that compliance is the barrier that 

was observed among  provider related to  prescribed hydroxyurea. Also, in a study 

conducted by  Chide et al. (2020) on Barriers to therapeutic use of hydroxyurea for 

SCD in Nigeria, show that lack of knowledge, perceived side effects, cost,religious 

beliefs of disease causation and lack of pediatric formulation are among barrier that 

reduce uptake of hydroxyurea.  

The qualitative study done by Bollinger, Nire, Rhodes, Chisolm, and O‟Brien (2011) 

on caregivers‟ perspectives on barriers to transcranial doppler screening in children 

with sickle-cell disease has found that lack of awareness was the most prominent 

barrier to annual transcranial Doppler screening. Moreover, 22% of caregivers 

reported lack of  knowledge of screening, and (42%) unaware that the screen should 

be performed annually.  

2.8 Conceptual framework 

Dickson, and Emad (2018) define a conceptual framework as a path of research 

whose function is to make research more expressive, satisfactory in the research field 
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and make some generalities. Also, the researcher thinks that a conceptual frame 

work, can best describe the natural development of the phenomenon to be studied. 

The conceptual framework of this study was developed from HBM. The study 

utilized one construct from HBM that is perceived barrier. It is belived that 

individual certain health behavior is influenced by knowledge, attitude and practice 

may prevent children from recurrent hospitalized and Sickle cell disease 

Complications. 

 

Figure 1: Conceptual framework was adopted from health belived model and 

modified by the researcher 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Over view 

This chapter describes the methodology employed in the study. In particular, it 

describes the selected study area, study design, study population, sampling 

procedures, Data collection tools and measurement of variables. In adition, definition 

of variables, data management and analysis consideration are also described in this 

chapter.  

3.2 Study area 

This study was conducted at Dodoma region because the hospital has experienced a 

marked increase in the number of admission of children affected by SCD and the 

associated SCD complications. In specific, Dodoma city council was selected out of 

the seven districts of the Region based on the reason that it is the only district that 

provides clinic services to SCD patients. Dodoma city is located at central zone of 

Tanzania. According to national census (2012) the region was having a total 

population of 2,083,588 male were 1,014,974 while were 1,068,614 female. Dodoma 

has a total of eleven hospitals, seven government hospitals, and four private 

hospitals. Among these, only two hospitals provide sickle cell clinic services, these 

include Dodoma regional hospital and St. Gema hospital. 

 

Figure 2: The Map of Dodoma region 
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3.3 Study design 

The study was hospital-based cross-sectional analytical study using by quantitative 

approach. The design was suitable for assessing the caregivers‟ competence on the 

prevention of sickle cell complications among children. Through this design, the 

exposure and outcomes are measured at once. The design is appropriate for 

characterizing the prevalence of health outcomes in the specified population that can 

be assessed at one point in time. Also, the exposure and outcomes were being 

assessed once during the course of the study. 

3.4 Study population  

The study populations were Caregivers of SCD children attending clinics during the 

study period.  

3.4.1 Inclusion criteria 

Caregivers with SCD children attending clinics during the study period, caregivers 

who agree to engage in the study and who provided written informed consent to 

participate in the study with the age ranged between 18 years + with their children 

with the age of 6 months - 11years. 

3.4.2 Exclusion criteria 

Caregivers with children having SCD children with other underlying diseases such as 

HIV infection, congenital or acquired heart disease, cerebral palsy, and diabetic 

mellitus were not included in the study. Also the study did not include caregivers 

with children suffering from any serious conditions. The study also excluded the 

caregivers who were unable to communicate during data collection. 

3.5 Sample size estimation 

The sample size was estimated by using Kish Leslie formula (1965). 

Formula; n = Z
2
P(1-P)/e

2
. where:  n = the required minimum sample size, Z= 

Constant standard normal deviate (1.96 confidence level), P = estimated proportional 

of caregivers with good knowledge on the prevention of sickle cell complication 

(46.7%) from previous study (Amor, 2018). Prevalence of good practice on the 

prevention of sickle cell complication 48% from previous study (Amor, 2018) and e= 

margin of error set at 5%.  
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Therefore, the minimum sample size (n) of the study was 385.  

 

3.6 Sampling procedure 

Purposive sampling technique was used to select two hospitals of Dodoma region 

which were:  Dodoma regional referral hospital and St. Gema hospital; based on the 

provision of SCD clinic services. To obtain the representative sample sample size 

from the selected health facilities, proportionate stratified sampling technique was 

done using the formula below. The participants for study were recruited using a 

simple random sampling technique by lottery replacement method. This was done to 

all caregivers with SCD children in every clinic. Those participants attended the 

previous clinic were not included in the sampling frame.  

 

 

Where Pi = proportional of populations in stratum (Ni/N: Ni = stratum sample size 

and N = total population), and n = total sample size.  

Hence:  Pi=305/483 = 0.63, P2 = 178/483 =0.37:  

Dodoma regional referral hospital = 385 x 0.63 =243,  

St. Gemma hospital = 385 x 0.37 = 142. 

 

3.7 Data Collection methods 

Self-administered questionnaire was used to gather data from the eligible participants 

(Amor, 2018). In this study, the questionnaire was distributed to caregivers of the 

children with SCD. Those caregivers who were able to read were given the 

questionnaire to fill while those who were not able to read and write were assisted by 

the researcher to fill the questionnaire. Two trained research assistants who worked 

at SCD clinics those who were on leave or day off helped to accomplish this task. All 

two research assistants were trained to use the tool for data collection. The training 

was conducted at Dodoma regional referral hospital because there was adequate 
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space. The questionnaire had 5 parts; i.e. socio-demographic information, 

knowledge, attitude, social demographic variable, practice, and SCD complication. 

The sociodemographic section had 13 items; knowledge level section had 29 items, 

attitude sections had 4 items, practice section had 11 items and, finally, 9 items were 

about SCD complications. In interrogation with the communities in hospitals 

documentary reviews becomes important to complement the information provided by 

health service seekers. In this study interrogated the caregivers, through the 

interviewer-administered questionnaire, about the complications that SCD children 

got six months before the day of the interviews, a review of their file records at 

hospital did not only help to confirm the responses, but also supplement answers 

where the caregivers could not remember the complications that the child developed. 

Thus, review of patient case note at the two hospitals helped to accomplish this 

purpose. All filled questionnaires were coded by numbers instead of participants‟ 

names and stored at a safe and confidential place. 

3.8 Validity and reliability  

3.8.1 Validity 

Validity in data gathering means that the finding truly signifies the phenomena that 

supposed to be measured. Questionnaire was reviewed by paediatrician and a 

statistician to check for the validity of the tool. The tools were pre tested at St. 

Gemma hospital before the actual time for data collections and corrections was done 

to minor error; also the tool was translated into Swahili for easy comprehension by 

the respondents whose native language is Swahili. 

3.8.2 Reliability  

Reliability refers to an extent to which data collection tools were yield consistent 

finding even if is at different time and area. The higher the reliability of the 

instrument, the minimum of the error score it becomes (Polit & Berk, 2005). 

Therefore, the researcher formulated typed questions using simple language and clear 

instructions, which were translated into Kiswahili language, so as to get the intended 

response. To ensure the reliability of tools, pre-testing of the designed questionnaire 

was done to ten caregivers with SCD attending clinics in Dodoma region to 

determine the effectiveness of the tools. The participants who were used in the pre-
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test were not involved in the actual study. Reliability was also performed based on 

Cranach‟s Alpha the value was 0.751 which is greater than recommended value 0.7, 

which indicates that the tool is reliable. Minor correction for typographic errors and 

clarity was done. Moreover, minimum of two people that are research assistant 

worked together in assessing and documenting the finding at each setting. 

3.9 Definition of variables 

3.9.1 Independent variable 

Competence: based on this study it includes knowledge, practices, and attitude. 

Social demographic variable include sex, age of caregivers, age of the baby, marital 

status, occupation, level of education, address, experience in attending SCD clinics, 

number of children with SDC, relationship with SDC children. 

3.9.2 Dependent variable 

SCD complications are an unfavorable evolution or consequence of the disease; it is 

categories into two severe complications and non severe complications. 

3.10 Measurement of variable 

3.10.1 Independent variables 

 Social demographic characteristics: were measured by 13 items, 5 items in 

nominal scale, which are (age, marital status, occupation, address and primary 

caregiver, 4items in interval scale (age of the child, age of caregiver, number of 

children, and experience) and 1 item in order scale (level of education of 

caregiver). 

 Knowledge of caregivers: were measured by 29 items with the maximum score 

of 29 and minimum score of 0, the median has been computed (11) those 

respondents who scored median (11) and above they were regarded as adequate 

knowledge, otherwise were regarded as inadequate knowledge (Rosliza, 

Rahmawati, Syukran, & Amirah, 2015). 

 Practice of caregivers on prevention of SCD: were measured by using 11 items of 

the likert scale, range from never = 0, sometimes =1, always = 2, the items then 

dichotomized , total maximum score were 11 with minimum score of 0 those 

score above the median 8 were regarding have appropriate practice otherwise 

inappropriate (Amor, 2018; Fowora, 2017; Rosliza et al., 2015). 
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 Attitudes of caregivers on prevention of SCD: were measured by using 4 items of 

the Likert Scale. Median score were 3 those score above were term as positive 

attitude and below negative attitudes.  

 Perceived barriers:  were measured with 5 item of yes and no question. Those 

who scores 5 score were termed as they have barrier on prevention of SCD 

(Hilda, 2012). 

3.10.2 Dependent variable 

Sickle Cell complications: The outcome variable of this study was sickle cell 

complication among children with sickle cell disease attending clinics at Dodoma 

region, which was assessed by 9 questions related to SCD complication which are 

infections, painful joint, acute painful splenic enlargement, severe acut chest pain 

and difficulty in breathing, bleeding and severe anemia, Leg ulcer, and priapism. 

Caregivers were asked to recall information‟s concerning to SCD complications six 

months prior to this study period also the documentary review from the files of 

selected participant  were done to comfirm the information from caregivers 

concerning complications of SCD which was occurred six month prior to this study, 

patients who experienced any of the complications and treated as an outpatient were 

regarded as “non-severe” and the patients who experienced any complication and 

being hospitalized were regarded as “severe” (CDC, 2018). 

3.11 Data analysis 

Statistical Package for Social Sciences (SPSS version 25) software was used for data 

analysis and significance of all statistical tests was determined at 5% level. Software 

program were applied during the data entry, processing, and analysis. Data were 

checked for errors to found out if there is any missing data also data were coded. 

Descriptive statistics such as frequency table and graph were used to describe the 

sample and the characteristics of the children and their caregivers.  

Chi-square test was used to assess association of sickle cell complication among 

children with sickle cell disease by caregivers‟ practices, knowledge, attitude, and 

perceived barriers by controlling their demographic characteristics. Since the 

outcome variable was dichotomized (0 = non severe and 1 = severe), binary logistic 
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regression model was used to determine factors associated with status of sickle cell 

complication among children with sickle cell disease.  

The results of the model are presented in form of regression parameter estimate and 

estimated odds ratios (OR). The estimated OR, determined by taking the exponent of 

the regression parameter estimates, shows the increase or decrease in the likelihood 

of having severe complication at a given level of the independent variable as 

compared to those in the reference category. An estimate of OR > 1 indicates that the 

likelihood of having severe complication among children with sickle cell disease for 

respondents at a given level of the independent variable is greater than that for the 

reference category. Similarly, an estimate of OR < 1 specifies that the chance of 

having severe complication among children with sickle cell disease at a given level 

of independent variable is less than that for the reference category 

3.12 Ethical issues 

The ethical permission was obtained from the University of Dodoma after the 

approval of the ethical committee board. Authorizations to conduct data at Dodoma 

regional referral hospital were obtained from administration office at Dodoma 

regional referral hospital. Then ethical issues were observed to ensure nobody is 

harmed during and after the research. All rules and regulations were observed during 

the whole process of data gathering in the field. Caregivers were informed on the 

study aims and only then were being asked to sign a written consent form and to 

concert for their babies so us to be enrolled in the study. All the data obtained were 

be coded during the time of data entry. 

The participants were informed that they have right to cancel their participation in 

the research and their data were not be used upon their withdrawal. Verbal consents 

were being asked from participants after the clarification of the aim of the study and 

requested to sign a written informed consent. Participants were voluntary join and 

free to withdrawal from the research at any time, the caregivers were consulted to 

consent on behalf of the children. However, the children also need to accept to 

participate. If children refuse, they were not being involved in the study even if the 

caregivers agree. 
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CHAPTER FOUR 

RESULTS AND DISCUSSION 

4.1 Overview 

This chapter presents the findings of the study conducted in Dodoma region from 

April 2020 to July 2020. The study involved 385 participants living with SCD 

children. Presentation of findings of this study was guided by the specific objectives 

of the study. The chapter begins with the explanations of the demographic and 

clinical characteristics of participants followed by the data obtained from each of the 

objectives of the study. The results of descriptive and inferential statistics are 

presented in frequency distribution tables, figures, and text. Statistical analysis 

carried out in this study were, descriptive analysis, Chi-square analysis for 

categorical data analysis and Logistic regression for associating with the outcome 

that was used and presented in this section. 

4.2 Socio-demographic characteristics  

4.2.1 Demographic characteristics of caregivers 

In this study, 385 participants were included. Majority of them 383 (99.48%) were 

female, their age ranging from 19 to 53 with the mean age of 34.44 ± 8.12 years, 

majority 193 (50.13%) were aged less than 35 years, more than half 221 (57.4%) 

were married, of them 371 (95.84%) were biological mother. It was noted that 206 

(53.51%) had primary education, 144 (37.40%) had no formal education and 55 

(9.09%) had from secondary education and above. Morever, some of them 143 

(37.14%) were employed (Table 1). 
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Table 1: Demographic characteristics of caregiver (N = 385) 

Variable Frequency (n) Percent (%) Mean±SD 

Caregivers‟ age (years)     

<35 193 50.13  

35-45 149 38.70  

>45 43 11.17 34.44 ± 8.12) 

Level of education    

In formal  144 37.40  

Primary level 206 53.51  

Secondary + 35 9.09  

Occupation    

Employed/self employed 143 37.14  

Unemployed 114 29.61  

Business 128 33.25  

Sex of the care giver    

Female 383 99.48  

Male 2 0.52  

Marital status    

Married 221 57.40  

Single 159 41.30  

Widow 5 1.30  

Relationship with the child    

Father 5 1.30  

Biological Mother 369 95.84  

Guardian 11 2.86  

4.3 Demographic characteristics of the child 

Regarding the sex of children, it was observed to have approximately equally 

propotion with 197 (51%) male and 188 (49%) female. Their age ranged from 0.7 to 

11 years with the mean ± SD of 5.61 ± 2.98. Majority 133 (34.55%) aged between 2-

4years. Of them, 146 (37.92%) were diagnosed with SCD at the age between 1-

2years. It was seen that half of children 195 (50.65%) were having 1-2 clinical visits 

within six month prir to this study. Moreover, 339 (88.05%) had one to two family 

members with SCD (Table 2). 



24 

Table 2: Demographic characteristics of the children (N = 385) 

Variable Frequency (n) Percent (%) Mean ± SD 

Age of the child (years)     

<5 159 41.30  

5+ 226 58.70 5.6  ± 2.98 

Age of the child at diagnosis     

<1 53 13.77  

1-2 146 37.92  

3-4 102 26.49  

5+ 84 21.82 2.8  ± 1.92 

Sex of the child    

Female 188 48.83  

Male 197 51.17  

Time since SCD diagnosis     

<1 49 12.73  

1-3 236 61.30  

4+ 100 25.97 2.3  ± 1.57 

Frequency of clinic visits     

<1 46 11.95  

1-2 195 50.65  

3+ 144 37.40 2.1 ± 1.41 

Number of children in the family     

1-2 165 40.86  

3+ 220 57.14 2  ± 1.3 

Number of children in the family with SCD     

1-2 339 88.05  

3+ 46 11.95 0.5  ± 0.83 

 

4.4 Prevelance of SCD complication among the children living with sickle cell 

disease 

The prevalences of nine complications were assessed; result is presented in figure 2. 

It was noted that about 229 (59.48%) children with sickle cell disease were having 

infections, about 170 (44.16%) spleenic enalgement, those with stroke 160 (41.56%), 

swollen painful joints/bone was about 155 (40.26%). Other complications were 

severe chest pain and difficulty in breathing 183 (47.53%), bleeding and severe 

anemia 173 (44.94%), Leg ulcer 181 (47.14%), priapism 155 (40.26%) and painful 

hip joint with prevalence of 160 (41.56%). 
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Figure 3: Prevalence of SCD related complications 

4.4.1 Number of SCD related complications among children attending SCD 

clinics 6 months prior to this study 

Figure 3 presents the number of Sickle Cell disease complications that experienced 

by children living with SCD. It was observed that majority of them  87 (22.60%) had 

4 comlpcations followed by those with 5 complications 82 (21.30%), 3 complications 

74 (19.22%), 2 complications 37 (9.61%) and 6 complications 34 (8.83%). For the 

minimum complications, patients with no complicatins were only 3 (0.78%) and 

those with one complication were 15 (3.90%). For the maximum complications, 

patients with all 9 complicatins were 5 (1.30%), and those with 8 complications were 

23 (5.97%). This indicate that all affected children experienced atleast one 

complication except three of them (Figure 3).  
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Figure 4: Number of SCD related complications 

4.4.2 Frequency of SCD related complications among children attending SCD 

clinics 6 months prior to this study 

Out of 385 caregivers who participate into the study (58%) of their children were 

having severe complications (Figure 4) 

 

 

Figure 5: Severity of SCD related complication among children attending SCD 

clinic  
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4.4.3 Factors associated with complications of sickle cell disease 

As presented in methodology section, logistic regression model was used to 

determine factors associated with complications of SCD. The results of unadjusted 

and adjusted logistic models showed that complication of sickle cell disease were 

significantly associated with caregivers‟ age, level of education, occupation, age of 

the child in years, age of the child at diagnosis, time for clinic attendance, practice 

and knowledge (p <0.05).  

With respect to level of education, it was observed that the respondents with 

secondary and above were less likely to have complications of sickle cell disease as 

compared to those respondents with no formal education (AOR = 0.272, 95% CI: 

0.097, 0.761, p = 0.0381), although were not significant, the respondents with 

primary education level were less likely to have complications of sickle cell disease 

as compared to those respondents with no formal education (AOR = 0.945, 95% CI : 

0.574, 1.557, p = 0.8253).  

With respect to knowledge, it was noted that, caregivers who had adequate 

knowledge were significant less likely to have patients who have complications of 

SCD as compared to caregivers with inadequate knowledge (AOR = 0.260, 95% CI: 

0.1561, 0.426, p<.0001). Practice were not significant associated with complications 

of sickle cell disease however it showed that, caregivers with appropriate practice 

were less likely to have patients with complications of SCD as compared to those 

with low practice (AOR = 0.905, 95% CI: 0.056, 1.461,  p = 0.6836) Table 3. 
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Table 3: Factors associated with severity of SCD complications (N = 385) 

Variable Unadjusted Adjusted 

 OR(95%CI) p-value AOR(95%CI) p-value 

Caregivers‟ age (years)  0.0221   

<35 (Ref)     

35-45 1.659 (1.066, 2.583) 0.0249 1.538 (0.921, 2.568)  

>45 0.729 (0.376, 1.414) 0.3495 0.717 (0.345, 1.491) 0.0907 

Level of education  <.0001   

In formal  (Ref)     

Primary  0.829 (0.534, 1.289) 0.4054 0.945 (0.574, 1.557)  

Secondary + 0.137 (0.056, 0.336) <.0001 0.272 (0.097, 0.761) 0.0381 

Occupation  0.0329   

Employed (Ref)     

Unemployed 1.674 (1.015, 2.763) 0.0437 1.151 (0.644, 2.058)  

Business 1.808 (1.110, 2.944) 0.0173 1.225 (0.699, 2.147) 0.7674 

Age of the child in years  0.0089   

<5 (Ref)     

5+ 1.734 (1.148, 2.620)  0.903 (0.441, 1.851) 0.7811 

Age of the child at 

diagnosis 

 0.0335   

<1 0.572 (0.282, 1.163) 0.1228 0.652 (0.153, 2.769)  

1-2 0.474 (0.270, 0.830) 0.0091 0.623 (0.251, 1.549)  

3-4 0.832 (0.452, 1.532) 0.5553 0.960 (0.456, 2.021)  

5+ (Ref)    0.6779 

Frequence of clinic Visit  0.0128   

<1 (Ref)     

1-2 0.741 (0.386, 1.420) 0.3660 1.024 (0.270, 3.883)  

3+ 1.452 (0.734, 2.874) 0.2839 1.093 (0.256, 4.670) 0.9831 

Practice  0.0064   

Low practice (Ref)     

High practice 0.563 (0.373, 0.851)  0.905 (0.561, 1.461) 0.6836 

Knowledge  <.0001   

Inadequate (Ref)     

Adequate  0.217 (0.140, 0.335)  0.260 (0.159, 0.426) <.0001 

Attitude  0.1323   

Negative  (Ref)     

Positive attitude 0.732 (0.488, 1.099)  0.658 (0.410, 1.054) 0.0817 

 

 

4.3 Caregivers’ knowledge on SCD and its related complications 

Based on median cutoff point which was 12, 206 (54%) had inadequate knowledge 

and 179 (46%) had adequate knowledge (Figure 5). 
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Figure 6: Prevalence caregivers’ knowledge on SCD and its related 

complications 

Table 4: Caregivers’ knowledge on SCD and its related complications (N = 385) 

Variable  Yes N (%) No N (%) 

Sickle Cell is Inheritable disease  144 (37.40) 241 (62.60) 

Sickle Cell disease occur from a couple without clinical 

symptoms of the disease  

202 (52.47) 183 (47.53) 

Both parent are the reasons for SCD occurrence to 

children 

37 (9.61) 348 (90.39) 

Recurrent painful episodes 166 (43.12) 219 (56.88) 

Recurrent anemia requiring transfusions 192 (49.87) 193 (50.13) 

Recurrent infections 166 (43.12) 219 (56.88) 

Acute painful enlarged spleen 173 (44.94) 212 (55.06) 

Severe episodes of jaundice 154 (40.00) 231 (60.00) 

Episodes of persistent painful erections 170 (44.16) 215 (55.84) 

In ability of the bone marrow to produce blood cells 

caused by viral infection 

164 (42.60) 221 (57.40) 

Acute attacks of severe chest pain and difficulty in 

breathing 

166 (43.12) 219 (56.88) 

Leg ulcers 166 (43.12) 219 (56.88) 

Hip pain 154 (40.00) 231 (60.00) 

Neurological symptoms marked by weakness on one 

side of the body  

180 (46.75) 205 (53.25) 

Gall stones 163 (42.34) 222 (57.66) 

Infections 180 (46.75) 205 (53.25) 

Bacterial or Malaria 158 (41.04) 227 (58.96) 

Dehydration  178 (46.23) 207 (53.77) 

Strenuous activities 185 (48.05) 200 (51.95) 

Extremes of weather 168 (43.64) 217 (56.36) 

Hypoxia  162 (42.08) 223 (57.92) 

Adequate rest 185 (48.05) 200 (51.95) 

Malaria prevention 169 (43.90) 216 (56.10) 

Penicillin prophylaxis 163 (42.34) 222 (57.66) 

Vaccination against common bacterial infections 151 (39.22) 234 (60.78) 

Long term folic acid use 153 (39.95) 232 (60.26) 

Regular clinic visits 172 (44.68) 213 (55.32) 

Use of hydroxyurea 155 (40.26) 230 (59.74) 

Annual transcranial Doppler ultrasounds 142 (36.98) 243 (63.12) 
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4.3.1 Relationship between demographic characteristics and knowledge of 

caregivers on the preventions of SCD complications among children 

attending SCD clinics  

The relationship between caregivers‟ knowledge of complication of SCD and 

demographic characteristics, based on chi square test is presented in Table 4. The 

results showed that caregivers‟ knowledge was significantly related with the level of 

education (p <0.0001), Occupation (p = 0.0269) and Marital status (p = 0.0002). The 

highest proportion of adequate knowledge was observed among people with 

secondary education and above 32 (91.43%), followed by individuals with primary 

education 98 (47.57%) and in formal education 49 (34.03%). It was also noted that a 

bit over half of respondents with adequate knowledge were employed 78 (54.55%) 

followed by unemployed group 52 (45.61%) and lastly house wife 49 (38.28%). The 

proportional of respondents was significantly higher among married caregivers 121 

(54.75%) as compared to Single or widow 58 (35.37%) (Table 5). 

Table 5: Relationship between caregiver’s socio-demographic characteristics 

and knowledge (N = 385) 

Variable 

Inadequate 

n (%) 

Adequate 

n (%) 

Chi-

square p-value 

Caregivers‟ age in years   

1.7353 0.4199 

<35 98 (50.78) 95 (49.22) 

35-45 86 (57.72) 63 (42.28) 

>45 22 (51.16) 21 (48.84) 

Level of education   

37.4994 <.0001 

In formal  95 (65.97) 49 (34.03) 

Primary  108 (52.43) 98 (47.57) 

Secondary + 3 (8.57) 32 (91.43) 

Occupation    

7.2323 0.0269 

Employed 65 (45.45) 78 (54.55) 

Unemployed 62 (54.39) 52 (45.61) 

Business 79 (61.72) 49 (38.28) 

Marital status   

14.2207 0.0002 

Married 100 (45.25) 121 (54.75) 

Single/widow 106 (64.63) 58(35.37) 

 

4.3.2 Factors associated with caregivers’ knowledge on the preventions of SCD 

complications among children attending SCD clinic  

Binary logistic model was used to find factors associated with knowledge. It was 

noted that knowledge of caregivers on the prevention of SCD complications were 
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significantly associated with caregivers level of education (OR = 20.680, 95% C: 

6.029, 70.934, p < .0001) and their marital status (OR = 0.452, 95% CI: 0.298, 0.685, 

p = 0.024). With regard to the education level, caregivers with primary education 

were about two times more likely to have adequate knowledge as compared to those 

with no formal education (AOR = 1.66, 95% CI 1.062, 2.613, p = 0.0262), while 

those from secondary level of education and above were about thirteen times more 

likely to have adequate knowledge as compared to those with no formal education 

(AOR = 13.24, 95% CI, 3.762, 46612, p <.0001). As compared to caregivers who 

were married, those who were single were less likely to have adequate knowledge on 

the prevention of SCD complications (AOR = 0.604, 95% CI, 0.388, 0.938, p = 

0.0248) Table 6. 

 

Table 6:  Factors associated with caregivers’ knowledge on the preventions of 

SCD complications among children attending SCD clinics (N = 385) 

Variable 

Unadjusted Adjusted 

OR (95% CI) p-value AOR (95% CI) p-value 

Caregiver‟s age 

years 

    

<35 (Ref)     

35-45 0.2021 (0.491, 1.162) 0.2021   

>45 0.985 (0.508, 1.907) 0.9635    

Level of 

education 

    

Informal  

(Ref) 

    

Primary  1.759 (1.133, 2.732) 0.0119 1.666 (1.062, 2.613) 0.0262 

Secondary + 20.680 (6.029, 70.934) <.0001  13.242 (3.762, 46.612) <.0001 

Occupation     

Employed 

(Ref) 

    

Unemployed 0.699 (0.426, 1.146) 0.1554 0.896 (0.527, 1.524) 0.6851 

Business 0.517 (0.318, 0.840) 0.0077 0.674 (0.401, 1.135) 0.1380 

Marital status     

Married 

(Ref) 

    

Single 0.452 (0.298, 0.685) 0.0002  0.604 (0.388, 0.938) 0.0248 

Sex of caregivers     

Male (Ref)     

Female 2.293 (1.518, 3.463) <.0001 1.703 (1.099, 2.639) 0.0172 
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4.4 Caregivers’ practices on the prevention of sickle cell disease related 

complications among children attending SCD clinics  

Figure 6 presents caregivers practice on prevention of SCD complications it was 

shown that more than (55%) of the participants had appropriate practice. 

 

Figure 7: Caregivers’ practices on the prevention of sickle cell related 

complications among children attending SCD clinic  

 

Table 7: Caregivers’ practices on the prevention of sickle cell related 

complications among children attending clinic (N = 385) 

Variable  Never do it  

n (%) 

Sometimes 

n (%) 

Always 

n (%) 

Take penicillin prophylaxis 119 (30.91) 137 (35.58) 129 (33.51) 

Sleep under insecticide treated mosquito 

bed net 

100 (25.97) 147 (38.18) 138 (35.84) 

Avoids very warm or cold weather 116 (30.13) 156 (40.52) 113 (29.35) 

Drinks at least 8 glasses of water per day 114 (29.61) 156 (40.52) 115 (29.87) 

Takes folic acid supplements 112 (29.09) 125 (32.47) 148 (38.44) 

Avoids strenuous activities 115 (29.87) 165 (42.86) 105 (27.27) 

Clinic appointment date for disease 

monitoring 

126 (32.73) 136 (35.32) 123 (31.95) 

Give tradition medicine 105 (27.27) 124 (32.21) 156 (40.52) 

Take your child to traditional healer 106 (27.53) 117 (30.39) 162 (42.08) 

Ensure good nutrition to the child 87 (22.60) 168 (43.64) 130 (33.77) 

Takes Hydroxyurea 115 (29.87) 157 (40.78) 113 (29.35) 

 

4.4.1 Relationship between practices with demographic characteristics  

The relationship between caregivers‟ practices on preventions of SCD complication 

and demographic characteristics, based on chi square test are presented in table 6. 

The results showed that caregivers‟ practices was significantly related with the level 
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of education (p < 0.0001) and marital status (p = 0.0003) of caregivers. The highest 

proportion of appropriate practices was observed among caregivers with secondary 

education and above 31 (88.57%), followed by individuals with primary education 

111 (53.88%) and no formal education 68 (47.22%). Majority of married caregivers 

138 (62.44%) were having appropriate practices and 72 (43.90%) were single.  

 

Table 8: Relationship of caregivers’ demographic characteristics and practices 

(N = 385) 

Variable 

Inappropriate 

practices 

n (%) 

Appropriate 

practices 

n (%) 

Chi-

square 

p-

value 

Caregivers‟ age (years)     

<35 81 (41.97) 112 (58.03)   

35-45 75 (50.34) 74 (49.66)   

>45 19(44.19) 24 (55.81) 2.4054 0.3004 

Level of education     

Informal  76 (52.78) 68 (47.22)   

Primary  95 (46.12) 111 (53.88)   

Secondary + 4 (11.43) 31 (88.57) 19.4950 <.0001 

Occupation      

Employed/self employed 54 (37.76) 89 (62.24)   

Unemployed 57 (50.00) 57 (50.00)   

Business 64 (50.00) 64 (50.00) 5.4295 0.0662 

Marital status     

Married 83 (37.56) 138 (62.44)   

Single/widow 92 (56.10) 72 (43.90) 13.0529 0.0003 

 

4.4.2 Associations between caregivers factors with practice on the prevention 

of SCD complications among children attending SCD clinic 

The results of unadjusted and adjusted logistic models as presented in table 9 showed 

that practice was significantly associated with caregivers level of education (OR = 

1.306,  95%  CI: 0.852, 2.001, p = 0.0065) and Marital status (OR = 0.471, 95% CI: 

0.312, 0.710, p = 0.014). With respect to education level, caregivers who had 

secondary level and above were approximately five times more likely to have 

appropriate practice as compared to those with no formal education (AOR = 4.85, 

95%  CI: 1.555, 15.098, p = 0.0065). With regard to marital status, it was observed 

that those single caregivers were less likely to have appropriate practice as compared 

to their counter parts (AOR = 0.59, 95% CI: 0.382, 0.900, p = 0.0147). 
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Table 9: Associations between caregivers factors with practice on the 

prevention of scd complications among children attending SCD clinic 

(N = 385) 

Variable 

Unadjusted Adjusted 

OR (95% CI) p-value AOR (95% CI) p-value 

Care giver‟s age 

(year) 

    

<35 (Ref)     

35-45 0.714 (0.464, 1.097) 0.1239   

>45 0.914 (0.469, 1.779) 0.7902   

Level of education     

Informal (Ref)     

Primary 1.306 (0.852, 2.001) 0.2203 1.175 (0.757, 1.824) 0.4718 

Secondary + 

8.662 (2.908, 

25.800) 

0.0001  4.845 (1.555, 15.098) 0.0065 

Occupation     

Employed (Ref)      

Unemployed 0.607 (0.368, 0.999) 0.0497 0.708 (0.420, 1.196) 0.1971 

Business 0.607 (0.374, 0.985) 0.0431 0.773 (0.464, 1.288) 0.3233 

Marital status     

Married (Ref)      

Single 0.471 (0.312, 0.710) 0.0003 0.586 (0.382, 0.900) 0.0147 

 

4.5 Attitude of caregivers on prevention of SCD complication among 

children attending SCD clinic  

Among 385 caregivers who were participating in the study (70%) were having 

positive attitude on the prevention of SCD complications. 

 

Figure 8: Prevalence of caregiver’s attitude on the prevention of SCD 

complications among children attending SCD clinics  

Table 10:  Caregivers’ attitude on prevention of SCD complications among 

children attending scd SCD clinics (N = 385) 
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Items  

Strongly 

Agree 

n (%) 

Agree 

n (%) 

Neutral 

n (%) 

Disagree 

n (%) 

Strongly 

Disagree 

n (%) 

Attendance of child at 

hospital when he/she 

have complication 166 (43.12) 183 (47.53) 26 (6.75) 9 (2.34) 1 (0.26) 

Necessity to give a child 

prophylactic drugs 123 (32.03) 136 (35.42) 117 (30.47) 8 (2.08) 0 (0.00) 

Keep clinics 

appointment 126 (32.73) 131  (34.03) 87 (22.60) 41(10.65) 0 (0.00) 

Seek help to the 

neighbor 153 (39.74) 124 (32.21) 91 (23.64) 17 (4.42) 0 (0.00) 

4.5.1 Relationship between caregivers socio-demographic characteristics and 

attitudes on preveentions of SCD complications among children 

attending SCD clinics  

Relationship between caregivers‟ attitudes on preventions of SCD complication and 

demographic characteristics, based on chi square test presented in table 7. The results 

showed that there was no significance relationship between caregivers‟ attitude and 

their demographic characteristics (Table 12). 

Table 11: Relatioship between caregivers socio-demographic characteristics 

and attitudes on the prevention of SCD complications among 

children attending SCD clinics (N = 385) 

Variable 

Negative attitude 

n (%) 

Positive attitude 

n (%) 

Chi-

square 

p-

value 

Caregivers‟ age in 

(years)     

<35 63 (32.64) 130 (67.36)   

35-45 40 (26.85) 109 (73.15)   

>45 14 (32.56) 29 (67.44) 1.4433 0.4860 

Level of education     

Informal  47 (32.64) 97 (67.36)   

Primary  60 (29.13) 146 (70.87)   

Secondary + 10 (28.57) 25 (71.43) 0.5545 0.7579 

Occupation     

Employed 48 (33.57) 95 (66.43)   

Unemployed 33 (28.95) 81 (71.05)   

Business 36 (28.13) 92 (71.88) 1.1046 0.5756 

Marital status     

Married 60 (27.15) 161 (72.85)   

Single/widow 57 (34.76) 107 (65.24) 2.5750 0.1086 

Number of siblings in 

the family with SCD     

1-2 103 (30.38) 236 (69.62)   

3+ 14 (30.43) 32 (69.57) 0.0 001 0.9943 
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4.5.2 Association between caregivers factors with attitude on the prevention of 

SCD complications among children attending SCD clinic  

The un adjusted and adjusted  logistics regression was perfomed to determine the 

influence of caregivers factors and attitude as are presented in table 13 showed that 

there is no statistically significantly association between caregivers factor with 

attitude.  

Table 12: Association between caregivers factors with attitude on the 

prevention of SCD complications among children attending SCD 

clinic (N = 385) 

Variable 

Unadjusted Adjusted 

OR (95%CI) p-value AOR (95%CI) p-value 

Care giver‟s age in 

(years) 

    

<35 (Ref)     

35-45 0.786 (0.512, 1.206) 0.2696   

>45 1.048 (0.540, 2.032) 0.8907    

Level of education     

Informal (Ref)     

Primary 0.658 (0.429, 1.010) 0.0557 0.654 (0.425, 1.005) 0.0526 

Secondary + 1.067 (0.506, 2.249) 0.8653 0.959 (0.447, 2.058) 0.9140 

Occupation     

Employed (Ref)      

Unemployed 0.656 (0.400, 1.076) 0.0948 0.666 (0.402, 1.103) 0.1140 

Business 0.785 (0.487, 1.267) 0.3217 0.794 (0.486, 1.295) 0.3546 

Marital status     

Married (Ref)     

Single 1.175 (0.784, 1.760) 0.4354   

 

4.6 Perceived barrier of caregiver on the preventions of SCD complications 

among children attending SCD clinics  

Among 385 caregivers participate into the study 135 (35.06%) were experience 

forgetting, difficulty getting medication 141 (36.6%), time constraint/busy 119 

(30.91%), cost of medication 155 (40.26%), side effect 159 (41.30%) on the 

prevention of SCD complications. 
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Table 13: Perceived barrier of caregivers on prevention of SCD complications 

among children attendind clinics (N = 385) 

Variable 

Very Unlikely 

n (%) 

Somewhat 

n (%) 

Likely 

n (%) 

Forgetting 113 (29.35) 137 (35.58) 135 (35.06) 

Difficulty getting medication. 112 (29.09) 132 (34.29) 141 (36.62) 

Time constraint/Busy 118 (30.65) 148 (38.44) 119 (30.91) 

Cost of medication 105 (27.27) 155 (40.26) 125 (32.47) 

Taste aversion/side affects 

always problem 

100 (25.97) 159 (41.30) 126 (32.73) 

 

4.6.1 Number of barrier experienced by caregivers on the prevention of scd 

complications among children attending SCD clinics 

Among total of 385 caregivers who are included in the study 2 (0.52%) of them had 

no any perceived barrier, 10 (2.60%) of them experienced one perceived barrier, 49 

(12.73%) experienced two perceived barriers, 118 (30.65%) experienced three 

perceived barriers, 115 (29.87%) of them had for perceived barriers and 91 (23.64%) 

of them experienced all five perceived barrier on the prevention of SCD 

complications (Figure 8) 

 

Figure 9: Number of barrier experienced by caregivers on preventions of SCD 

complications 

4.7 Discussion 

Sickle cell disease complications are unfavorable evolution or consequence of the 

disease (Amor, 2018). Complications are the most leading cause of mortality and 

morbidity in children living with sickle cell desease; it also reduces children quality 
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of life (Makani et al., 2018; Uyoga et al., 2019). Home-based care is an important 

element of comprehensive SCD managing to decrease the incidence of complications 

among children with this condition. Studies have revealed that caregivers with SCD  

children  are at high risk for great anxiety from financial demand, emotional and 

physical stress associated with SCD which can significantly weaken their ability to 

offer most favorable home-based care (Panepinto, Pajewski, Foerster, Sabnis, & 

Hoffmann, 2009). 

Knowledge of sickle cell disease, its complications and ways to prevent these 

complications given throughout routine health education to parents not only decrease 

the pressure associated with disease but also improves the quality of life to patient 

and overall family functioning. Health education is routinely given to caregivers of 

children with sickle cell disease both at diagnosis and during continued care when 

children attend sickle cell disease clinic in Dodoma region like many other clinics in 

Tanzania 

4.7.1 Prevalence of sickle cell complications among children attending SCD 

clinics  

The current study shows that majority of children developed complications of sickle 

deasease 6 months prior to this study; however, it is observed by the study that half 

of the children attending clinic at Dodoma region developed severe complications. 

This is because caregivers had inaedaquate knowledge on sickle cell disease and its 

related complications. Theis result concus with the study done by Saidi et al. (2016) 

who reported that all children were developed complications. The similarities might 

be due to the reason that both studies were conducted in the same countries with the 

same socioeconomic characteristics. Another study done in Nigeria by Amoran et al. 

(2017) revealed that two- third of the study participants have SCD complications 

twice or more in a month.  Moreover, a study done by Shah, Bhor, Xie, Paulose, & 

Yuce (2019) reveled that majority of the SCD  participant  develop complications.  

4.7.1.1 Factors associated with complications among children attending SCD 

clinic  

The current study reveled that among the factors that shown association with SCD 

complications were caregivers‟ age in years, level of education, occupation, age of 
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the child in years, Age of the child at diagnosis, time for clinic attendance, practice 

and knowledge. The same result was observed by the study done by Amor (2018) 

who reveled that caregivers‟ knowledge and home based practices were the factors 

associated with frequence occurrence of complications among children with SCD.  

Also study done by Saidi et al. (2016) shows that age of the child at diagnosis, age of 

the child in years were significantly associated with frequent occurrence of SCD 

complications to their children. 

4.7.2 Caregivers’ knowledge on the prevention of SCD complication among 

Children attending SCD clinics  

According to health believe modal knowledge on SCD significantly contribute to the 

disease control and improve the quality of life to children (waynew w.lamorte, 2019). 

The current study reveled that more than half (54%) of caregiver who participated in 

the study had inadequate knowledge on SCD and its related complications, this could 

be due to the fact that majority of caregivers have low level education. 

The observation is similar to a study done in Zanzibar by Amor (2018) which 

revealed that more than half (53.3%) of caregivers attending clinics had inadequate 

knowledge on the prevention of SCD and its related complications. Moreover, same 

result from a study done at Ndola Zambia by Nakazwe (2017) found that half of the 

respondents had inadequate knowledge (53.9 %) about sickle cell disease and its 

complications. This similarity could due to same study populations and study design.  

Another study done in Uganda by Tusuubira et al. (2018) showed that  majority of 

the respondents had inadequate knowledge on SCD and its related complicatons. 

Contrary with current study findings Alturaifi et al, (2018)  found that more than half 

(51.4%) of population have good knowledge on SCD and its complications. This 

may be due to different of socioeconomical background. 

4.7.2.1 Factors assosiated with knowledge on preventions of scd on the 

prevention of SCD complications among children attendingSCD clinic 

The current result shows that factors associated with knowledge were caregiver‟s 

level of education and marital status. Another study done by Lima & Garcia, (2015) 

reveled that marital status, trible, sex, low level of educations are the factors  
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associated with knowledge. These result is contraly to the study done by Jensen et al. 

(2005) who found that SCD knowledge  was not direct correlated with caregivers 

factors. 

4.7.3 Caregivers’ practice on the prevention of scd complication among 

children attending SCD clinics  

The current study shows that, the practices on prevention of SCD among care givers 

were appropriate by (55%). This is due to the fact that majority of caregivers were 

married. This provides the parenteral supports in caring of their sick children. Hence, 

the practice level in the prevention of SCD complications would be appropriate. 

The results of this study resembles with the study done done by Fowora (2017), who 

reported that (75.5%) of the caregivers had higher adherence on home based care of 

the children with SCD complications as recommended. Contrarily, the study done, in 

Zanzibar by Amor (2018), reported that a half of caretakers had inappropriate 

practices on the prevention of complications related to SCD. 

4.7.3.1 Factor related to practices on the prevention of SCD complications 

among children attending SCD clinic  

The current study reveled that practice was significantly associated with caregiver‟s 

level of education and Marital status. Another study done by Lima and Garcia (2015) 

found that sex, trible, marital status, low education were the factors which show 

significance associations with caregivers sociodemographic factors. These studies is 

not supported with the study done by Nakazwe (2017) in Zambia, who reported that 

obtaining the information from hospital during visits was the factor that associated 

with practices of care giver‟s towards prevention of SCD.   

 

4.7.4 Caregivers’ attitude on prevention of SCD complication among children 

attendingSCD clinic  

The current study showed that the largest proportion of the caregivers (70%) had a 

positive attitude on prevention of SCD complication among children attending SCD 

children at Dodoma Region. This might be attributed to curiosity of caregiver on 

SCD status of their children. Thi findings of the current study is in line with the study 

done in Nigeria by (Adewoyin, Alagbe, Adedokun, & Idubor, 2015) which revealed 

(80.8%) of the participant were having positive attitude on SCD prevention. The 
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general reasons for checking their carrier status was school entry, personal curiosity, 

medical doctor‟s request, and pre-marital screening.  

This is also similar to that of the study done at Ndola Zambia by Nakazwe (2017) 

which revealed that majority (92.5%) of parents have positive attitude, The results 

were almost similar to the result of a cross sectional  study done by Ohaeri & 

Shokunbi, (2001) in which showed that the higherst proportional of participant 

(88.9%) had positive attitude. Shirivash kumar & Pujari (2020) done study reveled 

that parent have positive attitude regarding thalathemia.  

The findings of the current study is contrary with that study done by Stewart et al 

(2020) who found that providers show negative attitude. Ghimire (2016) in Nepal 

state showed that nearly half (48.3%) of the participant have negative attitude toward 

SCD and also the study showed no correlation between knowledge and attitude. 

4.7.4.1 Factors associated with attitude of caregivers on the prevention of scd 

complications among children attending SCD clinic  

The current study revealed that at there no significance association between 

caregivers factor with attitude. These results are in agreement with the study done by 

Ghimire, (2016) found that also the study showed no correlation between knowledge 

and attitude. Contrary to the current study, Lima and Garcia (2015) found that sex, 

trible, Marital status, level of education are the factors associated with caregivers 

attitude. 

4.7.5 Caregivers’ perceived barrier on prevention of scd complications among 

children attending SCD clinic  

Health belived modal shows that caregivers fairule to adhere on the recommended 

preventive practice because of an obstacle, such as expensiveness, side effects, 

unpleasant (painful), time-consuming, or inconvenient which increasing the 

likelihood of developing sickle cell complications to their children (waynew 

w.lamorte, 2019). This is inline with the current study which observed that  barrier 

such as forgetting, difficulty getting medication, time constraint/busy, cost of 

medications, side effects was obseverd to almost all caregivers and those are the 

reasons for an increasing number of  sickle cell deseases complications especially 

those which are severe complications to children.  
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This may be due to the fact that single parenting is a reson that facilitate barriers on 

perfoming the recommended practices on preventions of SCD complications among 

children  (Betsy, 2006). Another study  finding  from the study  Cronin et al, (2018) 

reveled that majority of caregivers failure to adhere on recommended practices like 

clinics appointment  because of barrier which are  forgetifullness, financial 

insecurity,  health literacy. Anather study done by Hilda (2012) at Lusaka reported 

that income is major promiment barrier on preventions of SCD crisis to their 

children. 

Chide et al. ( 2020) shows that lack of knowledge, perceived side effects, and cost, 

religious beliefs of disease causation and lack of pediatric formulation are the barrier 

reduce the up take of hydroxeurea among caregivers with SCD children. Another 

study done by  Sleath, (2006) revealed that age, larger family size, other chronic 

condition to the child like asthma, taste were the most common on perfoming the 

recommended practices that prevent complications to their children.  

4.8 Limitation of the study  

The study has involved caregivers of children aged between 6 months and 11yeras 

and bwith SCD, which some how may not be generalizable for adolescent patients 

whom may have other factors affecting their disease control,also research involve 

one region but also 2 hopital are the one which were involve into the study. 

 

4.9 StrengthS of the Study  

The convenient sampling and high response rate contributed qualify the 

generalizability of the study to many other settings. 
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CHAPTER FIVE 

CONCLUSIONS AND RECOMMENDATIONS 

5.1 Overview  

This chapter gives a brief summary of the study Assessed caregivers‟competence on 

the prevention of sickle cell complication among children attending clinics at 

Dodoma region. 

5.2 Conclusion 

This study concludes that the highest proportion of caregivers living with SCD 

children in Dodoma Region have inadequate knowledge of SCD and its related 

complications. What logically follows from this finding is the quality health 

education provided to these caregivers during clinic visits is not sufficient to 

empower them to prevent their children from developing complications. Study has 

also reported a significant delay in diagnosis of sickle cell disease to a majority of 

children diagnosed at the age of 5 years and above when the disease has already 

caused a significant multi organ effects due to delay in initiation of comprehensive 

disease care. Also, all most all caregivers was observed to have barrier which prevent 

them from providing care to their children these together contributed to occurrence 

of complications especially those which is severe which resulting into an increasing 

frequently hospitalizations to their children. 

5.3 Recommendations 

The critical review should be done to review the quality of health education about 

sickle cell disease given to caretakers of children with SCD to examine if the 

contents included are sufficient to allow caregivers with the basic knowledge and 

practice required to care for children. 

Intervential study should be conducted for the evaluation of disease knowledge of 

health educations conducted to caregivers during clinics visits in relationof deseas 

control. 

The universal newborn SCD screening program should be renfocing to ensure early 

diagnosis of SCD and prompt initiation of comprehensive care for disease control 

and prevention of progressive organ damage related with poorly controlled disease. 
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To enhance adherence to the recommended practices of parents, community health 

workers trained in sickle cell disease care who may possibly conduct a regular 

community outreach to monitor parental practices and address barriers identified in 

the home environment to maintain and promote optimal care to children with SCD 
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APPENDICES 

Appendix I: Questionnaire (English versions) 

Study tittle: assessing caregivers‟competence on prevention of sickle cell 

complications among children attending SCD clinic in Dodoma regional: a cross 

sectional study. 

Questionnaire No……………. 

 Date …………………………  

Read all the questions and options to the respondent and circle the chosen response  

 

A. DEMOGRAPHIC OF CAREGIVER AND THE CHILD  

1. Caregivers‟ age in years………  

2. Level of education  

a) No formal education  

b) Primary education  

c) Secondary school education  

d) Tertiary education  

3. Occupation  

a) Employed  

b) Small scale entrepreneur 

c) Unemployed  

d) House wife  

e) Others (specify………………….)  

4. Sex of the caregiver 

a) Male 

b) Female 

5. Marital status  

a) Married  

b) Single  

c) Divorced 

d) Cohabit 
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6. Relationship with the child?  

a) Father 

b) Mother  

c) Guardian 

7. Age of the child in years……………  

8. Age of child on diagnosis 

9. Sex of the child  

a) Male b) Female 

10. For how long has the child been diagnosed with Sickle Cell Disease? 

11. How long has the child been on sickle cell disease clinic services 

…………(months)  

12. Number of siblings in the family……………  

13. Number of siblings in the family with SCD……………  

 

B. CAREGIVERS’ KNOWLEDGE ON SCD AND ITS RELATED COMPLICATION 

14. Sickle Cell DiseaseInheritable disease of RBCs?  

a) Yes b) No 

15. Can Sickle Cell disease occur from a couple without clinical symptoms of the 

disease……………? 

a) Yes  b) No  

16. When the child is born with Sickle Cell disease; both parents are reason for 

occurrence of the disease to the child? 

a) Yes  b) No 

17. Among the following problems are Sickle Cell disease related complications? 

a) Recurrent painful episodes  (Yes/No)  

b) Recurrent anemia requiring transfusions(Yes/No)   

c) Recurrent infections (Yes/No) 

d) Acute painful enlarged spleen (Yes/No) 

e) Severe episodes of jaundice (Yes/No) 

f) Episodes of persistent painful erections (Yes/No) 

g) Acute chest pain with difficult in berating (Yes/No) 

h) Leg ulcer (Yes/No) 

i) Painful hip joint (Yes/No) 

j) Stroke (Yes/No) 
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k)  Gall stone (Yes/no) 

18. All the following are known precipitants of Sickle Cell related complications  

a) Infections (yes/no) 

b) Bacterial or Malaria (Yes/No) 

c) Dehydration (Yes/No) 

d) Strenuous activities (Yes/No) 

e) Extremes of weather (Yes/No) 

f) Hypoxia (Yes/No) 

19. All the following are effective interventions in preventing/reducing the rate of 

Sickle Cell related complications  

a) Adequate rest (Yes/No) 

b) Malaria prevention (Yes/No) 

c) Penicillin prophylaxis (Yes/No) 

d) Vaccination against common bacterial infections (Yes/No) 

e) Long term folic acid use (Yes/No) 

f) Regular clinic visits (Yes/No) 

g) Use of hydroxyurea (Yes/No) 

h) Annual Trans cranial Doppler ultrasounds (Yes/No)  

 

C. AREGIVERS’ PRACTICES ON PREVENTION OF SICKLE CELL RELATED 

COMPLICATIONS 

How do you score yourself on how often your child with Sickle Cell disease does 

the following to prevent Sickle Cell related complication? 

 

20. Take penicillin prophylaxis  

a) Never takes 

b) Sometimes 

c) Always without missing 

21. Sleep under insecticide treated mosquito bed net?  

a) Never do it 

b) Sometimes 

c) Everyday  

22. Avoids very warm or cold weather?  

a) Never do it 

b)  Sometimes 

c) Always  
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23. Drinks at least 8 glasses of water per day?  

a) Never do it 

b) Sometimes 

c) Always without fail 

24. Takes folic acid supplements?  

a) Never do it 

b) Sometimes 

c) Always  

25. Avoids strenuous activities?  

a) Never do it 

b) Sometimes 

c) Always 

26. Follow clinic appointment date for disease monitoring?  

a) Never do it  

b)  Sometimes 

c) Always without missing  

27. Give tradition medicine? 

a) Always 

b) Sometimes 

c) Never You 

28. Take your child to traditional healer?  

a) Always 

b) Sometimes 

c)  Never do it  

29. Ensure good nutrition to the child?  

a) Never do it 

b) Sometimes 

c) Always  

30. Takes Hydroxyurea? 

a) Never do it  

b)  Sometimes 

c) Always 

 

D. FREQUENCY OF SICKE CELL DISEASE RELATED COMPLICATIONS 

TO THE CHILD 

31. In the past 6 months how often have you had to take the child to hospital due to 

SCD related to illness?  

a) None  

b) Once  

c) Twice or more  

32.  In the past 6 months how many times has the child been admitted to hospital?  

a) None  b) Once  
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c) Twice or more  

33. If the child was admitted what was the reason for admission?  

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________ 

34. Fever requiring fluid and antibiotic therapy  

a) Yes 

b) No 

c) I don‟t know 

35.  Fever treated with anti-malaria  

a) Yes 

b) No 

c) I don‟t know 

36.  Blood transfusion 

a) Yes 

b) No 

c) I don‟t know 

37.  Acute painful splenic enlargement requiring fluid therapy and transfusion  

a) Yes 

b) No 

c) don‟t know 

38.  Swollen painful joints/bone  

a) Yes 

b) No 

c) I don‟t know 

39. Severe chest pain and difficulty in breathing  

a) Yes 

b) No 

c) I don‟t know 

40.  Bleeding and severe anemia  

a) Yes 

b) No  

c) I don‟t know 

41.   Leg ulcer  

a) Yes 

b) No 

c) I don‟t know 

42.  Painful hip joint  

a) Yes b) No 
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c) I don‟t know 

43.  In the past 6 months how often has the child had painful episodes requiring 

hospital attendance?  

a) None 

b) Once  

c) Twice r more  

44.   In the past 6 months how often has the child had malaria?  

a) None  

b) Once  

c) Twice or more  

45. In the past 6 months how often has the child been transfused?  

a) None 

b) Once  

c) Twice or more  

46.  In the past 6 months how often has the child had fever treated with antibiotics?  

a) None b) Once  

c) Twice or more  

47.  In the past 6 months how often has the child had severe chest pain, fever with 

DIB?   

a) None b) Once  c) Twice or more

48.  In the past 6 months how often has the child had episodes of painful enlarged 

spleen? 

a. None  

b. Once 

c. Twice or more 

49. In the past 6 months how often has the child had anemia and bleeding tendency 

such as nasal and gum bleeding?  

a) None  

b) Once  

c) Twice or more  

50.  In the past 6 months how often has the child had one sided body weakness with 

altered mental state?  

a) None  

b) Once  

c) Twice or more  

51.  In the past 6 months how often has the child had painful persistent penile 

erections?  

(Female child skip this question)  

a) None  b) Once  
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c) Twice or more  

52.  What is the source of information on prevention of Sickle Cell related 

complications?  

a) Mass media  

b) Social media  

c) Hospital staff  

d) Others: specify……… \

53. Did you bring your child at hospital when he/she have complication? 

a. Strongly agree 

b.  Agreed 

c. Neutral 

d. Disagreed  

e. Strongly disagree 

54. Is it necessary to give a child prophylactic drugs? 

a. Strongly agree 

b. Agreed 

c. Neutral 

d. Disagreed  

e. Strongly disagree 

55.  Is it necessary to keep clinics appointment? 

a. Strongly agree 

b. Agreed 

c. Neutral 

d. Disagreed  

e. Strongly disagree 

56.  Did you seek help to the neighbor when your child have crisis? 

a. Strongly agree 

b. Agreed 

c. Neutral 

d. Disagreed  

e. Strongly disagree 

 

E.  PARCEPTION OF CAREGIVER QUESTION SEVIRITY 

57.  How serious is Sickle Cell disease?  

a) Not Serious  

b) Somewhat  

c) Serious 

58.  How serious are infections for your child  

a) Not Serious  

b) Somewhat  

c) Serious  

59.  How serious is malaria for your child?  

a) Very Serious  

b) Somewhat 

c) Serious  
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60.  How serious is anemia for your child?  

 

a) Not Serious  

b) Somewhat  

c) Serious  

61.   How serious is pain for your child?  

a) Not Serious  

b) Somewhat  

c) Serious 

 

Regarding Perceived Susceptibility 

62.  How likely is it that your child will get infections?  

a) Very Unlikely 

b) Somewhat 

c) Likely  

63.  How likely is it that your child will get Malaria?  

a) Not Serious 

b) Somewhat 

c) Serious  

64.  How likely is it that your child will get anemia?  

a) Very Likely 

b) Somewhat  

c) Likely  

65.  How likely is it that your child will get Sickle Cell pain crisis? 

a) Very Likely 

b) Somewhat  

c) Likely  

 

Regarding Perceived Benefit  

66.  How well does penicillin help prevent infections for your child? 

a) Not at all  

b) Somewhat  

c) A great deal 

67.   How well does proguanil/bed nets help prevents malaria in your child? 

a) Not at all  

b) Somewhat  

c) A great deal  

68.   How well does drinking lots of water help prevents pain crisis in your child?  

a) Not at all 

b) Somewhat 

c) A great deal  



58 

69.   How well does folic acid helps prevent anemia in your child? 

a. Not at all 

b. Somewhat 

c. A great deal  

 

Regarding Perceived Barriers   

Some factors sometimes influence how much of a problem are each of the following 

in adhering to your child‟s medications  

70.   Forgetting. 

a. Never 

b. Sometimes  

71.   Difficulty getting medication. 

a. Never  

b. Sometimes  

72.   Time constraint/Busy 

a) Sometimes  

b) always a problem 

c) Never a problem  

73.   Cost of medication  

a) Sometimes  

b) Never a problem  

c) Sometimes  

74. Taste aversion/side affects always a problem? 

a) Never a problem  

b) Sometimes 

c) always a problem 

 

Questions were adopted from (Amor, 2018; Fowora, 2017; Lenoci, Edward, & 

Telfair, 2000) 

 

THANK YOU FOR YOUR PARTICIPATION 

THIS 
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Appendix II: Dodoso la Kiswahili juu ya ugonjwa wa mifupa miongoni mwa 

watoto wanaohudhuria kliniki ya watoto wa SCD mkoa wa Dodoma 

Nambari ya Dodoso ……………………                                            

Tarehe ………………………………  

Soma maswali yote na uchague jibu lako kwa kuzungushia duara 

 

A.  TAARIFA ZA HALI NAIDADI YA WATOA HUDUMA NA WATOTO  

WENYE UGONJWA WA MIFUPA 

1. Umri wa mtoa huduma ………………  

2. Kiwango cha elimu 

a. Sinaelimurasmi 

b. ElimuyaMsingi 

c. Elimuyasekondari 

d. Elimuyajuu 

3. Kazi 

a. Mwajiriwa 

b. Mjasiriamali 

c. Si Mwajiriwa 

d. Mama wanyumbani 

e. Nyenginezo (Taja………….)  

4. Jinsia ya Mtoa Huduma 

a. Mume  b. Mke  

5. Hali ya ndoa 

a. Nimeoa / Nimeolewa 

b. Sijaoa /Sijaolewa 

c. Nyengine (Taja…………)  

6. Uhusiano na mtoto 

a. Baba  

b. Mama  

c. Jamaa (Taja……..)  

7. Umri wa mototo………. 

8. Umriwa mototo wakati anachunguzwa………….. 

9. Jinsi ya mtoto 

a. Mume b. Mke   

10. Muda gani tangu alipogunduliwa na ugonjwa wa mifupa ………………..  

11. Kwa muda gani mototo amekuwa akipata huduma za kliniki ya ugonjwa 

mifupa? ………………. 

12. Ana ndugu wangapi katika familia?  ………………..  
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13. Idadi ya ndugu katika familia wenye Ugonjwa wa mifupa ………….. 

 

B.  TAALUMA YA WATOA HUDUMA KUHUSU UGONJWA WA MIFUPA  

14. Nini ugonjwa wa mifupa ni ugonjwa wa kurithi? 

a. Ndiyo  b. Hapana  

 

15.  Je, Ugonjwa wamifupa unaweza kutokea kutoka kwa wanandoa bila ya dalili za 

ugonjwa zinazoonekana?  

a. Ndio b. Hapana 

16.  Wazazi wawli ni sababu ya mototo kuzaliwa na ugonjwa wa mifupa? 

a. Ndiyo b. Hapana  

 

17.  Ni yapi kati ya matatizo yafuatayo yanayohusiana na ugonjwa wa seli mundu? 

a. Kujirudia kwa vipindi vya maumivu ya mara kwa mara (Ndio/Hapana) 

b. Upungufu wa damu wa mara kwa mara unaohitaji uongezaji wa damu  

(Ndio/Hapana) 

c. Kujirudia kwa maambukizo ya mara kwa mara (Ndio/Hapana) 

d. Maumivu makali yanayopelekea kuvimba kwa miguu (Ndio/Hapana) 

e. Vipindi vya homa kali ya njano (Ndio/Hapana) 

f. Vipindi vya kuendelea vya maumivu yanayotokana na kusimama 

kunyanyuka/kusimikakwauume (Ndio/Hapana) 

g. Maumivu makali ya kifua na kushindwa kupumua (Ndio/Hapana) 

h. Vidonda vya miguu (Ndio/Hapana) 

i. Maumivu ya nyonga (Ndio/Hapana) 

j. Mishipa ya fahamu inaonesha dalili za udhaifu katika upande mmoja wa 

mwili na kuleta mabadiliko (Ndiyo/Hapana) 

k. Vijiwe kwenye Nyongo (Ndio/Hapana) 

18.  Yafuatayo ni mambo yanayo harakisha matatizo yanayohusiana na ugonjwawa 

mifupa.   

a. Maambukizi Bakteria au Malaria (Ndio/Hapana) 

b.  Kuishiwa maji mwilini  (Ndio/Hapana) 

c. Shughuli zinazo hitaji nguvu  (Ndio/Hapana) 

d. Hali yahewa mbaya (Ndio/Hapana) 
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e. Upungufu wa kiwango cha oksijeni mwilini (Ndio/Hapana) 

f. Upungufu wa hewa 

19.  Yafuatayo ni mambo muhimu katika kuzuia/kupunguza kiwango cha matatizo 

yanatokana na ugonjwa wa mifupa 

a. Mapumzikoya kutosha  (Ndio/Hapana) 

b. Kinga dhidiya Malaria ( Ndio /Hapana) 

c. Kinga yakuzuia muwezekano wakupata ugonjwa Penisilini 

profilaksisi (Ndiyo /Hapana) 

d. Chanjo dhidi ya maambukizi ya bacteria maarufu  (Ndio/Hapana) 

e. Matumizi ya muda mrefu yavirutubisho aina ya “Folic Acid”

 (Ndio/Hapana)  

f. Kuhudhuria kliniki kikawaida (Ndiyo/Hapana) 

g. Matumizi ya hydroxyurea  (Ndio/Hapana) 

h. Kufanyakipimo cha Ultrasound kwenye neva za kichwa kila mwaka 

(Ndiyo/ Hapana) 

 

C.  MTOA HUDUMA WA MAJUMBANI: MAZOEA YAKE JUU YA 

UKINGAJI WA ATHARI ZINAZOHUSIANA NA UGONJWA WA SELI 

MUNDU KWA WATOTO 

Eleza vipi unaweza kujipima kuhusu marangapi mototo wako mwenye ugonjwa 

wa mifupa hufanya ya fuatayo kujikinga na athari zinazohusiana na ugonjwa 

huo?  

20.  Anatumia kinga ya penicillin profilaksisi.  

a. Hatumii kamwe 

b. Baadhi ya wakati 

c. Wakati wote bilakukosa   

21. Analala ndani ya chandarua kilichowekwadawa?  

a. Hafanyi kamwe 

b. Baadhi ya wakati 

c. Kilas iku 

22. Anaepuka hali ya hewa ya joto kali au baridi kali Sana?  

a. Hafanyi kamwe 

b. Baadhi ya wakati 

c. Wakati wote 

23. Anakunywa angalau gilasi 8 zamaji kwa siku?  

a. Hanywi kamwe b. Baadhi ya wakati 
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c. Kila siku bila ya kukosa 

24. Anatumia virutubisho aina ya Folic Acid?  

a. Hatumii Kamwe 

b. Baadhi ya 

wakati 

c. Kilasiku  

25. Anaepuka kazi/shughulingumu?  

a. Haepuki kamwe 

b. Baadhi ya wakati 

c. Kawaida hafanyi kazi ngumu 

26. Anahudhuria kliniki kwa mujibu wa tarehe anazopangiwa?  

a. Hahudhurii kamwe 

b. Baadhi ya wakati 

c. Kila siku bila kukosa  

27. Anapewa da wazaasili?  

a. Kawaida 

b. Baadhi ya wakati 

c. Hapewi kamwe 

28. Unampeleka mototo wako kwa waganga wakienyeji kutibiwa?  

a. Kawaida 

b. Baadhi ya wakati 

c. Hapelekwi kamwe 

29. Unahakikisha lishe bora yamtoto?  

a. Hafanyi kamwe 

b. Baadhi ya wakati 

c. Kawaida 

30. Anatumia Hydroxyurea 

a. Hafanyi kamwe 

b. Baadhi ya wakati 

c. Kawaida 

 

D. KIWANGO CHA MATATIZO YANAYOHUSIANA NA UGONJWA WA 

MIFUPA KWA MTOTO  

31. Katika miezi iliyopita mara ngapi umempeleka motto wako Hospitalini kwa 

magojwa yahusianayo na Ugonjwa wa mifupa?  

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

32. Katika miezi 6 iliyopita mara ngapi mototo wako amelazwa hospitalini?  

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 
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33. Ikiwa mototo wako alilazwa hospitalini,nini sababu za kulazwa?  Zitaje  

______________________________________________________________

______________________________________________________________

______________________________________________________________

_____________________________________________________________ 

34. Homa inayohitaji dawa ni vibaya kuongezewa maji na antibiotiki   

a. Ndiyo  b. Hapana  

35. Homa inayo tibika kwa dawa za kuondoa malaria  

a. Ndiyo b. Hapana  

36. Uongezwaji wa damu  

a. Ndiyo  b. Hapana  

37. Maumivu ya kuvimba wa miguu yanayohitaji tiba yauongezwaji damu  

a. Ndiyo  b. Hapana  

38. Maumivu ya viungo vilivyovimba  

a. Ndiyo  b. Hpana  

39. Maumivu makali ya kifua na kushindwa kupumua  

a. Ndiyo  b. Hapana  

40. Kutokwa na damu na upungufu mkubwa wa damu  

a. Ndiyo  b. Hapana  

41. Vidondavya miguu  

a. Ndiyo  b. Hapana  

42. Maumivu yanyonga  

a. Ndiyo b. Hapana  

43. Katika kipindi cha miezi 6 iliyopita mara ngapi mototo alikuwa na vipindi 

vya maumivu vinavyo hitaji kwenda Hospitali? 

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

44. Katika kipindi cha miezi 6 iliyopita mara ngapi motto ameugua malaria?  

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

45. Katika kipindi cha miezi 6 iliyopita mara ngapi mototo ameongezewa damu?  

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 
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46. Katika kipindi cha miezi 6 marangapi mototo alikuwa na homa na kutibiwa 

na dawa za antibayotiki? 

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

47. Katika kipindi cha miezi sita iliyopita, mara ngapi mototo alikuwa na 

maumivu ya kifua, DIB?  

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

48. Katika kipindi cha miezi 6 mara ngapi mototo ana vipindi vya maumivu 

vinavyopelekea kuvimba kwa wengu? 

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

49. Katika kipindi cha miezi 6 mara ngapi mototo wako amepata upungufu wa 

damu na kuwa na tabia ya kutokwa na damu kama vile ya puani?   

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

50. Katika kipindi cha miezi 6 marangapi mototo wako alikuwa na udhaifu wa 

upande mmoja wa mwili?    

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

51. Katika kipindi cha miezi 6, mara ngapi mototo amepata maumivu ya uume 

kuendelea kusimama (kwa mototo wa kike acha swalihili)  

a. Hakuna 

b. Mara moja 

c. Mara mbili au zaidi 

52. Kipi chanzo chako cha taarifa juu ya kinga ya matatizo yanayo husiana na 

ugonjwa wa mifupa? 

a. Vyombo vya habari 

b. Mitandao ya Kijamii 

c. Wafanyakazi wa hospital  

d. Nyengine (Taja…………)  
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Maswali yanayohusu mitazamo ya wauguzi/watoa huduma 

53. Je, huwa unamleta mtoto wako hospitali anapokuwa na 

matatizo/anapoumwa? 

1. Kweli kabisa 

2. Kweli  

3. Wastani 

4. Sikweli 

5. Sikweli kabisa 

54. Je, ni lazima kumpa mtoto dawa za prophylactic? 

1. Kweli kabisa 

2. Kweli  

3. Wastani 

4. Sikweli 

5. Sikweli kabisa 

  

55. Je ni lazima kuweka miadi ya kliniki? 

1. Kweli kabisa 

2. Kweli  

3. Wastani 

4. Sikweli 

5. Sikweli kabisa 

56. Je, huwa unaomba usaidizi kwa majirani zako pindi mtoto wako anapopata 

matatizo/anapoumwa?  

1. Kweli kabisa 

2. Kweli  

3. Wastani 

4. Sikweli 

5. Sikweli kabisa 

 

E. MITAZAMO YA WATOA HUDUMA MAJUMBANI 

Mtazamo wa watoa huduma majumbani juu ya uwezekano wa watoto wao 

kupata matatizo yatokanayo na ugonjwa wa seli mundu 

57. Je ugonjwa wa selinundu ni hatari kwa kiasi gani kwa mtoto wako?  

a. Sio hatari  

b. Kiasi fulani ni hatari  

c. Hatari sana 

58.  Je mwanao ameathirika (na ugonjwa) kwa kiasi gani?  

a. Sio hatari  

b. Kiasi fulani ni hatari  

c. Hatari sana 

59. Ni kwa kiasi gani ugonjwa wa maleria ni hatari kwa mtoto wako?   

a. Sio hatari  

b. Kiasi fulani ni hatari  

c. Hatari sana 
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60. Je ugonjwa wa upungufu wa damu  ni hatari kwa kiasi gani kwa mtoto wako? 

a. Sio hatari  

b. Kiasi fulani ni hatari  

c. Hatari sana 

61. Mwanao hupata maimivu kwa kaisi gani?  

a. Sio hatari  

b. Kiasi fulani ni hatari  

c. Hatari sana 

 

Mtazamo juu ya kupata hathari zitokanazo na ugonjwa sickle cell 

62.  Ni kwa kiwango gani mototo wako yuko kwenye hatari ya kupata 

maambukizi?  

a. Hakuna uwezekano  

b. Uwezekano kiasi 

c. Uwezekano mkubwa 

63. Ni kwa kiwango gani mwanao yupo kwenye hatari ya kupata ugonjwa wa 

maleria? 

a. Hakuna uwezekano  

b. Uwezekano kiasi 

c. Uwezekano mkubwa 

64. Ni kwa kiwango gani mwanao yupo kwenye hatari ya kupata ugonjwa wa 

anaemia?  

a. Hakuna uwezekano  

b. Uwezekano kiasi 

c. Uwezekano mkubwa 

65. Je ni kwa kiwango gani mtoto wako anaweza kuzidiwa/kuugua ugonjwa wa 

selinundu? 

a. Hakuna uwezekano  

b. Uwezekano kiasi 

c. Uwezekano mkubwa 

 

Mtazamo faida ya kutoa huduma kinga kwa mototo mwenye ugonjwa wa seli 

mundu katika kuzuia matatizo yanayoweza kujitokeza 

66. Je ni kwa kaisi gani dawa ya penicillin inamkinga mtoto kupatamaambukizi? 

a. Haisaidii kabisa  

b. Inasaidia kidogo  

c. Inasaidia sana  

67. Je chandarua kinasaidiaje watoto kujikinga na malaria?  

a. Haisaidii kabisa  

b. Inasaidia kidogo  

c. Inasaidia sana  
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68. Unywaji wa maji mengi unasaidiaje kupunguza maumivu kwa watoto?  

a. Haisaidii kabisa  

b. Inasaidia kidogo  

c. Inasaidia sana  

69. Je, folic acid inaweza kumkinga mtoto na ugonjwa wa upungufu wa damu? 

a. Haisaidii kabisa  

b. Inasaidia kidogo  

c. Inasaidia sana 

 

Mtazamo wa vikwazo juu ya kutoa huduma ya kuzuia matatizo yanayoweza 

kujitokeza kwa mototo mwenye ugonjwa wa seli mundu awapo nyumbani  

Mambo yanayoweza kukwamisha utumiaji dawa wa mtoto wako? 

70. Kusahau. 

a. Si tatizo kabisa 

b. Ni tatizo  

c. Wakati fulani ni tatizo  

71. Changamoto ya upatikanaji wa dawa.  

a. Si tatizo kabisa 

b. Ni tatizo  

c. Wakati fulani ni tatizo  

72.  Wingi wa majukumu/kukosa muda ( u-bize) 

a. Si tatizo kabisa 

b. Ni tatizo  

c. Wakati fulani ni tatizo  

73. Gharama kubwa za dawa/matibabu  

a. Si tatizo kabisa 

b. Ni tatizo  

c. Wakati fulani ni tatizo  

74. Madhara ya dawa (ladha?) kila wakati ni changamoto? 

a. Si tatizo kabisa 

b. Ni tatizo  

c. Wakati fulani ni tatizo  

 

 Maswali yameasiliwa kutoka kwa (Amor, 2018; Fowora, 2017; Lenoci et al., 2000) 

 

SHUKRANI SANA KWA USHIRIKI WAKO  

MWISHO 
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Appendix III: Informed concent (English Version)  

Ethical statement 

My name is Tatu muhidini suleiman. I am student at the University of Dodoma 

College of health, pursuing Master of Science in pediatric nursing. The main 

objective of this study is to ask for your cooperation in participating into a study to 

“Assess caregivers’competence on preventions of Sickle Cell complications among 

children attending clinics at Dodoma region”. 

 This study is voluntary and if you decide not to participate in this study or to 

withdraw from participation anytime you are allowed do so. You will be requested to 

fill in the questionnaire that is anticipated to take almost 30-45 minutes. This 

research is free and no payment for the participant. The results of this study will help 

to improve the care to Sickle Cell diseases children so as reduce the infant mortality 

caused by such diseases. Information provided will be treated with utmost 

confidentiality no one will access to your information and numbers will be used 

instead of names to ensure anonymity 

I agree to participate ………….. Yes / No 

The signature of participant…………….. 

Researcher signature ……………………….. 

tatumuhidini48@gmail.com........................... 

Phone Number: 0763620272 
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Appendix IV: Informed Consent (Swahili Version)  

Fomu Ya Ridhaa Ya Kuomba Ushiriki Katika Utafiti  

Jina langu ni Tatu muhidini suleimani. Ni mwanafunzi katika chuo kikuu cha 

Dodoma. Nasomea masomo ya uzamili katika huduma ya kiuuguzi kwa watoto. 

Lengo kuu ni kukuomba ushirikiano wako katika kushiriki utafiti wa kuangalia 

tathmini ya taaluma ya watoa hudumakwawatoto wenye ugonjwa wa mifupa kingaji 

wa athari zinazohusiana na ugonjwa wa mifupa miongoni mwa watoto 

wanaohudhuriakiliniki ya mifupa katika mkoa wa Dodoma.Njia nitakazotumia ni 

kulizamaswaliyaliyomo katika karatasikwa wahusika na kujazwa kwa mujibu wa 

uelewa wa mshiriki. Utafiti huu ni wahiyari na hakutokua na kipengele cha mtu 

yoyote kuandika jina lake badala yake kutakua na nambari. Utasfiti huu hauna 

malipo na hauna madhara yoyote kwa atakayeshiriki. Matokeo ya utafiti huu 

yatasaidia kuboresha hudumana madhara yanayotokana na maradhi ya mifupakwa 

watoto wenye maradhi ya mifupa. kupunguza maradhi ya mapafu na vifo vya watoto 

vinavyopelekewa na maradhi hayo.  

Nakubalikushiriki ………….. Ndio/Hapana  

Sahihiyamshiriki……………………….  

Sahihiyamtafiti ………………………..  

Barua tatumuhidini48@gmail.com 

Numbari ya simu: 0763620272 
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Appendix V: Research clearance letter 
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Appendix VI: Ethica clearance letter 
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Appendix VII: Research permit letter from Regional Authority Secretary 
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Appendix VIII: Research permit letter from Dodoma regional referral hospital 

 

 

 

 


